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NHS North Tyneside CCG
Introduction and Vision
We continue to deliver our local health and care economy vision but within the
context of the region’s aspirant Integrated Care System (ICS) programme, and North
Integrated Care Partnership (ICP) vision.
The CCG work is consistent with the ICS ambitions for prevention, health &
wellbeing, out of hospital care, mental health and broader acute hospital
collaboration, with the ICS Priority Workstreams agreed as:
•
•
•
•
•
•

Population Health & Prevention
Optimising Health Services
Digital Transformation
Workforce Transformation
Mental Health
Learning Disabilities

Our collaborative work to date has positively informed and contributed to
development of our strategic plans across our health and care economy in the
Operating Plan for 2019/20.
North Tyneside CCG works with its partners for its population on many different
geographies including at place in local neighbourhoods and communities.
Our vision is “Working together to maximise the health and wellbeing of North
Tyneside communities by making the best use of resources”.
We strive to find and implement new ways of working which will mean that care will
be closer to home and people will only be in hospital when it is really needed. Our
strategic priority themes for changing the health care system are:
•
•
•

Keeping healthy, self-care
Caring for people locally
Hospital when it is appropriate

Our strategic vision is supported by ambitious plans to change the way that care is
delivered.
The figure below gives a pictorial representation of the CCG’s
commissioning priorities which echoes our vision.
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Recognising the pre-eminence of place based working, we are proceeding on the
principle that work that we might wish to undertake at an ICP or ICS level will be
driven from our individual CCG place based agendas, making best use of the
all-inclusive stakeholder partnerships already established to inform the development
of these plans.
Our local system is transforming and many of the traditional boundaries between
providers and commissioners are already being removed in response to integrated
care approaches.
Work is beginning in the three CCGs within the North ICP to understand how they
will work more closely together. Collectively they are identifying a number of key
priority areas:
•
•
•
•
•
•
•

Aspiring towards shared management arrangements
Developing joint Governance structures and Committees in common
Developing a meaningful Primary Care Strategy for implementation within the
next 12 months across the three CCGs
Working arrangements to support Primary Care Networks – supporting place
based working and across the ICP
Adopting a joint approach to contract management and planning
Identifying opportunities for standard ways of working e.g. GP Career Starts
Moving towards A&E delivery boards in common

Noting that the three CCGs are exploring ways of working more closely together, we
are clear that place based working in partnership with our local authorities and
provider organisations underpinned by emerging Primary Care Networks remains
our most important point of focus to deliver improved outcomes for the people we
serve.
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However, regardless of the changing landscape that we continue to work within, at
NHS North Tyneside Clinical Commissioning Group (NTCCG), we remain focused
on improving the quality of care for patients and maintaining financial balance, whilst
working in partnership to strengthen the sustainability of services for the future.

Mark Adams
Chief Officer
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NENC ICS Introduction
and Vision
The long term ambition for the people of the North East and North Cumbria (NENC is
to transform health outcomes and help them to live longer, healthier and
wealthier lives.
A separate document titled ‘North East and North Cumbria, ICS Vision, Strategy and
Framework for System Working’ details the vision and longer term priorities as well
as the mechanism for system working.
A draft NENC System Operating Plan (aggregated plan) has been developed to
provide a supportive narrative to articulate how NENC ICS will deliver the
requirements of the NHS Operational Planning and Contracting Guidance. It has
been built up from Place level discussion, where there is active engagement with
local government and community and voluntary sector partners, through to ICP level
plans and active collaboration with NENC wide priority programmes including Health
Education England. These 2019/20 planning submissions align with, and support
delivery of, NENC’s longer term priorities.
There are four ICPs within the NENC ICS. The map below illustrates the formation
of the four ICPs.
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North ICP Vision /
Introduction
The North ICP is
the largest of the
four ICPs in the
North East and
North Cumbria
aspirant ICS. The
footprint covers a
population of
1.025m and
comprises of the
statutory
organisations
shown.

The North ICP is
building on a long history of partnership working across health and social care, and
through this collaboration the results have been positive and greater than any
individual organisation could have achieved alone.
As a footprint we are growing and developing as the North ICP system, and are
starting to understand what working together as a system might offer in facing the
challenges ahead, and delivering much more for the people who we serve.
Through our active involvement in the regional system development of the North
East and North Cumbria aspirant ICS (Aspirant programme), we have developed
and refined our ICP approach to system delivery, taking into consideration the
learning from the following key areas:
•
•
•
•
•

Population health management approaches
Strategic and tactical commissioning
Working with local government
Strengthening Primary Care
System wide approach to managing resources collectively

There is support at ICP level for an emerging focus on frailty and further
development of children’s services at place based level.
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NHS North Tyneside CCG
place based working
NHS North Tyneside CCG has played a full and active role supporting the
development of ICP and ICS system planning, ensuring there is alignment with our
organisational plan and alignment with the planning guidance:
“For 2019/20, every NHS trust, NHS foundation trust and clinical
commissioning group (CCG), will need to agree organisation-level operational
plans which combine to form a coherent system-level operating plan. This will
provide the start point for every Sustainability and Transformation Partnership
(STP) and Integrated Care System (ICS) to develop five-year Long Term Plan
implementation plans, covering the period to 2023/24.”
Noting the need now, we need to understand at what level we will take various
elements of our work forward.
In the next section we describe how the CCG is working at place and neighbourhood
level in North Tyneside.
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NTCCG position within
the NENC ICS
There are demonstrable synergies to working as a single ICS, but the vast majority
of services will continue to be commissioned, planned and delivered locally. The
ICS is constructed across four levels of scale as outlined below, with the 2019/20
deliverables also addressed at these different levels. This diagram highlights where
NTCCG plays its part in the NENC system.
Neighbourhoods - meaning
populations of c30,000-50,000
people in natural geographical
areas, built around groups of
Primary Care Networks, with a
strong emphasis on integration
of General Practice, Community
Services, Social Care and the
voluntary sector.

Place – meaning populations
of c150,000 to 500,000 people
as the main focus for
partnership working between
the NHS and Local
Government.
There is much to celebrate and
share from the work happening at
place in North Tyneside.

NTCCG has an established system
of four localities, and plans for
Primary Care Networks are being
developed.

Integrated Care Partnerships meaning populations of circa
one million (with the exception of
North Cumbria, due to its unique
geographic and demographic
features), focussed on acute
collaboration across multiple
NHS Trusts to ensure
sustainable services.

NT
CCG

Integrated Care System –
meaning across the population
of circa 3.3 million people,
focused on ‘at scale’ functions
that deliver added value.
Across NENC ICS this includes
the work stream areas being
delivered.

In order to inform identification of
ICP level working priorities the
North Forum completed a joint work
mapping exercise to identify the
wide range of work already being
undertaken between partners.
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We have described the CCG’s vision on pages 4 and 5.
Our Strategic Principles are:
•
•
•
•
•

High quality care that is safe, effective and focused on patient experience
Services coordinated around the needs and preferences of our patients,
carers and their families
Transformation in the delivery of health and wellbeing services provided jointly
with the local authority, other public sector organisations and the private and
voluntary sector
Best value for taxpayers’ money and using resources responsibly and fairly
Right services in the right place delivering the right outcomes

The CCG is committed to developing an improved way of working with the voluntary
sector, including considering any potential commissioning opportunities. It is also
keen to work more closely with other CCGs, Healthwatch (e.g. around mental health
crisis pathways) and North Tyneside Council.
The CCG also has quality of patient provision at its heart and constantly seeks to
ensure that, through the work with our partners, we continue to improve the quality of
services for the patients in North Tyneside. Considering the CCG’s vision and
principles that we have described in this document, we strive to find and implement
new ways of working which will mean that care will be closer to home and people will
only be in hospital when it is really needed.
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Financial position
The CCG’s financial objectives are to meet its financial duties and support the
delivery of its other corporate objectives.
Over the last four years, CCG has successfully implemented its financial recovery
plan, delivering savings of around £45m. This work has put the CCG in recurrent
financial balance and it is making good progress in repaying the deficit it
accumulated. The deficit peaked at £19.3m and is expected to be around £6.1m at
the start of 2019/20.
The CCG’s 2019/20 financial plan demonstrates that it will deliver the £3.5m control
total set by NHS England, along with the other key business rules, including the
Mental Health Investment Standard, investing in primary care networks and holding
a 0.5% contingency. The plan is based on prudent assumptions, including increases
to fund growth in A&E and non-elective activity and to tackle increases in waiting
lists. By the end of 2019/20, the CCG expects to have repaid its accumulated deficit.
In terms of efficiency savings, the CCG’s target is again much lower in 2019/20 than
in previous years. The success of previous years has reduced the opportunity for
savings but has also put the CCG in a strong position where high levels of savings
are not required. A robust plan to deliver around £6.5m (1.7%) savings is in place.
Medicines Optimisation, changes to the delivery of intermediate care and ensuring
packages of care are proportionate are key areas within the plan. There are risks to
this delivery but there is mitigation set aside to cover this risk.
Much of our success in turning around the financial position is as a result of the
financial governance arrangements we have in place. This includes a strong
Programme Management Office. We will maintain these arrangements.
Delivery of the CCG’s financial targets is only important because it will allow the
CCG to commission high quality care for patients on a sustainable basis. The
financial plan supports providers and the key Future Care development. The CCG
has improved its underlying financial position and this is strengthened further by the
overall 5.1% increase in allocation. The improved financial position allows the CCG
to begin implementation of the long term plan.
Key to the sustainability of our plans is collaboration with our partner organisations.
We are and will continue to work with fellow commissioners, our providers and the
local authority to make the money work both within North Tyneside and on the larger
footprints of our Integrated Care Partnership across North Tyneside, Northumberland
and Newcastle and Gateshead and our Cumbria and North East Integrated Care
System.
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Reducing health
inequalities
Inequalities in health outcomes in the North East are related to the ‘wider
determinants’ of health rather than healthcare experience. Many of these wider
determinants are factors and are an integral part of the place (work, housing,
environment, etc.) and are largely the responsibility of local government however the
CCG is working closely with partners to identify opportunities to support the
reduction in health inequalities.

Overview
North Tyneside is one of the least deprived boroughs in the region and there is
generally an improving picture of health and wellbeing.
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Life expectancy has been increasing at all ages across the borough, which is very
good news. The reasons are changes in infant mortality, improvements in medical
treatments, improved standards of living such as good nutrition, cleaner air, fewer
people smoking and generally better public health. However life expectancy at birth
for men and women has plateaued over the last five years (2012-2016).

Healthy life expectancy has not increased at the same rate as life expectancy,
leaving large numbers of people living the later stages of their lives in poor health,
often with multiple long term conditions.
A woman can expect to live 62.1 years in good health at birth in North Tyneside
(2014/16). This is similar to the England average (63.9 years), and higher than the
North East average (60.6 years). Full life expectancy at birth in North Tyneside for
women is 82.4 years (2014/16).
A man can expect to live 61.9 years in good health at birth in North Tyneside
(2014/19. This is similar to the England average (63.3 years) and higher than the
North East average (59.7 years). Full life expectancy at birth in North Tyneside for
men is 77.9 years (2014/16).
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Relative deprivation in North Tyneside is improving; in the 2010 IMD North Tyneside
was ranked 113 out of 326 authorities (higher is better). In the 2015 IMD, North
Tyneside was ranked 130. However there are wide inequalities across the borough,
with persistent pockets of deprivation particularly in the wards of Riverside and
Chirton.
The gap in life expectancy between the most and least deprived areas within the
borough is 11 years, and this gap has remained static during the last decade. Men
in our most deprived wards live on average 11.7 years less than those residing in our
least deprived wards and for women the corresponding figure is 10.6 years less.

Premature mortality
Cancer, cardiovascular disease (CVD) and respiratory disease are the leading
causes of premature death in North Tyneside. Age standardised mortality rates for
all three diseases are higher than the England rate:
• Cancer remains the most significant cause of premature mortality in North
Tyneside with 888 deaths in 2015-17
• Although CVD mortality has declined faster than cancer; there were still 461
premature deaths in 2015-17
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• COPD is one of the major respiratory diseases and smoking is a major cause
of COPD. There were 214 deaths in 2015-17
• People are also dying from liver disease at a younger age compared to the
national average. Deaths due to liver disease are heavily influenced by both
alcohol and obesity. In North Tyneside there were 135 deaths in 2015-17
Social factors, lifestyle choices and late presentation, diagnosis and treatment
contribute to the premature mortality, however much of this premature mortality is
preventable. The figure below highlights that there were 1,432 deaths in North
Tyneside that were considered as preventable.

