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Meeting of the CCG Governing Body 

 

 
A meeting of NHS North Tyneside Clinical Commissioning Group Governing Body is to be held in 
public on Tuesday 24 May 2016, 10.15 - 12:00, at Hedley Court 
 
Members of the public are invited to meet members of the governing body informally prior to 
the meeting, from 10 – 10.15am.  
 

Agenda 

Item 
No Item Lead Time 

1 Welcome Dr J Matthews 

10:15 
Verbal 

2 Apologies for Absence Dr J Matthews 

3 Confirmation of Quoracy Dr J Matthews 

4 Declarations of Interest Dr J Matthews / P Fox 

5 Minutes of the previous meeting held on      
22 March 2016 Dr J Matthews 

10.20 
Enclosure 

6  Matters arising from the previous meeting held on 
22 March 2016 Dr J Matthews 

7 Report from Chair and Interim Chief Officer  
Dr J Matthews  
J Hayburn  

Verbal 

8 Quality Items 10.25 

8.1 Quality and Safety Committee report Dr M Wright/ Dr L 
Young-Murphy Enclosure 

8.2 Integrated Quality and Performance Report Dr L Young Murphy /    
D Hayman Enclosure 

8.3 Performance Targets  - 2016/17  D Hayman  Verbal 

8.4 CCG Outcome Indicator Set Report D Hayman  Enclosure 

   

9 Finance and Contracting  10.40 

9.1 Financial Position Report - 2015/16  D Hayman Verbal 

9.2 2016/17 Budgets D Hayman Enclosure  

9.3 CCG Finance Recovery Plan 2016/17 D Hayman / J Wicks Verbal 

    



OFFICIAL 

2 
 

10 Strategic and commissioning items 11.00 
 

10.1 North Tyneside CCG Operational Plan 2016/17 J Wicks  Enclosure 

10.2 Development and submission of the Sustainability 
and Transformation Plan J Wicks Enclosure 

10.3 Better Care Fund 2015/16 and 2016/17  J Wicks Enclosure 

10.4 North Tyneside tripartite primary care strategy  Dr M Wright  Enclosure  

10.5 Update on plans for the development of the North 
Tyneside Accountable Care Organisation  J Hayburn  Enclosure 

    

11 Public and Patient Involvement 11.30 

11.1 Report from the Patient Forum Dr L Young-Murphy Verbal 

    

12 Governance and Assurance 11.35 

12.1 
Preparation and submission of 2015/16 annual 
report, annual governance statement and annual 
accounts: progress report  

D Hayman Verbal  

12.2 North Tyneside CCG Health and Safety Policy – 
revised version for approval P Fox Enclosure  

12.3 Quality and Safety Committee – revised Terms of 
Reference for approval  P Fox Enclosure  

12.4 The effective management of conflicts of interest: 
pre meeting checks  P Fox Enclosure  

 
13 

 
Items for information  

 

13.1 NHS England CCG Improvement and 
Assessment Framework   Enclosure 

14 Date of next meeting  

 
Tuesday 26 July 2016, 10.15am, at Rising Sun Country Park.  
This meeting will be preceded by the CCG 2015/16 Annual Public Meeting 
at 9.30am 
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North Tyneside CCG Governing Body  

 

 
Minutes of the North Tyneside CCG Governing Body meeting held on 22 March 2016, 
10.15 – 11.30am at Hedley Court    
 
 
Present:  
Dr John Matthews Clinical Chair (Chair) 
Mary Coyle Deputy Lay Chair 
Kyee Han Secondary Care Specialist Doctor 
Jim Hayburn Interim Chief Officer  
Deborah Hayman Interim Chief Finance Officer (to 10.45am) 
Eleanor Hayward Lay Member 
David Willis Lay Member 
Dr Martin Wright Medical Director 
Dr Lesley Young-Murphy Director of Transformation and Executive Nurse 
  
In Attendance:   
Pauline Fox Head of Governance 
Wendy Burke Acting Director of Public Health  
  
Apologies for absence:     
Dr Martin Wright Medical Director 
  
NTGB/16/017 Welcome  

Dr Matthews welcomed everyone to the meeting.   
  
NTGB/16/018 Confirmation of Quoracy (Agenda Item 3) 

It was confirmed that the meeting was quorate. 
  
NTGB/16/019 Declarations of Interest (Agenda Item 4) 

Declarations of interest were recorded in the register of interests, posted on 
the public website.  There were no additional declarations to make. 

  
NTGB/16/020 Minutes of the Previous Meeting held on 26 January 2016 (Agenda Item 

5) 
The minutes of the meeting held on 26 January 2016 were considered. Mr 
Willis advised that minute reference NTGB/16/11 re the risk assurance 
framework should read that the assurance framework was ‘noted and 
approved’. Subject to that amendment the minutes were agreed as a correct 
record of the meeting.  

  
NTGB/16/021 Matters Arising from the Previous Meeting held on 26 January 2016 

(Agenda Item 6) 
Dr Matthews referred to the action log that had been circulated with the 
agenda. It was noted that action 1 from August 2015 had been deferred to 
March 2016 and was now included on the agenda. Actions 1 – 7 inclusive 
from the January 2016 meeting were complete or in progress, as noted on the 
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log. There were no other matters arising. 
 

NTGB/16/022 Report from Chair and Interim Chief Officer (Agenda Item 7) 
Dr Matthews advised that he had received Ms Cushlow’s resignation from her 
post of Chief Officer of the CCG. She would leave the CCG on 31 March 2016 
and would take up the post of Executive Nurse and North Cumbria NHS 
Trust. Dr Matthews wished to formally record the thanks of the Governing 
Body and the whole CCG for the debt owed to Ms Cushlow for her role in 
setting up and establishing the CCG. This was a significant achievement and 
he wished Ms Cushlow well in her new role. Ms Hayward added the thanks 
for the Patient Forum.  
 
Dr Matthews advised that Mr Hayburn had been appointed as Interim Chief 
Officer and welcomed him to the Governing Body in this role. Mr Hayburn 
thanked Dr Matthews for this welcome. He had no items to report. 
 

 
NTGB/16/023 

Finance and Contracting 
2015/16 Finance and contracts Report: Month 10  - January 2016 
(Agenda Item 9.1) 
Dr Matthews invited Ms Hayman to present this item, noting that she had to 
leave the meeting early.  
 
Ms Hayman referred to the report circulated with the agenda and summarised 
North Tyneside CCG’s financial position as at month 10. Month 11 report was 
now available and had been received by the Finance Committee the day 
before.  Activity and finances continued on the trend seen in recent months. 
She reported that the CCG was on track to deliver the agreed year-end 
position.  
 
Mr Willis drew attention to the Better Payments performance, as shown on 
table 6 (page 8). He advised that the importance of prompt payments was 
often overlooked but was nevertheless important. It was gratifying to note that 
the CCG maintained a good performance in this regard.  
 
Dr Matthews reminded members that at the start of the year, the £8m QIPP 
programme had seemed insurmountable, but that substantially more QIPP 
savings than that had actually been achieved. He asked that thanks should be 
conveyed to all CCG staff for the hard work and effort that had gone into that. 
It was agreed that every effort needed to continue apace.  
 
The Governing Body noted North Tyneside CCG’s financial position as at 
month 10, the revised forecast out-turn position, the risks and mitigations and 
the considerable work in place. 
 
Ms Hayman left the meeting.  

  
 Quality Items 
NTGB/16/024 Integrated Quality and Performance Report (Agenda Item 8.1) 

Dr Young-Murphy reported on quality and performance, referring to the 
national standards and the report circulated with the agenda. She advised of 
improved performance on cancer 2 week referrals. She reported that the IAPT 
recovery rates remained below the required standard and explained the work 
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underway to address this, including national work to reclassify step 4 patients. 
It was agreed that further information on IAPT services, including information 
about steps 1 – 4 should be provided to the Governing Body to help members 
better understand the position.  
 
Dr Young-Murphy referred to the GP patient experience measures. Mr Willis 
asked for more information and Dr Matthews explained that although there is 
variation between the Practices, all were above the national average.  
 
In respect of the MRSA breach, Dr Young-Murphy explained that 2 infections 
had been attributed to the CCG, against a target of zero. This was subject to 
rigorous review, including external scrutiny.  
 
In respect of ambulance handover delays at NSECH, it was noted that a 
separate report was to be presented later in the meeting.  
 
The Governing Body received the report and noted the issues and progress to 
date.  
 

Action 1 Further information on IAPT services, including information about steps 1 – 4 
should be provided to the Governing Body. 

  
NTGB/16/025 
 

Quality and Safety Committee Report (Agenda Item 8.2) 
Dr Young-Murphy presented this report, referring to the paper circulated with 
the agenda. The report covered the key issues discussed at the quality and 
safety committee in January 2016. The key issues were highlighted in the 
executive summary with further details given in the full report. 
 
Dr Young-Murphy drew attention to several issues. It was noted that there 
was pressure on maternity services at NHCFT which was being addressed. 
There were continuing concerns with the friends and family test.  
 
Dr Young-Murphy took the opportunity to advise about the CCGs work as an 
early adopter of RightCare, working with the delivery partner to identify quality 
and finance areas where improvements could be made to release savings for 
further innovation. Ms Burke indicated the local authority’s interest in the Right 
Care work.   
 
The Governing Body noted the items reported and the actions being taken.  
 

NTGB/16/026 Improving ambulance handovers at NSECH (Agenda Item 8.3) 
Mr Hayburn updated members about the current situation and work in hand to 
improve ambulance handover delays at NSECH, referring to the report 
circulated with the agenda. Although the situation was improving, it continued 
to be a matter of great concern, with issues escalated through the agreed 
monitoring arrangements. He and his Chief Executive colleagues were 
personally taking responsibility to address the issues.  
 
Mrs Hayward emphasised that this continued to be an important issue for the 
public and that improvement was urgently needed. The importance of clear 
communications was discussed, recognising that NHS terminology around 
‘urgent’ and ‘emergency’ and the different access points could be confusing.  
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The action plan in the report was noted. Mr Willis queried the planned actions, 
including the proposal to introduce car parking charges, whether this was in 
line with previous agreements and whether it would effect any improvement in 
the walk-in situation.  
 
The Governing Body received the report and noted the issues and progress to 
date.  

  
 
NTGB/16/027 

Public and Patient Involvement 
Report from the Patient Forum (Agenda Item 10.1) 
Mrs Hayward reported on the recent work of the Patient Forum. She noted 
that the Patient Forum newsletter was attached to the meeting papers, for 
information. She had spoken at a recent region-wide carers conference. She 
advised that work was being done with schools and the young mayor to get a 
wider patient voice.  
 
Dr Young-Murphy commented on the invaluable role that the Patient Forum 
plays in providing scrutiny and challenge as well as enthusiasm and ideas to 
the CCG. The Patient Forum had been briefed about all the key issues at the 
CCG including the financial position and the development of the ACO. Patient 
Forum members had enjoyed meeting with Dr Tomson regarding shared 
decision making which they were very keen to support. Briefing was to be 
provided about RightCare.  
 
Mrs Hayward and Dr Young-Murphy were thanked for the verbal report and 
the Governing Body noted the continued work of the Patient Forum. Mrs 
Hayward thanked the Governing Body for its continued support.  

  
 
NTGB/16/028 

Strategic Items 
Future sustainability – development of the Accountable Care 
Organisation (ACO) and the Sustainability and Transformation Plan 
(STP) (Agenda Item 11.1) 
Mr Hayburn reported that the ACO development continued positively. The 
draft MoU between lead partners had been agreed by the ACO Programme 
Board and was being considered for sign-off by each organisation. The 
Governing Body confirmed its support for this. 2016/17 would be a period of 
formal development with April 2017 identified as the planned formal start of 
the ACO.  

Mr Hayburn continued and updated members about the development of the 
STP. There was a local footprint, covering North Tyneside and 
Northumberland and then a wider Northumberland, Tyne and Wear footprint. 
The CCG was working closely with NHS and local authority partners to 
develop plans across the health economy. Formal submissions were due in 
June 2016. 
 
Mrs Burke asked about the involvement of the Health and Wellbeing Board in 
developing the plans. Mr Hayburn confirmed that senior local authority officers 
were involved in the development of the STP and that the STP would be 
presented to the HWB at the relevant time. 
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Dr Matthews commented that preparing the plan was important but that 
implementation was crucial. 
 
Mr Hayburn was thanked for the verbal update.  
 

Action 2 Mr Hayburn was asked to bring written reports on both the ACO and the STP 
to a future meeting of the Governing Body.  

  
NTGB/16/029 CCG Corporate Objectives 2016/17 (Agenda Item 11.2) 

Mrs Fox presented draft corporate objectives for 2016/17, referring to the 
report circulated with the agenda. It was noted that the Governing Body had 
discussed these in the recent development session. Mr Hayburn advised that 
once the revised objectives were approved and adopted he would develop 
appropriate performance measures for them.  

It was agreed that the 2016/17 CCG corporate objectives would be: 

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

2. Deliver the Financial Recovery Plan, leading to the achievement of the 
CCG’s statutory financial duties and future sustainability  

 
3. Work collaboratively with partners and stakeholders to develop health 

and social care fit for the future in North Tyneside  
 

4.   Continue to develop North Tyneside CCG as a patient focused, 
clinically led commissioning organisation with a continuous learning 
culture 

  
 
NTGB/16/030 

Governance and Assurance 
Reappointment of Governing Body members – terms of office (Agenda 
Item 12.1) 
Mrs Fox presented update on the reappointment of Governing Body 
members, referring to the report circulated with the agenda. She advised that 
Terms of Office are for 2 or 3 years, as set out in the CCG constitution, in 
table 1 of the Standing Orders. The CCG constitution states that after the 
initial Term of Office the post holder can normally serve up to a maximum of 6 
years, beyond that appointment would be on a year-by-year basis. She 
explained that Terms of Office were determined as starting on 1 April 2013 
with the inception of the CCG as a formal statutory body. All have been 
renewed, most for a full second term and one for a further 12 months, at the 
request of the post holder. This has been overseen by the Remuneration 
Committee, acting on behalf of the Governing Body. 
 
It was noted that three post holders’ terms of office now expired on 31 March 
2017 (Dr Matthews, Mr Han and Mrs Hayward) and three expired on 31 
March 2019 (Ms Coyle, Mr Willis and Dr Wright).  
 
It was agreed that the remuneration committee should now take steps to 
recruit a secondary care specialist doctor ready for Mr Han to handover to at 
the expiry of his term of office.  
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Action 3 The remuneration committee to make arrangements to recruit a secondary 

care specialist doctor. 
  
NTGB/16/031 Delegated sign off of the CCG annual accounts and annual report 

(Agenda Item 12.2) 
Mrs Fox asked members to note the arrangements for the delegated sign-off 
of the CCG annual accounts and annual report, referring to the papers 
circulated with the agenda. She reminded members that the CCG had to 
prepare an annual report and annual accounts, submit these to NHS England, 
publish them on the CCG website on Friday 3 June 2016 and present them at 
a meeting held in public by 30 September 2016. It was noted that the annual 
public meeting was provisionally planned for Tuesday 26 July 2016.  

The Governing Body noted that the Council of Practices had delegated the 
authority to approve the annual report and annual accounts to the Governing 
Body, with the advice of the Audit Committee. The relevant meetings as 
shown in the programme of work were duly noted.  
 

 Item of Any Other Business 
NTGB/16/032 Staff changes  

Dr Young-Murphy had advised the Chair that there were two significant staff 
changes that she wished to bring to the attention of the Governing Body.  
 
Teresa Davies was leaving the CCG on 31 March 2016 after over 40 years as 
a nurse. Teresa had made a significant contribution to the CCG, including 
leading a programme of work with the local authority to improve care in 
nursing homes. Teresa had taken a lead role in establishing adult 
safeguarding in the CCG. Her successor in this work would be Adrian Dracup.  
 
Sharon Haggerty, Head of Quality and Patient Safety was moving to a senior 
nursing post at NHS England and would leave the CCG on 31 March 2016. 
Her significant achievements at the CCG included work on continuing health 
care. She was to be succeeded by Maureen Grieveson.  
 
The Governing Body formally recorded their thanks to Teresa Davies and 
Sharon Haggerty.  

  
NTGB/16/033 Items for Information (Agenda Item 13) 

The Patient Forum newsletter was attached for information. 
  
NTGB/16/034 Date of Next Meeting (Agenda Item 14) 

Dr Matthews advised that the next meeting of the Governing Body would be 
held on Tuesday, 24 May 2016 at 10.15am at Hedley Court. 
 
The meeting closed at 11.30am 
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North Tyneside Governing Body (Public)  
 

Date Minute Action 
No. 

Action Resp. Officer Target Date Status as at  
May  2016 

26 January 2016 NTGB/16/007 5 The Transformation Team to prepare 
and present a summary of the impact 
their work has had in primary care 
settings. 
 

Dr Young-
Murphy 

May 2016 Deferred  

22 March 2016 NTGB/16/021 1 Further information on IAPT services, 
including information about steps 1 – 4 
should be provided to the Governing 
Body. 
 

Ms Hayman May 2016  

22 March 2016 NTGB/16/028 2 Mr Hayburn to bring written reports on 
both the ACO and the STP to a future 
meeting of the Governing Body. 
 

Mr Hayburn May 2016 On the 
agenda 

22 March 2016 NTGB/16/030 3 The remuneration committee to make 
arrangements to recruit a secondary 
care specialist doctor. 
 

Mrs Fox / Ms 
Coyle 

May 2016 In progress  
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Report to:  Governing Body 
Date:  24 May 2016 Agenda item:  8.1 

Title of report: Quality and Safety Committee Report – May  
Sponsor: Dr Lesley Young-Murphy, Executive Director Nursing and 
Transformation 
Author:  Gregor Miller, Senior Clinical Quality Manager, North of England 
Commissioning Support (NECS)  
Purpose of the report and action required:  This report provides the Clinical 
Commissioning Group (CCG) with a summary of activity in February and March 2016 in 
those areas of Clinical Quality not covered by the Quality & Performance Report.  A full report 
is provided to the Quality and Safety Committee, exceptions are reported here. 
Executive summary:   
• There was a total of 3 Serious Incidents (SIs) reported in March 2016 relating to North 

Tyneside CCG patients, a significant decrease on the previous month figure of 11.   
• Northumbria Healthcare Foundation Trust (NHCFT) reported one Never Event in 

February 2016 and Newcastle Upon Tyne Hospitals Foundation Trust (NuTHFT) reported 
two Never Events in February 2016. These are being investigated.  

• Friend & Family Test (FFT) response rates for NHCFT, NuTHFT and Northumberland, 
Tyne & Wear Foundation Trust (NTWFT) continue to fall below the national average, 
although better performance is seen in recommendation rates.  

• In the latest National Reporting & Learning System (NRLS) report, the number of 
incidents reported by NTWFT relating to self-harming behaviour is significantly higher 
compared to other mental health Trusts.  NuTHFT position has improved and they are 
now within the middle 50% of reporters. NHCFT continue to perform well, which has been 
a contributory factor to their position at the top of the ‘Learning from Mistakes’ league 
table.  North East Ambulance Service Foundation Trust (NEASFT) only reported 
incidents for 1 of the 6 months between 01/04/15 to 30/09/15 and 50% of incident reports 
were submitted more than 168 days after the incident occurred.   

• The NHS Staff Survey 2015 results were positive for all of the local Trusts, with good 
performance against their peers and national averages across most of the key staff 
pledges. 

• In the NHS Safety Thermometer NHCFT has seen their overall number of pressure 
ulcers and falls with harm rate increase to above the national average.  NuTHFT 
performance against newly reported pressure ulcers has deteriorated and they are now 
worse than the national average.  

• NTWFT is 3rd highest overall self-reported user of restraint however, it is important to 
note that the Trust is a specialist centre and cares for some of the most complex and 
challenging patients from all parts of the country. This means that the figures may be 
higher when comparing to other areas without specialist services.  

• NuTHFT is to be an early implementer of Seven Day Working and expects to be fully 
compliant with seven day services by March 2017. 

• NuTHFT is undertaking a large volume of ongoing work in relation to reducing 
Healthcare Acquired Infections (HCAIs) and this will continue to be a key priority in the 
Trust’s quality priorities for 2016/17.  NHCFT is the only local Trust showing improving C-
Difficile rates; this has been particularly notable since the move to the new hospital.   
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• NEASFT Emergency Care Performance continues to be extremely challenging.  
January’s performance across all of the three national targets has not been met.  Failure 
against any of these standards in Quarter 4 will trigger a concern in line with Monitor’s 
Risk Assessment Framework. 

• Workforce continues to be an issue for the NEASFT, however staffing levels continue to 
improve and sickness levels have fallen.   

 

Governance and Compliance   
 
1. Links to corporate objectives  
 

2016/17 corporate objectives  Item links to 
objectives √ 

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

 

2. Deliver the Financial Recovery Plan, leading to the 
achievement of the CCG’s statutory financial duties and 
future sustainability 

 

3. Work collaboratively with partners and stakeholders to 
develop health and social care fit for the future in North 
Tyneside  

 

4. Continue to develop North Tyneside CCG as a patient 
focused, clinically led commissioning organisation with a 
continuous learning culture 

 

 
2. Consultation and engagement 

Not applicable 
 

3. Resource implications 
Not applicable 
 

4. Risks 
Patient safety risks following serious incidents, process in place to undertake 
root cause analysis following SI to ensure lessons learned 
. 

5. Equality assessment 
Not applicable 
 

6. Environment and sustainability assessment  
Not applicable 
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Provider Quality Updates 
  

Northumbria Healthcare FT 

• NHCFT is the only local Trust showing improving C-Difficile rates; this has been particularly notable since the move to the new hospital.  The 
Trust advised the Healthcare Acquired Infection (HCAI) partnership meeting this could be attributed to the design of the new build as single 
rooms are in use which helps with the deep cleaning.  NHCFT also have a specialist HCAI team available 7 days per week.  NHCFT has 
committed to sharing their cleaning protocols and robust action plans with the HCAI partnership group to share learning. 

• The Trust FFT inpatient and A&E response rates published in March 2016 remain below the national averages.  Outpatient recommendation 
rates have decreased to below the national average, however the Maternity (Birth) response rates have increased significantly to 60.8%. 

• The Trust is showing a declining trend for ‘Harm Free Care’ on the Maternity Safety Thermometer figures release in March 2016, with one ward 
at Northumbria Specialist Emergency Care Hospital (NESCH) reporting significantly lower figures. 

• The NHS Staff Survey 2015 results found that NHCFT were in the highest (best) 20%, compared to other Acute Trusts, for ‘Overall Staff 
Engagement’.  The Trust compared favourably to other Acute Trusts in the areas of staff confidence and security in reporting unsafe clinical 
practice, fairness and effectiveness of procedures for reporting errors, near misses and incidents,  effective team working and effective use of 
patient / service user feedback.  They performed less favourably in only one area, the percentage of staff experiencing physical violence from 
patients, relatives or the public in the last 12 months. 

• In the latest NRLS report, the percentage of incidents reported relating to patient accidents (30.6%) is significantly higher compared to other 
Trusts (18.4%), which is in line with their overall falls reporting trends. 

• NHCFT has seen their overall number of pressure ulcers, category 2-4, increase to above the national average; however it should be noted that 
root cause analysis is undertaken for category 3 and 4 to ensure learning, this is monitored through the QRG.   

• NHCFT falls with harm rate continues to fluctuate and the Trust performance in March has returned to above the national average, work is on-
going within the Trust to address lessons learned. 

   

 

Quality Review Groups 

Quality Review Groups (QRGs) are held on a regular basis with Providers to obtain assurance on the quality of services delivered and take place 
every two months for Acute Trusts and quarterly for the Mental Health Trust.  QRGs were held for the following providers in February & March 2016: 

• Northumbria Healthcare FT – 10th March 2016  
• Northumberland, Tyne & Wear FT – 3rd February 2016 
• Newcastle Upon Tyne Hospitals FT – 24th March 2016 
• North East Ambulance Service FT – 14th March 2016 
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Northumberland, Tyne  & Wear NHS FT 

• NTWFT is 3rd highest overall self-reported user of restraint however, it is important to note that the trust cares for some of the most complex 
and challenging patients from all over the country, which means that the figures may be higher when comparing to areas without such specialist 
services. The highest reported incidences of restraint within the Trust are primarily from within Learning Disability and Child Adolescent Mental 
Health Services with a small number of patients accounting for the majority of incidents.  The Trust is an open and transparent organisation with 
a strong culture of reporting all episodes of restraint, regardless of type. Restraint is a regular agenda item for discussion at quality review 
group (QRG). In addition to their own internal reviews and ongoing staff training which means the majority of incidents are de-escalated without 
the need for restraint the Trust has commissioned an independent investigator to review the restraint data and will present a formal update on 
their findings at the next quality review group (QRG) in May 2016.  