Lifestyle and behaviour
Major risk factors for poor health include unhealthy diets, smoking, drinking too much
alcohol and physical inactivity:
•
•
•

Just under two thirds (62.2%) of adults in North Tyneside are overweight or
obese (2016/17)
There are increasing numbers of people who have type 2 diabetes there are
12,848 individuals in North Tyneside with type 2 diabetes (7.2%) and there is
a further 2,147 (1.4%) individuals who have not been diagnosed
It is estimated that 11.6% of adults have non-diabetic hyperglycaemia and
thus represent an opportunity to prevent from developing type 2 diabetes
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•

•
•
•

The numbers of adults smoking in North Tyneside has significantly declined
over the last decade to an all-time low of 16.5% (2017). However there is
variation in North Tyneside: 30% of adults in the most deprived areas of North
Tyneside smoke compared to only 8% in our least deprived areas
Alcohol related admissions to hospital are higher in North Tyneside compared
to the national average. In 2016/17 there were over 1,700 people admitted to
hospital for specific alcohol reasons
23.5% of the population is drinking at levels that risk damaging health
27.2% of adults are doing less than 30 minutes of exercise per week
(2016/17)

Children and young people
• 17% of children are living in poverty. There is a persistent gap in educational
attainment between disadvantaged children and other children in the borough
• The rate of obese children doubles between five year olds and 10 year olds.
One in 10 children are obese aged 4-5, and one in five by aged 10. There is
a clear relationship between deprivation and obesity
• 10.5% of 15 year olds are regular smokers (this is similar to the England
average)
An ageing population
• North Tyneside’s population is getting older
• There are growing numbers of people with multiple long term conditions and
frailty
• More than one in 10 of the adult population has a caring responsibility
• An estimated 14% of people over 65 years old are caring for someone
• There are just under 15,000 older people over the age of 65 who live alone
• The number of people aged over 75 living alone is predicted to rise by 41.9%
by 2030

Health inequalities
We have regard to the need to reduce inequalities between patients in accessing
health services for our local population.
We understand our local population and local health needs, through the use of joint
strategic needs assessments (JSNAs) and we collate additional supporting data
including local health profiles as well as qualitative data through our local
engagement initiatives which aim to engage hard to reach groups.
The average life expectancy for the people of North Tyneside is 77.9 years (2014/16)
for men and 82.4 years for women (2014/16). Life expectancy is 11.7 years lower
for men and 10.9 years lower for women in the most deprived areas of North
Tyneside than in the least deprived areas.
The principal cause of premature death in North Tyneside is cancer, followed by
cardiovascular disease (CVD). Smoking is the major cause of preventable death,
with alcohol misuse the second biggest lifestyle health risk factor.
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In summary, the challenges within North Tyneside include:
•
•
•
•
•

Ageing population with increasing needs
Health inequalities between localities
Increasing over reliance on hospital-based services
Increasing high cost drugs and cost of new medical technologies
Minimal growth in financial allocations and funding shift to social and primary
care

We work in partnership with local NHS trusts, as well as local voluntary sector
organisations and community groups to identify the needs of the diverse local
community we serve to improve health and healthcare for the local population.
We seek the views of patients, carers and the public through individual
feedback/input, consultations, working with other organisations and community
groups, attendance at community events and engagement activity including patient
surveys, focus groups and Healthwatch.
As the local commissioners of health services, we seek to ensure that the services
that are purchased on behalf of our local population reflect their needs. We
appreciate that to deliver this requires meaningful consultation and involvement of all
our stakeholders.
We aim to ensure that comments and feedback from our local communities are
captured and, where possible, giving local people the opportunity to influence local
health services and enable people to have their say using a variety of
communication methods enabling them to influence the way NHS health services are
commissioned.
Through our Commissioning Support Unit, we have continued to work closely with
other local NHS organisations to support the regional working that has been a legacy
of the Equality, Diversity and Human Rights Regional Leads Meetings. Also
nationally they have been awarded E&D Partner status for 2016/17 and have
continued to work closely with partners as part of the alumni programme for 2017/18.
We continue to monitor the health profiles and data available which detail the health
challenges of our population including the Joint Strategic Needs Analysis (JSNA)
and Public Health Profiles.
Further information can be found at:
• PHE Local Authority Health Profiles: www.healthprofiles.info
• Public Health England – Local Health: www.localhealth.org.uk
• North Tyneside 2018 JSNA:
https://public.tableau.com/profile/north.tyneside.council#!/vizhome/JSNA2018/
JSNADecember2018
• North Tyneside CCG Equality and Diversity webpage (including 2017 JSNA
refresh): www.northtynesideccg.nhs.uk/about-us/equality-and-diversity/
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NHS RightCare and
population health
NHS RightCare packs are used by the CCG to support service reviews and service
development; they are designed to help reduce health inequalities and improve
health outcomes for the local population of North Tyneside.
By using NHS RightCare alongside the local intelligence such as the JSNA the CCG
is able to ensure our plans focus on the opportunities which have the potential to
provide the biggest improvements in health outcomes and reductions in health
inequalities.
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Future Care
Future Care is North Tyneside’s transformation programme which includes:
•
•
•
•
•

Delivering Population Health and Wellbeing
Delivering high quality, coordinated care
Improving quality of life and experience of services
Supporting and empowering staff
Providing effective stewardship of resources

A central component of Future Care is development of a new model of community
and primary care provision to support a move in resources from acute to primary and
community services, as well as working in four localities across North Tyneside to
support local delivery where appropriate. Future Care requires all of the partners in
the health and social care system to come together to make the identified changes.
The multiagency Future Care Board involves all of the NHS Foundation Trusts
working in North Tyneside, the Ambulance service, TyneHealth GP Federation,
North Tyneside Local Authority, Public Health, GP practice representatives, VODA,
HealthWatch, patient representatives, the independent sector and the CCG itself.
This group provides oversight and governance to this programme and was
established during 2018/19.
The programme of work has the following themed work streams which will focus on
achievement of agreed outcomes:
•
•
•
•

Primary Care Home
Urgent and Emergency Care
Planned Care, Long Term Condition Management and NHS RightCare
Children and Young People

There are a number of prioritised projects under each work stream as well as a
number of system cross cutting enablers/ risks (each with their own work plan) which
include:
•
•
•
•
•
•

IT
Workforce
Communication and Engagement
Parity of Esteem
Safeguarding
Better Care Fund

The schematic below provides details of the services that fall within the Future Care
banner and how the governance structure around Future Care operates.
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Partnership working
In addition to the Future Care Executive and Programme Board, the CCG is a key
partner in a range of strategic fora. These include the North Tyneside Strategic
Partnership and the Health and Wellbeing Board, and also many themed partnership
boards including those focussed on mental health, learning disabilities, carers and
children and young people.
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National requirements
The next sections of the operating plan outline the CCG’s plans in the following key
areas, including how it will deliver on national requirements:
•
•
•
•
•
•
•
•
•
•

Urgent and Emergency Care
Referral to Treatment Times (RTT)
Cancer Treatment
Mental Health
Learning Disabilities and Autism
Primary Care and Community Health Services
Workforce
Data and Technology
Personal Health Budgets
Longer Term Deliverables
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Urgent and Emergency Care
The national requirements for urgent and emergency care are:
•

•

•
•
•

The existing NHS Constitution standards remain in force until new clinical
standards for urgent and emergency care are set out in the Clinical Standards
Review, to be published in spring 2019, tested in the first half of the year, and
implemented from October 2019.
Ambulance services should ensure they meet ambulance response time
constitutional standards as set out below:
o Category 1: 7 minutes (mean), 15 minutes (90th centile)
o Category 2: 18 minutes (mean), 40 minutes (90th centile)
o Category 3: 120 minutes (90th centile)
o Category 4: 180 minutes (90th centile)
No one arriving by ambulance should wait more than 30 minutes from arrival
to hospital handover.
Every acute hospital with a type 1 A&E department will deliver a
comprehensive model of Same Day Emergency Care (SDEC) at least 12
hours per day, seven days a week, by September 2019.
There will be a focus on reducing long hospital stays for patients and Delayed
Transfers of Care (DTOCs).

Why change?
•
•
•
•
•

Increased demand on Urgent and Emergency Care services along with
changing patient behaviours and expectations;
Fragmented service provision and gaps in workforce;
Patients being confused about where to go for help;
Poor co-ordination and integration between health, community and social care
affecting the ability to provide effective and timely healthcare;
Multiple access routes.

What are we going to do?
We will continue to work with North East Ambulance Service NHS Foundation Trust
(NEAS) to ensure:
o Response standards are maintained for access, unscheduled care and
scheduled care
o That services provided by NEAS are adequately resourced
o That NEAS deals with fluctuations in demand during periods of high
demand, e.g. winter.
We will continue to work with NEAS and Northumbria Healthcare NHS Foundation
Trust to reduce delays in ambulance handovers by ensuring fluidity in the
admissions process.
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We will work with Northumbria Healthcare NHS Foundation Trust (Northumbria
Specialist Emergency Care Hospital) and The Newcastle-upon-Tyne Hospitals NHS
Foundation Trust (Royal Victoria Infirmary) to deliver Same Day Emergency Care by
September 2019.
We have a number of processes to support patient flow and reduce the risks of
delayed transfers of care. These include: discharge to assess, nursing care
assessment team monitoring, provision of intermediate care beds in the community
and the ability to block purchase nursing beds.
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Referral to Treatment Times (RTT)
The national requirements for RTT are:
•
•
•
•
•
•

Building on the expectation that providers will deliver March 2019 waiting lists
at the March 2018 level, all providers to reduce their waiting list during
2019/20
No patient will wait more than 52 weeks for treatment
Every patient waiting 6 months or longer to be contacted and offered the
option of care at an alternative provider
Implement agreed standards as set out in the Clinical Standards Review to be
published in spring 2019.
No more than 1% of patients should wait six weeks or more for a diagnostic
test.
Ensure patients will have direct access to MSK First Contact Practitioners

Why change?
•
•
•
•
•

Managing demand for elective services more efficiently
Meeting waiting list targets
Delivery of Referral to Treatment Times (RTT)
Implementing clinical best practice and improving quality
NHS RightCare data and methodology still shows large amounts of
unwarranted or unexplained variation, regionally and between providers and
GP Practices.

What are we going to do?
Details of the CCG’s current and planned performance against the national
requirements are provided in the Technical Narrative on page 77.
CCGs and providers in the North ICP are working to redesign outpatients to ensure
right professional, right place, right time, delivering high quality pathways across
primary and secondary care and adding value to people’s lives.
The case for change includes:
•
•
•
•
•

Increasing demand e.g. activity and complexity
Frustration with duplication and variation from both clinicians across primary
and secondary care and patients.
Workforce challenges
Estates
Technological advances

Northumbria Healthcare NHS Foundation Trust, NHS North Tyneside CCG and NHS
Northumberland CCG are working together on the Outpatients Project aiming to:
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•
•

•
•
•

Deliver improved patient experience, improved patient safety and improved
efficiency
Reduce outpatient follow-ups in identified specialties (including
Rheumatology, Orthopaedics, Gynaecology, Colorectal, Cardiology and
CAMHS) including implementation of patient-initiated follow-up (PIFU) where
appropriate
Promote innovative and alternative models of care including uses of digital
technology, learning from the implementation of the teledermatology pilot in
selected practices in Northumberland
Implement SystmOne to facilitate effective communication within outpatients
pathways
Work with NHS Improvement to trial new payment models to support these
changes

The outcome measures for the project are:
•
•
•
•

To improve rapid (maximum one week) outpatient access by 20% by March
2020
To reduce outpatient follow up by 20% in identified specialties by March 2020
To reduce outpatient estate utilisation by 30% at Northumbria Healthcare by
March 2020
To improve patients and staff experience scores for outpatients

We will also use intelligence from NHS RightCare to flag further areas for
consideration.
We will continue to pilot MSK First Contact Practitioners in the North Shields locality,
and potentially roll out further across the CCG.
We will continue to review the operation of our newly-commissioned Advice &
Guidance (A&G) and Rapid Specialist Opinion services and make changes as
necessary, and potentially expand A&G to more specialties.
We will continue to work with local CCGs and providers to explore the options for
implementing the Combined Physical and Psychological Programme as part of the
National Back Pain Pathway.
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Cancer Treatment
The national requirements for cancer are:
•
•
•
•
•
•
•
•
•

At least 93% of patients who receive an urgent GP (GMP, GDP or
Optometrist) referral for suspected cancer should have their first outpatient
attendance within a maximum of two weeks.
At least 93% of patients with breast symptoms who receive an urgent GP
referral for suspected cancer should have their first hospital assessment
within a maximum of two weeks.
At least 96% of patients should wait no more than one month (31 days) for
their first definitive treatment, from the date a decision to treat is made, for all
cancers.
At least 94% of patients should wait no more than one month (31 days) for
subsequent treatment, from the date a decision to treat is made, where the
treatment is surgery.
At least 98% of patients should wait no more than one month (31 days) for
subsequent treatment, from the date a decision to treat is made, where the
treatment is drug treatment.
At least 94% of patients should wait no more than one month (31 days) for
subsequent treatment, from the date a decision to treat is made, where the
treatment is radiotherapy.
At least 85% of patients receiving an urgent GP (GMP, GDP or Optometrist)
referral for suspected cancer should wait no more than two months (62 days)
for their first definitive treatment, for all cancers.
At least 90% of patients with an urgent referral from an NHS cancer screening
programme should wait no more than two months (62 days) for their first
definitive treatment.
Implement human papillomavirus (HPV) primary screening for cervical cancer
across England by 2020

Why change?
•
•
•
•

Cancer is the leading cause of premature death in North Tyneside, with the
age standardised mortality rate higher than the England rate
Nearly one quarter of the North Tyneside population is drinking at levels that
risk damaging health
Significant variation in smoking levels across North Tyneside
Pressure on services meaning the CCG is not meeting all eight constitutional
standards

What are we going to do?
Details of the CCG’s current and planned performance against the national
requirements are provided in the Technical Narrative on pages 78-80.
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The CCG has developed in partnership with local providers a three year strategic
plan to make the changes necessary to ensure that people identified and diagnosed
with cancer receive the highest level of care possible and maximise life expectancy.
The Strategic plan focusses on six priorities areas:
1. Prevention and early identification of cancers.
2. Achieve earlier diagnosis using evidence based clinical pathways to achieving
faster diagnosis.
3. Improve patient experience
4. Delivery of Living with and Beyond Cancer Survivorship Pathways in breast,
colorectal and prostate.
5. Make necessary investments to deliver a modern high quality service.
6. Ensure commissioning of local services is aligned to region based integrated
systems where necessary.
Key actions identified for 2019/20 include:
•
•

•
•
•
•
•
•
•
•
•
•

Improving access to stop smoking services and increase smoking quit rates.
Continue community based approaches to target populations at greater risk of
cancer and design and deliver interventions which:
a) Inform people about what action to take in response to cancer signs,
symptoms and screening invitations
b) Provide targeted support to help people manage their weight, reduce their
levels of alcohol and or smoking intake.
Roll out national “Optimal colorectal pathway”
Develop systems and process in preparation and readiness for the 28 day
pathway on referral to diagnosis which comes into effect in 2020.
Establish a Patient experience cancer group to advise, inform and challenge
commissioners and providers on those aspects of cancer care can be greatly
improved in terms of quality based outcomes.
Encourage primary care participation in the National Cancer Audit
Implement a Lung Cancer Case finding pilot.
Consolidate the successful roll out of the Living With and Beyond Breast
Cancer pathway
Roll out the Living with and Beyond Colorectal Cancer pathway.
Ensure all patients diagnosed with cancer have a full holistic needs
assessment.
Implement Faecal Immunochemical Testing (FIT) for low risk, symptomatic
patients.
Support the implementation of FIT for bowel screening.
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Mental Health
The national requirements for mental health are:
•
•
•
•
•
•
•

•
•
•
•
•
•
•

By March 2020 IAPT services should be providing timely access to treatment
for at least 22% of those who could benefit (people with anxiety disorders and
depression).
At least 50% of people who complete IAPT treatment should recover.
At least two thirds (66.7%) of people with dementia, aged 65 and over, should
receive a formal diagnosis.
At least 75% of people referred to the IAPT programme should begin
treatment within six weeks of referral.
At least 95% of people referred to the IAPT programme should begin
treatment within 18 weeks of referral.
At least 56% of people aged 14-65 experiencing their first episode of
psychosis should start treatment within two weeks.
At least 34% of children and young people with a diagnosable mental health
condition should receive treatment from an NHS-funded community mental
health service, representing an additional 63,000 receiving treatment each
year.
By March 2021, at least 95% of children and young people with an eating
disorder should be seen within one week of an urgent referral.
By March 2021, at least 95% of children and young people with an eating
disorder should be seen within four weeks of a routine referral.
Continued reduction in out of area placements for acute mental health care for
adults, in line with agreed trajectories.
At least 60% people with a severe mental illness should receive a full annual
physical health check.
Nationally, 3,000 mental health therapists should be co-located in primary
care by 2020/21 to support two thirds of the increase in access to be delivered
through IAPT-Long Term Conditions services
Nationally, 4,500 additional mental health therapists should be recruited and
trained by 2020/21.
The further deliverables for mental health outlined in the technical annex must
also be delivered during 2019/20, most notably for: perinatal mental health; all
age crisis and liaison services; 50% of early intervention in psychosis services
graded at level 3; and reducing suicides.

Why change?
•
•
•
•

Performance against 5 Year Forward View and Long Term Plan
Parity between mental health and physical health
Taking a Marmot view to mental health with focus on early life interventions
through perinatal mental health provision and improvements for children and
young people mental health provision
Reducing health inequalities providing equal access to mental health
interventions
32

•

Emphasis on prevention and early intervention thus reducing pressure on
higher level services

What are we going to do?
Details of the CCG’s current and planned performance against the national
requirements are provided in the Technical Narrative on pages 80-83.

Implementation of Mental Health Forward View
We are committed to delivering the Mental Health Five Year Forward View.
The Mental Health Boards which include Public Health, North Tyneside Local
Authority, NTWFT, NHCFT, voluntary sector organisations, patient and carer
representatives as well as the CCG, continue to meet regularly. Three strategy
documents have been produced mirroring the Boards:
•
•
•

Children & Young People’s Mental Health & Emotional Well-Being Strategy,
incorporating the CAMHS Transformation Plan
Adult Mental Health Strategy
Older Peoples Mental Health Strategy

In relation to children and young people’s mental health provision, we implemented
new pathways during 2018/19 to enable school headteachers and SENCOs to refer
directly into the CAMHS service. Additionally, there is now access for schools to
urgent appointments and professional telephone advice. The CCG also funded,
along with the Wellcome Trust, an innovative project called MI:2K. The MI:2K
project
was
a
year-long engagement programme, run by national
charity Involve and Leaders Unlocked. A team recruited and trained young people in our
area, including at-risk groups, on how local mental health prevention, support and
services can be most effective and supported them to conduct a research project
resulting in key recommendations to be taken up by the CYP MHEWB Strategic Group
for action.
CAMHS provision remains a priority for the CCG in 2019/20. The CAMHS Local
Transformation Plan is a five year Plan and is now entering its fourth year. The
current, 2017/18 Plan is available on the CCG’s website. During 2018/19, mental
health in education and improved involvement and engagement were the two key
priorities. Building on the success of the Emotionally Healthy Schools Resource
Pack which was launched in May 2017, we worked with the Local Authority, the
Anna Freud National Centre for Children and Families and the Department for
Education as part of the Schools Link Programme 2017-18 to strengthen
communication and joint working arrangements between schools and mental health
professionals.
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During 2019/20, the CCG will:
•

•
•
•

•
•
•
•

Form a strategic alliance with Barnardo’s and the local authority, in relation to
childrens and young people’s emotional health and wellbeing. The focus will
be on early intervention and prevention.
The purpose is to identify
challenges, examine service delivery and service design. The process will
begin with workshops to identify what is working and where there are
challenges. A school survey regarding children and young people’s mental
health will be undertaken and the New Forest Parenting training programme
will be rolled out across social care and health.
Review existing CAMHS Tier 2 & 3 provision to identify areas of efficiency and
improved pathways
Review the outcomes from the MI:2K project to inform and influence service
design and development for CAMHS
Work with partners to continue to work with schools to implement some of the
improvements identified in the Schools Link Programme workshops during the
coming year which will include establishing a termly Mental Health School
Mental Health Leads Network where school staff would come together with
CAMHS, Educational Psychology and School Improvement staff.
Fund additional resource into the CAMHS neurodevelopmental pathway
where we have already identified specific issues with the current pathway and
waiting times for assessment
Develop CAMHS services in preparation for implementation of the
requirements of the Children & Young People Mental Health Green Paper,
focussing on mental health provision in schools and improved access times.
Review, with the Local Authority, the pilot of the Kooth online counselling
service to determine how it may be commissioned in the future.
The CCG continues its involvement in the regional work on the national New
Care Models programme, whereby secondary mental health providers are
given the opportunity to take responsibility for tertiary commissioning budgets
for children and adolescent mental health services (CAMHS) Tier 4 inpatient
services, adult secure and adult eating disorders services. The aim of New
Care Models is to innovate and transform services in the best interests of
service users and their families and to provide care as near to home as
possible.

For working age adults’ services, the CCG will provide additional funding to enable to
expansion of IAPT services for people with Long Term Condition and to also improve
waiting times for access to Step 3 therapy.
We will also work with VODA to re-establish the North Tyneside Recovery College,
offering a range of courses and workshops related to mental health and wellbeing.
The CCG is also working with provider partners to implement closer ways of working
between services and organisations, minimising multi-referrals between services for
individual patients and rejection of referrals.
We are also working at a Locality level to develop mental health nursing posts,
based in GP Practices, who will be able to assist patients, signpost and provide
education and training for GPs on mental health issues. This project will initially be
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based in the North Shields and Wallsend locality areas and may be considered for
future cross-Borough roll-out.
We will continue to fund both the national Core 24 model of liaison psychiatry, based
at the A&E department of The Northumbria Hospital and the older people’s liaison
psychiatry services, based in inpatient and rehabilitation wards at North Tyneside
General Hospital. We are closely monitoring the impact of these services and will
evaluate their outcomes.

Community based mental health services
Northumberland, Tyne and Wear NHS Foundation Trust (NTWFT) implemented new
pathways and structures for community based mental health services in North
Tyneside during 2016/17.
Since then, a review was undertaken of some of these new pathways, focusing
specifically on the pathway for people experiencing a mental health crisis aiming to
ensure that people receive timely access to appropriate services to manage their
needs. The review was undertaken in partnership with Healthwatch to gain patient
and carer input into the pathways work and to help inform future commissioning
decisions.
As a result of this work and the subsequent Healthwatch published report, the CCG
will, during 2019/20:
•
•
•

Commission a low level crisis support service for people who feel they are
experiencing a crisis but do not meet the threshold for the Crisis Resolution
and Home treatment Team
Review the availability of carer support to ensure that their support needs are
identified. The CCG already funds one mental health carer support worker
and will identify how further support can be provided
Continue to work with GP Practices to increase mental health awareness,
knowledge of services available and referral mechanisms

This work will be monitored at the bi-monthly North Tyneside Mental Health Crisis
Concordat Strategy Group and will be reported to the appropriate Mental Health
Board and, ultimately, the Health and Wellbeing Board.

Maintaining a High Level of dementia diagnosis and good quality care for
people with dementia
The CCG currently has an early dementia diagnosis rate which exceeds the national
target of at least two-thirds of the estimated number of people with dementia.
The CCG continues to review the national information to ensure that it continues to
meet this target. The CCG is also working with GP Localities to ensure that patients
who have been diagnosed with dementia have their care plan reviewed annually.
This is audited nationally and the CCG aims to improve its rating in this area.
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During 2017/18, the CCG agreed to fund an Admiral Nurse post with Age UK North
Tyneside, aiming to improve post diagnostic support for people with dementia and
their carers. The CCG has worked with Age UK North Tyneside to review the impact
of this post and the CCG has agreed to continue funding this post on a recurrent
basis

Development of a single model of mental health care for older people across
North Tyneside
We will secure a more consistent service experience across North Tyneside for older
people with mental health problems, working with both current older people mental
health providers to effect this.
This will involve:
•
•
•

Data gathering
Pathway mapping
Benchmarking

The aim will be to develop, agree and implement a service specification with both
mental health providers providing older peoples mental health services to people in
North Tyneside.
We have also finalised a joint strategy with North Tyneside Council on mental health
services for older people, including dementia. Following this, a joint action plan will
be developed and presented to the Health & Wellbeing Board for approval. Progress
against the actions will be monitored by the Health & Wellbeing Board.
We will also review and implement new pathways for older people who are
experiencing a mental health crisis. This work will be undertaken via the appropriate
Mental Health Board.
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Learning Disabilities and Autism
The national requirements for transforming care for people with learning disabilities:
•
•
•
•
•
•
•

Reduction in reliance on inpatient care for people with a learning disability
and/or autism (CCG-funded) to 18.5 inpatients per million adult population by
March 2020.
Reduction in reliance on inpatient care for people with a learning disability
and/or autism (NHS-England funded) to 18.5 inpatients per million adult
population by March 2020.
At least 75% of people on the learning disability register should have had an
annual health check.
CCGs are a member of a Learning from Deaths report (LeDeR) steering
group and have a named person with lead responsibility.
There is a robust CCG plan in place to ensure that LeDeR reviews are
undertaken within 6 months of the notification of death to the local area.
CCGs have systems in place to analyse and address the themes and
recommendations from completed LeDeR reviews.
An annual report is submitted to the appropriate board/committee for all
statutory partners, demonstrating action taken and outcomes from LeDeR
reviews.

Why change?
•
•

To reduce health inequalities and improve life expectancy for those with
learning disabilities and or autism through health checks, medication reviews,
learning lessons from mortality review
To reducing the number of inappropriate admissions to inpatient facilities
through improved community provision

What are we going to do?
Details of the CCG’s current and planned performance against the national
requirements are provided in the Technical Narrative on pages 83-84.
The Local Authority and North Tyneside CCG have established joint processes to
enhance and/or integrate services that underpin living well in the community.
The North Tyneside Implementation plan for people with learning disabilities and/or
autism takes into account regional planning assumptions and the CCG will continue
to work as part of the regional Transformational Board on developing system-wide
out of hospital care and allow people with complex learning disabilities to be
appropriately and safely supported closer to home.
In line with the Transforming Care agenda, North Tyneside will work with other
CCGs and Local Authority Commissioners as part of the North Region
37

Implementation Group to develop a complex case framework that will ensure
community based pathways are robust, fit for purpose with clear ‘step up and step
down’ processes to ensure the delivery of community-based care for the people with
the most challenging and complex behaviours is of a high quality and meeting the
assessed needs of individuals. Alongside this development a review of assessment
and treatment beds will be undertaken across the North Region.
The North Tyneside Disability Integration Board will be focussing on the following in
19/20:
•
•

•
•
•

Developing an autism strategy for North Tyneside, informed by the submitted
Self-Assessment Framework.
Revisit the STOMP (Stopping Over-Medication of People with a Learning
Disability, Autism or Both) baseline practice audit as a benchmark for
developing a robust clinical pathway for the review of psychotropic medication
prescribed to people with learning disability. The CCG continues to work with
NTW NHS FT and Northumbria Healthcare NHS FT on a medicines
optimisation programme to ensure patients and carers are involved in
decision making about medication, its use and review.
Developing an assurance framework for physical health screening and
exploring how this offer can be extended to people with a diagnosis of just
autism.
Together with our various stakeholders in community and acute services,
continue to carry out Mortality Reviews for people who are known to services
as having a learning disability, who have died.
Undertake a pathway mapping exercise in relation to community service
provision,(which incorporates New Care Models) ensuring that the local offer
is inclusive of a wrap-around service, including crisis provision.