• The NTWFT CQUIN scheme for 2016/17 has been agreed, with locally developed indicators in the areas of Safely Reducing Avoidable Repeat 
Detentions under the Mental Health Act, Embedding Clinical Outcomes and Patients & Carers Involvement & Engagement;  

• Friend & Family Test (FFT) recommendation rate.  The Trust score of 84% continues to remain below the England average of 87%, although 
there has been some improvement from the previous month. 

• The NHS Staff Survey 2015 results found that NTWFT had above average engagement with staff and that they performed well compared to 
other Mental Health Trusts in the areas of staff reporting unsafe clinical practice, staff suffering from work related stress and staff satisfaction 
with resourcing and support.  The Trust performed less favourably in the areas of Percentage of staff/colleagues reporting most recent 
experience of harassment, bullying or abuse, Percentage of staff experiencing physical violence from patients, relatives or the public in last 12 
months and Percentage of staff witnessing potentially harmful errors, near misses or incidents in last month. 

• In the latest National Reporting & Learning System (NRLS) report, the percentage of incidents reported relating to self-harming behaviour 
(37.2%) is significantly higher compared to other Trusts (20.9%).  NTWFT reported significantly less no harm incidents (43.9%) compared to 
other Trusts (62.1%) and this is a similar position to the previous NRLS data release.  However, it should be noted that when combined the low 
and no harm figures (93.2%) are about the same in comparison to other Trusts (92.9%).   

• NTWFT has seen an increase in the rate of new reported pressure ulcers, taking them significantly above the national average.  It should be 
noted, however, that the actual number of patients involved in these measures is comparatively small and actions taken in response are 
monitored through the QRG. 
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Newcastle Upon Tyne Hospitals FT 

• The Trust is undertaking a large volume of ongoing work in relation to reducing HCAI’s.  A high level comprehensive strategy document and 
action plan has been produced and HCAI will continue to be a key priority in the Trust’s Quality Accounts for 2015/16. 

• The Trust is to be an early implementer of Seven Day Working and therefore there is an expectation that the Trust will be fully compliant with 
seven day services by March 2017. 

• The Trust was flagged as an outlier in the February 2016 NHS England quality dashboard on Weekend Hospital Standardised Mortality Ratio 
(HSMR).  At the March Quality Review Group (QRG) the Trust explained that this is as a consequence of being a major trauma unit and the 
use of the Dr Foster methodology.  The Trust is not an outlier on Standardised Hospital Mortality Index (SHMI) and believes that it is an HSMR 
blip which all Major Trauma unit Trusts have seen. 

• FFT inpatient and A&E response rates published in March 2016 remain below the national average.  Following a visit to GHFT the Trust now 
has healthcare volunteers on board to champion FFT in each service area. 

• The Trust breached Clostridium Difficile tolerance in March, reporting 9 cases against a trajectory of 6. 
• The NHS Staff Survey 2015 results found that NuTHFT are above (better than) average, compared to other Acute Trusts, for ‘Overall Staff 

Engagement’.  The Trust compared favourably to other Acute Trusts in the areas of staff recommendation of the organisation as a place to 
work or receive treatment, percentage of staff feeling pressure in the last 3 months to attend work when feeling unwell and the percentage of 
staff experiencing discrimination at work in last 12 months.  They performed less favourably in the areas of percentage of staff reporting errors, 
near misses or incidents witnessed in the last month, percentage of staff / colleagues reporting most recent experience of violence and 
Percentage of staff / colleagues reporting most recent experience of harassment, bullying or abuse. 

• In the latest NRLS report, the Trust is within the middle 50% of reporters for the first time.  The number of incidents relating to implementation of 
care is significantly higher compared to other Trusts.  NuTHFT report significantly less no harm incidents compared to other Trusts.  However, it 
should be noted that when combined the low and no harm figures are the same in comparison to other Trusts.   
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Provider Quality Updates 

North East Ambulance Service 

• Handover delays at the Northumbria Specialist Emergency Care Hospital (NSECH) have put significant additional pressures on NEAS 
performance levels, with a high number of “hours lost” each day as a result of the delays.  CCGs and the Trust and ambulance teams meet 
regularly to agree remedial actions. Although all actions have been completed delays remain an issue. 

• Workforce continues to be an issue for the Trust, however staffing levels continue to improve and sickness levels have fallen.  The main 
reasons for absence continue to be anxiety, stress, depression and musculoskeletal problems.  These are the key areas being targeted by the 
Sickness Absence Task and Finish Group.  In January, NEAS signed up to the Blue Light Pledge, working with Mind to promote good mental 
health and is supported by training to help managers and colleagues better understand mental health.  

• The NHS Staff Survey 2015 results found that NEAS is average, compared to other Ambulance Trusts, for ‘Overall Staff Engagement’ which is 
an overall improvement on the 2014 survey.  The Trust compared favourably to other Ambulance Trusts in the areas of organisation and 
management interest in and action on health and wellbeing, percentage of staff suffering work related stress in last 12 months and support from 
immediate managers.  They performed less favourably in the areas of percentage of staff experiencing physical violence from staff in last 12 
months, fairness and effectiveness of procedures for reporting errors, near misses and incidents and Percentage of staff satisfied with the 
opportunities for flexible working patterns. 

• In the latest NRLS report, the Trust only reported incidents for 1 out of the 6 months between 01/04/15 to 30/09/15 and 50% of incidents were 
submitted more than 168 days after the incident occurred.  The percentage of treatment/procedure incidents is significantly higher (70.1%) than 
other ambulance trusts (21.7%) and incidents resulting in death are also higher (0.7% for NEAS against 0.6% nationally). The Trust are 
undertaking significant work to resolve issues in relation to incident reporting through the use of electronic solutions. 
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Serious Incidents 
Serious Incident close down panels were held in February and March 2016 where a total of 14 cases were presented, with 9 SIs closed. 
Serious incidents are closed when the panel is assured that the investigation report and resulting action plan is complete and the provider 
has demonstrated that, where appropriate, lessons have been learned from the incident and associated actions have been taken.  The 
graphs below show: 

1) A comparison of North Tyneside CCG SIs reported between March 2015 and March 2016 and the number of those SIs that were 
closed by North Tyneside CCG in the same time period.   

2) The status of ongoing SIs requiring sign off by North Tyneside CCG. 
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Serious Incidents 
 

 
 

  

In the year from March 2015 to March 2016, there were 89 SIs reported that required closure by North Tyneside CCG, of 
these 48 were closed. 
 
There are 48 SIs awaiting closure, including 19 where the reports are not due, 8 where the SI reports are overdue, including 
NHCFT (n=4), NuTHFT (n=1), NTW (n=2), NEAS (n=1), 15 reports are listed for the closure panel and there are 6 where 
additional information has been requested prior to closure by the Panel. 
 
The contract negotiations for 2016/17 have included a local quality requirement for each organisation to meet the reporting 
timescales of the NHS England Serious Incident Framework.  This will enable CCGs to formally monitor and manage 
compliance against the organisational standards for reporting SIs within 2 days of identification, provision of root cause 
analysis reports within 60 days and a number of other performance metrics. 
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GP Practice Reported Issues (SIRMS) 

 
 

 

 

 

 

All 29 GP practices in North Tyneside are now registered on SIRMS to report incidents.  In March 2016, 5 North Tyneside practices 
reported a total of 20 incidents. 

Quarter 3 thematic reports for the main providers were forwarded to the Trusts for review and feedback, the main themes by provider are: 
• Northumberland Tyne and Wear: Discharge issues, Clinical documentation, Access/Admission/Transfer/Referral and 

Medication 
• Newcastle Upon Tyne Foundation Trust: Discharge issues, Clinical documentation and Access/Admission/Transfer/Referral 
• Northumbria Healthcare Foundation Trust: Discharge issues, Clinical documentation, Access/Admission/Transfer/Referral and 

Medication 
• North East Ambulance Service: Access/Admission/Transfer/Referral  

A full SIRMS report is produced quarterly with details of themes, trends and feedback which is shared across the CCG, Practices and 
Provider Trusts.  The next quarterly report is due to be produced in May for quarter 4. 
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Key Quality Indicators  

 
Provider 

The Newcastle 
upon Tyne 

Hospitals NHS FT 

Northumberland 
Tyne & Wear NHS 

FT 
 

Northumbria 
Healthcare 

NHSFT 
 

 

 

 

Pressure 
Ulcers 

All 
Mar 16 

 

Pressure 
Ulcers 
New 

Mar 16 
 

Falls 
with 
harm 

Mar 16 
 

Catheters 
new UTIs 

Mar 16 
 

VTE’s
New  
Mar                                 
16 

C.Diff* 
Mar 16 

MRSA* 
Mar 16 

FFT 
Feb 
16 

• NHCFT has seen their overall number of pressure ulcers, category 2-4, increase to above the national average.  Newly 
reported pressure ulcers remain low. 

• NHCFT falls with harm rate continues to fluctuate and the Trust performance in March has returned to above the national 
average. 

• NHCFT continues to underperform on the FFT, as described in section 2.2.2. 
• NuTHFT performance against newly reported pressure ulcers has deteriorated and they are now worse than the national 

average.  
• NuTHFT is above the year to date figures for C-Diff and performance in March has again breached tolerances.  
• NuTHFT continues to underperform on the FFT, as described in section 2.3.2. 
• NTWFT has seen an increase in the rate of new reported pressure ulcers, taking them significantly above the national 

average.  It should be noted, however, that the actual number of patients involved in these measures is comparatively 
small. 

• NTWFT continues to be below the national average in recommendation and response rate for FFT. 
 

Key: 
 
Improving/ better than  
national average/on target       
     
Performance worse than  
national average 
 
Deteriorating performance/  
worse than national average 

*NTWFT is not required to provide data for the indicators which have not been completed 
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Other Quality Issues 
Complaints 

In February 2016 there were 3 formal complaints and 1 concern received by the NECS complaints team from North Tyneside CCG 
residents.  1 complaint made in January 2016 was also closed in February 2016.  All cases were acknowledged within 3 working 
days.  With the complainants consent, 2 complaints were passed to NHS England as they were regarding independent contractors. 
1 complaint was received regarding the CCG and 1 concern was closed following lack of response from the complainant for 
consent to pass to the provider. 
 
In March 2016 there were no formal complaints, 1 concern, 1 MP Issue and 1 request for advice received by the NECS complaints 
team from North Tyneside CCG residents.  1 concern made in January 2016 was also closed in March 2016.  All cases were 
acknowledged within 3 working days.   
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Report to:  Governing Body 
Date:  24 May 2016 Agenda item: 8.2 

Title of report:  Integrated Quality and Performance Report  
Sponsor:  Deborah Hayman, Interim Chief Finance Officer & Lesley Young-Murphy, 
Director of Nursing and Transformation 
Author:     James Martin, Commissioning & Performance Manager & Clair Carpenter, 
Information Analyst 
Purpose of the report and action required: To report progress against the CCG quality 
and performance measures. Members are asked to note the current progress in 2015/16 
against the listed measures. 
Executive summary:  The 2015/16 Integrated Quality and Performance Report shows 
delivery against NHS Constitution, CCG Health Outcomes, Quality Premium, and Quality 
measures. The CCG is held to account for the delivery of these measures by NHS 
England. The performance to note identified in this report is: 
 

NHS Constitution –  
→ Diagnostic waits – This standard was achieved in February (99.1%) by Newcastle FT 

following underperformance in December and January. The Trust identified the 
clinical areas contributing most to the number of breaches and are implementing an 
action plan to increase capacity.  

→ A&E 4 hour standard below the 95% operational standard in February at both 
Newcastle FT 91.9%, and Northumbria FT 89.3%. Both Trusts have flagged that with 
additional pressures over winter this standard is unlikely to be met through Q4. A 
number of initiatives have been implemented at both trusts, particularly around the 
role of the on-call Consultant managing patient flow and major trauma whilst the 
Patient Service Co-ordinators and Discharge Team try to free up beds by expediting 
discharges, and ways of improving the handling of patients arriving by ambulance. 

→ Cancer - the percentage of patients seen within 2 weeks following referral for breast 
symptoms is now being met year to date (YTD) by the CCG with performance above 
the 93% standard at 93.5%  

→ The target for the percentage of patients receiving subsequent cancer treatment 
within 31 days for drugs and for surgery were both met by the CCG in February with 
100% of patients being treated within 31 days. The YTD figure for drug treatment still 
remains slightly below threshold at 97.8%, which equates to 1 patient.  

→ The number of ambulance handover delays at Northumbria FT has increased 
significantly over the previous few months, and increased again in March. This issue 
has been escalated further with two cross-organisation meetings held to form a new 
action plan and to identify how improvements can be made. Early indications suggest 
there may be a substantial improvement for April.  

→ Category ‘Red 1’ and ‘Red 2’ response times below the 75% for 8 minute response 
times for March in North Tyneside (‘Red1’ 63.2%, ‘Red 2’ 62.2%). The Trust have 
flagged paramedic vacancies, the change in the pattern of demand since the 
embedding of NHS 111, reconfiguration of service provision, and system pressure as 
issues behind the reduction in response times. Additionally financial pressures have 
meant a reduction in the use of third party provision to increase capacity. A detailed 
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action is in place focusing on recruitment and reducing the workforce gap, 
establishment of a clinical hub and increased hear and treat, and a number of 
transformational projects. 

 
NHS Outcomes Framework: 
→ 17 indicators are currently performing above their thresholds and are rated as green. 
→ IAPT recovery rate improved in February to 50.4%, above the 50% threshold for the 

first time this financial year however March dipped down to 47.5%. The year-end 
figure for this measure stands at 45% which is a 10% improvement on the previous 
year. We will continue to monitor this standard closely to ensure improvements are 
maintained.  

→ 3 GP patient experience indicators are showing under performance and are rated as 
amber. These measures were included following the agreement of primary care co-
commissioning arrangements with NHS England. Review of survey data at practice 
level has been completed and specific practices have been identified for targeted 
improvement. The latest data (released January 2016) shows a decrease in 
satisfaction with the quality of consultations but a small increase with overall 
experience of GP surgeries and experience of making an appointment when 
compared with the previous release.  

→ 1 indicator is rated as Red with the year-end target having been breached. There are 
2 MRSA infections attributed to the CCG; however the CCG has breached the target 
of 0 set for 2015/16. The post infection reviews of the two infections concluded that 
there were no factors that contributed to the infection that could have been prevented. 
These are the first MRSA infections attributed to the CCG since 2012/13.  
 

NHS Quality Premium – of the measures in the Quality Premium currently 5 out of 7 
measures are on target, however data for one measure is not currently available. Due to 
the current financial position of the CCG the NHS England qualifying criteria for payment 
of Quality Premium funding won’t be met.  
  
Other Quality Measures - The NHS Quality Dashboard previously showed concerns 
relating to Northumbria Healthcare NHS Foundation Trust who are a national outlier for 
HSMR. A significant underlying cause for the high mortality level has not been identified 
despite rigorous audit and investigation. NHS England had no significant concerns over 
the HSMR level at this trust where they are no longer showing as an outlier on this 
measure.  
Newcastle FT reported 2 ‘Never Events’ in February 2016, both of which were surgical 
errors. These will be investigated by the Trust. Newcastle FT is still an outlier for the 
proportion of reported incidents on NRLS that are harmful at 46.3% however this is an 
improvement from 48% as reported on in March.  
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Governance and Compliance   
 
1. Links to corporate objectives  
 

2016/17 corporate objectives  Item links to 
objectives √ 

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

√ 

2. Deliver the Financial Recovery Plan, leading to the 
achievement of the CCG’s statutory financial duties and 
future sustainability 

 

3. Work collaboratively with partners and stakeholders to 
develop health and social care fit for the future in North 
Tyneside  

 

4. Continue to develop North Tyneside CCG as a patient 
focused, clinically led commissioning organisation with a 
continuous learning culture 

√ 

 
2. Consultation and engagement 

Not applicable  
 
3. Resource implications 

Not applicable  
  
4. Risks 

Not applicable  
 
5. Equality assessment 

Not applicable  
 
6. Environment and sustainability assessment  
 There are no environmental or sustainability issues arising from this report.   
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                                                 6 

 
 

NHS Constitution 

 

 

Note:  QP - Linked to Quality Premium 

  

 

Key Performance 
Area Indicator Domain Period Threshold CCG 

Actual
YTD 

Actual Movement NHCFT NUTHFT Linked 
to

% of patients initial treatment within 18 weeks for admitted pathways 3 Feb-16 90.0% 87.5% 90.4% 81.1% 91.0%
% of patients initial treatment within 18 weeks for non-admitted pathways 3 Feb-16 95.0% 96.2% 95.9% 95.1% 95.7%
% patients waiting for initial treatment on incomplete pathways within 18 weeks 3 Feb-16 92.0% 94.7% 93.2% 94.2% QP
Number of patients waiting more than 52 weeks for treatment 3 Feb-16 0 0 0 0 0 -

Diagnostic waits % patients waiting less than 6 weeks for the 15 diagnostic tests (including audiology) 3 Feb-16 >99% 99.7% 99.9% 99.1% -

% patients spending 4 hours or less in A&E or minor injury unit 3 Feb-16 95.0% 89.3% 91.9% QP
Over 12 hour trolley waits 3 Feb-16 0 0 0 -

% of patients seen within 2 weeks of an urgent GP referral for suspected cancer 2 Feb-16 93.0% 96.9% 96.7% 94.1% 95.9% QP
% of patients seen within 2 weeks of an urgent referral for breast symptoms 2 Feb-16 93.0% 98.6% 93.5% 93.4% 98.4% -
% of patients treated within 62-days of an urgent GP referral for suspected cancer 2 Feb-16 85.0% 84.6% 89.8% 84.0% 86.4% -

% of patients treated within 62-days of urgent referral from an NHS Cancer Screening Service 2 Feb-16 90.0% 87.5% 92.7% 80.0% 92.5% -

% of patients treated for cancer within 62-days of consultant decision to upgrade status 2 Feb-16 N/A N/A 80.8% 100.0% 50.0% -
% of patients treated within 31 days of a cancer diagnosis 2 Feb-16 96.0% 98.0% 98.0% 100.0% 97.5% -
% of patients receiving subsequent treatment for cancer within 31-days - Surgery 2 Feb-16 94.0% 100.0% 96.9% 100.0% 95.4% -
% of patients receiving subsequent treatment for cancer within 31-days - Drugs 2 Feb-16 98.0% 100.0% 97.8% 96.2% 99.0% -
% of patients receiving subsequent treatment for cancer within 31-days - Radiotherapy 2 Feb-16 94.0% 95.2% 98.0% N/A 99.4% -

Category 'Red 1' 8 minute response time 3 Mar-16 75.0% 63.2% 71.4% QP
Category 'Red 2' 8 minute response time 3 Mar-16 75.0% 62.2% 72.4% -
Category 'Red' 19 minute transportation time 3 Mar-16 95.0% 94.4% 95.7% -

-
Mixed sex 

accommodation Mixed sex accommodation - number of unjustified breaches 4 Mar-16 0 0 0 0 0 -
-

Cancelled operations for non-clinical reasons to be rescheduled within 28 days 4 Q3 15/16 100% 97.8% 95.3% -

Urgent operations cancelled for a 2nd time 4 Q3 15/16 0 0 0 -

Care Programme 
Approach % people followed up within 7 days of discharge from psychiatric in-patient care 2 Q3 15/16 95.0% 100.0% 100.0% -

Ambulance handover 30 mins - 60 mins Mar-16 0 429 14 -

Ambulance handover >=60 mins Mar-16 0 168 1 -

Cancelled operations

Ambulance 
handovers

A&E waits

Referral to treatment 
access times

Category A 
ambulance

Cancer waits

http://www.google.com/imgres?q=NHS+Constitution&sa=X&biw=1920&bih=1019&tbm=isch&tbnid=MC2BsD81V8XYbM:&imgrefurl=http://www.constitution.nhs.uk/west_midlands/&docid=-BbwBke8bNMifM&imgurl=http://www.constitution.nhs.uk/west_midlands/images/constitution_logo.gif&w=215&h=214&ei=7kuSUanHM8iA0AWNl4GwAw&zoom=1&iact=hc&vpx=105&vpy=138&dur=141&hovh=171&hovw=172&tx=121&ty=109&page=1&tbnh=142&tbnw=149&start=0&ndsp=60&ved=1t:429,r:1,s:0,i:
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Issues to note constitution indicators: 
Constitution 
measure 

Synopsis of Issue Actions taken to resolve issue Timeline Level 
of 

risk 

Owner 

RTT admitted 
pathways 

Admitted levels below 90% for Northumbria 
Healthcare and the CCG in Feb. 
Earlier in 2015 a national review of the RTT 
standards removed waiting times for both admitted 
and non-admitted patients as national standards. 

Performance for the old standards will continue to be 
monitored but there are no contract levers remaining in 
place with providers.  
Performance by Northumbria FT was below the admitted 
standard due to clearing T&O patients within the Trust. The 
national incomplete standard continues to be met by all 3 
organisations.     

Continue 
to monitor 

Low JM 

Diagnostic waits This standard has been met in February by 
Newcastle FT (99.1%). The Trust failed to meet the 
99% threshold for both December and January.  
The majority of breaches were identified by the 
Trust as due to capacity/staffing issues for MRI, 
Cardiac ECHO and Paediatric Sleep Studies. 

Newcastle FT: An action plan of both short and longer term 
solutions is being implemented by the Trust. Actions focus 
on recruitment and outsourcing of activity where 
appropriate to increase capacity. Two additional MRI 
scanners will be brought online in 2016/17 which will further 
improve capacity. Continue to monitor to ensure 
achievement of the standard is maintained.  

Q4 Low JM 

A&E 4 hour 
standard 

Newcastle FT performance of 91.9%, Northumbria 
FT performance of 89.3%; this is the third month 
running this financial year Northumbria FT have 
failed to reach 95%. 
 

Newcastle FT: The department have implemented an A&E 
action plan and are reporting to the Executive Team on a 
monthly basis. The A&E front of house ‘Perfect Week’ w/c 
29th February identified a number of patient flow 
bottlenecks. Looking forward Newcastle FT has flagged that 
with additional pressures over winter this standard is 
unlikely to be met through into Q4. 

Northumbria FT: A number of actions have been put in 
place to improve A&E waiting times. Changes to front of 
house - triage, to improve flow management and GP triage. 
Hospital to home and short term support services stepped 
up, review of long stay patients, increased weekend 
working, daily validation of capacity in nursing and 
residential homes. Proactive communication campaign 
including radio, social media, with GPs, banners and large 

Q4 Med MC/JM 
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screens in A&E showing waiting times. Staggering arrivals 
of ambulances for GP urgent and discharge ambulances. 

CCG: Is working with both the provider and social care 
colleagues to reduce delayed discharges which have been 
flagged as an issue for North Tyneside patients. 

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

The 93% standard was met by the CCG in February 
and is now once again being achieved YTD 
following a period of underperformance in the 
summer..  
 

CCG: Performance improved over the past few months 
meaning this standard was achieved for Q3 and the CCG is 
performing above threshold YTD in February. Continue to 
monitor to ensure improvement is sustained.  

Completed 
– continue 
to monitor 

Low JM 

Cancer 
treatment within 
62 days of 
urgent referral 
from Screening 
Service 

CCG performance at 87.5% for February 2016 
(representing 7 out of 8 patients), with Northumbria 
FT at 84% compared against a threshold of 90%. 
The Patient that missed the standard were from 
bowel screening service which has a longer 
pathway. 