A joint review with regional CCGs of adult ADHD and autism services concluded
during 2017/18 From this review, a new pathway was implemented by the
Northumberland, Tyne and Wear NHS Foundation Trust, aiming to reduce waiting
lists and waiting times for assessment as it had grown at a significant rate. The aim
was to develop a service which involves:
•
•

Specialist assessment
Community focus for ongoing management of people diagnosed with
ADHD/Autism

A model of delivery and implementation plan was agreed between the Trust and
CCGs.
During 2019/20, the CCG will work in partnership with other CCGs to review this new
model of delivery to determine if it has achieved its aims and reduced waiting lists
and times.
The CCG will also work with local partners in North Tyneside to develop a systemwide strategy for ADHD and autism in North Tyneside. This strategy will include
benchmark information of other services around the country, highlighting areas of
good practice and will provide an analysis of potential areas for development.
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Primary Care and Community
Health Services
The national requirement for primary care and community health services is to
commit a recurrent £1.50 per head of population to develop and maintain primary
care networks so that 100% coverage is achieved as soon as possible and by 30
June 2019 at the latest.

Why change?
•
•

•
•
•
•
•

General practice is facing major challenges, not least workforce and workload.
The Primary Care Network (PCN) investment, workforce initiatives and
integrated working aim to alleviate this
PCNs build on the core of current general practice while also increasing
resilience of practices.
They enable greater provision of proactive,
personalised, coordinated care by working together with health and social
care and community and voluntary sector
They offer the opportunity to really work together to meet patients’ needs in a
more effective efficient way
Need to develop the “out of hospital” care model
Confusion amongst patients and practitioners as to where to go for help
Fragmented service provision and gaps in workforce
Inconsistent access to community service provision

What are we going to do?

Primary Care Strategy and GP Forward View
We will implement the North Tyneside Primary Care Strategy and the GP Forward
View in conjunction with the local GP Federation, TyneHealth, and Newcastle &
North Tyneside Local Medical Committee. There are four components to our
Strategy:
1. Redesigning Access to Primary Care
2. Extended Primary Care Team (EPCT)
3. Integrating Specialist Support
4. Prevention and Self care
Through 2018/19 the CCG and TyneHealth GP Federation have been engaging with
member practices to develop and support delivery of projects to deliver this strategy
including but not limited to:
•

additional recurrent investment to each GP practice to use to improve access,
improve patient experience, and improve staff experience
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•
•
•
•
•
•
•
•
•
•
•

additional non-recurrent investment to each GP practice to support practice
improvements
the provision of extended access to GP services in evenings and on
weekends for all practices in North Tyneside
completion of a gap analysis and support to practices to implement the 10
high impact changes identified in Releasing Time to Care
ongoing support to local practices to develop the role of Care Navigators
the piloting of new technology such as online consultation software
the training of clerical coders within general practice
the pilot of a peripatetic care home team
the pilot of a Physio First model to allow faster access to specialist MSK
support
the pilot of a respiratory hub including specialist spirometry, FeNO testing and
treatment
implementation of a GP career start programme
initiation of a nurse career start programme

In 2019/20 we will continue to support GP practices to implement these projects, and
make the changes identified to increase resilience and make general practice more
sustainable. These projects include:
•
•
•
•
•
•
•
•
•
•
•

the further development of locality groups / primary care networks to support
the delivery of Primary Care Home
development of a workforce strategy for primary care
development of a general practice estates strategy
development of a support package for practices that are looking to work more
collaboratively
development of a home visiting service
provision of additional pharmacist support into localities to provide home
based medication reviews
pilot of integrated mental health workers into general practice in 2 localities
increase roll out of new technology such as online consultation software to
additional practices
increased coordination of the care navigator role
additional training of clerical coders within general practice
continued implementation of the 10 high impact changes identified in
Releasing Time to Care

Review and Reconfiguration of Community Services
Improving how community services 1 proactively and reactively work with patients is
critical to making the NHS more effective, efficient and therefore sustainable. It is
well rehearsed that the majority of NHS contacts happen in the community, the
majority of which come through Primary Care. “Transforming Community Services”
1

In this context “community services” refers to services delivered in the community and include the current
community contracts with FT’s, primary care, independent contractors, voluntary organisations who deliver
care for the population of North Tyneside
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resulted in the community contract transferring into acute hospitals in North Tyneside
and Newcastle. At the time it was envisaged that the opportunity for pathway
enhancement, transformation and improvement of community based care would be
enhanced by this vertical integration. It was envisaged that proactive care in the
community aligned with Primary Care would be realised, resulting in more patients
being cared for at home and people attending hospital by exception with the
expertise and staff being made available in a community setting.
However, community services as a whole are not well coordinated with other
services, causing patients to receive care that is fragmented and of variable quality
and value for money. It could be argued that this is currently the case in North
Tyneside with the community contract last being reviewed in 2011. The primary care
strategy sets out the direction of travel for primary care in response to the NHS ‘Five
Year Forward View’ 2 which envisions new models of care that break down the
traditional divides between primary care, community services and hospitals. The aim
is for patients to receive personalised and coordinated care from different types of
services with clinicians working together.
North Tyneside Clinical Commissioning Group is a level 3 commissioner in relation
to Primary Care, which adds another opportunity to commission fit for purpose
“community services” in order to ensure sustainability in response to the
demographic and system challenges in North Tyneside previously detailed.
NHS North Tyneside CCG now has an important opportunity to commission
community services in a way that will support this shift to more coordinated care for
patients closer to home. The community services contracts put in place three to five
years ago are no longer fit for purpose, giving us an opportunity to:
•
•
•
•

Move to new ways of working or new models of care that are better for
patients with a focus on outcome delivery.
Test which providers are most likely to achieve the changes that
commissioners want for patients to embrace a new “community services”
delivery model
Move to new contracts that provide greater transparency and accountability
for wider community services provision, as well as greater incentives for
providers to improve services for patients.
Focus upon the population where the greatest need lies and provide a system
approach to care delivery whilst maintaining universal services for other
patients rather than a piecemeal approach to services 3.

2

NHS England. (2014) Five Year Forward View. Available at: www.england.nhs.uk/wpcontent/uploads/2014/10/5yfv-web.pdf
3
Kings Fund (2014) The Reconfiguration of Clinical Services
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Workforce
We recognise that our staff are our greatest asset and therefore strive to ensure their
health and wellbeing is paramount; we support flexible working and encourage
positive workforce practices.
We are committed to a ‘whole system’ approach to workforce development to ensure
that it is fit for the future. There are three areas of focus: CCG staff, primary care
and the staff working within the provider organisations that we commission services
from. The CCG continues to monitor Safe Staffing information through the QRGs
and during assurance visits.
The future sustainable delivery of high quality care is dependent upon an agile,
adaptive workforce that can respond to the changing context of care delivery. In
order for providers to work effectively with Health Education North East (HENE), the
CCG will work in collaboration to ensure that future commissioning priority areas and
large scale change are identified. This will enable the projected workforce changes
to be made for undergraduate, post graduate and continuing professional
development programmes.
We will continue to work in partnership with HENE and the North East Leadership
Academy to maximise the opportunities to influence workforce development now and
in the future.
We will work with member practices to identify future workforce needs in response to
the changing landscape of primary care. As commissioners we will ensure that we
have robust succession and talent management systems in place for our own CCG
workforce. We are committed to help grow the next generation of clinical leaders
and will work with key stakeholders to turn this commitment into a reality.
Further detail is provided in the Technical Narrative on pages 68-69.
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Data and technology
In recent years, the CCG has made considerable progress towards improving
informatics. For example, phase one of Patient Online was implemented across all
27 GP practices – this gives citizens access to their online GP records and the
availability of online appointments. Patient Online was also introduced into a care
home as a pilot project and has been successful with a plan to roll this out across all
of our 31 Care and Nursing homes. The implementation of Patient Online phase two
will create a significant increase in patient access to their health records. This
functionality will allow patients to access detailed coded information held within their
record.
We are continuing our aim to have a minimum of 24% of the patient population within
North Tyneside actively accessing primary care services online through the
development of apps and improved website functionality allowing patients to book
appointments and other services online, by the end of 2018/19. This will include
EPS, online appointments and access to detailed information within their GP record.
This process will have an assigned project lead and planning group to deliver the
project.
We are also, in partnership with NHSE in the process of delivering the nhsapp which
will be live in practices for patient to use by July 2019.
SNOMED CT implementation for Primary Care - currently there are two versions of
clinical codes (Read v2 and CTV3) in existence within general practice, so not all GP
systems use the same coding system and they do not provide the sophisticated
features now expected from a clinical terminology, browser or system. The NHS
needs a single clinical terminology (SNOMED CT) in order for clinical data to be
exchanged accurately and consistently across all care settings; this will enable better
patient care and improve the analysis and reporting of clinical data.
2018/19 will also see the implementation of Black Pear software across primary care
services which will help support the development of the national interoperability
programme.
We have been implementing an informatics programme during 2018/19 to continue
to improve the patient experience and be as efficient as possible. We have
developed an electronic Patient Forum newsletter which is sent to all Patient Forum
members and to all of our 27 member practices. We continue to develop GP
TeamNet which is our corporate communication tool for GP practices.
We have also purchased and are in the process of implementing a system called
Sensemaker which will allow patients to tell their story of their care within the health
system.
We have released a self-care app for Android and iOS which is free to access. The
app offers advice and guidance, contact numbers, patient signposting and “how to”
videos. A further GP practice application was released in 2017 bringing the total
number of GP practices with mobile applications in North Tyneside to 10.
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We are working very hard to continue the development of rolling out nhs.net in care
homes which is in conjunction with the national strategy for improving health in care
homes. This will allow patient information to flow securely across the health system
creating safer and more efficient pathways.
We have also updated the vast majority of our member practice web sites which will
create easier access for patients when booking appointments, ordering prescriptions
and seeking advice without making a GP appointment. We have also introduced
patient information screens across our member practices.
To improve quality and patient experience we have implemented remote working
across all of our GP practices which allows clinicians to access their clinical system
when in care homes and patients’ homes. This has been a very positive experience
for both clinicians and patients.
In 2018/19 we have digitised all current GP hard copy patient records which will
improve efficiency and create space within GP practices by the development of
treatment/multi use rooms. This project will meet the NHSE Personalised Health
and Care strategy 2020.
Electronic discharge summaries are now being used by GP practices across North
Tyneside. We are continuing to develop electronic referrals between GP practices
and other services to create a fully interoperable digital record. This work has led to
the development and implementation of the Medical Interoperability Gateway (MIG)
in collaboration with acute and primary care services and organisations. The
introduction of the MIG has allowed acute and primary care services access to full
medical records with agreed data sharing agreements in place. This will give
clinicians the ability to treat patients in a more efficient way and will be accessed at
the point of contact with patient approval. This work continues to develop and the
evolution of the Great North Care record has continued to develop in 2018/19.
We continue to develop a collaborative care data initiative with hospitals, GP
practices admin and audit to support quality improvement.
All GP practices will complete the IG toolkit creating robust data security standards.
This process will be supported by the continuous governance arrangements we have
in place with our system supplier which has completed all the national data security
standards through the GP National Framework and GP SoC.
The continued development of the Local Digital Roadmap with our partners and
service providers across North Tyneside and Northumberland will result in a more
sustainable and efficient pathway when sharing information across the health and
social care economy.
We will continue to support and lead on the Forward View into Action through the
development, delivery and completion of the Digital Maturity Self-Assessment (The
Digital Road Map) in collaboration with Northumbria Healthcare NHS FT,
Northumberland, Tyne and Wear NHS FT, North Tyneside Council, Northumberland
CCG and The Newcastle-upon-Tyne Hospitals NHS FT. The roadmap will have an
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effective, clear and consistent baseline against which local partners can demonstrate
how far they have progressed towards the goal of being paper-free at the point of
care. A collaborative working group has been developed which includes all the
relevant partners to support the delivery of the project.
We are currently finalising our digital strategy which will help us identify our
informatics plan and IM&T strategy for the next three years.
We have identified a number of outcomes and impacts in relation to our work on
informatics:
•
•
•
•
•
•

Quality improvement through improved collaboration on care data between
hospitals and GP Practices;
Improved access for patients to their GP records and online appointment
booking;
Improved patient treatment through access to full medical records;
Improved information governance;
Significant progress towards being paper-free at the point of care;
Creating an interoperability programme.
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Personal health budgets
The national requirement for personal health budgets (PHBs) is that by March 2021,
50,000 to 100,000 people should have a PHB.

Why change?
Personalised care means people have choice and control over the way their care is
planned and delivered.

What are we going to do?
The CCG has written to all patients receiving Continuing Health Care (CHC) who are
being cared for at home to offer them the opportunity to either self-manage their
personal health budget or allow the CCG to continue to case manage on their behalf.
In 2019/20, all patients eligible for CHC will receive a personal health budget and
given the opportunity to self-manage the budget or leave the case management to
the CCG. The CCG is forecast to achieve the standard for 2019/20.
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Longer term deliverables
The NHS Long Term Plan sets out expectations for the years beyond 2019/20. Specifically CCGs are asked to set the ground work
for coming years in the areas in the table below:
Area

Requirement from Planning Guidance

North Tyneside CCG Plan

System
architecture

Work towards every area of the country being part of an ICS by April 2021

Health
inequalities
Maternity

All local health systems will be expected to set out during 2019 how they will specifically reduce health inequalities by 2023/24 and 2028/29, including clearly
setting out how those CCGs benefiting from the health inequalities adjustment are targeting that funding to improve the equity of access and outcomes
Start to implement an enhanced and targeted continuity of carer model to help improve outcomes for the most vulnerable mothers and babies
Offer all women who smoke during their pregnancy, specialist smoking cessation support to help them quit
Support work to achieve a 50% reduction in stillbirth, maternal mortality, neonatal mortality and serious brain injury by 2025
By spring 2019, every trust in England with a maternity and neonatal service will be part of the National Maternal and Neonatal Health Safety Collaborative,
supported by Local Learning Systems
Roll out the Saving Babies Lives Care Bundle during 2019
Maternity digital care records are being offered to 20,000 eligible women in 20 accelerator sites across England, rising to 100,000 by October 2019
Continue to work with midwives, mothers and their families to implement continuity of carer so that, by March 2021, most women receive continuity of the
person caring for them during pregnancy, during birth and postnatally
All maternity services that do not deliver an accredited, evidence-based infant feeding programme, such as the UNICEF Baby Friendly Initiative, will begin
the accreditation process in 2019/20
By 2020/21, the NHS will ensure that at least 280,000 people living with severe mental health problems have their physical health needs met
Continue to deliver enhanced access to mental health services for children and young people
Begin roll out of Mental Health Support Teams working in schools and colleges in trailblazer areas to cover one fifth to a quarter of the country by the end of
2023
Continue to expand access to IAPT services for adults and older adults with common mental health problems, with a focus on those with long term conditions
Continue to progress delivery of standards for early intervention in psychosis, IAPT and services for young people with eating disorders by 2021
Delivering against multi-agency suicide prevention plans, working towards a national 10% reduction in suicides by 2020/21
Expand the STOMP-STAMP programmes to stop the overmedication of people with a learning disability, autism or both by 2023/24
Continue to reduce the number of people with a learning disability, autism or both in inpatient care

North Tyneside CCG is part of
the emerging ICS in the North
East and North Cumbria.
See pages 15-20

Mental
Health

Learning
disability and
autism
Cancer

From September 2019, all boys aged 12 and 13 will be offered vaccination against HPV-related diseases, such as oral, throat and anal cancer
Extend lung health checks (already piloted in Manchester and Liverpool)
From 2019, we will start the rollout of new Rapid Diagnostic Centres (RDCs) across the country
Implement a stratified approach for follow up for breast cancer in 2019 and prostate and colorectal cancers in 2020 (expanding to all cancers which are
clinically appropriate in 2023). From 2019, we will begin to introduce an innovative quality of life metric – the first on this scale in the world – to track and
respond to the long-term impact of cancer

North Tyneside CCG is part of a
region wide partnership to
implement requirements
regarding maternity.

See pages 32-36 and 80-83

See pages 37-38 and 83-84

See pages 30-31 and 78-80
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Carers
North Tyneside CCG aims to address the changes needed in the way in which
carers’ health and wellbeing needs are identified, addressed and supported. We will
work with our providers to develop an integrated approach to identifying and meeting
carers’ health and wellbeing needs (of all ages).
This will be achieved by promoting positive practice in supporting carers, with
particular focus on carers from vulnerable communities or at key transition points in
order to reduce health inequalities.
The CCG will lead on the development of a three year action plan for carers and this
will be overseen by a multi-agency Carers Partnership Board. Key priorities include:
•
•
•
•

•

Support the identification and recognition of carers in primary care, working
directly with ‘Care Navigators’ in improving the registration and assessments
process of carers including young carers.
Work with all providers to ensure carers are supported in the choices they
make about their caring role and access appropriate services and support for
them and the person they care for.
Improve access to support for those caring for people with a diagnosis of a
mental health condition.
Improve the carers’ experience in secondary care by:
o Raising the profile of carers amongst staff through raising awareness of
carers needs.
o Promote a holistic approach from initial diagnosis, improved carecoordination, discharge planning and;
o Ensuring the carer is provided with information and/or referring early for
support and in doing so, reduce the risk of a crisis situation or
breakdown in the carer’s health.
Increase capacity in the Young Carers and families support service.

48

Quality
Overview
In order to commission high quality care successfully, we actively promote
engagement, transparency and successful relationships between all key
stakeholders involved in the delivery of health and care services. This is in order to
realise our vision of a health system shaped by patient and citizen participation and
is designed with improved outcomes and patient experience at its heart.

Quality Systems and Processes
Quality Review Groups (QRGs) are in place for all Foundation Trusts and local
private hospital providers. They focus on assurance relating to the clinical quality of
commissioned services across the domains of clinical quality; patient safety, patient
experience and clinical effectiveness. This includes triangulation of data from a
range of sources including mortality indices, patient experience programmes
including the Friends and Family Test, staff surveys, patient surveys, serious
incidents, complaints, soft intelligence and the internal processes in place within
providers to ensure the robust management of these issues.
During 2018/19 the CCG has continued to receive specific assurance in areas such
as safe staffing levels, incident reporting, management and learning processes, falls
management and harm minimisation, compliance with NICE guidance, action on
mortality and sepsis and the avoidable harms outlined in the NHS Safety
Thermometer. Assurance relating to national reports is also sought including gap
analysis and action taken to address any issues.
The QRGs also oversee the assurance process for provider cost improvement plans,
maintaining a constructive dialogue with providers throughout the year ensuring that
plans are quality impact assessed for any potential quality or safety issues.
The CCG member practices continue to play a key role in the identification and
reporting of clinical quality intelligence about our providers. The Safeguard Incident
and Risk Management System (SIRMS) enables practices to report data on
incidents, experiences and issues that they and their patients have with various
providers within the local healthcare system. Reporting rates are declining across
North Tyneside practices, 100% of practices have access to SIRMS and it is
expected that incidents reported during 2018/19 will be in excess of 380. Where
quality issues are identified, they are discussed collaboratively with providers and
feedback/learning is requested for identified themes, trends and significant individual
patient safety issues.
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The CCG has in place a robust process for the assurance, management and closure
of serious incidents reported by commissioned services. The serious incident
closure panel ensures that serious incidents are only closed when the CCG has
evidence that lessons have been learned and all actions have been taken to prevent
re-occurrence. The CCG received ‘Substantial Assurance’ from internal audit that
the serious incident closure process within the CCG is robust.
The CCG is an active member of the local Quality Surveillance Group at which
information and intelligence on Providers is shared between NHS England and the
local CCGs and other agencies. This is then communicated to our Quality and
Safety Committee and Governing Body as part of the assurance process.
We have continued to work in collaboration with the Care Quality Commission
(CQC), sharing review information and provider action plans when there has been
any concern regarding quality issues. During 2018/19 we have continued with a
schedule of quality assurance visits in partnership with the Local Authority to all
Independent Nursing Homes. In addition we attend quarterly information sharing
meetings with each Nursing Home provider in partnership with the Local Authority.
We have also continued to undertake assurance visits with our acute trusts and
independent hospital providers. Regular meetings continue with Healthwatch North
Tyneside as part of a strong and collaborative working relationship, which includes
membership of the CCG Patient Forum, Health and Social Care Integration
Partnership working groups and the Health and Wellbeing Board.
The CCG places a high priority on sepsis awareness raising and education on the
use of the National Early Warning Score (NEWS), and this will be included in service
specifications and in any local incentive schemes funded by the CCG.

Better Care Fund
The North Tyneside Better Care Fund plan will take the North Tyneside health and
care system closer to the goal of health and social care integration through a range
of services aiming to maintain people in their own homes and avoiding hospital
admission when possible. This includes integration of reablement, immediate
response and overnight home care services; intermediate care services; improving
the coordination of mental and physical healthcare services and 24/7 crisis support.

Patient Experience
Robust complaints processes ensure that we are notified of all complaints relating to
our patients as soon as they are recorded. Provider complaints are managed under
the provider’s complaints procedures and reported to us through their board level
Patient Experience report, which is shared at Quality Review Group meetings. We
continue to work with member practices and the NHS England Team to develop and
assure quality and safety in primary care.
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Safeguarding
The Governing Body has delegated responsibility for monitoring and assuring
safeguarding to the Quality and Safety Committee and this is explicit in the CCG
Constitution and the Quality and Safety Committee terms of reference. The
Executive Director of Nursing and Chief Operating Officer is the lead officer for
safeguarding, supported by the CCG employed Head of Safeguarding: Designated
Nurse Safeguarding Children, the Designated Nurse Safeguarding Adults, the
Designated Nurse Looked After Children, the Designated Doctor Safeguarding
Children, the Designated Doctor Looked After Children and the Named GP
Safeguarding Children and Adults.
In addition to regular and detailed reports to the Quality and Safety Committee,
reports are provided to the CCG Governing Body at a private session at every
meeting. The CCG also works closely with providers to ensure that safeguarding
remains part of regular discussions at the QRGs, receiving regular reports outlining
the internal assurance process and activity around adults and children at risk.
The Governing Body members and CCG staff receive safeguarding adults and
children training and are clear about their respective roles and responsibilities. The
CCG is an active member of the Safeguarding Adults Board and the Local
Safeguarding Children Board.
Safeguarding of children is an important element of contract monitoring with
providers, and assurance is sought through regular meetings, quality review groups
and Section 11 provider audit reports to the Local Safeguarding Children Board.
Quarterly monitoring is also in place using a safeguarding children performance
dashboard. During 2018/19 the CCG received significant assurance from NHS
England when benchmarked against the regional safeguarding audit tool.
In relation to adults, the CCG has robust information sharing mechanisms in place
with the CQC and North Tyneside Council. The Local Authority and the CCG have
joint monitoring arrangements in place for nursing homes, which have identified
opportunities for improvement across a range of areas.
Currently the CCG receives a safeguarding performance dashboard from the
following providers:
•
•
•

Northumbria Healthcare NHS Foundation Trust (NHCFT) in relation to
children, including Looked After Children and adults.
Northumberland, Tyne and Wear NHS Foundation Trust (NTW) in relation to
children and adults.
North East Ambulance Service (NEAS) in relation to children and adults.

In addition to the dashboards, the CCG receives information and assurance from a
variety of other sources for example:
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•
•
•
•

North Tyneside Safeguarding Children Board – the CCG is represented on the
Board and all of the sub-groups
Quality Review Groups – safeguarding is a standing agenda item
Contract monitoring via the performance monitoring team particularly in
relation to the performance indicators outlined in the NHS Standard Contract
Service Conditions: SC32 Safeguarding, Mental Capacity and Prevent.
North of Tyne Child Death Overview Panel

PREVENT
The Counter-Terrorism and Security Act 2015, places a duty on certain bodies in the
exercise of their functions to have “due regard to the need to prevent people from
being drawn into terrorism”. Those bodies are referred to “specified authorities” and
include NHS Trusts.
The statutory guidance: ‘Prevent Duty Guidance’ was published in 2015 and clarifies
that all specified authorities subject to the duty will need to ensure they provide
appropriate training for staff involved in the implementation of this duty. The CCG
monitors implementation of the PREVENT agenda through the QRGs. The
PREVENT strategy is part of the Governments overall counter-terrorism strategy
called CONTEST. The aim of the PREVENT strategy is to reduce the threat to the
UK from terrorism by safeguarding and supporting those individuals vulnerable to
radicalization, and so prevents them becoming terrorists or supporting terrorism.
In health, training is delivered in partnership between NHS England, CCGs and
health providers.
In line with statutory requirements North Tyneside Clinical Commissioning Group
(NTCCG) has a PREVENT lead who in conjunction with provider leads is
responsible for driving the strategy forward in North Tyneside and providing support
and advice. The PREVENT lead role includes training and education, monitoring
and reporting locally, regionally and if required nationally. The lead also attends and
receives updates from the North of England PREVENT forum and ensures this
information is disseminated to relevant agencies.
NTCCG’s health providers report on training compliance with PREVENT via the
PREVENT national reporting system and is also monitored via the NHS Standard
Contract. It is also monitored through the QRGs and have developed action plans to
enable them to meet the compliance targets set by NHS England.
NTCCG has been delivering PREVENT basic awareness sessions to its staff since
2014 to ensure CCG staff have the required a knowledge and skills to fulfil their role.
At the present time, the CCG is compliant with regard to prevent training.
NTCCG Safeguarding Team has delivered WRAP (level 3) training to all North
Tyneside GP practices. WRAP is a higher level of training which is a requirement for
all clinical staff working with adults, children and young people who could potentially
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contribute to assessing, planning, intervening and evaluating care where there are
safeguarding concerns.
Primary care staff can now access national e-learning that meets the requirements of
both the basic PREVENT awareness and WRAP training. The CCG safeguarding
team continues to deliver face to face WRAP sessions for CCG and primary care
staff via a scheduled programme.
NHS England’s Mental Capacity Act 2005 A Guide for Clinical Commissioning
Groups and other commissioners of healthcare services on Commissioning for
Compliance sets out our duty to ensure that the legislation, guidance and policy
relating to the Mental Capacity Act (MCA) are delivered by service providers thereby
assuring CCGs and NHS England that the rights of patients are being recognised
and protected; in North Tyneside we use the framework for tendering, contracting
and monitoring and ongoing assurance. The CCG has an appointed Lead Nurse for
MCA and Deprivation of Liberty Safeguards (DoLS) to strengthen the clinical team,
providing training and advice.