CCG: Underperformance due to small numbers and 
casemix between tumour types. The standard is being 
achieved year to date; continue to monitor to ensure 
underperformance is not sustained.  

March Low JM 

Subsequent 
cancer 
treatment within 
31 days – drugs 

CCG performance was at 100% in February but the 
YTD figure of 97.8% is still marginally below 
threshold. This equates to one patient.  
Northumbria FT reported underperformance in 
February at 96.2%, which was as a result of 1 
patient breaching (25 from 26).  

CCG: Underperformance due to small numbers and 
casemix between tumour types. Continue to monitor to 
ensure underperformance isn’t sustationed. 
 
 

Q4 Low JM 

Category Red 
ambulance 
response times 

Category ‘Red 1’ and ‘Red 2’ response times below 
the 75% for 8 minute response times for March and 
YTD in North Tyneside. NEAS is not meeting any of 
the standards at organisation level. The Trust have 
flagged paramedic vacancies, and the change in 
the pattern of demand since the embedding of NHS 
111, reconfiguration of service provision, and 
system pressure as issues behind the reduction in 
response times. Additionally financial pressures 

CCG: Performance issues have been raised by lead CCGs 
with NEAS and a detailed action plan for 2015/16 and 
2016/17 is in place focusing on recruitment and reduced 
workforce gap, establishment of a clinical hub and 
increased hear and treat, and a number of transformational 
actions. There are a number of winter schemes to increase 
capacity that are funded through resilience funds that 
continue to be implemented.  
Work continues with Northumbria FT to reduce ambulance 

Q2 High MC/JM 
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have meant a reduction in the use of third party 
provision.  

handover delays and release ambulance resource sooner.  

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

In quarter 3 there were 8 operations cancelled for 
non-clinical reasons at Newcastle FT and 1 at 
Northumbria FT that weren’t rescheduled with the 
required 28 day timeframe. Breaches were due to 
isolated issues with clinician availability or theatre 
capacity. 

CCG: Issue raised in contract performance meeting with 
Trust. Expectation is that these were all one off cases. 
Continue to actively monitor to ensure there not significant 
increase and apply contract penalties.  
 
 

Q4 Low JM 

Ambulance 
handover 
delays 

There was another substantial increase in handover 
delays during March at both FTs.  
Northumbria FT: 429 over 30 minute and 168 over 
60 minute handover delays in March. 
This is a further increase on February (379) for over 
30 minute delays and 60 minute handover delays 
(104).  
The Trust has highlighted issues in relation to 
recording and handover process and has put in 
place actions to improve these. The Trust are also 
reporting an increased level of patients arriving at 
NSECH than expected and that will also impact on 
the ability to reduce handover delays. 
 
There were 14 ambulance handover delays 
between 30-60 minutes for Newcastle FT in March, 
up from 9 the previous reporting month. 1 handover 
over 60 minutes was reported. 

CCG: Issue raised with provider and action plan in place; 
the situation is being reviewed on a monthly basis. Contract 
penalties are being applied. Delays have continued into 
January and a cross-organisation meeting has taken place 
to revise the actions put forward in October 2015 and 
identify how improvements can be made. 
Provider: Initial action plan now completed but actions 
haven’t resulted in the expected improvements. Plans going 
forward are focused on the operational management of 
existing patient flows.  
Actions underway/completed include: 
• Production of protocol documentation for ambulance 

crews by Northumbria FT 
• Improve use of telephone contact with Primary Care by 

ambulance crews to provide clinical advice at incident 
site and access to a “GP app” for apple/android devices  

• Receptionists able to book directly from EPRF 
• Triage model to be adapted to accommodate taking obs 

in triage 
• Cultural/OD work underway with nurses  
• Daily analysis by NEAS of hour by hour demand and 

periodic updates on annual changes 
• NEAS crew to communicate loud and clear when 

handover required 

Early indications suggest a significant improvement in this 
measure for April at both FTs.  

Q4 High MC/JM 
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CCG Health Outcomes  
   

 
Note:  QP - Linked to Quality Premium         TBC - To be confirmed  * - North of England Commissioning Support (NECS) calculated data 

 
Health Outcome 

Domains Indicator Frequency Previous Data Previous Data 
Actual Latest Data Desired 

Movement Actual England 
Benchmark

Linked 
to

Preventing people 
from dying 

prematurely
Reduction in potential years of life lost from causes amenable to health care Annual 2011-2013 2216 2012-2014 2055 2013 QP

Health related quality of life for people with long-term conditions Target 2014/15 70.2% 2014-15 71.4% 74% -

Unplanned hospitalisation for chronic ambulatory care sensitive (ACS) conditions (adults) Monthly Feb 15 1085.7 Feb 16 964.3 QP

Unplanned hospitalisation for asthma, diabetes and epilepsy (under 19s) Monthly Feb 15 369.9 Feb 16 308.3 QP

Estimated diagnosis rate for people with dementia Monthly Target 66.6% March 16 76.1% -

Emergency admissions for acute conditions that should not usually require hospital admission Monthly Feb 15 1,802.7 Feb 16 1,444.5 QP

Emergency admissions for children with lower respiratory tract infections Monthly Feb 15 512.8 Feb 16 377.5 -

Emergency readmissions within 30 days of discharge from hospital Monthly Jan 15 15.8% Jan 16 14.7% QP

Improving access to psychological therapies (IAPT) coverage Monthly Target 15.0% 2015/16 Year 
End 15.6% -

IAPT recovery rate Monthly Trajectory 50.0% Mar 2016 47.4% -

6 Week wait IAPT treatment Quarterly Q4 Trajectory 75% Mar 2016 94.4%
18 Week wait IAPT treatment Quarterly Q4 Trajectory 95% Mar 2016 97.0%
Proportion of older people (65 and over) who were still at home 91 days after discharge from 
hospital into reablement/rehabilitation services Annual 2013/14 89.6 2014/15 92.7 82.5

Patient experience of GP services - Satisfaction with the overall care received at the surgery 2015/16 Target 90.5% Sept 2015 88.6% 84.8% -

Overall experience of making an appointment 2015/16 Target 78.4% Sept 2015 78.3% 73.3%

Satisfaction with the quality of consultation at the GP practice 2015/16 Target 452.9 Sept 2015 448.78 437.0

Patient experience of GP out of hours services Sept 2014 70.1% Sept 2015 77.4% 68.6% -

Patient experience of hospital care 2012/13 NUTHFT - 81.7 
NHCFT - 80.6

2013/14 NUTHFT - 82.2 
NHCFT - 82.7

76.9 QP

Friends and Family Test (NHCFT  recommended score) Monthly Apr 2015 IP- 96.5%: A&E -
91.0%

Feb 2016 IP- 97.1%: A&E -
92.0%

Friends and Family Test (NUTHFT  recommended score) Monthly Apr 2015 IP- 97.4%: A&E - 
94.2% Feb 2016 IP- 97.5%: A&E - 

91.4%

Incidence of healthcare associated infection: MRSA Monthly Trajectory 0 Feb 2016 ytd 2

Incidence of healthcare associated infection: Clostridium difficile Monthly Trajectory 74 March 2016 ytd 43

IP- 95.7%:       
A&E -86.3%

Annual Survey

Enhancing  quality 
of life for people 

with LTC

Safe environment

Helping people to 
recover from 
episodes of ill 

Health

Ensuring people 
have a positive 

experience of care

Bi-annual 
survey

http://www.google.com/imgres?q=NHS+Mandate&biw=1920&bih=1019&tbm=isch&tbnid=3wIyUfTkODMghM:&imgrefurl=http://mandate.dh.gov.uk/&docid=KRla99_CF6C6jM&imgurl=http://mandate.dh.gov.uk/files/2012/11/home-page-graphic.jpg&w=520&h=495&ei=FUySUaaaGcOQ0AW36oCYDw&zoom=1&iact=hc&vpx=2&vpy=107&dur=2855&hovh=219&hovw=230&tx=99&ty=108&page=1&tbnh=128&tbnw=135&start=0&ndsp=55&ved=1t:429,r:0,s:0,i:
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Issues to note CCG Health Outcome indicators: 
There are 22 indicators relating to health outcomes. The CCG currently has 18 indicators with a green rating, 3 indicators with an amber rating, 1 with a 
red rating. 

Outcome 
measure 

Synopsis of Issue Actions taken to resolve issue Timeline Level 
of risk 

Owner 

IAPT 
recovery 

March 47.4% against a 
trajectory of 50% (February 
performance 50.4%) 

An improvement was observed in recovery rates in February to above the 50% standard for the 
first time in 2015/16 however this has not been sustained into March. This is a positive sign that 
the additional activity and actions put in place by the provider are beginning to show an impact. 
Year-end figure for 2015/16 stands at 45%, an improvement of around 10 percentage points 
compared to 2014/15 which translates as an improvement in performance of around 29%. We will 
need to continue to monitor this measure through into 2016/17 to ensure that improvements can 
be sustained and lead to the achievement of this measure over the next financial year. 

Q4 15/16 Medium AP 

GP patients 
experience 

1.9% below target for the 
satisfaction with the overall 
care measure,  
0.1% below target for the 
overall experience of 
making an appointment 
measure 
4.1 points below the 
satisfaction with the quality 
of consultation measures  

These are new measures for 2015/16 as part of the primary care co-commissioning agenda and 
therefore joint improvement trajectories with NHS England. Although below trajectory its worth 
highlighting that all measures are well above the England average.  
CCG actions:  
Initial scoping analysis to identify the practices that are low scoring for these measures, and look 
at correlation of these measures with other questions in the GP patient survey to identify areas for 
practices to influence to improve overall satisfaction now completed. The Transformation team is 
now undertaking improvement actions with identified practices and are working into 7 practices 
currently with improvement actions. These include supporting workforce planning, telephone 
systems, and appointment and admin systems.  Small improvements were seen in the latest 
patient survey for two of these measures but at level still below trajectory. 

Q4 Medium JM 

MRSA 2 MRSA infections 
attributed to the CCG. 

Post Infection Reviews (PIR) have been completed for both infections. The review of the May and 
July infections concluded that there were no factors that contributed to the infection that could 
have been prevented.  A further MRSA case was attributed to the CCG in December however 
this was sent to the external review panel and the MRSA case has been attributed to a third party 
and therefore removed from the CCG total. 

Completed Low SH 
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Safe Environment - Healthcare Associated Infection (C.Difficile) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

North Tyneside CCG has a 2015/16 target of 74 C-diff cases. Year-end 
data shows that the CCG met its C. diff trajectory with 43 infections 
reported in 2015/16. The CCG has managed a 42% reduction in C.Diff 
cases compared to those recorded in 2014/15. 

Northumbria FT has a 2015/16 target of 30 C. diff cases. Year-end data is 
showing that the trust is under its target of 30 with 21 cases reported in 
2015/16.  
Newcastle FT has a 2015/16 target of 77 C. diff cases. Year-end data is 
showing that the trust is over its target with 94 cases reported in 
2015/16. The Trust has successfully appealed against 17 of these cases, 
therefore reporting a total of 77 cases, putting them exactly on target. 
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Emergency Admissions Measures 

 

 

 

 

 

 

 

 

 

 

  

 

 
  

   

 

→ At an aggregate level the CCG has had 2,477 
emergency admissions per 100,000 population 
February 2016 year to date compared to 2,970 
per 100,000 population in the same period last 
year. This represents an 17% reduction in 
emergency admissions. 

→ All of the individual measures have seen a 
decrease in admissions February 2016 year to 
date when compared to the same period last 
year.  

 
→ Emergency admission levels for all four of the measures have decreased in 2015/16 so far compared to the respective periods in 2014/15, and there is an overall decrease in 

the composite measure. 

→ Reducing emergency hospital admissions remains a key initiative for the CCG and there are many projects underway including the BCF plan, the ‘proactive care patient 
programme’, ‘advanced care planning’, enhanced COPD care, Integrated rehab pathway, Spotting the sick child, liaison psychiatry, frequently admitted patients, My Care My 
Way integrated care for older people volunteer programme, New Models of Care, RAPID that should have an impact on these measures. In addition the CCG negotiated 
regarding a CQUIN into the contract with Northumbria FT relating to this measure.  
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2015/16 Quality Premium 

Note:  OF - Linked to CCG Health Outcomes (Outcomes Framework)                  NHSE - Linked to Strategic Plan               C - Linked to NHS Constitution            * - North of England Commissioning Support (NECS) calculated data  



                                                 15 

 
 

Issues to note Quality Premium indicators: 
The CCG currently has five of the seven Quality Premium indicators with a green rating, one indicator with an amber rating, and one measure with data 
not yet available. The total Quality Premium payment for a CCG is reduced if the listed NHS Constitution rights or pledges for patients. Currently four of 
the five Constitution measures are being met. 
 

QP measure Synopsis of Issue Actions taken to resolve issue Timeline Level 
of risk 

Owner 

Data availability One measure doesn’t have data 
available for monitoring  

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

Sept 2016 Low JM 

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

January performance of 79.7% against 
a trajectory of 95%. Coding levels of 
98% against a trajectory of 90%  

CQUIN agreed with Northumbria FT to improve coding of diagnosis 
codes in A&E with target of 90% average across Q3 and Q4. 
Monthly coding levels are now recorded above the required level 
from September for the CCG. Mental health waits have remained 
under threshold since October despite a significant improvement in 
coding.  
Liaison psychiatry service project underway - Anecdotal evidence 
from A&E clinicians are stating that this is impacting on 4 hour A&E 
target, as patients with mental health needs are being seen and 
treated within the 4 hour period whereas previously they were often 
in the A&E department for many more hours whilst waiting to have 
an appropriate assessment or access to the Crisis Team (which 
does not normally cover A&E departments). 

Q4 Low AP/JM 

Category Red 1 
calls responded 
within 8 minutes 

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

Underperformance is being raised with the provider through the 
regional contract meeting with NEAS as described in the 
constitution section. 

Q4 High JM/MC 
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Quality Dashboard – March 2016  
 

 
  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Glossary: 

DTOC – Delayed Transfer 
of Care 

NRLS – National Reporting 
and Learning System 

VTE - Venous 
Thromboembolism 

 

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

 

Ar
ea

Latest data
(sparkline)

Standard
(Red dot where below 

standard)

Value - Amber
if Outlier Direction of Travel Value - Amber

if Outlier Direction of Travel

Summary Hospital-level Mortality Indicator (SHMI) Year to Dec-15  
Provisional (Last Year)

Ratio Observed to 
Expected

Excludes Specialist
102.0 97.4

Hospital Standardised Mortality Ratio (HSMR) Year to Jan-16  
Provisional (Last Year)

Ratio Observed to 
Expected 104.6 101.2

Weekend HSMR - Non-Elective Year to Jan-16  
Provisional (Last Year)

Ratio Observed to 
Expected 110.3 115.5

Emergency readmissions - Elective Dec-15 Observed 
Provisional (Last Year)

Ratio Observed to 
Expected 1.06 0.93

Emergency readmissions - Non-Elective Dec-15 Observed 
Provisional (Last Year)

Ratio Observed to 
Expected 0.95 0.97

NRLS - Proportion of reported incidents that are harmful 6 months to Feb-16  
Provisional (Last Year)

Outliers shown for 
high proportion of 

harm
23.7% 46.3%

NRLS - Potential under-reporting of death and severe harm 6 months to Feb-16  
Provisional (Last Year)

Rate/1000 Beddays
Outliers shown for 

under-reporting
0.16 0.16

NRLS - Potential under-reporting 6 months to Feb-16  
Provisional (Last Year)

Rate/1000 Beddays
Outliers shown for 

under-reporting
40.64 32.98

NRLS - Consistency of reporting 6 months to Feb-16  
Provisional (Last Year)

No. mths in last 6 with 
a report 6 6

Never events declared - number Mar-16 Provisional 
(Last Year)

Zero
Outlier based on 2+ in 

last 3 mths
0 0

Serious Incidents declared - potential under-reporting Mar-16 Provisional 
(Last Year)

Outlier if under 
reporting 9 8

VT
E

VTE - Risk Assessments Dec-15 Public 
(Last Year)

95% 92.8% 95.8%

Staff Sickness Absence Rate Nov-15 Public 
(Last Year)

% 4.4 4.1

Staff who felt incident reporting procedures fair & effective 2015 Public 
(Last 8 Years)

Staff Survey 
Score 3.9 3.8

Friends and Family Test - Staff recommendation - Care Quarter to Sep-15 
Public (Last 3 Years)

Unify
Quarters 1, 2 & 4 90.2% 95.9%

Friends and Family Test - Staff recommendation - Work Quarter to Sep-15 
Public (Last 3 Years)

Unify
Quarters 1, 2 & 4 71.4% 74.5%

F&F Test Staff Survey - recommendation for work & treatment 2015 Public 
(Last 3 Years)

Annual
Staff Survey 93.2% 89.7%

CA
S

Central Alerting System - Patient safety alerts Apr-16 Public 
(Last Year)

Zero
Alerts not actioned 0 0

Large acute trust

Northumbria Healthcare NHS 
Foundation Trust

The Newcastle Upon Tyne 
Hospitals NHS Foundation 

Trust

Acute teaching trust
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Other Quality Measures 
 

Quality Dashboard - The quality dashboard is a snapshot of NHS England’s quality dashboard and shows performance indicators for 
quality measures that have not already been included within the NHS Constitution, Outcomes Framework or Quality Premium. 

Quality 
Dashboard 
measure 

Synopsis of Issue Actions taken to resolve issue Timeline Level 
of risk 

Owner 

HSMR Northumbria FT previously 
reporting as an outlier for the 
HSMR mortality measure. 
The Trust is no longer an 
outlier for the SHMI nor the 
HSMR mortality measure. 

Mortality rates continue to be reviewed with the Trust through Quality Review 
Group meetings and reviews undertaken by Northumbria FT into every death, 
and an audit of avoidable deaths using the HOGAN methodology. The HOGAN 
rate remains below 2%. Improvements around sepsis care continue with Sepsis 
Six methodologies being adopted, this is expected to improve mortality rates. 
Significant underlying cause for the high mortality level has not identified despite 
rigorous audit and investigation. The CCG is continuing to monitor the situation 
and explored the potential for approaching the analysis from a different direction.  
This has been discussed with NHS England who have no significant concerns 
over the HSMR level at this trust.   

Completed Low MW 

HSMR – 
Weekend 
Non-Elective 

Newcastle FT reported as an 
outlier in the year to 
November 2015. 
The current reporting period 
shows the Trust is no longer 
an outlier for this measure. 

Discussions at the last QRG meeting with Newcastle FT indicated that as HSMR 
does not account for the Trust being a major trauma centre some Mortality Risks 
are being under-calculated and mainly relates to major intracranial brain injury. 
Further clarity will be requested at the next QRG meeting and more in-depth 
analysis by NECS is to take place on the basis of Newcastle FT major trauma 
centre status being long-withstanding and this is the first recent instance of the 
Trust being recorded as an outlier. 

Completed Low MW 

NRLS – 
harmful 
incidents 

Newcastle FT is an outlier for 
the proportion of reported 
incidents on NRLS that are 
harmful at 46.3%; this is a 
further improvement from 
48% as reported in March 
and 50.1% as reported in 
February. 

The Trust was previously highlighted in June for this measure. Review of the data 
showed that the variation with other Trusts in the reporting harmful incidents are 
from the ‘minor harm’ rating and the Trust were undertaking some internal 
investigations to understand what this extra proportion of incidents are and why 
they are reported at this level.  The Trust have been doing a lot of work over the 
last few years to try and improve and increase all aspects of their reporting 
culture and think that there is potential for the reporting of harm to be over-
reported as a result with reporting staff defaulting to rating incidents as ‘low harm’ 
even when there is no physical harm occurring. Action to follow up with the Trust 
to find out the outcomes of this investigative work.  

Mar 16 Low LYM 
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SUI – never 
events 
declared 

Newcastle FT has reported 2 
never events for February. No 
new never events have been 
reported for March however 
still an outlier as target based 
on no more than 2 events 
over a 3 month period. 

Never events reported for February were: 
- Wrong surgical site – wrong spinal level 
- Wrong side block – cataract surgery 
All incidents are subject to a full investigation. No further details are available at 
present.  

May 16 Med LYM 

 



 

 

OFFICIAL 

Report to:  Governing Body 
Date:  24 May 2016 Agenda item: 8.4 

Title of report:   CCG Outcome Indicator Set Report 
Sponsor:  Deborah Hayman, Interim Chief Finance Officer  
Author:     James Martin, Commissioning & Performance Manager & Julia Bates, 
Specialty Registrar Public Health 
Purpose of the report and action required: To report progress against the CCG 
outcome indicator set measures. Members are asked to note the current progress from, 
the latest published data against the listed measures. 
Executive summary:  The CCG Outcome Indicator Set Report shows delivery against 
the outcome measures with the CCG Outcome Indicator Set. The CCG is held to account 
for improvements in health outcomes for the residents of North Tyneside by NHS 
England.  
 

 

The CCG Outcomes Indicator Set consists of 75 individual indicators developed from 
NHS Outcomes Framework indicators that can be measured at clinical commissioning 
group level together with additional indicators developed by NICE and the Health and 
Social Care Information Centre. 
 
This reports benchmarks the North Tyneside CCG position against these outcome 
measures based on available published data. Note that the available data for these 
measures are often published annually (or less frequently) and can be published a 
number of months after the end of the reporting period.    
 
The following measures are highlighted in the report as areas in which North Tyneside 
CCG either benchmarks well nationally or regionally, or have seen a good improvement 
in the latest data: 

→ Potential years of life lost from causes considered amenable to healthcare – all 
conditions 

→ Potential years of life lost from causes considered amenable to healthcare - 
neoplams 

→ Potential years of life lost from causes considered amenable to healthcare – 
respiratory disease 

→ Maternal smoking at delivery 
→ Mortality from breast cancer in females 
→ Proportion of people who are feeling supported to manage their condition 
→ Hip fracture: proportion of patients recovering to their previous levels of mobility or 

walking ability at 30 days 
→ Patient experience of hospital care 
→ Responsiveness to Inpatients' personal needs 

 
The following areas are  highlighted in the report as areas in which North Tyneside CCG 
either benchmarks as an outlier nationally or there has been a decrease in this outcome 
measure in the latest data: 

→ Under 75 mortality from cancer 
→ Under 75 mortality from cardiovascular disease 
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→ Hip Fractures admissions 
→ Adults in contact with secondary mental health services and are in employment 
→ Under 75 mortality from respiratory disease 
→ Alcohol and liver disease 

o Emergency admissions for alcohol related liver disease 
o Alcohol-specific hospital admissions 
o Emergency alcohol-specific readmission 
o Under 75 mortality from liver disease 

→ Long-Term Conditions – Ambulatory Care Sensitive Conditions 
o Unplanned hospitalisation for chronic ambulatory care sensitive conditions 
o Unplanned hospitalisation for asthma, diabetes and epilepsy 
o Emergency admissions for acute conditions that should not usually require 

hospital admission 
→ Incidence of Healthcare Associated Infections – Clostridium difficile (C. diff) 

 
For these outcome areas an overview of existing work that is underway is described 
along with some recommendations for actions that could be undertaken to improve these 
measures.  
 
Governing Body are asked to:  
 

• note the current performance across the measures within the CCG Outcome 
indicator set 

• note that this report has been received by Clinical Executive who agreed a number 
of improvement actions   



                                                 3 

 
 

Governance and Compliance   
 
1. Links to corporate objectives  
 

2016/17 corporate objectives  Item links to 
objectives √ 

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

√ 

2. Deliver the Financial Recovery Plan, leading to the 
achievement of the CCG’s statutory financial duties and 
future sustainability 

 

3. Work collaboratively with partners and stakeholders to 
develop health and social care fit for the future in North 
Tyneside  

√ 

4. Continue to develop North Tyneside CCG as a patient 
focused, clinically led commissioning organisation with a 
continuous learning culture 

√ 

 
2. Consultation and engagement 

Not applicable  
 
3. Resource implications 

Not applicable  
  
4. Risks 

Not applicable  
 
5. Equality assessment 

Not applicable  
 
6. Environment and sustainability assessment  
 There are no environmental or sustainability issues arising from this report.   
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CCG Outcome Indicator Set Report 
 

 

March 2016 
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Background 
The CCG Outcome Indicator Set was developed by NHS England to provide clear, comparative information for CCGs about the quality of 

commissioned health services and the associated health outcomes. The indicators are useful for CCGs to identify local priorities for quality 

improvement and to demonstrate progress that local health systems are making on improving outcomes. 