Patient and Public Engagement
Our public engagement and communications strategy meets the requirements set
out in the ’transforming participation‘ guidance and national planning guidance. We
are an active Health and Wellbeing Board member, driving the integration agenda in
order to support the ambitions of the borough which is underpinned by patient and
community participation to ensure high quality sustainable responsive services for
local people.
We have a proactive patient and public engagement approach ensuring that patients
and local communities help to shape our commissioning priority areas and the future
of care delivery for the residents of North Tyneside. Working with our key partners,
we ensure that the patient and public voice is heard and actively engage them in
service transformation and development programmes.
Adopting systematic approaches such as My NHS, which is a sophisticated
customer management tool, also allows us to recruit patient and community
members aligned with their own particular areas of interest. We actively seek
ongoing feedback on NHS-commissioned services and have a proactive approach to
ensure that local voices and residents, who are historically hard to reach, are
heard. This then informs ongoing service and system improvement.
The vibrant patient forum, and its six working groups, is made up of members of the
GP practice participation groups as well as the Community and Health Care
Forum. The working groups are topic specific; mental health, end of life care, future
care, primary care, self-care and communications. Building capacity to promote selfcare is an ongoing area of priority and builds on the successful work so far including
the ’Keep Calm‘ winter campaign developed by this group. In addition there are
back pain drop in sessions for the community to seek advice from clinicians to self53

manage their condition. Members have taken an active role in the production of falls
prevention materials in partnership with the CCG. A quarterly patient forum
newsletter is published by members.
Ensuring the delivery of person centred care is a core feature of ongoing
developments across primary and secondary care. Working with the patient forum
and community members will raise the awareness of the importance of shared
decision making and help local people to get the most from their contacts with health
professionals.
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Section 4
NHS North Tyneside CCG
Technical Narrative
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In the following sections we provide our local technical narrative for activity and
performance, with detail for NHSE to be able to assure NTCCG plans.
During the planning process the CCG has worked with our providers to ensure
effective alignment between our plans, with the work with system partners at place
based level in North Tyneside and the weekly Directors of Finance meetings
resulting in agreement for Directors to work together to manage delivery of individual
and ICP control totals a major contributing factor.
The technical narrative provides the rationale for the trajectories submitted within the
CCG MAOR template including Constitution standards, Activity, Primary Care,
Mental Health and other areas such as personal health budgets.
We have answered the key lines of enquiry as follows:
1. Alignment of CCG and provider activity and growth assumptions which are in
line with national assumptions (or reason for variation)
2. Assumptions based on YTD and FOT activity
3. Alignment of specialised commissioning assumptions
4. Activity assumptions are profiled
5. The capacity requirements needed to deliver the activity have been identified,
including a preliminary gap analysis?
6. Workforce plans are reflective of activity plans/capacity requirements
7. That any quality issues arising from activity and capacity plans have been
addressed in the provider’s quality plan
8. Delivery of NHS constitution standards and the ask on elective waiting lists
9. Plans reflect the delivery of control totals by CCGs and providers
10. CCG plans demonstrate that Mental Health Investment Standard will be met
11. CCG plans demonstrate that funding for primary and community health
services is growing faster than the overall NHS revenue settlement (3.6%)
and that plans meet the recurrent primary care funding ask
12. There is clarity on the areas of focus for the achievement of any necessary
efficiencies, associated with planning assumptions
13. Each CCG to set out its plan to deliver a 20% reduction against their 2017/18
running costs by 2020/21 including a description of initial changes in 2019/20.
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1. Alignment of CCG and provider activity and growth
assumptions which are in line with national
assumptions (or reason for variation)
2. Assumptions based on YTD and FOT activity
3. Alignment of specialised commissioning assumptions
4. Activity assumptions are profiled
In this section we describe our assumptions in relation to baseline activity levels,
projected outturns and what modelling has been used to underpin the activity
numbers submitted.
The activity demand has been built using the following methodology:

Activity lines
18/19 Forecast Outturn (FOT)
The methodology for projecting the forecast outturn was to use a three year
seasonal model. Activity theoretically happens in a similar volume at the same time
each year, therefore adopting this type of model allows us to apportion expected
activity to the remaining months of the year, based on what happened in previous
years.
We have compared our FOT position to those provided by NHS England. In all
instances the forecast outturn variance at a POD level was within 5% of the NHSE
figure and we have therefore defaulted to the NHSE position in the first instance.
Adjustments have also been made to activity to reflect agreed forecast outturn
assumptions with local providers. The most significant adjustment has been made to
Other A&E Attendances to reflect the opening of the new Urgent Care centre on 1
October 2018.
The Financial outturn has been constructed using demand planning activity
information based on the period 1 October 2017 to 30 September 2018 adjusted to
reflect the forecast outturn position. Demographic growth based on ONS data has
been included along with a growth factor to reflect an increase in cancer prevalence.
An adjustment for working days has also been made.
The CCG has actively worked with providers to reconcile activity to ensure
consistency of activity and finance assumptions across the ICP.
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19/20 Projections
Activity for 19/20 is based on the 18/19 FOT outlined above, adjusted for growth
based on the assumptions below:

Growth Assumptions
In the absence of national figures, growth assumptions have been discussed locally
in order to attempt to align submissions with local providers. Demographic uplifts
have been applied based on ONS growth and non-demographic based on local
indicators.

Monthly Profiling
The 19/20 monthly positions are profiled using the previous three completed financial
years (at CCG & POD level) to apply an appropriate seasonal phasing to the monthly
plans.

Constitutional indicators
When calculating the 19/20 plans for the constitutional indicators, we have again
used the three year seasonal model and used this to forecast the position for the
remainder of the year.
For the numerators, we have looked at the latest performance of that indicator and if
the latest performance is above the national threshold, then we have projected that
this position will be maintained. If it is currently performing below the national
threshold for that indicator, the CCG has tried to forecast when the standard will be
achieved.
For some of the indicators where there are low numbers we have projected a higher
performance than the latest position, this is due to the submissions requiring whole
numbers. To achieve this, numbers have been rounded up rather than down. For
some indicators this would lead to some months projecting 90-100% on indicators
where the threshold is lower than that, this is simply so it will meet the validation
criteria of the submission templates, without dropping below the performance target.
For the RTT 52 week waits, all of the CCGs have a very small number of these
historically, so we have forecast zero in 19/20 based on this.
As always, there is the expectation that this position will be triangulated, and delivery
agreed with the providers to ensure that achievement of this metric is attainable.
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Data sources
The Activity data has been sourced from the National Commissioning Data
Repository (NCDR) and the criteria applied in line with the NHSE/I Technical
guidance.
The Constitutional Indicators have been sourced, where possible, from national data
sources. Where this hasn’t been possible, provisions via the CCG/Providers have
been made accordingly.

Specialised commissioning assumptions
Work continues to align with specialised services commissioning through a number
of fora, e.g. various Learning Disabilities groups including Transforming Care Board,
Transforming Care Steering Group and North Regional Implementation Group
(NORIG). Commissioners and providers are represented at these meetings and
groups. Alongside this CCGs CFOs meet in the Strategic Finance LD group.
Adjustments arising from the specialised commissioning IR and PEL exercises have
been reflected where available in demand plans.
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Finance and Activity POD Level Reconciliation
This section provides a technical narrative for each Point of Delivery (POD)
describing the increase/decrease in activity from 18/19 to 19/20. It also explains the
differences between movements in activity and movements within the Financial Plan.
First Outpatient Attendances

19/20 Growth Assumptions (+ve
numbers please)
19/20 Reduction Assumptions (-ve
numbers please)

General and Acute - Consultant Led First Outpatient Attendances (E.M.8)

2018/19 Forecast outturn

79,954 Brief description of assumption/scheme

Demographic growth

661 Demographic growth based on ONS figures

Non demographic growth

843 Non-demographic growth (as discussed with main Providers)

After Growth Assumptions

81,458

Coding changes

Change in Ambulatory Care coding at Northumbria FT and NuTH FT (costs within 'Other'
-5,658 category within Finance Plan)

2019/20 Planned Activity

75,800

2019/20 Planned Growth

-5.2%

Movement from 18/19 to 19/20
The reduction in outpatients from 2018/19 to 2019/20 of 5.2% relates predominantly
to the change in coding of ambulatory care activity from outpatient activity to nonelective activity.

Reconciliation of Finance and Activity
The ambulatory care activity reduction will not result in a corresponding reduction in
first outpatient cost as the current costs sit within ‘other’ within the financial plan.
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Follow Up Outpatients

19/20 Growth Assumptions (+ve
numbers please)

186,519 Brief description of assumption/scheme
1,928 Demographic growth based on ONS figures

Non demographic growth

1,397 Non-demographic growth (as discussed with main Providers)

After Growth Assumptions

19/20 Reduction Assumptions (-ve
numbers please)

General and Acute - Consultant Led Follow-Up Outpatient Attendances
(E.M.9)

2018/19 Forecast outturn
Demographic growth

Coding changes

189,844
Change in Ambulatory Care coding at Northumbria FT and NuTH FT (costs within 'Other'
-1,219 category within Finance Plan)

2019/20 Planned Activity

188,625

2019/20 Planned Growth

1.1%

Movement from 18/19 to 19/20
The increase in outpatients of 1.1% is due to an increase in non-demographic growth
of 0.7% and an increase in population of 1% offset by a reduction in activity due to
ambulatory care coding changes.

Reconciliation of Finance and Activity
The ambulatory care activity reduction will not result in a corresponding reduction in
outpatient follow up cost as the current costs sit within ‘other’ within the financial plan

61

Elective Admissions - Day Cases

19/20 Growth Assumptions (+ve
numbers please)

Coding changes

32,521 Brief description of assumption/scheme
Change in Ambulatory Care coding at Northumbria FT and NuTH FT (costs within 'Other'
2,101 category within Finance Plan)

Demographic growth

347 Demographic growth based on ONS figures

Non demographic growth

366 Non-demographic growth (as discussed with main Providers)

After Growth Assumptions

35,335

2019/20 Planned Activity

35,335

2019/20 Planned Growth

8.7%

19/20 Reduction Assumptions (-ve
numbers please)

General and Acute - Total Elective Admissions - Day Cases (E.M.10a)

2018/19 Forecast outturn

Movement from 18/19 to 19/20
The increase of 8.7% is made up of an increase in democratic growth of 1.1%, nondemographic growth of 1.1% and coding changes due to ambulatory care of 6.5%.

Reconciliation of Finance and Activity
The ambulatory care activity reduction will not result in a corresponding reduction in
outpatient follow up cost as the current costs sit within ‘other’ within the financial plan
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Elective Admissions – Ordinary

19/20 Growth Assumptions (+ve
numbers please)

After Growth Assumptions

19/20 Reduction Assumptions (-ve
numbers please)

General and Acute - Total Elective Admissions - Ordinary (E.M.10b)

2018/19 Forecast outturn
Demographic growth

Non demographic growth

4,113 Brief description of assumption/scheme
47 Demographic growth based on ONS figures

4,160
-40 Non-demographic growth (as discussed with main Providers)

2019/20 Planned Activity

4,120

2019/20 Planned Growth

0.2%

Movement from 18/19 to 19/20
Elective admissions will remain constant with a 0.2% increase planned during the
year. There are currently no QIPP schemes included which plan to reduce elective
activity.
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Non Elective Admissions Zero Length of Stay

19/20 Growth Assumptions (+ve
numbers please)

Coding changes

11,368 Brief description of assumption/scheme
Change in Ambulatory Care coding at Northumbria FT and NuTH FT (costs within 'Other'
4,626 category within Finance Plan)

Demographic growth

159 Demographic growth based on ONS figures

Non demographic growth

199 Non-demographic growth (as discussed with main Providers)

After Growth Assumptions

16,352

2019/20 Planned Activity

16,352

2019/20 Planned Growth

43.8%

19/20 Reduction Assumptions (-ve
numbers please)

General and Acute - Total Non-Elective Admissions with a length of stay of
zero (E.M.11a)

2018/19 Forecast outturn

Movement from 18/19 to 19/20
The 43.8% increase can be explained due to a change in ambulatory care coding.
Excluding the coding changes an increase of 3.1% is planned due to demographic
and non-demographic growth.