 

CCG Outcomes Indicator Set consists of 75 individual indicators developed from NHS Outcomes Framework indicators that can be measured at 

clinical commissioning group level together with additional indicators developed by NICE and the Health and Social Care Information Centre. 

 

All of the CCG outcomes indicators were chosen on the basis that they contribute to the overarching aims of the five domains in the NHS Outcomes 

Framework and are therefore grouped based on those 5 domains.  

 

 

 

 

 

The Indicator Set does not in itself set thresholds or levels of ambition for CCGs, it is intended as a tool for CCGs to drive local improvement and set 

priorities. Due to the nature of the measures selected the majority are measured on an annual basis. In addition a number of measures are included 

within the indicator set to signal the need to be able to measure but the methodology to do so is still in development.  

This report shows all of the latest published available data.   

 

 

 
Domain 4 Ensuring 
people have a positive 
experience of care 
 

      
 

       
 

      
  
    

    
  

   
  

 
     

  
 
 

 

 
   

    
   

 

      
 

       
 

      
Domain 5 
Treating and caring for 
people in a safe 
environment and 
protecting them from 
avoidable harm 

 
     

  
 
 

 

 
Domain 1 Preventing 
people dying 
prematurely 
 

 Domain 2 Enhancing 
quality of life   

Domain 3 
Helping people recover 
from episodes of ill 
health or injury 
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Domain 1 - Preventing People from Dying Prematurely 
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Domain 2 - Enhancing Quality of Life for People with Long-Term 
Conditions 
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Domain 3 - Helping People to Recover from Episodes of Ill Health 
or Following Injury 
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Domain 3 - Helping People to Recover from Episodes of Ill Health 
or Following Injury  
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Domain 4 - Ensuring that People Have a Positive Experience of 
Care 
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Domain 5 - Treating and Caring for People in a Safe Environment 
and Protecting them from Avoidable Harm 
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Highlighted outcome measures – demonstrating success 
 

1.1 Potential years of life lost from causes considered amenable to healthcare 
All conditions – 7.2% reduction in the 3 year average years of life lost (2012-2014), putting  
North Tyneside level with the National average and well below the North East average  

 

 

1464.1 3290.9

North East Avg National Avg
North Tyneside National Range
20th - 80th Percentile

1.1 Potential years of life lost from causes considered amenable to healthcare 
Neoplasms – 11.5% reduction in the 3 year average years of life lost (2012-2014), putting  
North Tyneside below the National average and well below the North East average  
 

 1.1 Potential years of life lost from causes considered amenable to healthcare 
Respiratory – 18.8% reduction in the 3 year average years of life lost (2012-2014), putting  
North Tyneside below the National average and well below the North East average  
 

 1.14 Maternal smoking at delivery 
24.1% reduction in North Tyneside to 11%, below the national average and well below  
the North East average  
 

 1.20 Mortality from breast cancer in females 
22.5% reduction in the 3 year average mortality level, putting North Tyneside in the top 20%  
of CCGs  
 

 2.2 Proportion of people who are feeling supported to manage their condition 
Although there was a slight reduction in the reported score in 14/15 the CCG is still within the  
top 20% of CCGs nationally for this outcome measure 
 

 3.10i Hip fracture: proportion of patients recovering to their previous  
levels of mobility or walking ability at 30 days 
North Tyneside position well above both the North East and national average 

4.2 Patient experience of hospital care 
North Tyneside score of 79.8 well above the national average  
 

 
4.5 Responsiveness to Inpatients' personal needs 

North Tyneside score of 73.2 above the North East average and well above the national average  
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Highlighted outcome measures – areas for improvement  

 

  

 

 

 

 

 

 

 

Recommendations on actions/initiatives that could look to put in place to improve this outcome. The strategic partnership groups are taking forward work to address lifestyle factors could use 
benchmarking and audit tools to identify areas for further development across all 3 levels of prevention.  
• Primary prevention: PH, the CCG and GPs could work to ensure revised smoking cessation services are maximised by primary care systematically providing smoking brief interventions according to need; 

campaigns to raise awareness that alcohol is carcinogenic could be sustained and up scaled.  
• Secondary prevention: GPs could undertake case finding targeting higher risk groups e.g. smokers,  GPs, PH and Third Sector could enhance local coverage of national ‘be clear on cancer’ social marketing 

campaigns particularly in high prevalence practices and communities. PH and the CCG could investigate and address potential local inequalities in screening uptake for populations in deprived areas. 
Variation between GP practices in smoking rates and screening up take could be addressed. 

• Tertiary prevention:  The Cancer Steering Group could assess current practice for both smoking and cancer against the NICE guidance for both. The Cancer Steering Group could take forward the 
survivorship agenda and consider further data from Right Care and Commissioning for Value to ensure sustained improvement and optimum care. Review of lung, gastro, and gynae treatment pathways 
to put in place survivorship pathways and reduce emergency admissions. 

 

 

1.9 Under 75 mortality from cancer – Rate per 100,000 registered population of under 75 
mortality from cancer. DSR per100,000 registered population 
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Overview of actions/initiatives already underway that should impact on this measure. There are strategic groups taking forward work to address lifestyle factors (smoking, obesity, alcohol and poor diet) 
to which 4 in10 cancers are attributable, e.g. the tobacco control alliance implements the tobacco control strategy through a performance managed action plan which includes stop smoking services, a 
multiagency alcohol  strategic partnership is taking forward the alcohol strategy 2013-18 and action plan.  
• Primary prevention: the LA is prioritising healthy weight, Active North Tyneside provides physical activity and targeted weight management programmes. Awareness of the signs and symptoms of cancer 

are raised through LA communication channels by working to promote national campaigns locally.  HPV vaccination is being undertaken with rates in line with the England average.  
• Secondary prevention: screening rates for breast, bowel and cervical cancer are higher than (younger cervical and breast) or similar to the England average: however in line with national trends there are 

inequalities in uptake for people living in deprived areas and people with a learning disability (PwLD). Inequalities for PwLD are being addressed through regional work to improve cancer awareness and 
screening uptake. 

• Tertiary prevention: Historically relatively high rates of emergency admissions for cancer have now reduced to the England average rate; however higher rates persist for cancers of the digestive system, 
genitals (male and females) and lung; local audit has been used to provide a more detailed understanding. The proportion of cancers diagnosed at an early stage is similar to the England average.  Access 
to diagnostic testing and timescales for treatment commencing are good and comparably better than the England average with treatment is provided in accordance with NICE guidance. 

  

 Performance 
• North Tyneside and the North East region are within the upper 20th percentile nationally for 

cancer mortality and those considered preventable. 
• The current rate of 150.9/100,000 represents a 1.9% increase on the previous 2011 -2013 

period. (note 95% confidence intervals are not provided for these data which means that the 
difference between NT and the NE may not the statistically significant). 

• Trend data indicate that recently the NT under 75 mortality rate from cancer has increased on 
a larger scale than observed in the North East and has overtaken the NE average.  The 
absolute number of cases is small however and the longer term 20 year trend follows a 
downward gradient on average in North Tyneside and nationally  

• Lung cancer is the cancer with the highest premature mortality rate, it kills more people under 
75 than any other cancer, 86% of lung cancer is directly attributable to smoking. 

North East Avg National Avg
North Tyneside National Range
20th - 80th Percentile
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Recommendations on actions/initiatives that could look to put in place to improve this outcome  
• Primary prevention: PH could co-ordinate engagement of all partners in delivering health weight environments to increase physical activity. MECC could increase opportunities for lifestyle behaviour 

change. PH, the CCG and GPs could work to ensure revised smoking cessation services are maximised by primary care systematically providing smoking brief interventions according to need. Full 
implement of NICE guidance on smoking by GPs and hospital trusts.  

• Secondary prevention: Health Check programme delivery changes aiming to improve equity, offer and uptake. The CCG could work with GPs to investigate inclusion of individuals on GP QOF registers for 
CVD primary prevention which is significantly worse than the NE mean and develop QA processes for QOF registers to ensure accuracy and completeness. The CCG and GPs could examine GP recording of 
obesity and develop a systematic approach to advice and signposting to weight management services. PH, the CCG and wider partners could develop a social prescribing offer for GPs to promote social 
inclusion.  

• Tertiary prevention: Put in place reporting systems to allow the review of the proportion of stroke patients using early supported discharge including checking that  all TIA patients are treated within 
24hrs;  Could review  provision of angioplasty following STEMI including checks that  all  patients transferred to a cardiac centre with in 72hrs of STEMI. To improve access into rehabilitation programmes 
including a menu of options programme that will optimise the use of non-medical community assets e.g. gyms, walking groups etc.   

 

Under 75 mortality from cardiovascular disease – Rate per 100,000 registered 

population of under 75 mortality from cardiovascular disease.  
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Overview of actions/initiatives already underway that should impact on this measure. Smoking, maintaining a healthy weight and a healthy diet all contribute to reducing CVD incidence. There are a range 
of multiagency partnerships in place which take forward collaborative work in these areas e.g. the tobacco control alliance implements the tobacco control strategy through a performance managed action 
plan which includes stop smoking services  
• Primary prevention: The NT Local Plan includes policies which enable physical activity promoting environments and seeks to reduce harm e.g. through the Hot Food Takeaway policy. NT Council provides 

targeted weight management and the PHE change for life social marketing campaign is supported locally. 
• Secondary prevention: PH commission the NHS health checks programme, this has recently been reviewed and recommendations for improvement made. NT AAA screening uptake has consistently been 

above the national minimum (60%) and has recently improved (England 79.3%; Northern England 77.6%: North Tyneside 76.9%)  
• Tertiary prevention: North Tyneside performance for inclusion of individuals on GP QOF registers for: Heart Failure; Diabetes Mellitus and Atrial Fibrillation (AF) are the same as the mean for the CCG 

cluster (North East). A rehabilitation pathway for both CVD and COPD will be implemented from April 2016 and uptake of cardiac rehabilitation has increased. 

 
40.5 118.0 

Performance  
• The current rate of 69.3/100,000 represents a 1.0% decrease on the previous 2011 -2013 

period.  
• Performance is similar to the England and better than the NE average, however 95% 

confidence intervals are not provided for these data which means that the difference between 
NT and the NE may not the statistically significant.  

• Nationally and locally there is a consistent downward trend.  
• Trend data for PYLL for CVD indicate that North Tyneside rate is lower than NE rates and 

similar to England rates. However it should be noted that CVD is the biggest single cause of 
health inequalities within the borough, therefore  the distribution of need and equity of  
access to services may require examination. 

North East Avg National Avg
North Tyneside National Range
20th - 80th Percentile
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Recommendations on actions/initiatives that could look to put in place to improve this outcome.  
• Primary prevention:  The falls HNA could be updated with current data and practice to inform the development of more systematic multi agency work on falls prevention: 

osteoporosis prevention could be developed to address the needs of  the at risk population; a MECC approach to  lifestyle and health promotion could support bone health promotion 
by recommending  exercise and good diet.  

• Secondary prevention: Increased screening, case finding and early intervention The NTC  social care team have undertaken a  falls analysis , this indicates that  there were more than 
400 customers recorded as falling on 2 occasions or more, 379  were recorded as falling once; these clients may benefit from the community based falls service: ways of facilitating 
appropriate referrals  are being investigated, and uptake and impact  could be evaluated. Improve access to the community integrated fall pathway from social care. 

• Tertiary prevention: treatment in accordance with NICE guidelines: Continuation of multifactorial treatment and intervention service for first and second fallers  

1.22 Hip Fractures admissions - Incidence rate per 100,000 registered population of hip 
fractures. DSR/ 100,000 registered population 

     

 

 

   

   Overview of actions/initiatives already underway that should impact on this measure.  
• Primary prevention: the 2013 Health Needs Assessment has informed commissioning of the NICE compliant falls pathway which includes lifestyle factors. The avoiding admissions 

response team provide strength and balance interventions at sheltered housing. NT Healthy Homes service assesses homes and provides adaptations. 
• Secondary prevention: Care call provides a 24/7 on call service for vulnerable clients using assistive technology. GPs and A& E can refer directly to a multidisciplinary community based 

falls service which targets 1st and 2nd time fallers providing interventions covering health and social care. Community matrons complete holist geriatric risk assessment which includes 
falls/ mobility as one of 4 key dimensions (nutrition, anxiety/depression, cognitive function). Pharmacies are undertaking case finding using the criteria of individuals taking 5 or more 
medications.  

• Tertiary prevention: the CCG indicator 3.18 hip fracture composite care is in the best quartile. The Cedars reablement service provides rapid discharge and rehabilitation to enable 
clients to recover rapidly and return home; clients are then assessed at home by social care. 

 

  

Performance 
• The incidence rate for current period is 521.2, which represents a 4.5% improvement on the 

rate for the previous quarter.  
• Recent trend data indicate a small but sustained reduction in the rate which is now similar to 

the NE average, but still higher than the England average and within the worst 20% nationally.  
• Previous long term trend data for falls and femur fracture indicate no clear trend to 2009/10, 

but a rising trend from 2010/11 to 2012/13. Trend data for falls admissions indicate a rising 
trend from 2005/06  to 2011/12 with a reduction to 2012/13.  

• Data for the hip fracture indicators in Domain 3 (3.10-3.13) show North Tyneside as a positive 
outlier for helping people to recover following injury. 

North East Avg National Avg
North Tyneside National Range
20th - 80th Percentile
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Recommendations on actions/initiatives that could look to put in place to improve this outcome.  
• Primary prevention: A clear focus on the 5 ways to wellbeing for employers through mechanisms e.g. BHAW could help to support all staff including the 1 in 4 adults every year who 

will experience mental health issues to seek and maintain employment.  
• Secondary prevention: screening, case finding and early intervention would be further supported by all staff supporting people with mental health issues  recording the employment 

status of patients and exploring the benefits of work (paid and voluntary) in relation to their condition 
• Tertiary prevention: The employment status of patients’ needs to be consistently and accurately recorded to ensure that this measure can be accurately monitored: the most effective 

approach may be to consider an adaption to the RIO system if this was practical and reminders for staff.  A review of dedicated employment support services is underway; enabling 
patients to maintain or gain employment should be a core aim for service provision in the future. 

 

3.17 Adults in contact with secondary mental health services and are in employment 
Employment of people with mental health disorders: percentage of those with a disorder in employment  

 

 

Overview of actions/initiatives already underway that should impact on this measure.  
• Primary prevention: North Tyneside Council has economic growth and employment opportunities as key priorities. The Better Health at Work (BHAW) programme for employers 

includes mental wellbeing, for example NTC has mental health first aiders.  
• Secondary prevention: GPs refer to the IAPT talking therapy service which includes employment support. The IAPT service is linked to new regional ‘Trailblazer’ work to support a 

cohort of people who experience long term unemployment and mental health issues.  
• Tertiary prevention: Currently a dedicated employment support service (capacity 30 open cases) is commissioned to work with patients in contact with secondary mental health 

services. NTW provides OT support to patients coving areas including employment.  
 

Source:  (Also on NHS indicators for CCGS but this does not allow me to copy the bar graph).  

 

Performance.  
• NT 3.1%, (95% CI 2.4,3.8) of adults in contact with secondary health services are in employment, for 

those individuals where employment status is complete (23.2% in NT): the absolute numbers are 
70/2,355.  

• This compares with the England average of 5.9%, 95% CI (5.8,6.0) for those individuals where 
employment status is complete (37.2% for England): the absolute numbers are 37,720/639,078. 

• The range in the NE is Hartlepool & Stockton:  8.7%, 95% CI (7.7, 9.8); recording level 72.6% to 
Sunderland:  2.3%,  95% CI (1.8, 2.9): recording level 21.7%.rates for CCGs working with the NTW trust 
have lower performance that those for TEWV suggesting that there maybe data recording issues on the 
RIO case management system. 

• Some concerns raised about this indicator with significant variance in recording and the absolute 
numbers of those in employment are low. 

North East Avg National Avg
North Tyneside National Range
20th - 80th Percentile
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Recommendations on actions/initiatives that could look to put in place to improve this outcome The tobacco control alliance could use a review process to ensure optimum practice 
across all the strands of tobacco control.  
Primary prevention: full implementation of NICE guidance on smoking would support the further reduction of smoking rates. PH, the CCG and GPs could work to ensure revised smoking 
cessation services are maximised by primary care systematically providing smoking brief interventions according to need. NT Council could undertake an audit to ensure air quality 
monitoring is optimised and address any issues and extend the current healthy homes work.   
Secondary prevention: there may be screening, case finding and early intervention opportunities which are not currently maximised e.g.  there is potential to work with the British Lung 
Foundation to raise awareness of lung disease and promote opportunistic testing in high prevalence communities., 
Tertiary prevention: treatment is in accordance with NICE guidelines: Plan to develop CQUIN bundle linked to the implementation of the British Thoracic Society Care Bundle for 
community acquired pneumonia.  

 

1.6 Under 75 mortality from respiratory disease – Rate per 100,000 registered 
population of under 75 mortality from respiratory disease 
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Overview of actions/initiatives already underway that should impact on this measure. The tobacco control alliance implements the tobacco control strategy through a performance 
managed action plan.   
Primary prevention: stop smoking services are in place, NT Council work on safe and healthy homes addressing housing quality issues though the decent homes standard.  
Secondary prevention:  Early diagnosis, prompt access to specialist respiratory care, planned hospital care and appropriate provision of home oxygen are provided.  
Tertiary prevention: A COPD pathway, compliant with NICE guidance, enables direct referral to a respiratory clinic from A&E to ensure prompt assessment and care provision and a 
CQUIN performance target is in place. A rehabilitation pathway for both CVD and COPD will be implemented from April 2016 and the uptake of pulmonary rehabilitation has improved.   

    
13.8 61.9 

Performance 
• The current rate of 30.7/100,000 represents a 0.3% increase on the previous 2011 -

2013 period;  
• Performance is similar to the England and better than the NE, however 95% 

confidence intervals are not provided for these data which means that the difference 
between NT and the NE may not be statistically significant.  

• Trend data indicate that North Tyneside rate is lower than the NE rate and higher 
than but similar to the England rate, again statistical significance is not measured. The 
absolute number of cases is small.  

North East Avg National Avg
North Tyneside National Range
20th - 80th Percentile



                                                 19 

 
 

Alcohol and liver disease 

  

  

 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

1.8 Emergency admissions for alcohol related liver disease – Rate per 100,000 registered 
population of emergency admissions for alcohol related liver disease. 

      

 

 

   

       
4.6 81.9 

Performance  
• The current rate of 70.4/100,000 represents a 62.6% increase on the previous 2013 -2014 

period. Trend data indicate that North Tyneside rate is persistently higher that England and 
NE rates, although because the absolute number of cases are low a small increase in the 
number of cases has a significant impact and 95% CIs are not provided to enable statistical 
significance to be assessed.   

• North Tyneside is well within the upper 20th percentile nationally in 2014/15. 
• CCG monitoring of alcohol related inpatients and A&E attendance both indicate that rates 

for 2015/16 are improved when compared to 2014/15 on a monthly basis for North 
Tyneside.  

North East Avg National Avg
North Tyneside National Range
20th - 80th Percentile

3.14 Alcohol-specific hospital admissions – Directly age and sex standardised admission rate 
for alcohol-specific conditions per 100,000 registered patients. 

 

 

100

120

140

160

180

200

220

240

260

280

2013/14 Jul 2013 to
Jun 2014

Oct 2013 to
Sept 2014

Jan 2014 to
Dec 2014

2014/15

 

Performance  
• North Tyneside is a clear outlier compared to figures reported for the North East 

and Nationally. Progression through 2014 and into 2015 demonstrated significant 
increases in alcohol-specific admissions for North Tyneside patients with admissions 
plateauing for 2014/15.  

• Meanwhile National figures have shown very little change and the North East has 
shown a slight decrease. 

• North Tyneside is within the worst 20% of CCGs for this measure nationally. 

North East Avg National Avg
North Tyneside National Range
20th - 80th Percentile
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3.15 Emergency alcohol-specific readmission – indirectly age and sex standardised ratio of 
emergency readmissions with a primary diagnosis/external cause code of an alcohol-specific condition 
within 30 days of a previous discharge following an alcohol-specific admission. 
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Performance  
• Readmission rates have declined over the reported periods.  
• North Tyneside is a significant outlier when compared to the North East region and 

nationally.  
• Despite a fall in readmission rates, during the period April 2012 to March 2015 the 

rate for North Tyneside was reported as 55% greater than the National rate and 
56% greater than the North East average rate.  

• For this period the rate for North Tyneside fell well within the upper 20% of those 
observed nationally. 

1.7 Under 75 mortality from liver disease – Directly age and sex standardised (DSR) mortality 
rate from liver disease for people aged under 75 per 100,000 registered patients and under 75 mortality 
rate from liver disease considered preventable as DSR per 100,000 population. 
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Performance  
• North Tyneside showed an increase in mortality from 2009-2014 of 27% whilst the 

North East region and National figures remained relatively constant. 
• The North East figures fall within the percentile ranges presented but North 

Tyneside is a significant outlier compared to National figures, falling within the 
upper 20 percentile group. 

• The under 75 mortality rate from liver disease is 21.0/100,000, is the same as the 
regional average but worse than the England average for 2014-2015. This 
represents a reduction on the previous period (NHS CCG profile data). 

  

North East Avg National Avg

North Tyneside National Range

20th - 80th Percentile

North East Avg National Avg
North Tyneside National Range
20th - 80th Percentile
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Recommendations on actions/initiatives that could look to put in place to improve this outcome. The alcohol strategic partnership could identify further 
improvements for the strategy and delivery plan.  
• Primary prevention: campaigns to raise awareness of the dangers of alcohol and the silent nature of liver disease could be sustained and up scaled; a MECC approach 

could support behaviour change to support reductions in alcohol consumption at a population level. 
• Secondary prevention: alcohol screening and brief interventions could be used systematically in GP practices, pharmacies, secondary care and social care: early risk 

assessments could be made for liver disease in primary care for example using the Southampton Traffic Light Test (STL). 
• Tertiary prevention: nationally and locally successful l completion of drug and alcohol programmes is a challenge, work is ongoing with the provider NTRP in this area.  
 

 

Overview of actions/initiatives already underway that should impact on these measures. A multiagency alcohol strategic partnership is taking forward the alcohol 
strategy 2013-18 and implementing and performance managing the delivery plan.  
• Primary prevention: Balance lead regional alcohol awareness work and social marketing, NTC provides local engagement; alcohol consumption is restricted in public 

places, underage sales penalties are enforced  and  public health are working with licensing to address businesses which break the law by applying for licensing 
restriction. 

• Secondary prevention: A co-ordinated approach is in place: a Core 24 psychiatric liaison service at the Emergency Care Centre provides assessment, care plans and 
referral to treatment services and signposting for patients with mental health issues, many of these cases are alcohol and drug related; an alcohol nurse is 
commissioned to work with patients with alcohol related disease within Northumbria NHS Trust and NT Recovery Partnership (NTRP) provides drug and alcohol 
treatment programmes 

• Tertiary prevention: The treatment pathway for alcohol is in accordance with NICE guidance. Since April, the CCG have been tracking alcohol admissions and we are 
seeing a reduction each month compared to the previous year for the same period. Evidence suggests this may be due to the services that are commissioned: 

→ A&E based liaison psychiatry (commissioned by the CCG, provided by NTW Trust) 
→ Alcohol nurse (ward based, provided by Northumbria Healthcare and funded by the CCG) 
→ North Tyneside Recovery Partnership (Public Health commissioned, community service but also links into the wards) 

All three services are working together which is having a positive impact on the admission levels. The CCG is continuing to watch the alcohol admission levels closely to 
monitor if the reductions will continue and may be prepared to provide some funding on an invest to save basis if further intervention is needed. 
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Long-Term Conditions – Ambulatory Care Sensitive Conditions 

  

  

 

 

  

 

 

 

 

 

 

 

  

 

 
 

2.6 Unplanned hospitalisation for chronic ambulatory care sensitive conditions – How 
many people with specific long-term conditions, which should not normally require hospitalisation, are 
admitted to hospital in an emergency as a directly standardised rate per 100,000 registered patients.  
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Performance  
• From 2010/11 to 2013/14 there was a decrease in hospitalisation for North Tyneside 

patients of around 13%, however in 2014/15 hospitalisations increased by 32% with North 
Tyneside firmly within the upper 20% nationally. Thus, since 2010/11 North Tyneside has 
shown an increase in hospitalisations of 15%.  