Reconciliation of Finance and Activity
The ambulatory care activity reduction will not result in a corresponding reduction in
outpatient follow up cost as the current costs sit within ‘other’ within the financial plan
As per national Readmission and MRET guidance a financial adjustment has been
made to the non-elective POD without a corresponding activity adjustment.
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Non Elective Admissions – 1 or more days

19/20 Growth Assumptions (+ve
numbers please)

17,550 Brief description of assumption/scheme
174 Demographic growth based on ONS figures

Non demographic growth

297 Non-demographic growth (as discussed with main Providers)

After Growth Assumptions

18,021

2019/20 Planned Activity

18,021

2019/20 Planned Growth

2.7%

19/20 Reduction Assumptions (-ve
numbers please)

General and Acute - Total Non-Elective Admissions with a length of stay of
1 or more (E.M.11b)

2018/19 Forecast outturn
Demographic growth

Movement from 18/19 to 19/20
The CCG is planning an increase of 2.7% on Non-elective admissions for with a stay
of one day or more. This is due to demographic and non-demographic growth.
Reconciliation of Finance and Activity
As per national Readmission and MRET guidance a financial adjustment has been
made to the non-elective POD without a corresponding activity adjustment.
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A & E Attendances

19/20 Growth Assumptions (+ve
numbers please)

Demographic growth
Non demographic growth

115,619 Brief description of assumption/scheme
10,577 FYE of Urgent Care Centre (opened 01/10/18)
838 Demographic growth based on ONS figures
4,599 Non-demographic growth (as discussed with main Providers)

After Growth Assumptions

131,633

2019/20 Planned Activity
2019/20 Planned Growth

131,633
13.9%

19/20 Reduction Assumptions (-ve
numbers please)

General and Acute - Total A&E Attendances excluding Planned Follow Ups
(E.M.12)

2018/19 Forecast outturn
Recurrent activity

Movement from 18/19 to 19/20
The 13.9% increase can be explained by the full year effect of the Urgent Care
Centre which opened on 1 October 2018 resulting in an increase in Type 3 activity
which had previously been accounted for within a block contract and not accounted
for as Type 3 activity. In addition the CCG has planned for a 4.7% increase in
activity as a result of demographic and non-demographic growth.

Reconciliation of Finance and Activity
The increase in A & E activity is not matched by a corresponding increase in the
financial plan. A negative financial adjustment has been applied to the plan as cost
shift from A & E to ‘Other’ Healthcare as this is now a block contract.
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5. The capacity requirements needed to deliver the activity
have been identified, including a preliminary gap
analysis?
Activity growth assumptions have been tested with providers during the 2019/20
contract negotiation process. As part of the development of demand plans, provider
colleagues reviewed activity requirements with directorates to establish the
reasonableness and deliverability of proposed volumes. Based on the growth
assumptions outlined above, neither of the CCG’s major acute providers have raised
capacity concerns, other than issues with hitting the cancer 62 day and breast
cancer 2 week wait targets.
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6. Workforce plans are reflective of activity plans/capacity
requirements
Workforce is both the issue and the solution to many of the current challenges facing
the health and social care system, supported by technology and working
environments which are fit for purpose.
People are living longer with complexity of care needs which means that if we
continue to do what we have always done by 2030 we would need an additional
15,000 staff at a cost of £550m across the North East and North Cumbria Integrated
Care System (ICS). This is compounded by an aging workforce with nearly 20%
over 55 and 50% over the age of 45, many of whom are concerned that pension and
tax changes implicate negatively on their working lives.
Workforce shortages are a recognised risk across health economy – all partners in
the NENC ICS are working together to develop an integrated workforce plan.
Activity plans are seasonally profiled, with detailed winter planning carried out by
Trusts and overseen by LAEDB.
Limited inclusion of additional seasonal workforce in plans is because of limited
availability, but providers deploy existing workforce in response to known variations
in demand.
Workforce Priorities have been identified at ICP level, with many reflected in CCG
and local providers’ plans; the CCG will work with national and regional workforce
leaders and arms-length bodies to take forward immediate priorities including:
• Increase domiciliary workforce supply through proactive marketing of health
and social care careers within schools programmes
• Facilitate agile working across organisations and sectors to sustain the
system ‘right skills, right place’ through streamlining of policies and clinical
passporting
• Move to competency based roles which remove boundaries but value unique
professional contribution
• International Recruitment including general practitioners, hospital nurses and
other shortage occupation groups
• Enhancement of retention strategies including cross sector fellowships and
flexible working options
• Portfolio career opportunities across health sectors, research, leadership and
academia
• Increasing multidisciplinary pre and post registration placement opportunities
for learners in primary care
• Nursing Associate Programmes in acute, care home, general practice and
third sector organisations, supporting development across sectors
• Development of apprenticeship pathways that encourage ‘earn and learn’
from career entry to advanced level professional for the clinical and nonclinical workforce
• Development of career entry apprenticeship roles that work across health and
social care
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•
•

•

Career start programmes for medical, nursing, care support and business
administrator roles that support career entry and transition from acute to
primary care settings
Increasing capacity and diversity of primary and community teams to include
enhanced patient facing roles such:
– Clinical Pharmacist
– Advanced Clinical Practitioners
– Physician Associates
– Community Paramedics
– Social Prescribers
– Mental Health Therapists
Enhancing opportunities for workforce collaboration across Primary Care
Networks and at Place including role development with third and voluntary
sector organisations.
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7. That any quality issues arising from activity and
capacity plans have been addressed in the provider’s
quality plan
Providers demand and capacity planning continues to be based on robust activity
modelling taking into account a realistic forecast outturn position, underlying activity
changes, resilience planning, key operational deliverables and transformation /
service redesign. Providers and commissioners have worked together to compare
and align 2019/20 activity plans.
Trusts continue to progress their transformation programmes as a means to ensure
the delivery of high quality and safe clinical services, whilst enabling financial viability
and sustainability. A number of transformation work streams are currently ongoing to
improve patient flow, reduce lengths of stay (with a focus on stranded and super
stranded patients and pre-op length of stays) and increase the proportion of day
case admissions.
In the NTCCG system NHS providers are all recognised as providing high quality
care (overall CQC Outstanding), with many examples of excellent practice in place,
for example in NuTH the Trust is compliant with all four priority standards for seven
day services and this is demonstrated through the new 7DS board assurance
framework.
Providers place a strong emphasis on education, training, multidisciplinary root
cause analysis and reviews as well as sharing good practice to ensure the delivery
of safe, high quality patient care.
Productivity – existing high benchmarked productivity of providers, low use of agency
staff and premium staffing.
Increasingly, CIPs are being developed and assessed on a system-wide basis, which
allows for system-wide quality impact assessment to enable true impact of changes
on patients – commitment by partners to further develop this approach in next year.
The CCG has a standardised quality impact assessment policy and process in place,
in order to assess and analyse the impact of commissioning decisions, QIPP plans,
organisational cost improvement plans, business cases and any other plans for
change including large scale transformation projects. The QIA identifies any potential
impacts - positive, negative or neutral, on quality on any proposed transformational
changes to the way services are commissioned or delivered. Where potential
impacts upon equality/ equity of services, or impacts upon privacy or data processing
are identified, a more detailed assessment of these specific issues is undertaken.
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8. Delivery of NHS constitution standards and the ask on
elective waiting lists
The CCG plans to deliver all NHS constitution standards, however a number of risks
to achievement are highlighted. These include 52 week waiters, incomplete
pathways and cancer 62 day targets.
During 2018/19 the CCG was attributed one patient who was an out of area 52 week
waiter, who subsequently moved to the North Tyneside area. The patient’s clock
start was not closed off from the original trust, but they were treated within the 52
week target. The CCG is assured that our local providers have robust processes in
place to monitor and manage long waiters effectively. Where long waiters are
identified after the threshold has been breached, the CCG is unable to manage the
risk. With new national NHSE guidance on managing long waiters at an earlier
stage in 2019/20, the CCG classifies this as low risk.
With regard to RTT, the number of incomplete pathways in March 2018, which is
used as the baseline figure for the measure, is under reporting the real number of
patients waiting for treatment. Since the baseline was set, both Northumbria FT and
Newcastle FT have changed the way they calculate the incomplete pathway
numbers following the implementation of the electronic referral management system
and counting of appointment slot issues in 2018/19. Following ongoing discussions
between NHSE, NHSI, Northumbria FT, Newcastle FT, Newcastle Gateshead CCG
and Northumberland CCG, NHSE have now confirmed that the CCG March 2018
position will be rebased to reflect the change in counting. The CCG’s activity plans
and trajectories have been developed to reflect the planning guidance requirements
and are expected to meet the target.
The CCG is currently forecast below the national standard of 85% for 2018/19 for
Cancer 62 day wait. Both FTs have increasing patient numbers for cancer pathways
and have undertaken work to address any gaps and this work will continue into
2019/20. The CCG expects to achieve the standard in 2019/20 and classifies the
risk as medium.
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9. Plans reflect the delivery of control totals by CCGs and
providers
A fortnightly Directors of Finance meeting has been established in the North ICP.
The group has met to discuss planning requirements, using the opportunity to share
and discuss at system level activity and finance, and identify risks and mitigations.
The group has agreed that the Directors will work together to manage delivery of
individual and ICP control totals. Underpinning principles for managing ICP finances
are currently being agreed. Further discussions will also consider the role of
commissioning support services in system working and reducing transactional work.
Suggested principles for system working:
• A single control total for the ICP.
• Open book approach with transparency from all partners.
• As much money out to service providers from the outset acknowledging this
will mean:
 no comeback for more funds once deployed;
 collective oversight of the 0.5% CCG contingency funds;
 minimum ask for service developments/delivery to provide maximum
system flexibility.
• Collective identification of residual risk and development of a strategy as to
how best they could be managed on a system basis.
• No cost shifts.
• The pick-up of a service collapse either within the ICP or wider ICS is not one
organisation’s problem/challenge. There needs to be an ICP or wider ICS
response as appropriate.
• Focus on real cost and activity reductions that are clinically led.
• Collective ICP approach to monitoring going forward.
• There needs to be a collective approach to managing cash to avoid interest
payments on cash borrowings.
NTCCG has its control total set by NHSE of a £3.5m surplus. In respect of its
providers, NHSI control totals have been set as follows:
•
•
•
•

The Newcastle upon Tyne Hospitals FT: £12.2m surplus
Northumberland, Tyne and Wear FT: £2.6m surplus
Northumbria Healthcare FT: £24.4m surplus
North East Ambulance Service FT: £75k surplus
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10. CCG plans demonstrate that Mental Health Investment
Standard will be met
The CCG financial plan demonstrates that funding has been earmarked for
investment in mental health.
A 5.85% increase is required to meet the standard, and the CCG has made provision
for this.
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11. CCG plans demonstrate that funding for primary and
community health services is growing faster than the
overall NHS revenue settlement (3.6%) and that plans
meet the recurrent primary care funding ask
The Long Term Plan commits to increase investment in primary and community
health service as a share of the total national NHS revenue spend across 5 years
2019/20–2023/24 (i.e. spending on these services will be at least £4.5bn higher in
five years).
This is on a 2018/19 baseline made up of:
•
•

Funding for general practice and primary medical services from CCGs and
national programmes funded by NHS England;
Commissioned expenditure on community services (excluding mental health)
and continuing healthcare.

The CCG can confirm the financial plan includes achievement of this requirement;
this includes provision of £1.50 per head of population to support Primary Care
Networks.
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12. There is clarity on the areas of focus for the
achievement of any necessary efficiencies, associated
with planning assumptions
The CCG efficiency savings schemes for 2019/20 total £6.5m, which equates to
1.7% of the CCG’s allocation. The schemes are:
•
•
•
•
•
•
•

Prescribing
Drugs and Devices
Intermediate Care
Continuing Care
Urgent Care
Running Costs
MH Perinatal

£1,965k
£1,748k
£1,091k
£734k
£561k
£200k
£178k

The schemes have no direct impact on secondary care activity.
The CCG will continue to develop further efficiency schemes during 2019/20.
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13. Each CCG to set out its plan to deliver a 20% reduction
against their 2017/18 running costs by 2020/21 including
a description of initial changes in 2019/20.
The CCG will be required to contain running costs within a reduced envelope of
£4,144k in 2020/21.
Initial actions already underway include a joint review of costs recharged by NECS,
our Commissioning Support Unit, and a review of CCG non-pay and pay costs
incurred during 2018/19.
The CCG expects to achieve the requirement by 2020/21.
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Performance Measures
NHS Constitution
E.B.3 - Incomplete RTT pathways performance
Performance
Area
Referral to
Treatment

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

Period

Threshold

CCG

YTD

Jan-19

92.0%

92.0%

93.2%

Movement

The CCG has experienced significant increases in waiting list numbers during the
latter part of 2017/18 and during 2018/19. This was due to the unintended
consequences of the implementation of the electronic referral system at Newcastle
Hospitals and a change in counting due to Appointment Slot Issues (ASI) at
Northumbria Healthcare. These issues combined appeared as ‘growth’ in the
number of incomplete pathways which was actually a historically under reported
position. Both main providers are now reporting a true reflection of all incomplete
pathways during the latter part of 2018/19. Northumbria Healthcare FT will resubmit
historical incomplete pathway data which will rebase North Tyneside CCG’s March
2018 baseline figure. It is anticipated that the CCG will achieve the proposed March
2018 target for incomplete pathways once the rebasing has been undertaken.
Both FTs and the CCG are currently achieving the percentage of patients waiting for
initial treatment on incomplete pathways within 18 weeks. The CCG expects to meet
the standard in 2019/20 and the trajectory has been set at that level.