• In contrast, the North East Region and National figures barely showed any increase over the 
same time period (amounts to overall increases of around 3% for both averages). 

• A significant proportion of this increase is due to the reclassification of ambulatory care data 
into the non-elective data set by Northumbria FT 

North East Avg National Avg

North Tyneside National Range

20th - 80th Percentile

2.7 Unplanned hospitalisation for asthma, diabetes and epilepsy – Directly age and sex 
standardised rate of emergency admissions of children under 19 (0 to 18 years) with a primary 
diagnosis of asthma, diabetes or epilepsy, per 100,000 registered patients.   

 

 

 

300

320

340

360

380

400

420

440

460

2010/11 2011/12 2012/13 2013/14 2014/15

 

Performance  
• Hospitalisation trends showed fluctuations for all organisations over the periods reported.  

• When linear trend averages are applied, both National and North East region show some 
degree of overall decline in unplanned hospitalisation, however North Tyneside 
demonstrates a considerable increase.  

• The scale of the increase in unplanned hospitalisation in 2014/15 was far greater than 
would be expected based on both previous trends and those observed elsewhere and A 
significant proportion of this increase is due to the reclassification of ambulatory care data 
into the non-elective data set by Northumbria FT 

• Despite this, North Tyneside still fell within the national percentile range.  

North East Avg National Avg

North Tyneside National Range

20th - 80th Percentile
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3.1 Emergency admissions for acute conditions that should not usually require 
hospital admission – People with specific acute conditions, eg. ear/nose/throat infections, which 
should not normally require hospitalisation, admitted to hospital in an emergency as a directly age and sex 
standardised rate per 100,000 registered patients. 
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Performance  
• In 2014/15, both North Tyneside and the North East average figure fell within the 

upper 20th percentile nationally.  
• There was a general increasing trend observed for the North East (16%) and 

National (18%) figures between 2010/11 and 2014/15.  
• In contrast, North Tyneside had declining admissions up to 2013/14 (-14%) followed 

by a sharp 29% increase for 2014/15. 
• A significant proportion of this increase is due to the reclassification of ambulatory 

care data into the non-elective data set by Northumbria FT. 

North East Avg National Avg

North Tyneside National Range

20th - 80th Percentile

Recommendations on actions/initiatives that could look to put in place to improve this outcome.  
Although a significant reduction in rate has been seen in 2015/16 the current rate is still likely to benchmark highly when compared nationally. A continued focus on 
reducing non-elective admissions for these conditions as part of the FRP work is recommended.  
 
 

 

Overview of actions/initiatives already underway that should impact on these measures.  
• Local monitoring of the crude rate for these measures in the monthly Quality and Performance Report has seen a reduction in emergency admission levels for all 

four of these measures in 2015/16 of 15% when compared to the respective period in 2014/15. 
• Reducing emergency hospital admissions has been a key initiative for the CCG and there are many projects underway including the BCF plan, the ‘proactive care 

patient programme’, ‘advanced care planning’, enhanced COPD care, Integrated rehab pathway, Spotting the sick child, liaison psychiatry, frequently admitted 
patients, My Care My Way integrated care for older people volunteer programme, New Models of Care, and RAPID that should have an impact on these measures. In 
addition the CCG negotiated regarding a CQUIN into the contract with Northumbria FT relating to this measure. 
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5.4 Incidence of Healthcare Associated Infections – Clostridium difficile (C. diff) – 
Crude rate per 100,000 population of reported C. diff infections attributed to each CCG.  

 

Overview of actions/initiatives already underway that should impact on these measures.  
Having seen an increase in C. diff infections in 2014/15 an action plan was put in place in year aiming to achieve  

• Greater assurance and validation of root cause analysis for community C.diff cases. 
• Inclusion of robust performance criteria in 2015/16 community contract.  
• Continued reduction of antibiotic prescribing across North Tyneside. 
• Increase infection control training in community providers and care homes. 

The number of C. diff infections has seen a sharp decrease in 2015/16 with a reduction of 39% seen in total infections. 

 

Performance  
• Between 2009/10 and 2013/14 North Tyneside saw a decrease in C. diff 

infections of around two-thirds. Nationally the trend over this period showed a 
similar pattern however was showing signs of slowing by 2012/13. 

• In 2014/15 infection rates crept up, ending with North Tyneside toward the 
upper end of the National percentile range. 

 

North East Avg National Avg
North Tyneside National Range
20th - 80th Percentile

Recommendations on actions/initiatives that could look to put in place to improve this outcome.  
Continued regular monitoring of the levels of healthcare associated infections are within the monthly CCG Quality and Performance report as well as through both the 
Quality and Safety Committee and local Quality Surveillance Groups with appropriate further action taken as necessary. 
For the CCG to continue to play an active part in the local HCAI reduction partnership with partner CCGs and providers. 
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Report to:  Governing Body 

Date:       24 May 2016 Agenda item:  9.2 
Title of report:  2016/17 Budgets 
Sponsor:  Deborah Hayman, Interim Chief Finance Officer  
Author: Jeff Goldthorpe, Head of Finance 

Purpose of the report and action required:   
This report presents the revised NHS North Tyneside CCG high level 2016/17 
budgets for the consideration of the Governing Body.  

 
1. Background 

It is a statutory requirement of every CCG to manage within its resources.  Under 
our constitution and scheme of delegation the CCG must ensure that the 2016/17 
budgets are considered by the Governing Body and approved by the CCG Council 
of Practices. 
 
On 22nd March 2016 the original budgets were approved in the private section of 
the Governing Body and had previously been considered by the Finance 
Committee (9 March 2016) and Council of Practices (16th March 2016).  However 
by this time contract negotiations had not been finalised and contracts had not 
been agreed. 
 
To reflect that CCGs had submitted plans that did not reflect the final negotiated 
position NHS England allowed a further financial plan submission on 16th May 
2016.  This paper, which is now presented to the public part of the Governing Body 
meeting is based on the latest financial plan submitted to NHS England.   
  
 

2. Work undertaken to date 
The current 2015/16 forecast outturn remains the starting point for the 
development of the 2016/17 budget requirements. North Tyneside CCG have 
reported an in year deficit of £19.3m for 2015/16 with an underlying deficit of £8m. 
The headline allocations for CCGs for 2016/17 have been received from NHS 
England. 

 
The CCG have presented initial financial plans to NHS England in line with 
national requirements, which include a high level QIPP ambition of £20.3m in-year. 
 
 

3. Key points  
3.1 The total 2016/17 allocation for NHS North Tyneside CCG has been 

amended as follows: 
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 Table 1 

£000’s 2016/17 
Programme Baseline Allocation 307,314 
Running Cost Allocation 4,701 
Return of Deficit (19,284) 
TOTAL 292,731 

 
3.2 Appendix 1 sets out the revised high level budgets for the financial year 

2016/17 along with the original high level budgets presented in March 2016. 
 

3.3 The revised budget shows that the CCG is forecasting a deficit of £19.3m 
and will still be required to deliver a QIPP of £20.3m. 

 
3.4 The following key risk areas to the achievement of financial balance identified 

by the CCG as part of the original budget are still considered to be prominent 
risk areas for 2016/17 and will be monitored closely throughout the financial 
year as part of the organisation’s risk register. 

 
 Table 2 

 Risk Risk Rating 

Under delivery of QIPP RED 
Acute Contract Over Performance RED 
Growth in CHC expenditure AMBER 
Growth in Prescribing Cost AMBER 

 
 
3.5 The running costs allocation for 2016/17 remains the same at £4.701m.  
 The high level budget detail is as follows: 
 

Table 3 

North Tyneside CCG 
2016/17 

£000’s 

Pay 2,091 
Non Pay 2,610 

Total 4,701 
 

 
4. Implementation plan/next steps 

The Governing Body and Council of Practices will be asked to approve the revised 
high level budgets, which will allow the approved budget to be uploaded to the 
computerised financial system in May 2016. 
 
The CCG finance team will monitor the financial performance against these 
budgets on a monthly basis, presenting details of the monthly reported position to 
the Governing Body meetings throughout the financial year 2016/17. 
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5. Recommendation 
 
The Finance Committee is asked to consider the revision to the budgets for 
2016/17.  

 
 
 
Governance and Compliance   

 
6. Links to corporate objectives  

 
2015/16 corporate objectives  Item links to 

objectives √ 
1. Commission high quality care for patients, that is safe, 

value for money and in line with the NHS Constitution 
          √ 

2. Establish and develop the North Tyneside CCG as a 
patient focused, clinically led commissioning organisation 

√ 

3. Work collaboratively with partners and stakeholders to be 
responsive to the population of North Tyneside 

√ 

4. Lead and influence the development of health and social 
care fit for the future 

√ 

5. Deliver financial balance √ 
 

7. Consultation and engagement 
 
The Governing Body and Council of Practices receive financial monitoring and 
performance updates at their meetings. 

 
8. Resource implications 

 
Included above. 

 
9. Risks 

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

10. Equality assessment 
 
No impact 
 

11. Environment and sustainability assessment  
 
No impact 
 
 

Report author: Jeff Goldthorpe, Head of Finance 
  
Report date:  16th May 2016 
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Appendix 1 – 2016/17 Proposed Budgets  
 

 

2016/17     
Original 
Budget 

 
2016/17 
Revised 
Budget 

  (£000) 
 

(£000) 
Revenue Resource Limit (£000) 292,703  292,731 

  
 

Income and Expenditure    
Acute services 177,206  176,019 
Mental Health Services 22,897  22,864 
Community Health services 24,809  26,906 
Continuing Care services 24,252  23,179 
Primary Care services 42,457  42,357 
Other Programme services (incl. Better Care Allocation) 15,909  15,987 
Total - Commissioning services (Programme) 307,530  307,312 
     
Running Costs    
CCG Pay costs 2,234  2,091 
CSU Re-charge 1,401  1,501 
Running Costs - Other Non-pay 866  1,109 
Sub-Total Running costs 4,501  4,701 
     
Total Application of Funds  312,031  312,013 

  
 

Surplus/(Deficit) (19,328) (19,282) 
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Report to:  Governing Body 
Date:  24 May 2016 Agenda item:  10.1 

Title of report:  2016/17 Operational Plan 
Sponsor:  John Wicks, Interim Chief Operating Officer 
Author:  Anya Paradis, Planning & Commissioning Manager 
Purpose of the report and action required:  This report is to request Governing 
Body to note the CCG’s 2016/17 Operational Plan 
Executive summary 
 
This document describes our Operational Plan 2016/17, which builds on the progress 
we have made to date on implementation of our previous Five Year Strategic Plan 
2014/15 to 2018/19. It also forms the basis for the North Tyneside 5 year 
Sustainability and Transformation Plan (STP). The Operational Plan is considered as 
Year 1 of the STP. 
 
Incorporated into this Plan is how we will achieve the nationally identified priority 
areas for 2016/17. This includes the identified 9 national “must-dos”, how we will 
meet the constitutional standards as well how we will progress on the national 
requirements to: 
• Close the health and wellbeing gap 
• Close the care and quality gap 
• Close the finance and efficiency gap 
 
For 2016/17, financial recovery is our primary focus.  Decisions about our priorities 
and use of our resources will be governed by this, with all commissioning priorities 
considered against their potential contribution towards recovery, robustness and 
financial sustainability. 
 
As an organisation we plan to stabilise the situation, whilst mitigating clinical and 
financial risk, and building resilience to realise service transformation and longer-term 
delivery of our statutory duties. 
 
We have undertaken detailed and robust modelling work to review activity and 
finances to ensure that we can achieve the above. This Plan describes our current 
priorities, which have been re-orientated to address our current financial challenges.   
 
The Operational Plan was presented to Clinical Executive at its meeting on 27 April 
2016, when it was recommended for approval. It was presented to the Council of 
Practices on 18 May 2016 and approved. 
 
The Governing Body is asked to note the CCG’s 2016/17 Operational Plan. 
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Governance and Compliance   
 
1. Links to corporate objectives  
 

2016/17 corporate objectives  Item links to 
objectives √ 

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

√ 

2. Deliver the Financial Recovery Plan, leading to the 
achievement of the CCG’s statutory financial duties and 
future sustainability 

√ 

3. Work collaboratively with partners and stakeholders to 
develop health and social care fit for the future in North 
Tyneside  

√ 

4. Continue to develop North Tyneside CCG as a patient 
focused, clinically led commissioning organisation with a 
continuous learning culture 

√ 

 
2. Consultation and engagement 

The draft Commissioning Intentions, which form part of this Operational Plan, 
were published on the CCG web-site. Comments have been received from 
several members of the public, particularly from the CCG Patient Forum. These 
comments have been reviewed and incorporated as far as possible and 
appropriate into the Plan.  

 
3. Resource implications 

There are resource implications for the CCG in terms of delivery of the 
schemes described in the Operational Plan. The exact nature of these will vary 
from scheme to scheme and will be described to Clinical Executive & 
Governing Body on an individual scheme basis.  

  
4. Risks 

There are no risks to the CCG in relation to providing comments on this draft 
Operational Plan.  

 
5. Equality assessment 

An Equality Assessment has not been undertaken in relation to the draft 
Operational Plan. Equality Assessments will be required for the individual 
schemes outlined in the Plan.  

 
6. Environment and sustainability assessment  

There are no environmental, social and economic implications in relation to this 
Plan. Individual schemes outlined in this Plan may do so and will be alerted to 
Clinical Executive and Governing Body on an individual basis. 
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1. Executive Summary 
 
This document describes our commissioning plan for 2016/17, which both builds on 
the progress we have made to date in implementation of our previous Five Year 
Strategic Plan 2014/15 to 2018/19, and also forms the basis for the North Tyneside 5 
year Sustainability and Transformation Plan.  
 
Incorporated into this Plan are how we will achieve the “must dos” for 2016/17. This 
includes the identified 9 national “must-dos”, how we will meet the constitutional 
standards as well how we will progress on the national requirements to: 

 Close the health and wellbeing gap 
 Close the care and quality gap 
 Close the finance and efficiency gap 

 
For 2016/17, financial recovery is our primary focus.  Decisions about our priorities 
and use of our resources will be governed by this, with all commissioning priorities 
considered against their potential contribution towards recovery, robustness and 
financial sustainability. 
 
As an organisation we plan to stabilise the situation, whilst mitigating clinical and 
financial risk, and building resilience to realise service transformation and longer-
term delivery of our statutory duties. 
 
We have undertaken modelling work to review activity and finances to ensure that 
we can achieve the above. This Plan describes our current priorities, which have 
been re-orientated to address our current financial challenges.   
 
Locally, the North Tyneside CCG priority themes continue to form the context for this 
Operational Plan, which are as follows: 

 Keeping healthy, self care 
 Caring for people locally 
 Hospital when it’s appropriate 
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2. Strategic Context 
 

2.1. Overview 
 
The overriding priority for the CCG in 2016/17 is to progress achievement of financial 
balance. This Plan will detail how we will develop a sustainable and quality 
healthcare system for people in North Tyneside, reducing the three identified gaps 
described in the Five Year Forward View and addressing the key deliverables, all 
within an agreed financial envelope. By addressing our financial deficit, the CCG is 
ensuring that it builds a solid platform for the future.  
 
North Tyneside CCG’s Operational Plan 2016/17 will build on our achievements and 
challenges to date and aims to capture the improvements we need to make to our 
healthcare system moving forward.  Much of the work already started in North 
Tyneside is addressing the key priorities of the Five Year Forward View, and the 
Forward View into Action: Planning for 2015/1.   
 
We recognise that a longer term solution is required and therefore this Operational 
Plan will represent the first year of North Tyneside CCG’s 5 year Sustainability & 
Transformation Plan (STP) in which our health and social care model will be 
described.  
 
We are already progressing the development of a local approach towards integrated 
services for older people, and reshaping primary care to meet future demand. 
Improving and developing the integration of health and social care is also an 
important cross cutting priority for both the CCG and Local Authority.  
 
 
2.2 Vision & Strategic Principles 
 
Our Vision is:   
 
“Working together to maximise the health and wellbeing of North Tyneside 
communities by making the best possible use of resources” 
 
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 
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3. Our Key Challenges 
 
The CCG has identified three strategic areas of challenge, which accord to the Five 
Year Forward View identified gaps: 

• Financial Challenge 
• Quality Challenge 
• Health & Wellbeing Challenge 

 
We will describe each of these in more detail below 
 
3.1. Financial Challenge 
 
North Tyneside CCG continues to face a significant financial challenge.  
 
At the end of 2014/15 the deficit was £6.4m and in line with national policy this was 
repaid in 2015/16. For 2015/16 North Tyneside CCG is forecast to end the financial 
year with a £19.3m deficit.   
 
Recurrently the CCG ends 2015/16 with an underlying deficit of £8.3m compared to 
an underlying deficit of £14.3m in 2014/15. 
 
The 2015/16 year end deficit (i.e. the NHSE revised and agreed control total) is 
£19.3m with and underlying deficit of £8.3m. The delivery of this position continues 
to carry activity risks associated with the cost and volume contracts the CCG holds.  
 
The Quality, Innovation, Productivity and Prevention (QIPP) programme is a 
programme which can operate at national, regional and local level and is designed to 
support clinical teams and NHS organisations to improve the quality of care they 
deliver while making efficiency savings that can be reinvested into the NHS. In North 
Tyneside, we have identified a number of schemes which fall within the QIPP 
programme. We will describe these schemes later in this document. However, in 
financial terms it does mean that the scale of the challenge to ensure that QIPP 
schemes meet their expected outcomes is high.  
 
In line with NHS England requirements, we have an uncommitted 1% headroom 
reserve, a 0.5% uncommitted contingency and a 1.5% underlying recurrent surplus.  
To help us achieve these, we need to deliver £20.3m under a combination of our 
QIPP programme and Financial Recovery programme. This amounts to a 6.6% 
programme. We recognize that the delivery of a 6.6% QIPP and Financial Recovery 
scheme would be a significant challenge for any organization and does have a high 
degree of risk. Whilst we have identified schemes to this value, we are continuing to 
undertake significant further work is required to ensure these are viable and that we 
achieve financial balance.   
  
We recognise that achieving financial balance will be a significant challenge to the 
CCG but we are confident that through the rigorous application of the reviews and 
schemes we will outline below in this document, we can achieve financial balance 
within 2 years. 
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3.2. Care & Quality Challenge  
 
While experiencing the considerable financial challenge, the CCG is clear that it will 
not allow the current high levels of care and quality of service provision for our 
population in North Tyneside to diminish.  
 
We have made good advances during 2015/16 to improve management of both 
elective and non-elective services which had been placing pressure on our health 
systems and, consequently, our finances.  
 
Both elective and non-elective admissions have been reducing during 2015/16 in      
comparison to the previous year’s activity which is due to the focus placed by the 
CCG on reducing non elective activity through Financial Recovery Plan schemes put 
in place both in 14/15 and 15/16. Further work is underway with the main acute Trust 
to ensure that the reduction is sustained through the year and the planned savings 
can be achieved. 
 
However, the overall A&E activity numbers are higher compared to the previous year 
and both of the main providers are seeing an increase in A&E activity levels 
compared to 14/15.  We will be continuing our work with our providers and with the 
North Tyneside population to manage demand in A&E and to commission high 
quality appropriate, alternative services. 
 
The CCG is also faced with increased demand and pressure from our ageing 
population. Addressing this via joint strategies and plans will be crucial to 
development of a sustainable future. We are also experiencing external pressures 
for funding from new technologies such as drugs and treatments. 
 
We are also currently in the process of understanding the commissioning 
arrangements for some specialised commissioning areas which will become the 
responsibility of the CCG from April 2016, such as some neurosciences and weight 
management surgery, and the impacts this will have.  
 
 
3.3. Health and Wellbeing Challenge 
 
The borough of North Tyneside as a whole is now one of the least deprived areas in 
the North East of England.  However, stark inequalities persist within the borough in 
relation to income, unemployment, health and educational attainment. 
 
People are living longer, with the average life expectancy for North Tyneside being 
81 years (79 years for males and 83 for females).  The gap in life expectancy within 
the borough is wide (11.6 years for males and 9.2 years for females) and has also 
remained constant throughout the last decade.  At 65 years the disability free life 
expectancy (DFLE) in North Tyneside is significantly lower compared to England, in 
addition DFLE is significantly lower in the most deprived populations of North 
Tyneside.  
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Healthy life expectancy is not increasing 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. 
 
The Borough has high numbers of people who are unemployed and claiming 
Employment and Support Allowance (ESA) due to mental health or behaviour 
disorders. 
 
Relative deprivation in the Borough is improving 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 10 years and this gap has remained static during the last decade. 
 
People who experience material disadvantage, poor housing, lower educational 
attainment, insecure employment or homelessness are among those more likely to 
suffer poorer health outcomes and an earlier death compared with the rest of the 
population. Health inequalities start early in life and persist across the life course and 
into subsequent generations. There is a clear social gradient in health and so the 
lower a person’s position in society the more likely they are to have poorer health. 
Reducing the social gradient in health and taking action to address the social 
determinants of health as well as the lifestyle factors and the variation in access to 
healthcare services are important in reducing health inequalities.  
 
The principal cause of premature death in North Tyneside is cancer, followed by 
cardiovascular disease (CVD) although premature death due to cardio vascular 
disease are declining.  The cancer with the highest premature mortality rate is lung 
cancer and 86% of lung cancer is attributable to smoking.  Raised blood pressure is 
the most important modifiable risk factor for CVD. Obesity is a major risk factor for 
developing diabetes, and alcohol misuse makes people vulnerable to a range of 
conditions, including 
 
In addition to the range of preventative work, we are working with colleagues in 
Public Health to look at the newly published (January 2016) Right Care guidance so 
that we can identify areas of improvement in both outcomes and spend.  
 
Described below are some of the key areas that we have identified as requiring 
further work during 2016/17. 
 
Cancer 
Trend data indicate that recently the North Tyneside under 75 mortality rate from 
cancer has increased and has overtaken the North East average recently.  Although 
the absolute numbers are small, we are concerned at this trend, which alongside 
other data indicate that cancer should remain our biggest priority in relation to early 
mortality. 
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Diabetes 
Over a quarter of all adults in North Tyneside are estimated to be obese: poor diet 
and physical inactivity impact on levels of obesity in the population.  Obesity is a key 
risk factor for diabetes.  With increasing prevalence of obesity the number of people 
in North Tyneside with type 2 diabetes in particular from, has increased by more than 
1 in 10, from 5.9 to 6.8% in just 5 years. This means that approximately 1600 more 
adults in the borough had diabetes in 2014/15 than was the case in 2010/11 
 

 
 
 
Childhood Obesity 
Data from the National Child Measurement Programme (NCMP) show that the 
prevalence of obesity has improved in reception and is at an all time low however the 
prevalence in year 6 has seen a slight increase.  Excess weight in reception has 
reduced and excess weight in year 6 has increased only slightly.  There continues to 
be good follow up of all children identified as obese following the measurements in 
March by school nurses and the Healthy4Life team. In terms of preventative 
measures health visitors and children centre staff continue to work with families in 
relation to healthy lifestyles and the Health Schools Programme and School 

Trend in under 75 mortality from cancer 
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Improvement Health and Wellbeing team continue to focus efforts on obesity 
prevention 
 

 
 
Cardiovascular Disease 
Overall, the trend in Potential Years of Life Lost from cardiovascular disease is 
sharply downwards, approaching the England average. However it should be noted 
that CVD is the biggest single cause of health inequalities within the borough so the 
distribution of need and equity of access to services may require examination. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Liver disease 
The under 75 mortality rate from liver disease is 21/100,000, the same as the 
regional average but worse than the England average for 2014-2015. The overall 
trend is slightly upward, tracking England at about the regional rate in recent years. 
 