E.B.18 - 52 week waits
Performance
Area
Referral to
Treatment

Indicator
Number of patients waiting more than 52 weeks for treatment

Period

Threshold

CCG

YTD

Jan-19

0

0

1

Movement

The CCG had one 52 week waiter breach during 2018/19 to date which was a data
validation error by North Devon Healthcare trust. The patient’s clock start was not
closed off when they moved out of the area and subsequently treated within the
target 52 weeks.
The CCG works with both providers to monitor and effectively manage long waiters,
reviewing waiting lists regularly and identifying services to support expedited
treatment where possible.
The CCG does not expect to have any 52 week waiters in 2019/20.
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E.B.4 - Diagnostic test waiting times
Performance
Area
Diagnostic waits

Indicator
% patients waiting less than 6 weeks for the 15 diagnostic tests (including audiology)

Period

Threshold

CCG

YTD

Jan-19

>99%

98.4%

98.4%

Movement

Newcastle FT has long standing workforce shortages in radiology which significantly
impact upon diagnostic tests and reporting and have continued to outsource activity.
The FT is currently developing a short, intermediate and long term plan to sustain
delivery.
The CCG is currently forecast below the national standard of 99% for 2018/19. The
CCG expects to achieve the standard in 2019/20.

E.B.6 - Cancer 2 week waits
Performance
Area
Cancer waits

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

Period

Threshold

CCG

YTD

Jan-19

93.0%

93.4%

95.2%

Movement

The number of patients being seen within 2 weeks of an urgent GP referral for
suspected cancer has increased during 2018/19. Pressures within breast radiology
across the region present a risk to breast cancer services with a potential risk to all
cancer standards.
The CCG is currently achieving the standard and expects to continue to achieve the
standard for 2019/20.

E.B.7 - Cancer two week waits Breast Symptomatic
Performance
Area
Cancer waits

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

Period

Threshold

CCG

YTD

Jan-19

93.0%

82.1%

94.6%

Movement

Pressures within breast radiology across the region present a risk to breast cancer
services. The Cancer Alliance is reviewing breast services across the region to
assess potential risks.
The CCG is currently forecast below the national standard of 93% for 2018/19. The
CCG expects to achieve the standard in 2019/20.

E.B.8 - Cancer 31 day waits first treatment
Performance
Area
Cancer waits

Indicator
% of patients treated within 31 days of a cancer diagnosis

Period

Threshold

CCG

YTD

Movement

Jan-19

96.0%

94.0%

97.0%

The CCG is currently not meeting the Cancer 31 day cancer diagnosis standard.
Directorate Managers are reviewing their patient tracking list processes with a view
to mandating best practice to improve performance.
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The CCG is currently forecast below the national standard of 96% for 2018/19. The
CCG expects to achieve the standard in 2019/20.

E.B.9 - Cancer 31 day waits – Surgery
Performance
Area
Cancer waits

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

Period

Threshold

CCG

YTD

Jan-19

94.0%

94.4%

93.3%

Movement

The CCG and Newcastle Hospitals Foundation Trust are currently not meeting the
Cancer 31 day wait – surgery standard. Directorate Managers are reviewing their
patient tracking list processes with a view to mandating best practice to improve
performance. The low number of patients for the measure can have a significant
impact upon performance which is being monitored by the respective FT Cancer
Steering Group/Board.
The CCG anticipates achieving the standard for 2018/19 and 2019/20.

E.B.10 - Cancer 31 day waits – Drugs
Performance
Area
Cancer waits

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

Period

Threshold

CCG

YTD

Jan-19

98.0%

95.9%

98.4%

Movement

The CCG is currently achieving the standard and expects to continue to achieve the
standard for 2019/20.

E.B.11 - Cancer 31 day waits – Radiotherapy
Performance
Area
Cancer waits

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

Period

Threshold

CCG

YTD

Jan-19

94.0%

97.8%

99.2%

Movement

The CCG is currently achieving the standard and expects to continue to achieve the
standard for 2019/20.

E.B.12 - Cancer 62 day GP referral
Performance
Area
Cancer waits

Indicator
% of patients treated within 62-days of an urgent GP referral for suspected cancer

Period

Threshold

CCG

YTD

Jan-19

85.0%

83.8%

82.1%

Movement

Newcastle FT reports cancer waiting times to their Executive Team. The Trust has
installed a Steering Group to oversee and deliver an improvement plan. This
includes improves in access to radiology with more straight to tests, improved
tracking data of patients through the whole pathway journey, and addressing
capacity and workforce issues. They have experienced a number of breaches, the
majority of which are within the urology pathway. As the Trust has tertiary status,
they receive many patients well into their 62 day journey. The Cancer Steering
Group review patient tracking lists on a weekly basis and have undertaken tumour
specific reviews to update cancer plans. They have also undertaken capacity and
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demand modelling and alignment with the workforce plans to identify capacity
shortfalls.
Northumbria FT has installed a Cancer Board which includes representatives of all
tumour site lead clinicians, senior management and performance. The Cancer
Board oversees both the long term strategic and operational plan to ensure delivery
of targets. Key focus has been around the high risk specialties which are lung,
colorectal and urology.
The CCG is currently forecast below the national standard of 85% for 2018/19. The
CCG expects to achieve the standard in 2019/20.

E.B.13 - Cancer 62 day waits – Screening
Performance
Area
Cancer waits

Indicator
% of patients treated within 62-days of urgent referral from an NHS Cancer Screening Service

Period

Threshold

CCG

YTD

Jan-19

90.0%

100.0%

94.9%

Movement

The CCG is currently achieving the standard and expects to continue to achieve the
standard for 2019/20.

E.B.14 - Cancer 62 day upgrade
Performance
Area
Cancer waits

Indicator
% of patients treated for cancer within 62-days of consultant decision to upgrade status

Period

Threshold

CCG

YTD

Jan-19

N/A

100.0%

64.0%

Movement

The CCG is currently achieving the standard and expects to continue to achieve the
standard for 2019/20.

Mental Health
E.A.S.1 - Estimated diagnosis rate for people with dementia
Area
Mental Health

Indicator
Estimated diagnosis rate for people with demtntia

Period

Threshold

CCG

Jan-19

66.7%

76%

YTD

Movement

The CCG is currently achieving the standard and expects to continue to achieve the
standard for 2019/20.

E.A.3 - IAPT roll-out
Performance
Area
Mental Health

Indicator
IAPT access rate

Period Threshold
Jan-19
YTD

1.58%
15.80%

CCG

YTD

1.6%

13.3%

Movement
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The IAPT roll-out target is based upon achievement of 19% by March 2019. The
CCG has performed over the standard for quarter 4 and is therefore currently
achieving the standard and expects to continue to achieve the standard for 2019/20.

E.A.S.2 - IAPT Recovery Rate
Area
Mental Health

Indicator
Recovery Rate

Period

Threshold

CCG

YTD

Jan-19

50.0%

54.4%

52.90%

Movement

The CCG is currently achieving the standard and expects to continue to achieve the
standard for 2019/20.

E.H.1_A1 - IAPT waiting times – 6 weeks
Area
Mental Health

Indicator
IAPT Waiting times - 6 weeks

Period

Threshold

CCG

YTD

Jan-19

75.0%

97.0%

97.30%

Movement

The CCG is currently achieving the standard and expects to continue to achieve the
standard for 2019/20.

E.H.1_A2 - IAPT waiting times – 18 weeks
Indicator

Area
Mental Health

IAPT Waiting times - 18 weeks

Period

Threshold

CCG

YTD

Jan-19

95.0%

100.0%

99.90%

Movement

The CCG is currently achieving the standard and expects to continue to achieve the
standard for 2019/20.

E.H.4 - Psychosis treated with a NICE approved care package within two weeks
of referral
Area
Mental Health

Indicator
Psychosis treated within 2 weeks of referral

Period

Threshold

CCG

Qtr 3
2018/19

56.0%

62%

YTD

Movement

The CCG is currently achieving the standard and expects to continue to achieve the
standard for 2019/20.

E.H.9 Improve Access to Children and Young People`s Mental Health Services
Problems with the national data collection for the measure via MHSDS have led to
under reporting for North Tyneside CCG. Local data collection clearly demonstrates
that the CCG has achieved the standard for 2018/19. The CCG is currently
achieving the standard and expects to continue to achieve the standard for 2019/20.

81

E.H.10 - waiting times for Routine Referrals to Children and Young People
Eating Disorder Services – 4 weeks
Area
Mental Health

Indicator
Waiting times for routine referral to CYP Eating Disorder Services - Within 4 weeks

Period

Threshold

CCG

Jan 2018 Dec 2018

95.0%

85.0%

YTD

Movement

The CCG is currently not achieving the standard for routine referrals to CYP Eating
Disorder Services up to quarter 2 2018/19. This underperformance was due to two
breaches, which upon investigation were due to data recording errors by the Trust.
The Trust has improved data recording procedures and monitor patient pathways
closely to ensure no further breaches occur. The CCG is forecast to meet the
standard for 2018/19 and expects to achieve the standard for 2019/20.

E.H.11 - waiting times for Urgent Referrals to Children and Young People
Eating Disorder Services – 1 week
Area
Mental Health

Indicator
Waiting times for Urgent referrals to CYP Eating Disorder Services - within 1 week

Period

Threshold

CCG

Jan 2018 Dec 2018

95.0%

100.0%

YTD

Movement

The CCG is currently achieving the standard and expects to continue to achieve the
standard for 2019/20.

E.H.13 - People with a severe mental illness receiving a full annual physical
health check and follow-up interventions
The CCG is in discussions with providers to incentivise the undertaking of full annual
physical health checks and follow up interventions with people with a severe mental
illness. It is expected an incentivised scheme will increase the cohort of people
undertaking the physical health check.
The CCG plans to achieve the target of 60% in 2019/20.

E.H.14a - IAPT Trainees
The IAPT provider for North Tyneside CCG (Talking Therapies North Tyneside) has
employed a number of therapists to increase the access rate for IAPT services from
April 2019 onwards. This includes fully qualified and trainee staff which will be fully
qualified through the year.
It is anticipated that the CCG will achieve the agreed trajectories for 2019/20.

E.H.14b - Therapists co-located in primary care
It is anticipated that the CCG will achieve the agreed trajectories for 2019/20.
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E.H.12 - Out of Area Placements
The CCG is currently achieving the standard and expects to continue to achieve the
standard for 2019/20.

Primary Care
E.D.16 - Proportion of the population with access to online consultations
The CCG has piloted online consultations across four practices within North
Tyneside in 2018/19.
The CCG has a roll out programme for online consultations in 2019/20 with
September and March being key milestones for implementation. The CCG expects
to achieve the standard by March 2020.

E.D.17 - Extended access Appointment Utilisation
The CCG is currently achieving the standard and expects to continue to achieve the
standard for 2019/20.

E.D.18 - Extended access (evening and weekends) at GP services
The CCG is currently achieving the standard and expects to continue to achieve the
standard for 2019/20.

LD Patient Projections
E.K.1a - Reliance on inpatient Care for People with LD or Autism – Care
Commissioned by CCGs
During the latter part of 2019/20 it is anticipated that a number of patients will step
down from care commissioned by NHS England into a CCG commissioned bed.
The transfer of patients into a lower secure facility does increase patient numbers
overall for CCG commissioned beds, but is in line with the principles of transforming
care.

E.K.1b - Reliance on inpatient Care for People with LD or Autism – Care
Commissioned by NHS England
During the latter part of 2019/20 it is anticipated that a number of patients will step
down from care commissioned by NHS England into a CCG commissioned bed.
One patient is subject to approval by the Ministry of Justice to step down. This does
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reduce inappropriate hospitalisation of people with a learning disability, autism or
both to meet the target.

Other commitments
E.N.1 - Personal Health Budgets
The CCG has written to all patients receiving Continuing Health Care who are being
cared for at home to offer them the opportunity to either self-manage their personal
health budget or allow the CCG to continue to case manage on their behalf. In
2019/20, all patients eligible for CHC will receive a personal health budget and given
the opportunity to self-manage the budget or leave the case management to the
CCG. The CCG is forecast to achieve the standard for 2019/20.

E.O.1 - Percentage of children waiting more than 18 weeks for a wheelchair
Area
Other

Indicator
Children waiting more than 18 weeks for a wheelchair

Period

Threshold

CCG

YTD

Q3 18/19

92.0%

95.0%

92.5%

Movement

The CCG is currently achieving the standard and expects to continue to achieve the
standard for 2019/20.

E.K.3 - AHCs delivered by GPs for patients on the Learning Disability Register
The CCG is currently achieving the standard and expects to continue to achieve the
standard for 2019/20.
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