Alcohol misuse is the second biggest lifestyle health risk factor after tobacco use. 
Alcohol misuse is a major problem within North Tyneside in terms of the health, 
social and economic consequences which affect a wide cross section of the borough 

Trend in potential years of life lost (PYLL) for Cardiovascular 
diseases considered amendable to healthcare; DSR/100,000 

registered patients. 
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at a considerable cost.  Excess alcohol consumption is the main cause of liver 
disease and there are significantly higher deaths from liver disease in North 
Tyneside.  Alcohol related admissions are significantly higher here than the North 
East and England as a whole, although these have been reducing during 2015/16. 
 

 
 
 
Respiratory Disease 
Trend data indicate that North Tyneside rate is lower than the NE rate and higher 
than but similar to the England rate. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
We know that this range of health issues is reflected nationally, with increasing long 
term conditions, increasing costs and increasing public expectation.  The NHS Five 
Year Forward View highlights the need for the NHS to lead where possible, or 
advocate when appropriate, a range of new approaches to improving health and 
wellbeing and self care and we articulate this vision for North Tyneside in our 
Commissioning Intentions and 5 Year Sustainability and Transformational Plan for 
both patients and providers. 
  

Under 75 years mortality from respiratory disease; DSR per 
100,000 population
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4. How Will We Address These Challenges?  
 
4.1. Overview of Our Delivery Programme 
We recognise and acknowledge that, as a system, we must grasp the initiative and 
radically change our ways of working to address the challenges we have described 
in the previous section, particularly our financial challenge.  
 
A number of key opportunities are available to us to help meet the challenges we are 
facing both as an organisation and, crucially, as a system.  These opportunities are 
summarised below. We are working with our partners to develop these opportunities 
further during 2016/17 and they will form the basis of our 5 year Sustainability and 
Transformational Plan (STP). 
 
The strategic transformation areas described below form the basis of our 5 Year STP 
while the service level transformation areas forms the basis of this 16/17 Operational 
Plan. Together they form our Delivery Programme. 
 
A combination of our Commissioning Intentions (described in Appendix 1) and our 
Delivery Programme will enable progress toward financial recovery in 16/17 and 
sustained delivery for the future.  
 
For each delivery area, we have described what we will do, how we will do it and the 
outcomes, both in terms of impact on patients and on the system.  
 
A key enabler of our Delivery Programme is the ongoing work on the emerging 
model for an Accountable Care Organisation.  
 
Taking the local health economy as a whole, there appears to be sufficient health 
funds for sustainability, but a growing elderly population and year on year efficiencies 
in social care mean that care models and pathways need continuing development to 
move more care away from hospital facilities and provide much more person-centred 
and integrated services closer to home.  
 
We recognise that development of an Accountable Care Organisation is an 
ambitious programme which is extremely challenging and not without risk.  
 
We are working on the basis that: 
‘The basic concept of an ACO is that a group of providers agrees to take 
responsibility for all care for a given population for a defined period of time under a 
contractual arrangement with a commissioner.” 
 
and have established key principles to guide the development of the ACO. 
 
An Accountable Care Organisation Programme Board has been established to 
oversee its development, co-chaired by the CCG and the CEO of the LA and with 
members from key partner organisations. The Accountable Care Organisation 
Programme Board approved the Project Initiation Document, the Programme 
Management approach and the establishment of four inter-related work streams: 

• ACO development 
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• CCG development 
• Legal and regulatory 
• Stakeholder engagement and communications  

 
The CCG commits to delivering an ACO approach in shadow/pilot form by April 2016 
if at all possible. This will require appropriate resource, the full cooperation of, and 
inevitable compromise from, provider partners, the agreement of other key 
stakeholders and authorisation from the CCG’s membership and NHS England. A 
Memorandum of Understanding has been signed between the key stakeholders. For 
those organisations not party to the MoU, an agreement has been reached to work 
with the CCG to support the development of the Accountable Care Organisation. 
Towards the end of the year a decision will be made on whether the ACO should ‘go 
live’, with transitional arrangements implemented if necessary.  
 
 
At this stage it is not clear what, if any, the financial implications will be through the 
introduction of an ACO as these are still being considered. However, the overall 
intention and purpose of this development is to agree a sustainable health (and care) 
system and mitigate and contain further financial risk. At this early stage the desire of 
the ACO programme board is to include social care in the ultimate design and any 
financial implications will need to be considered by all partners as part of the 
development of the proposals. 
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4.2. Addressing the Financial Challenge 
 
4.2.1. Overview 
We will describe in this section how and when we expect that the CCG will return to 
financial balance. We will use a variety of schemes and methods to ensure that we 
can maximise efficiencies and identify savings opportunities such as tackling 
unwarranted variation and looking at quality efficiencies.  
 
The CCG had a Financial Recovery Plan for 2014/15 and has developed another 
Plan for 2015/16 tailored to account for the current financial position and to ensure 
that the CCG’s finances will be secure as we progress on developing our 5 year 
Sustainability and Transformational Plan.  
 
4.2.2. Achieving Financial Balance 
For 2016/17 the CCG, with the delivery of a £17.8m recurrent savings (£20.3m total 
savings) will move into recurrent balance.  We will not be able to make any progress 
in repaying the £19.3m 2015/16 deficit so will end 2016/17 with a deficit of £19.3m.   
 
In line with NHSE guidance, the CCG will during 2016/17 hold a reserve comprising 
of a 1% headroom reserve and a 0.5% contingency.   We have also identified further 
funding for Continuing Health Care (CHC) legacy costs and the costs associated 
with some policy decisions made nationally.  Policy decisions made centrally include 
both the Children & Adolescent Mental Health transformation Programme 
development and existing GP Information Technology services being paid for by 
CCGs.  Locally we have already agreed to fund the business case for the major 
trauma development at Newcastle upon Tyne FT NHS.  
 
In 2017/18 a 1.5% underlying recurrent surplus is planned.  The £19.3m deficit 
repayment from the previous year, subject to delivering non recurrent savings of 
meaning that the CCG will end 2017/18 with an overall deficit of £10.2m. 
 
By year 3, 2018/19 the CCG aims to return to a 1.5% recurrent balance and surplus 
as well continuing to meet the NHSE requirements of a 1% non-recurrent reserve 
and 0.5% contingency. 
 
Year 3 to 5 move the CCG to a place where it can consider investments in service 
developments and reconfiguration. 
 
To help us with these financial calculations, we have carefully undertaken a 
modelling exercise to ensure that we take into account such issues as population 
growth, known health issues such as increases in cancer, and the CCG’s 
commitment to meet constitutional requirements.  
 
We have identified a number of Financial Recovery and Quality, Innovation, 
Productivity and Prevention (QIPP) schemes which are aimed at improving quality 
and delivering efficiencies. These cover a range of service areas including elective 
and non-elective care, long term conditions. These schemes have been described 
throughout this document and in the Commissioning Intentions document at 
Appendix A. We will also be working with our providers to identify CQUINs 
(Commissioning for Quality and Innovation) which will be contained within the 
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contracts aiming to encourages care providers to share and continually improve how 
care is delivered and to achieve transparency and overall improvement in 
healthcare.  
 
 
4.2.3. New Models of Care 
What We Will Do 
New models of primary care are already under development in North Tyneside, with 
the aim of caring for our neediest of patients locally, in a more personal and more 
effective way. Patients with multiple long term conditions will be offered an enhanced 
care package, based on wrapping services around the patient, with a shift from 
reactivity to proactivity and prevention, rather than the patient being dictated to by 
current organisational arrangements. We call this the Care Plus model.  
 
The new models of care project forms an integral part of the CCG’s financial 
recovery plan moving into 16/17 and was recently cited in North Tyneside’s 
Accountable Care Organisation documentation as an example of how to deliver high 
quality, patient-centred, integrated and financially sustainable care to the 
communities within North Tyneside. The development of Care Plus will support the 
review and reconfiguration of current community services. 
 
How We Will Do It 
North Tyneside New Models of Care (Care Plus) is a partnership between Health 
services (Hospitals, community and GP Practices), Social care and Age UK who will 
work together to provide: 
• Coordinated proactive and reactive care for a stratified population (4%) 

defined as severe or moderate on the frailty index. 
• Core GMS sub contracted services for patients whilst registered within the 

service. 
• Promoting independence guided conversations and support via Age UK  
• Promoting Independence Coordinators and volunteers. 
 
The second part of the NMC is in relation to capacity in primary care that is freed up 
as a result of caring for this cohort of patient in a different way. There will be a 
compact with the practices involved who will agree to target those patients with mild 
frailty in order to provide proactive interventions therefore delaying the need for more 
specialist services and improving quality of life. In addition to this they will work 
together to explore mechanisms to deliver primary care at scale and improve access. 
 
The Care Plus service will initially operate Monday- Friday- 0800-1830 moving to 
seven day working within the pilot based on agreed assessed need and funding 
availability.  The workforce will be a combination of new posts (GPwSI) and 
reconfiguration of existing commissioned services.   
 
Outcomes & Impacts 
The aims of New Models of Care are described below: 
1. To ensure health and social care work more effectively together to deliver 

person centred seamless care delivery –ensuring patients tell their story once-
and care is coordinated regardless of provider. 
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2. Deliver early interventions so that older and disabled people can stay healthy 
and independent at home –avoiding unnecessary hospital admissions and 
reduce A&E visits. 

3. Deliver care that is centred on the individual needs; rather than what the 
system wants to provide.  

4. Provide integrated support to carers. 
5. Improved outcomes for both patients and the health economy by: 
 

 Patient centred care: the system comes to them 
 The patient tells their story once 
 Better, quicker, more consistent care across the whole system 
 Caring for patients at home and within the community 
 Reducing avoidable admissions 
 More efficient productive health economy with less duplication & waste 

 
 
4.2.4. Urgent & Emergency Care Vanguard 
What We Will Do 
North Tyneside CCG is part of the North East Urgent Care Network (NEUCN). The 
NEUCN is one of eight national vanguard schemes that will improve the coordination 
of urgent and emergency care services and reduce pressure on A&E departments.  
 
How We Will Do It 
The UECN has drawn up a Value Proposition for 2016/17 which consists of 54 
potential projects grouped into the following workstreams: 
• Communications 
• Integrated urgent care 
• Information technology 
• Mental health 
• Primary and community 
• Service reconfiguration 
 
The number of projects which will ultimately be delivered in 2016/17 will depend on 
the allocation of national and local funding. The levels of funding have not been 
agreed at the time of writing and therefore it is unclear which specific pieces work the 
NEUCN will be implementing in 2016/17.  
 
However, North Tyneside CCG continues to remain committed to and closely 
involved in the development of the UEUCN and is aware of the need to align local 
initiatives, particularly the Right Care, Time & Place review of urgent care, with 
Network priorities once these are known. 
 
Outcomes & Impacts 
The NEUCN will deliver the following:  
• Reduction in hospital admissions 
• Reduction in A&E attendances 
• Reduction in 999 ambulance dispatches 
• More effective use of GP resources 
• Increase the redirection of patients with minor ailments to community 

pharmacies 
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• Increase early interventions in care homes 
• Promotion of self-care 
 
 
4.2.5. RightCare 
What We Will Do 
Although the purpose of RightCare is not intended as a financial savings vehicle, 
financial savings should, if appropriately targeted, be an outcome.  
 
RightCare is an enabler to drive clinical change. Using national and local data, 
RightCare identifies areas of unwarranted variation in clinical practice. It enables 
CCGs to prioritise areas where it wishes to transform services using robust clinical 
leadership to deliver sustainable transformation.  
 
North Tyneside CCG is a Wave 1 RightCare adopter. We are working with RightCare 
to identify areas of unwarranted variation and identify opportunities to tackle these 
through a relentless focus on value for individuals and populations.  We will be 
looking at opportunities which are specific to North Tyneside as well as seeking 
those across a wider planning footprint to maximise benefits. 
 
We will do this through a process of collaboration with other CCGs where 
appropriate and/or healthcare provider organisations. It is expected that the 
objectives of a RightCare collaboration would: 

• Make value the central focus of healthcare decision making and culture  
• Underpin the identification of un-warranted variation and the actions needed 

to tackle it  
• Develop the understanding how “systems of care” delivered through networks 

as the best way to improve value, as opposed to a focus on organisational 
structures  

• Utilise patients, and patient groups, as part of the solution  
• Create a new culture focussed on value 

 
 
How We Will Do It 
In the development of the 2016/17 commissioning intentions and QIPP plan we have 
reviewed the Commissioning for Value work and Atlases of Variation which form part 
of the RightCare programme, to identify what areas we can focus on in North 
Tyneside, seeking significant opportunities for improvement. We intend to initially 
focus on 3-4 priority areas then can consider further roll out of the methodology and 
approach for future years. Our initial work has identified the following areas as 
potentially requiring a more detailed review and we are continuing to explore other 
potential opportunities:  

• Cancer & Tumour services 
• Gastro-intestinal services 
• Circulation services 
• Respiratory 

We are working with the national RightCare team to develop an improvement 
methodology which for the service reviews. Initially, this will be a data analysis of 
both national and local data. If the data substantiates the initial work, we will then 
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seek to undertake a more detailed pathway review. This pathway review process is 
likely to vary from service to service but will identify what the optimal pathway should 
be, using evidence based guidance etc, and will be clinically led. 
 
Outcomes & Impacts 
Many of these opportunities identified within the packs are helping to address health 
inequalities and our aim to close the life expectancy gap. We are further developing 
our programmes of transformation utilising the Commissioning for Value: Pathways 
on a Page. We will continue to assess progress and outcomes related to these 
pathway improvements.    
 
We appreciate that the RightCare approach in itself will not offer a single solution 
and that strong leadership and clinical input will be key to delivery. Shared decision 
making and strong contract levers to ensure we can embed and manage clinical 
protocols will be equally important. 
 
 
4.2.6. Medicines Optimisation 
What We Will Do 
Medicines Optimisation continues to be an important feature of the CCG’s planning 
intentions into 2016/17 as it has been in previous years. During 2016/17, we intend 
to undertake a number of initiatives as described below:  
 
How We Will Do It  
We will: 

• Implement interventions to support optimal medicine taking to enhance the 
quality of life and experience of care for people with long term conditions 

• Reduce waste within the overall system through use of electronic prescribing 
and repeats systems and avoidable waste in care homes 

• Support the judicious use of antibiotics to appropriately manage infections and 
minimising the risk of the development of healthcare acquired infections 

• Support local implementation of NICE clinical and technical guidance 
supporting the development of local integrated pathways and guidance, allied 
to effective horizon scanning 

Outcomes & Impacts 
We expect that the combination of the above initiatives will assist the CCG in its 
financial recovery as well as offer sustained delivery.  

• Ensure efficient use of our prescribing budgets within our service 
transformation proposals, enabling people to manage their health, reduce the 
need for acute intervention and maintain independence.   

• Be integral to and play a key role in the development of a new paradigm of 
healthcare in line with the 5 year forward view  

 
 
 
 
4.2.7. Estates Optimisation 
What We Will Do 
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We are reviewing our estates costs and policy across North Tyneside as we 
recognize that it is essential that there is a sustained effort to reduce property costs 
across the health and social care estate and this will form part of our longer term 
plan to reduce costs.  
 
How We Will Do It 
Stakeholders across North Tyneside have come together to produce a local estates 
strategy. Implementation is taken forward through the multiagency North Tyneside 
Estates Group and based around the adoption of the following five principles 
 
(i) That work should continue to establish a clear view of all of the estate across 

the borough 
(ii) Stakeholders should prioritise the use of empty or under-utilised assets in 

order to meet developing needs, rather than adding to the estate (where 
appropriate) 

(iii) To look to co-locate services wherever possible to simplify access for 
customers/patients 

(iv) To find solutions when the varying financial implications of projects affect 
stakeholders differently and not allow this to be a barrier to change 

(v) To accelerate decisions to dispose of estates that are deemed surplus. 
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4.3. Addressing the Care and Quality Challenge 
 
4.3.1. Overview 
We intend to undertake a number of schemes as part of our Delivery Programme 
which are a combination of both strategic service changes and operational service 
changes. It is intended that many of these schemes will form part of both our 
financial recovery programme and also our 5 year Sustainability and 
Transformational Plan. 
 
 
4.3.1. Sustainability & Transformational Plan  
 
What We Will Do 
The NHS Shared Planning Guidance (published December 2015) asked every 
health and care system to come together to create their own ambitious blueprint for 
accelerating implementation of the Five Year Forward View (FYFV).  These 
blueprints will become Sustainability and Transformation Plans (STPs) which will be 
place based, multi-year plans built around the needs of local populations. 
 
North Tyneside is part of the Northumberland, Tyne and Wear footprint which is a 
collaboration covering a total population of 1.4 million residents across three local 
health economies (LHEs).  Organisations within the footprint are outlined on the map 
below: 
 

 
 
 
 
By undertaking the above, we: 
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 Will develop a shared vision and objectives for the North Tyneside population 
e.g. as a system how will we collectively drive down demand and change 
current trends 

 Can use the emerging Accountable Care Organisation model as the platform 
to achieve this – the system will become responsible for allocation of budgets 
ensuring effective collaboration of providers 

• Will focus resource in the areas of highest need for our population 
• Will be strategic, defining outcomes and measuring the performance of the 

system as  whole  
 
How We Will Do It 
To achieve the development and delivery of the Northumberland, Tyne and Wear 
STP, robust governance arrangements will be put in place ensuring an inclusive 
approach.  We will establish an STP Board, STP Development and Delivery Group 
along with local LHE sub structures.  Key local authority representatives will be 
active leaders at all levels of the governance arrangements and Health and 
Wellbeing Boards will be asked to ensure STP outcome ambitions support 
achievement of their strategic vision.  An overarching lead will be identified for the 
whole of the footprint. 
 
The STPs will be the umbrella plan which will cover a number of different specific 
delivery plans. There will be layers of plans that will sit above and below the STP 
footprint. For example, the Northumberland Tyne and Wear STP footprint will need 
to consider how we work together with our neighbouring STP footprints when 
planning specialised or ambulance services.  For areas where devolution footprints 
cross STP boundaries further discussions are required to work through the 
implications.  Through the development of robust Governance arrangements, links 
will be established with NECA – Health and Social Care Commission to ensure an 
alignment of priorities and timescales. 
 
The planning footprint for the Northumberland, Tyne & Wear footprint will look as 
follows: 
 

 



23 
 

In each of the three LHE areas key priority areas have been identified to support the 
delivery of the STP. For the North Tyneside & Northumberland LHE the key priority 
remains achievement of financial sustainability through the development of 
Accountable Care Organisations, which in relation to North Tyneside, we have 
discussed at Section 4.1. above.  
 
Outcomes & Impact 
Working in this way will offer a system based approach with an increased emphasis 
on the system as opposed to organisational silos. It will also provide a new and 
enhanced focus on the synergy between finance and activity across the system.  
 
The overarching aims of this approach have been clearly set out by NHS England. If 
we are successful in this approach we will: 

• engage patients, staff and communities from the start, developing priorities 
which are meaningful and robust 

• develop services that reflect the needs of patients and improve outcomes by 
2020/21 and, in doing so, help close the three gaps across the health and 
care system (as identified within the FYFV): 

- health and wellbeing 
- care and quality 
- finance and efficiency 

• mobilise local energy and enthusiasm around place based systems of health 
and care and develop partnerships, governance and capacity to deliver 

• provide a better way of spreading and connecting successful local initiatives, 
providing a platform for investment from the Sustainability and Transformation 
Fund 

• develop a coherent national picture that will help national bodies support local 
areas to achieve 

 
 
4.3.2. Seven day services 
What We Will Do 
The CCG and its commissioned providers continue to work toward full 
implementation of 7-day working, with both of the major acute providers supplying 
evidence through the Quality reference Groups of their implementation of the 10 
national clinical standards.  The providers and CCGs will continue to work together 
to look at the key areas of implementation and where the organisations can work 
collaboratively to ensure the sustainability of 7-day working. 
 
How We Will Do It 
Both acute Trusts have 7 day cover and access to diagnostic services.  
 
At Northumbria Healthcare Trust, there is an aspiration that 35% of patients will be 
discharged by midday and the practicalities of this is being considered. It is intended 
that the model for managing patients through the acute system going forward in 
Northumbria is to continually review patients for discharge throughout each day from 
8 am onwards, spread across 7 days of the week.  There will then be a continual 
flow of patients being discharged and planned for discharge across the 
week. Thought is being given as to how this model can be measured and what 
metrics would be used and it is proposed that this will be done by looking at the 
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numbers of discharges through readmission rates (comparing months / years) and 
the ability to avoid bed blockages in the system at periods of surge.  
 
Newcastle Hospitals Trust has embedded 7 day working is an embedded principle 
within its transformation and redesign programmes with continuous improvements 
and progress being made. Routine radiology and laboratory are available 7 days per 
week, although there is significant demand pressures. 24/7 Consultant cover in the 
Emergency Department. Newly recruited consultant job plans reflect the 7 day 
requirements and the Trust is keen to review the job plans of other staff to minimise 
delays and further develop 7 day working across its services. 
 
Northumberland, Tyne & Wear Mental Health Trust is developing 7 day working for 
its mental health services, including its community services. 
 
In relation to primary care, we will work with TyneHealth Federation to identify 
options for developing 7 day services in GP practices. We will learn from our 
experiences about access to GP services during the winter periods in 2014/15 and 
2015/16 to help inform these options. We will also undertake a needs assessment 
and an engagement exercise before developing the final plan as we recognise it is 
important to understand how the public may use such services before implementing 
any model. We will also ensure regular review and evaluation of a new model of 
access. 
 
Outcomes & Impact 

• 7 day working will become embedded in acute hospital Trusts 
• 7 day working methods will be monitored and evaluated via an agreed system 

to measure success 
• Patient focused services 

 
 
4.3.3. Urgent Care Model 
What We Will Do  
North Tyneside CCG’s Urgent and Emergency Care Strategy, 2014 - 2019 sets out 
the strategic vision for the development of North Tyneside’s urgent and emergency 
care system for the next five years.  It describes the national and local context, the 
need for change and the approach that will be adopted to transform and improve 
urgent and emergency care services to address current issues and future needs and 
it ensures that every person in North Tyneside has access to the right treatment in 
the right place at the right time.  
 
Our strategy has been strongly influenced by the vision from NHS England’s 
(November 2013) End of Phase 1 report, Transforming urgent and emergency care 
services in England - Urgent and Emergency Care Review, which defines five key 
elements for future urgent and emergency care services in England.  We have used 
this as a high level ‘blueprint’ for a transformed urgent and emergency care system 
in North Tyneside. 
 
How We Will Do It 
To effect our urgent and emergency care plans, the North Tyneside Urgent Care 
Working Group began meeting in common with the Northumberland Systems 
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Resilience Group during 2015/16 and will continue this arrangement during 2016/17. 
Meeting in common allows us to adopt a more integrated approach to resilience and 
capacity planning across a shared provider footprint and reduces the administrative 
burden of operational planning work. 
 
The North Tyneside Urgent Care Working Group utilised funding which was made 
available by NHS England to provide targeted investment designed to reduce 
admissions and increase access to primary care services over winter 2015/16. Most 
of these arrangements will remain in place until Easter 2017 and the Urgent Care 
Working Group plans to carry out a robust analysis of their effectiveness thereafter. 
The Urgent Care Working Group has also reviewed initiatives funded through the 
Better Care Fund in order to ensure that they continue to deliver reduced levels of 
hospital admissions and value for money.  
 
Priorities for the Urgent Care Working Group include the delivery of: 

• System resilience group assurance 
• 8 High Impact Interventions for urgent and emergency care 
• High Impact Interventions for ambulance services 
• Capacity and demand planning 
• 62 day waiting times for cancer patients  

 
The CCG set out a commitment to review the provision of urgent care as part of its 
Urgent and Emergency Care Strategy for 2014-2019. This review is called “Right 
Care, Time & Place: Reviewing the delivery of urgent care in North Tyneside”. The 
review was initiated due to a growing awareness of the need to develop a more 
integrated urgent care system providing better access to primary care and self-care. 
The financial position of the CCG during 2015/16 has added further impetus to the 
review, as the CCG can no longer afford to continue commissioning multiple walk-in 
services and a specialist paediatric minor injuries unit within a relatively small 
geographic area.  
 
During 2015/16 the CCG worked with its partners in the Urgent Care Working Group 
and members of the public to develop a number of future scenarios for the delivery 
of urgent care in North Tyneside. These scenarios were all based on the following 
principles:  
 

• Consolidation of minor injuries provision within a single site 
• 24/7 access to medical care 
• Open to all ages 
• Triage before access  
• The offer of an appointment for all patients through integration with NHS 111 
• Integration of in hours and out of hours services 
• Integration with primary care 
• Full access to patient information 
• Avoiding duplication of services 
• More active redirection of patients with minor ailments and the promotion of 

self-care 
 
These scenarios were put out for public consultation during 2015/16 and will remain 
under review until early 2016/17. The CCG will then begin work on a new service 
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specification and run began a procurement exercise to ensure that the new urgent 
care service is able to begin operation on 1st April 2017.  
 
 
Outcomes & Impact 
We anticipate that the outcomes of the new urgent care service, when implemented 
will be: 

• Better support for people to self-care 
• Right advice first time 
• Responsive urgent care services close to home, out of hospital 
• Specialist centres to maximise recover 
• Connecting urgent and emergency care services 
• Providing high quality and affordable care within the resources 
• Integrating care along the pathway 

 
In the strategy we outline key tasks against each of the objectives and summarise 
the critical success factors and benefits.  The metrics currently agreed include the 
following: 
 
Key Metric  Change  

Ability to access primary care  

Measurable improvements in the ability of people to 
access primary care to include GP patient survey data 
(GP access), total number of calls to NHS 111, 
number of patients accessing the minor ailments 
scheme 

NHS 111 referral to primary 
care services or provided with 
self-care and advice  

Increase of people referred to primary care and 
community services against a baseline, such as minor 
ailments service, urgent care centre, reduction in 
referrals by NHS 111 to A&E due to other alternate 
disposition  

NEAS conveyance  

Increase in the number of people treated at the scene 
against baseline/contract  
Reduction in the number of patients transported to 
hospital  

A&E attendances  Reduction in A&E attendances against baseline  
Emergency admissions  Reduction in emergency admissions in 2016/17  
Emergency admissions for 
ambulatory care sensitive 
conditions  

Reduction as new models of care are embedded and 
people are empowered to take responsibility through 
self-care/self-management of their health  

 
Alignment with the broader health and social care economy will be secured through 
the Health and Wellbeing Board and its subsidiary Integration Board. Our local 
priorities are also consistent with the strategic objectives of the NEUCN vanguard 
scheme.  
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4.3.4. Urgent Care Standards 
What We Will Do 
Specifically in relation to delivering the Five Year Forward View on Urgent Care, NHS 
guidance for 2016/17 sets out a requirement for CCGs to indicate how they will 
deliver nine national ‘must dos’ to further the delivery of the Five Year Forward View 
for the NHS in England. 
 
How We Will Do It 
The following table sets out the actions we will take to deliver the national 
requirements for urgent and emergency care in 2016/17. 
 
NHS England requirement for 2016/17 Our response 
More than 95% of patients wait no more 
than four hours in A&E 

The CCG has already invested in a 
number of schemes designed to reduce 
hospital admissions and provided 
targeted support to those known to be at 
risk of admission.  
 
We have also used NHS England 
funding to provide access to additional 
GP appointments in North Tyneside 
during periods of surge.  
 
During 2016/17 we will develop and 
implement a revised directory of service 
profile for community pharmacy which 
will result in a greater number of patients 
being redirected to a pharmacy for the 
treatment of minor ailments.  
 
North Tyneside will also be part of 
NEUCN initiatives to improve rapid 
access to GP services via the clinical hub 
within NHS 111.  
 

Ambulance trust responds to 75% of 
Category A calls within eight minutes 

North East Ambulance service has 
agreed to undertake the following 
actions:  
 

- Recruit to full establishment and 
implement skill-mix solutions to 
increase clinical workforce 
capacity 

- Implementation of a co-
responding arrangement with local 
emergency service providers 

- Establishment of the clinical hub 
to provide telephone-based 
access to clinical care 

- Transformation programme 
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consisting of several ITC-related 
projects designed to increase 
agile working capabilities and 
make better use of finite clinical 
resources.  

 
Implementation of the urgent and 
emergency care review  

The principles underpinning our review of 
urgent care are consistent with those set 
out in the urgent and emergency care 
review and we will ensure that the final 
service specification reflects the national 
requirements.  
 

 
Outcomes & Impact 
We expect that implementation of the above actions will ensure that the national 
standards for urgent care, including ambulance response times, will be achieved.  
 
 
4.3.5. Referral Variation 
What We Will Do 
We must ensure that patients receive health services that represent value for money.  
We will work with providers to benchmark costs and share Commissioning for Value 
information to ensure that we spend the taxpayers’ funds allotted to us in the most 
efficient and effective way.  We will continue to work to identify further opportunities 
to achieve greater value for money across the range of services we commission. 
 
How We Will Do It 
The CCG is tackling unwarranted variation in referrals through a range of initiatives 
including its Referral Management System, Practice Activity Scheme and 
implementation of the North East-wide Value Based Commissioning Policy that 
details a number of procedures and the criteria under which they will be funded.   
 
Outcomes & Impact 
These programmes of work aim to result in more effective management of referrals 
within primary care and savings from a reduced use of hospital services. 
 
 
4.3.6. Musculoskeletal Service Provision 
What We Will Do 
There are currently several providers involved in various elements of 
musculoskeletal services in North Tyneside. In order to improve the current clinical 
model for musculoskeletal services and make it more efficient, the CCG has decided 
to commission an integrated community musculoskeletal service, bringing together 
primary care physiotherapy and IMATTs within one provider.   
How We Will Do It 
The new service will be commissioned by undertaking a procurement exercise. It is 
expected that physiotherapy will be available to all patients Mon-Fri 9-5 plus 
potentially evening and weekends. The CCG is considering where the services will 
be located to offer these services. 
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Outcomes and Impacts 

• Improved patient pathways, avoiding potential to “bounce” around the system 
and the many hand-offs in the current system 

• Financial savings 
• Reduction in onward referrals to orthopaedic services 

 
 
4.3.7. Learning Disabilities 
What We Will Do 
In February 2015, NHS England publicly committed to a programme of transforming 
care for people with a learning disability and/or autism who have a mental health 
problem and whose behaviour challenges services.  The Transforming Care 
Programme is focussed on moving away from inappropriate outmoded inpatient 
facilities and establishing stronger support in the community. In October 2015, NHS 
England published the report “Building the right support”. The report outlines plans to 
accelerate the process of building the right community based services enabling the 
reliance on inpatients beds.  
 
How We Will Do It 
In response, North Tyneside CCG is, with the North Tyneside Learning Disabilities 
Partnership Board, developing a new model of care for people living in North 
Tyneside which will meet the national requirement as detailed in the NHS England 
report i.e. implement enhanced community provision, reduce inpatient capacity and 
roll out care and treatment reviews in line with published policy. The model will focus 
on: 
• prevention, community support and early intervention programmes. 
• Implementation of Positive Behaviour Support Pathways 
• Improve crisis support 

Work on this programme is in its early stages and plans are in place to ensure the 
development of the community based support model will interface with the North 
East and Cumbria Transformation Boards’ beds proposal.  
 
Outcomes & Impact 
We expect the outcomes and impact of this work to be as follows: 
• enabling the provision of wrap around care which deployed flexibly will maintain 

people in the community and avoid inappropriate hospital admissions. 
• better management of crisis when it happens 
• Reduce the usage of inpatient provision by 50%. 

 
4.3.8. Mental Health 
What We Will Do 
In North Tyneside, we have two main providers of mental health services. 
Northumbria Healthcare NHS Foundation Trust provides Talking Therapies services, 
CAMHS services and mental health services for older people. Northumberland, Tyne 
& Wear Mental Health Trust provides all other services.  
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We are committed to achieving parity of esteem, so that people have equal access 
to both mental health and physical health services in North Tyneside by 2018/19. We 
are working in partnership with other commissioners and our providers to make this 
change a reality. 
 
How We Will Do It 
IAPT/Talking Therapies 
During 2015/16, the national Access target rate for the service has improved 
considerably and is expected to achieve over the 15% national target. The Recovery 
rate is making steady progress towards the national target of 50% and there has 
been a considerable improvement on the 2014/15 end of year rate. An Action Plan 
has been agreed between the CCG and Trust which is being rigorously monitored. 
We have been shadow monitoring progress towards achievement of the new 
national waiting time standards during 2015/16 in preparation for implementation 
from April 2016. The service has consistently achieved both standards and we are 
confident that this will continue.  
 
The Talking Therapies service now offers improved accessed to counselling 
services, a Single Point of Access for patients and a self-referral process for both 
group work and non-group work.  
 
Early Intervention in Psychosis 
The CCG has been involved in regional work to review the Early Intervention in 
Psychosis service provided by Northumberland, Tyne & Wear Mental Health Trust 
and has undertaken the baseline assessment exercise to monitor readiness for the 
new standard being introduced from 1 April 2016  
 
The readiness tool has highlighted those areas requiring action.  The provider has 
indicated how issues will be addressed and progress will be monitored via the Early 
Intervention in Psychosis (EIP) steering group meetings and the wider contract 
meetings. The EIP team covering North Tyneside CCG is well established and has a 
good understanding of local incidence.  The workforce calculator has been used to 
predict required staff compared to the current staff which has highlighted a gap. The 
CCG has agreed to invest further funding into the EIP service and although this new 
funding does not close the gap, a clinically led decision has been made about how to 
use the new resource optimally.   
 
Child & Adolescent Mental Health Services 
We are committed to continuing to work collaboratively with our partners to 
commission mental health services for children and young people to ensure that their 
mental health needs have parity of esteem with their physical health needs.  In North 
Tyneside we benefit from a strong and responsive integrated tier 2/3 CAMHS, which 
is jointly commissioned by the CCG and the Local Authority.   It works with other 
services at tier 1, tier 3+ and tier 4 to ensure that the continuum of needs is 
met.  Children and young people’s emotional health and wellbeing are a high priority 
in North Tyneside and the Youth Council is working to ensure that mental health 
education is improved. We are currently implementing our CAMHS Transformation 
Plan, working in partnership with key stakeholders and are involved in development 
of the Children & Young Peoples Mental Health & Wellbeing strategy.  
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A&E Based Mental Health Liaison Services 
During 2014/15, North Tyneside invested in a A&E based liaison psychiatry team. 
During 2015, the North Tyneside team and Northumberland team have commenced 
working as one team based at the Northumbria Hospital.  We are currently exploring 
development of a new model which will be core 24/7 liaison psychiatry services.  
This will provide 24/7 presence within the Emergency Department and significantly 
increase capacity on the acute wards in the Northumbria Hospital and also to North 
Tyneside General Hospital. We will be undertaking a robust evaluation to 
demonstrate, improve clinical outcomes and efficiency.   
 
Community Mental Health Services 
We are continuing to work with Northumberland, Tyne & Wear Mental Health Trust 
(NTW Trust) on their Transformation Programme in recognition that the majority of 
its resources have been directed to inpatient services, accessible therefore to a 
minority of patients.  We have worked with the Trust during 2014/15 and 2015/16 to 
implement changes to inpatient services and to review community service provision.  
During 2016/17, we will begin the roll out of the changes to community services.  
 
ADHD & Autism 
In 2015/16 we committed funding for adult ADHD and autism services and are 
continuing to work with NTW Trust to implement the new model to provide high 
quality, integrated community follow up services as well as specialist support.  
 
Mental Health Crisis 
The Mental Health Crisis Concordat Stakeholder Group continues to meet following 
the upload and successful assurance of our North Tyneside Crisis Concordat Action 
Plan. We continue to review the Action Plan, recognising the importance of ensuring 
that crisis services are timely and responsible and that we continue to improve the 
system of care and support so that people in North Tyneside in crisis because of a 
mental health condition are kept safe. 
 
Outcomes & Impact 
Anticipated Outcomes and impacts are as follows: 

• Continue to exceed the national IAPT Access standard 
• Achieve the national IAPT Recovery Rate 
• Exceed national IAPT waiting time standards  
• Achieve the national standard for Early Intervention in Psychosis 
• Improved pathways for people experiencing a first episode of psychosis and 

reducing hospital admission 
• Change the structure of CAMHS provision and base on THRIVE model 

principles 
• Reconfigure pathways for childrens & adolescents mental health services 

where appropriate 
• Establishment of  CAMHS IAPT services in North Tyneside 
• Improved management of eating disorders and smoother pathways and 

transitions between mental health providers  
• Reduced admissions and length of stay in acute hospital settings as a result 

of liaison services at A&E 
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• Smoother pathways and services provided in appropriate settings to meet the 
needs of people with ADHD and autism, preventing inappropriate admissions 
or “bouncing” around the system 

• Improved community mental health services through increased funding and 
reduced inpatient admissions 
 

4.3.9. Dementia  
What We Will Do 
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 and we 
remain committed to improving our early dementia diagnosis rate in 2016/17. We are 
exploring considering options to improve post diagnostic support available to people 
in North Tyneside.   
 
How We Will Do It 
We will continue to maintain and improve on, the current early dementia diagnosis 
rate.  
 
We will produce a joint strategy with North Tyneside Council on mental health 
services for older people, including dementia.  A Mental Health Needs Assessment 
was undertaken by Public Health which we have used to inform our Strategy.  
 
We are also conscious of the work currently being undertaken by the Clinical 
Network on dementia pathways and will use the information from this, when 
available, to help shape our commissioning intentions for people with dementia for 
the future.  
 
Outcomes & Impact 

• Continue to exceed the national early dementia diagnosis rate 
• Improve post diagnostic support and pathways for both patients and their 

carers 
 

 
4.3.10. Cancer Care 
What Will We Do 
Cancer remains a key priority for North Tyneside CCG. Although cancer mortality 
rates have fallen over the last 20 years, we believe we can improve the outcomes for 
people affected by cancer with emphasis on prevention, earlier diagnosis and 
survivorship and it is these areas that the CCG intends to address during 2016/17. 
 
How Will We Do It 
North Tyneside CCG is working with its partners in care across secondary, 
community and Primary care pathways, public health and our third sector partners in 
the development of an action plan to improve cancer care in North Tyneside and 
reduce emergency to hospital for patients with cancer.   The main focus will be on 
improving the survivorship for people diagnosed with cancer. A number of initiatives 
have been identified for prioritization in 16/7. Initiatives include: 
 

• Introduce risk stratification tools in primary care for those patients most likely 
to present as an emergency admission. 
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• Improve care planning and care coordination in primary care which will help to 
reduce the number of emergency admissions. 

• Identify opportunities to promote faster and more comprehensive recovery. 
• Develop clear links from emergency care in to appropriate services for lung, 

colorectal, prostate and breast cancer patients. 
• Work in partnership with Public Health in up and coming campaigns, including 

the promotion of healthy lifestyle choices that promote recovery.  
 
Outcomes & Impact 

• Improve recovery rates 
• Reduce cancer mortality rates 
• Improve survivorship rates, especially in lung and colorectal cancers 
• Reduce emergency presentations and unplanned admissions, especially in 

lung and colorectal cancers 
• Achieve national waiting time standards for cancer 
 

 
4.3.11. General Practice Sustainability Plan 
What We Will Do 
Current provision of general medical services in North Tyneside is through 29 
individual General Practices. Quality and patient experience measures show that 
although there are some areas that need improvement that service provision for 
North Tyneside resident is good.  
 
We know however that there are a number of risks and pressures that will impact on 
the ability to deliver General Practice services in North Tyneside moving forward. We 
are aware of changes to the North Tyneside population which is expected to 
increase, including an increase in older residents. We are also conscious of the 
decrease in the number of student GP placements being filled and Government led 
initiatives such as 7 day working in the NHS which will present challenges in 
implementing. 
 
A clear increase in demand for General Practice services is therefore predicted at a 
time when capacity within existing general practice is likely to decrease.   
   
Additionally the varying sizes, and differences in services provided by local practices 
means that patients may have variable experiences depending on their address and 
practice. The current system can make coordination of care difficult and sometimes 
confusing for patients as well as having the potential of creating inequalities in health 
care. 
 
How We Will Do It 
In order to meet the needs of the North Tyneside population, it is important for 
General Practice to have a strategy for patient care and provision going forward to 
ensure that the sustainable delivery of services at the high levels currently 
experienced and to reduce variability. This will allow practices to sustainably meet 
the demands of population changes, GP shortages, and 7 day working. 
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In 2016/17 the CCG will work with the local GP Federation to help develop an 
effective and sustainable health care system. For this to be successful it’s important 
to work together to form a clear vision for General Practice that is owned by the GP 
practices in North Tyneside. General Practice organisations will need to cooperate 
and share their ideas, concerns and expectations regarding the future of primary 
care in North Tyneside. 
 
North Tyneside CCG, in conjunction with TyneHealth, will help General Practice 
develop a strategy for Patient Care in the future, looking at services, estates, 
workforce, technology, models of care, structure to ensure General Practice is able 
to meet the current and future health care needs of the population.  
 
Outcomes & Impact 
We aim to ensure the right services, in the right place and at the right time for 
patients. This will include the following areas: 

• Services: Integrated and adaptable services aimed at local needs. 
• Estates: Fit for purpose premises 
• Workforce: A well trained, happy workforce, sufficient to meet local needs 
• Technology: Up-to-date and innovative equipment and software integrating services 

particularly regarding information 
• Models of Care: A wrap around model, making patients the centre of care. 
• Structure: A clear structure with good communication and cooperation between 

areas. 
• Quality: Safe and effective care, making the patients health care journey as easy and 

fast as possible. 
 
 
4.3.12. Informatics 
What We Will Do 
During 2015/16, the CCG made considerable progress towards improving 
informatics. For example, phase one of Patient Online was implemented across all 
twenty nine GP practices which gives citizens access to their online GP records and 
the availability of online appointments. Also, 97% of GP practices are transmitting 
prescriptions to the pharmacy electronically and roll out of the Electronic Prescription 
Service (EPS) will be completed by March 2016. 
 
We intend to implement an informatics programme during 2016/17 to continue to 
improve the patient experience and be as efficient as possible. 
 
How We Will Do It 
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 Interoperable Gateway (MIG) in 
collaboration with Acute and Primary care services and organisations. 
We continue to develop a collaborative care data initiative with hospitals, GP 
practices admin and audit to support quality improvement.  
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During 2016/17, a minimum of 10% of the patient population within North Tyneside 
will actively be accessing primary care services on line through the development of 
apps and improved website functionality allowing patients to book appointments and 
other services online. 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. 
 
The introduction of the Medical interoperability gateway will allow 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 
 
All GP practices will complete the IG toolkit creating robust data security standards.  
This process will be supported by the continuous governance arrangement s we 
have in place with our system supplier who have completed all the national data 
security standards through the GP National framework and GP Soc. 
 
The implementation of Patient on line phase two will create a significant increase in 
patient access to their health record. This functionality will allow patients to access 
detailed coded information held within their record.   
 
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 Health Care Trust, Northumberland and Tyne &Wear 
Trust, North Tyneside Council, Northumberland CCG and Newcastle Hospitals 
Foundation Trust.  The roadmap will have an 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 re the delivery of the project. 
 
Outcomes & Impact 

• 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 

 
 
4.3.13. Research and Innovation 
What We Will Do 
In North Tyneside we recognise that research and development is a core NHS role, 
and in line with the NHS Constitution we are committed to the promotion and 
conduct of research.  Research and development is part of the innovation process 
that acquires and converts knowledge and ideas into a better way of doing things.  It 
is important therefore that research answers service-relevant questions that will 
generate new knowledge to inform both the delivery and commissioning of future 
health and social care delivery.  
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We are committed to supporting and promoting research, using research evidence in 
commissioning and, where appropriate, arranging that the excess treatment costs in 
research are resourced.   
 
The Executive Director of Nursing and Transformation is the accountable officer for 
research in this CCG and works with the GP lead for research and development and 
the North East Commissioning Support Research Team to continue to build on 
current good practice.  
 
How We Will Do It 
The key focus going forward is to work towards ensuring that every patient is given 
the opportunity to be involved in health research.  To do this we continue to work 
with member practices to build research capacity and active involvement in clinical 
trials working with the local clinical research network (LCRN) and other key 
stakeholders.  We will continue to work in partnership with our local universities, 
Newcastle University and Northumbria University, to develop and influence the 
research agenda as well as with other national stakeholders.  
 
In 2014/15 we submitted a successful bid to the Academic Health Sciences Network 
to develop a supportive technology solution to manage hydration in nursing homes 
for high risk patients.  Good progress is being made with a unified hydration policy 
and a pilot is underway using a Hydrate app which was produced jointly with the 
nursing homes and the software company. 
 
Outcomes & Impact 

• More patients involved in health research, where appropriate 
• Influence over the research agenda 
• Identification of solutions to help improve management to patient care 

 
 
4.3.14. Workforce and Staff Experience 
What Will We Do 
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.   
 
How We Will Do It 
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 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 intensions 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. 
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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. 
 
Outcomes & Impact 
• Ensure a high quality workforce which meets the needs of the CCG and also 

commissioned services for the future 
• Improved workforce planning for primary care 

 
 
4.3.15. Avoidable Deaths 
What Will We Do 
Both NuTHFT and NHCFT reviewed and fed back to the QRG the Perinatal Mortality 
Surveillance Report 2015 which presents the findings of a national audit in to the 
deaths of babies who were born after 24 weeks of pregnancy, with the aim to better 
understand the reasons for death so that lives can be saved in future years.  
 
How We Will Do It 
Following the Kirkup Report which raised concerns over serious incidents in the 
maternity department at Furness General hospitals including the deaths of mothers 
and babies, both NuTHFT and NHCFT carried out a benchmarking exercise and gap 
analysis, which were presented at the QRG. The gap analysis demonstrated where 
further work has been identified and planned. The maternity risk management was 
reviewed and deemed good. 
 
Outcomes & Impact 

• Both Trusts have an established risk management structure which includes 
mandatory reporting and investigations of serious incidents in line with the 
NHS Serious Incident Framework.  

• The CCG holds Serious Incident Closedown Panels where cases are 
presented and are closed when the panel is assured that the investigation 
report and resulting action plan is complete and the provider has 
demonstrated that, where appropriate, lessons have been learned from the 
incident and associated actions have been taken.    
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4.4. Addressing the Health & Wellbeing Challenge 
 
4.4.1. Better Care Fund 
What Will We Do 
The Better Care Fund remains an important vehicle for driving forward the 
integration agenda across Health and Social Care in North Tyneside.   
 
In our Better Care Fund Plan 2015-16, we outlined our aspiration to collectively 
design a North Tyneside system to address the broader determinants of health that 
affect people’s lives enabling change through joint commissioning, system redesign 
and joining up workforce capacity and capability to deliver against shared goals and 
ambitions.  
 
How We Will Do It 
In the development of our Better Care Fund Plan 2016-17 which will be overseen by 
a Better Care Fund Partnership Board we will review and realign our focus whilst 
continuing to achieve the national standards and requirements.  A realignment of the 
existing Better Care Fund Plan 2015-16 will ensure we reflect the North Tyneside 
transformation agenda and our new model of care recognising the vision and 
ambition outlined within our emerging Sustainability and Transformation Plan.   

 
The delivery chain, evidence base, agreed investment, and impact and success 
factors, outlined for each initiative in the Plan, will allow those initiatives to be 
adapted into realistic deliverable projects.  They will contribute to the delivery of 
affordable contracts.  

 
Outcomes & Impacts 
Within the plan we reflected the aims outlined within our Health and Wellbeing 
Strategy which are: 
 

• Reducing avoidable hospital admissions  
• Improving the health and wellbeing of families  
• Improving mental health and emotional wellbeing  
• Addressing premature mortality to reduce the life expectancy gap  
• Improving healthy life expectancy.  

 
 
4.4.2. Diabetes 
What Will We Do 
North Tyneside is not currently part of the first wave pilot for the Diabetes Prevention 
Programme but we do have in place a range of programmes that contribute to 
diabetes prevention including tier 2 and tier 3 weight management programmes for 
children and families and adults, the NHS Health Check Programme for people aged 
40-74, and a number of preventative programmes tackling health weight through 
improved access to physical opportunities in the borough and healthy eating and 
cooking programmes. These programmes place North Tyneside in a fortunate 
position to focus on diabetes prevention and to develop a specific programme of 
support in the near future. 
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How We Will Do It 
We will continue to work with Public Health and Council colleagues to focus efforts 
on obesity prevention in children as well as adults. As described earlier in this 
document, data from the National Child Measurement Programme (NCMP) shows 
that the prevalence of obesity has improved in Reception years has reduced but has 
increased slightly in Year 6. School nursing and the Healthy4Life team continue to 
have a pivotal role as will health visitors and children centre staff, working in Health 
Schools Programme and School Improvement Health and Wellbeing team. 
 
The transfer of commissioning of heath visitors to local authorities represents a 
significant opportunity to educate families on sugar and sugar reduction, and to 
embed support for behavior change for the whole family. A range of mechanisms to 
establish this are under consideration.  
 
The Local Plan includes policies which promote environments which enable physical 
activity and seeks to reduce harm e.g. Hot Food Takeaway policy; local weight 
management services are in place and PHE change for life campaigns are 
supported locally.  
 
Potential future initiatives could include a co-ordinated engagement of all partners in 
delivering health weight environments could increase physical activity; use MECC to 
increase opportunities for lifestyle behaviour change. 
 
We will also tackle diabetes through primary and secondary care. We are reviewing 
our existing structured education programme to minimise waiting lists and times for 
patients to ensure that they access appropriate education as quickly as possible 
following diagnosis. 
 
We are in the process of updating our Locally Enhanced Service specification with 
GP practices, aiming to ensure that people are managed in primary care where this 
is appropriate for their level of needs, in accordance with our strategic priority to care 
for people locally. 
 
We have also embarked on a pathway review of the Diabetes Resource Centre, the 
secondary level provision provided by Northumbria Healthcare NHS Foundation 
Trust, which will continue into 2016/17 and the new pathways agreed will be 
reflected in a new specification with the Trust.   
 
Outcomes & Impact 

• Reduce prevalence of obesity in Year 6 pupils 
• Improve awareness and education amongst residents in North Tyneside on 

obesity, including in schools 
• Increase opportunities for all ages activity and physical exercise 
• Minimise waiting lists and times to access education following diabetes 

education 
• Improved pathways for management of patients with diabetes 

 
 
 
4.4.3. Maternity and Childrens Services 
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What Will We Do 
In relation to maternity services, The CCG undertook a review of maternity services 
in North Tyneside during 2013/14 which resulted in reconfiguration of existing 
services. Following our consultation with the public on maternity services in North 
Tyneside, a specific aim was to ensure informed choice of provider through 
community midwives, e.g. a leaflet of patient choices and healthcare assistants 
aligned to community midwives to provide enhanced ante and post-natal care. 
 
In relation to childrens services, we have detailed at section 4.3.8 how we are 
progressing children & adolescents mental health services. The Children & Families 
Act was published in 2014 which does impact on the services that the CCG offers, 
especially around children with special educational needs. 
 
How We Will Do It 
We will review the recommendations included in the National Maternity Review 
report to help inform the CCG as to how to progress further its policy on maternity 
services, whilst maintaining choice for patients and ensuring safe and sustainable 
services. 
 
We are also undertaking joint work with North Tyneside Council to review the joint 
commissioning duties as a result of the Children and Families Act 
 
Outcomes & Impact 

• Pregnant women will be offered choice of provider of maternity services 
• Continue to provide enhanced ante and post-natal care 
• The requirements of the Children & Families Act will be agreed and 

implemented resulting in improved access and outcomes for relevant children 
and their families/carers  

 
 
4.4.4. Continuing Healthcare 
What Will We Do  
Demographic changes will have an impact of the number of people who are eligible 
to be assessed for Continuing Healthcare. The CCG will continue to ensure that the 
assessment and decision making processes are transparent and complaint with the 
national CHC framework.  
 
How We Will Do It 
There are a number of strands of work already in place to meet those demographic 
changes.  These include development of a policy for CHC quality and value for 
money. We have also commissioned a new service provider which will take effect 
from April 2016.  
 
Other work strands include: 
• Risk/gain share with the Local Authority 
• Proportionate fast track packages of care 
• Ensure all reviews up to date prioritising high cost cases 
• Review of all shared care cases 
• Decommission excess block beds 
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• Outlier providers consistent approach to quality and cost  
• Pool budgets 
• Joint quality review in nursing homes 
 
Outcomes & Impact 
The resultant commissioned packages of care will respond to assessed needs, 
taking patient preferences into consideration in line with CCG Policy and 
transparency and equality in relation to the care packages will be achieved 
 
In relation to quality of service provision, the initiatives will: 
• Provide ongoing assurance in relation to CHC Decision Making Tool/Multi-

Disciplinary Tool recommendations in order to promote equity 
• Ensure providers meet the service KPI thresholds and therefore patients are 

involved in the assessment process which will be timely and support transition to 
the most appropriate care location 

• Ensure commitment to working with the Local Authority in an integrated way so 
that the care needs of people in North Tyneside are met and transition into CHC 
is a seamless process 

• Ensure existing commissioned providers to understand their contribution to care 
packages.  
 
 

4.4.5. End of Life Care 
What Will We Do 
During 2014/15, we commissioned Macmillan Nurse specialists to work directly with 
staff in our 18 nursing homes to provide education, training and support for those 
residents at or near the end of life to improve standards of care. We expanded this 
service to 20 of our 34 residential homes in April 2015 and will continue to expand 
the programme during 2016/17.  
 
How We Will Do It 
There are 14 remaining homes in North Tyneside who are not part of the 
programme. During 2016/17, we will include those remaining homes in the 
programme.  
 
Outcomes & Impact 
The objectives of this service are: 
• Support patients to die in their place of residence 
• Increase quality of healthcare through the nursing home staff training 

programme 
• Implement advance care plans and emergency healthcare plans 
• Reduce avoidable admissions at the end of life 
• Reduce A&E attendances 
• Reduce hospital bed length of stay. 
 
 
 
4.4.6. Personal Health Budgets 
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What Will We Do 
Children eligible for NHS Continuing Care and adults in receipt of NHS Continuing 
Health Care have been eligible for personal health budgets to ensure continuity of 
care in the services they receive and choice, and direct control of how their budget is 
spent.  This was extended to everyone with a long term and/or mental health 
condition from 2015/16. 
 
The Forward View into Action: Planning for 2015/16 guidance requires CCGs to 
expand its offer and delivery of personal health budgets where it can be evidenced 
that people would benefit. CCGs are therefore expected to offer personal health 
budgets or integrated personal budgets across health and social care by April 2016 
for people with learning disabilities and children with special educational needs. 
CCGs can also offer personal health budgets for other groups.  

 
The CCG has therefore developed outline plans to determine what our local offer will 
be and effect the required steps to achieve this. We recognise that the local offer 
should be produced in partnership with stakeholders to identify where personal 
budget would be most beneficial for the North Tyneside population. 
 
How We Will Do It 
In developing our local offer, we are taking into account additional services may be 
required, such as advocacy and support and the funding that would be required to 
enable provision of Personal Health budgets. 

 
We are also considering operational elements which need to be developed to roll out 
Personal Health Budgets. This includes care planning and case/care management, 
ensuring easy access to information and advice about personal health budgets and 
how a staged roll-out can be effected/project managed. 
 
Our draft plans are to initially extend the offer to a particular cohort of people who 
have the most complex needs and for whom services are already commissioned on 
an individual basis, mainly people who require Shared Care.  

 
This would avoid the issues about disaggregating funding from existing contracts, 
particularly at a time of significant strategic developments which are taking place 
within the CCG. 

 
Individuals with complex needs with individually commissioned packages of care 
should be straightforward to identify for example though Shared Care, S117 Mental 
Health Act and children’s complex packages of care groups. There is also the option 
to identify patients from the New Models of Care service for whom a personal health 
budget may be appropriate. Engagement would take place on this basis.  
 
This option will ensure that the CCG is meeting its expectations but is less likely 
to destabilise services, particularly at a time where the CCG is working with partners 
on significant strategic change. 
 
Outcomes & Impact 

• Extension of Personal Health Budgets to increase cohort of patients 
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• Patients will have more choice about how their personal health needs will be 
met and by whom 

• Improved integration of services between health and social care 
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5. NHS Constitution & National Must Do’s  
 
This section of our Operational Plan will provide an overview of the nine “must do’s” 
and how we will deliver the NHS Constitution standards.  
 
5.1. National Must Do’s 
In relation to the nine national must do’s, we have articulated earlier in this document 
what our intentions are to address and achieve the national requirements. We have 
used the table below to summarise our intentions and have indicated where more 
detail can be found in this document. 
 

No.  National Must Do CCG Plan Page 
1 Development of STP 

 
Accountable Care Organisation 
Sustainability & Transformational Plan 
New Models of Care 
Urgent & Emergency Care Vanguard 
 

12 
20 
15 
16 

2 Aggregate financial balance 
 

Achieving Financial Balance 
RightCare 
Sustainability & Transformational Plan 
New Models of Care 
Urgent & Emergency Care Vanguard 
Medicines Optimisation 
Estates Optimisation 
 

14 
17 
20 
15 
16 
18 
19 

3 Sustainability and quality of general practice General Practice Sustainability Plan 
 

32 

4 Achievement of access standards for A&E and 
ambulance waits 

Procurement and implementation of urgent care services 
following consultation exercise 
Revised NHS 111 Directory of Services  
Urgent & Emergency Care Vanguard 
 

23 
 
16 
26 

5 Achievement of NHS Constitution referral to 
treatment standards 

NHS Constitution standards 
 

44 

6 Achievement of NHS Constitution cancer 
standards and one year survival 

NHS Constitution standards 
Cancer initiatives & survivorship 
RightCare 
 

44 
31 
17 

7 Achievement of new mental health standards IAPT Access rates 
IAPT Recover rates 
IAPT waiting time standards 
Early Intervention in Psychosis waiting time standards 
 

29 
29 
29 
29 

8 Transform care for people with learning 
disabilities 

Transforming Care Programme  
North Tyneside Learning Disabilities Partnership Board 
model of care 
 

28 
28 

9 Make improvements in quality RightCare 
Sustainability & Transformational Plan 
7 Day Services 
Planned Care incl musculoskeletal review  
Mental Health Services 
Dementia 
Infomatics 
Research & Innovation 
Workforce & Staff Experience 
Avoidable Death 
Better Care Funds 
Diabetes Pathway 
Continuing Healthcare 
End of Life Care 
Personal Health Budgets  

17 
20 
22 
27 
28 
31 
33 
34 
35 
36 
37 
37 
39 
40 
41 
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5.2. Delivering against the NHS Constitution 
 

The NHS Constitution establishes the principles and values of the NHS in England.  
It sets out the rights to which patients, public and staff are entitled, and pledges 
which the NHS is committed to achieve, together with responsibilities, which the 
public, patients and staff owe to one another to ensure that the NHS operates fairly 
and effectively.  The CCG is committed to delivery of all commitments outlined in the 
NHS Constitution.  

 

 
 

Data for 2015/16 so far shows continued strong delivery of constitution standards for 
the local population of North Tyneside and we expect to achieve nearly all of the 
measures in the NHS Constitution. 
 
The one area of particular struggle in 2015/16 across the North East region has been 
ambulance response times by North East Ambulance Service and these have 
dropped below the 75% standard for a response within 8 minutes of a 999 call. 
 
In previous years to improve performance the ambulance service has focussed upon 
internal measures including reducing sickness absence rates, recruitment to vacant 
posts, realignment of base sites for ambulances. Action across the wider health 
economy is now required to improve performance on a consistent basis and we are 
committed to work with both the ambulance trust and partner CCGs to support 
recovery in 2016/17. 
 
The ambulance service has highlighted a number of actions for 2016/17 to improve 
response times including: 
• Reducing handover delays 
• Reducing diverts by 50% 
• Reducing downtime in shifts 
• Continuing the use of advanced paramedics and improving skill mix 
• Fire and Rescue Service continuing as first responders (national pilot subject 

to evaluation) 
• Increasing rapid response vehicle time 
• Increasing the volume of alternative services to A&E 
• Creating direct referral pathways to services and wards 

Constitution Measures
NTCCG 

Performance
Referral to treatment access times
Diagnostic waiting times
A&E waiting times
Cancer waiting times
Category Red ambulance response times
Mixed sex accommodation
Cancelled operations
Care Programme Approach
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• Mobile directory of services to increase see and treat. 
 
Within North Tyneside we have also seen a significant increase in handover delays 
following the opening of the new hospital at Cramlington. A joint plan is in place with 
both Northumbria Healthcare Foundation Trust and NEAS to reduce the levels of 
delays in 2016/16 and release ambulance crews earlier, which will improve the ability 
of the ambulance service to improve response times.   
 
 
5.3. Delivering against the NHS Outcomes Framework 
 
The CCG Outcome Indicator Set was developed by NHS England to provide clear, 
comparative information for CCGs about the quality of commissioned health services 
and the associated health outcomes. The indicators are useful for CCGs to identify 
local priorities for quality improvement and to demonstrate progress that local health 
systems are making on improving outcomes. 
 
The CCG Outcomes Indicator Set consists of 75 individual indicators developed from 
and based around the five domains of the NHS Outcomes Framework. 

 

 

 

 
The Indicator Set does not in itself set thresholds or levels of ambition for CCGs, it is 
intended as a tool for CCGs to drive local improvement and set priorities. Due to the 
nature of the measures selected the majority are measured on an annual basis. The 
table below give a high level overview of our current progress towards improving 
these measures.  Published data is currently only available for 2014/15. We have 
reflected North Tyneside CCG performance in the table below but it is worth noting 
that the CCG has been monitoring performance against some of the indicators 
during 2015/16 and positive changes have been noted, specifically around 
emergency and hospital admissions for alcohol related issues. 
 
 
 
CCG Outcomes Framework 

Domain 
NTCCG Performance 

 
1. Preventing people from 

dying prematurely 
 

 Reduction in the Potential Years of Life Lost of 7.2% in 2012-2014 bringing 
North Tyneside into line with the national average. 

 24.1% reduction in maternal smoking at delivery in 2014/15 
 22.5% reduction in mortality from breast cancer in females in 2012-2014 
 Increase in the number of emergency admissions for alcohol related liver 

disease 
 North Tyneside remains an outlier for under 75 mortality from cancer 

2. Enhancing quality of life 
for people with LTC 

 

 North Tyneside is a positive outlier for the proportion of people who report they 
feel supported to manage their long term condition. 

 Reductions in 2015/16 in unplanned hospitalisation for chronic ambulatory care 
conditions, and under 19s with asthma, diabetes or epilepsy. 

 Improved access to community mental health services by people from black and 
minority ethnic groups. 

 Slight reduction in the health-related quality of life for people with long term 
conditions 

 
Domain 4 Ensuring 
people have a positive 
experience of care 
 

      
 

       
 

      
  
    

    
  

   
  

 
     

  
 
 

 

 
   

    
   

 

      
 

       
 

      
Domain 5 
Treating and caring for 
people in a safe 
environment and 
protecting them from 
avoidable harm 

 
     

  
 
 

 

 
Domain 1 Preventing 
people dying 
prematurely 
 

 Domain 2 Enhancing 
quality of life   

Domain 3 
Helping people recover 
from episodes of ill 
health or injury 
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3. Helping people to recover 
from episodes of ill health 

 

 Reduced emergency admissions in 2015/16 for acute conditions that should not 
usually require hospital admission, and for children with lower respiratory tract 
infections 

  Positive outlier for multifactorial risk assessment and timely surgery for patients 
with hip fracture 

 Increase and North Tyneside an outlier for alcohol specific hospital admissions 
4. Ensuring people have a 

positive experience of care 
 

 Continued high levels of reported patient experience for GP, hospital, and out of 
hours care and a high number of patients recommend the A&E and inpatient 
services at the two local hospitals through the Friends and Family test. 

5. Safe environment 
 
 

 39% reduction in rate of C. difficile infections seen in 2015/16 
 2 MRSA infections – these were fully investigated with root cause analysis and 

deemed to have no modifiable factors that would have prevented the infection. 
 

 
A number of the commissioning intentions for 2016/17 will continue to improve 
outcomes indicators. We will continue to monitor progress during the year.  
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6. Commissioning Priorities for 2016/17 
 
6.1. Our Strategic Vision and Priorities 
Our strategic vision is supported by ambitious plans to change the way that care is 
delivered by 2020.  The schematic and text below summarises our strategic priority 
themes for changing the health care system by 2020, working together with our 
partners, as follows: 
 

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

 
Improving and developing the integration of health and social care is also an 
important cross cutting priority for both the CCG and Local Authority.  

 
Our commissioning priorities for 2016/17 are designed to improve the quality of care 
for patients, modernise the local NHS system and tackle the financial deficit. Within 
the strategic priority themes, we have identified three areas of key focus which make 
up some of the wholesale system changes being developed for implementation as 
follows:  
 

• High quality affordable health care offering the best care but reducing 
waste and duplication 

• Care for older people focusing on integrating pathways across health and 
social care 
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• Urgent care offering hospital based care and primary and community based 
care depending on the level of need. 

 
The Operational ‘Plan on a Page’ summarises our commissioning intentions for 
2016/17 and their fit with our commissioning priorities and strategic themes.  The 
following describes more generally how the strategic themes will be addressed in 
2016/17. 
 
Keeping Healthy, Supporting Self Care 
Keeping people healthy through prevention and public health initiatives is at the core 
of our Strategy.  It is only by addressing these areas now that we will prevent the 
rising burden of ill health and disease in the future. The priorities refleted in the North 
Tyneside Health and Wellbeing Strategy include a focus on smoking, obesity, 
alcohol, immunisations, health checks, breast feeding and completeness of disease 
registers. 
 
We aim for patients to have greater control of their care. This will include access by 
patients to information about their conditions, including medical care records, 
coupled with education and support for patients so they feel confident to manage 
their own health. Patients will be able to control their own conditions and avoid 
complications: this approach will also facilitate an informed choice of treatment.  
 
 
Caring for People Locally 
New models of primary care are already under development in North Tyneside. The 
aim is to care for our neediest of patients locally, in a more personal and more 
effective way.  Patients with multiple long term conditions will be offered an 
enhanced care package, coordinated b a designated clinician operating from Primary 
Care Hubs, based on wrapping services around the patient. The aim will be to effect 
a shift from reactivity to proactivity and prevention, rather than the patient being 
dictated to by current organisational arrangements. Patients will be managed in local 
communities as alternatives to hospital treatment 
 
The Better Care Fund is designed to achieve a shift in investment into integrated 
health and social care services, making it possible for the CCG and the Local 
Authority partner commissioners to provide care at home or in the local community 
and reduce unnecessary hospital admissions.   
 
Older people will continue to be proactively supported to maintain their health, well-
being and independence for as long as possible, managing and/or receiving care in 
their home or local community wherever possible. We will implement a whole 
pathway from prevention and maintenance of wellbeing, through to admission and 
assessment for acute episodes of ill health and transition to home, whether this is to 
their own home with appropriate domiciliary support or to nursing or residential care.  
 
Hospital when it’s Appropriate 
Our vision for people with non-life threatening needs, set out in the Urgent Care 
Strategy, is to provide highly responsive, effective, personalised services out of 
hospital, delivering care in or as close to people’s homes as possible. Those with 
more serious or life-threatening emergency needs will be treated in centres with the 
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very best expertise and facilities to reduce risk whilst maximising the chances of 
survival and good recovery. 
 
Our ambition is to reduce emergency hospital admissions by 2020. 
 
Improving quality and efficiency of planned care services continues to be the CCG’s 
aim for planned care. We must ensure that patients receive health services that 
represent value for money and will work with providers to benchmark costs and to 
ensure best value from investments.  The aim for all elective care is to become more 
efficient by 2020 with reduction in the length of time people spend in hospital and 
more care being provided out of hospital. 
 
 
6.2 Commissioning Initiatives2016/17 
 
The tables at Appendix A describe our 2016/17 initiatives in more detail together with 
the anticipated outcomes, timescales and level of contribution towards recovery, 
robustness and financial sustainability. 
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7. Quality Assurance Processes 
 
7.1. 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.  
 
7.2. Quality Assurance Systems and Processes 
Quality Review Groups (QRG) are in place for all Foundation Trusts and local private 
hospital providers.  They focus on assurance of 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, serious incidents, complaints, soft intelligence and 
the internal processes in place within providers to ensure the robust management of 
these issues. 
 
In 2015/16 specific assurance has been provided to the CCG in such areas 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. 
 
The QRGs also oversee the CCG assurance process for provider cost improvement 
plans, maintaining a constructive dialogue with providers throughout the year 
ensuring that plans are assessed for any potential quality or safety impact.  
 
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 frontline data on 
incidents, experiences and issues that they and their patients have with the different 
healthcare providers within the local healthcare system.  Reporting rates are steadily 
growing across North Tyneside practices, with 100% of practices accessing and 
using SIRMS and over 300 incidents reported across 2015/16.  Where quality issues 
are identified, they are discussed collaboratively with providers and feedback 
requested for identified themes, trends and significant individual patient safety 
issues.  
 
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 is an active member of the local Quality Surveillance Group at which 
information and intelligence on Providers is shared between NHS England and the 
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local CCGs.  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.  Regular meetings continue with Healthwatch 
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 
 
7.3. 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.  
 
7.4. 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 (Q&S) Committee terms of reference.  The 
Executive Director of Nursing and Transformation is the lead officer for safeguarding, 
supported by the CCG employed Designated Nurse (Safeguarding Children), the 
Designated Doctor and the Safeguarding Adults Lead Nurse, the named GP for 
safeguarding children and the named GP for safeguarding adults.  In addition to 
regular and detailed reports to the Q&S 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 
QRG, 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 quality 
dashboard.   
 
In relation to adults, the CCG has robust information sharing mechanisms in place 
with the CQC and North Tyneside Local Authority.  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: 
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• Northumbria Health Care NHS Foundation Trust (NHCFT) in relation to  
children, including Looked After Children. 

• Northumberland Tyne and Wear NHS Foundation trust (NTW) in relation to 
children and adults. 

 
The North of England Commissioning Support (NECS) is currently in the process of 
setting up a system whereby the safeguarding performance dashboards will be 
provided via the contracting processes.  
 
The CCG has also requested the dashboards from the following providers: 
• Safeguarding Adult’s dashboard from NHCFT 
• Safeguarding Children and adults dashboard from NEAS 
• Safeguarding Children and adults dashboard from Newcastle 

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

 
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 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. 
 
7.5. 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 intensions 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 
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a proactive approach to ensure that local voices are heard.  This then informs 
ongoing service and system improvement. 
 
The vibrant patient forum, and its sub groups, is made up of members of the GP 
practice forums as well as the Community Health Forum.  Building capacity to 
promote self care is an ongoing area of priority and builds on the successful work so 
far including the ’Keep Calm‘ winter campaign developed by this group. 
 
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. 
 
 
7.6. Workforce and Staff Experience 
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 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 intensions 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. 
 
 
7.7. 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. 
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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 Prevent strategy, published by the Government in 2011, is part of the overall 
counter-terrorism strategy, CONTEST. The aim of the Prevent strategy is to reduce 
the threat to the UK from terrorism by stopping people becoming terrorists or 
supporting terrorism.  
 
In health, training is delivered in partnership between NHS England, CCG’s 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.  
 
Current status regarding compliance with training: 
NTCCG have 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 are in the process of delivering WRAP3 training. This is a higher level of 
training and recently the requirement for staff undertaking this higher level of training 
has increased to include all clinical staff working with children and adults).  
 
The CCG safeguarding team has delivered two WRAP workshops to date for CCG 
and primary care staff and scheduled program of WRAP training has been 
developed.   
 
NTCCG’s health providers are working on setting up systems that will enable them to 
deliver WRAP3 training within their own organisations and report on the level of 
compliance to the CCG.  
 
This is now monitored via the NHS Standard Contract.  
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8. Governance 
 
8.1. Overview 
The CCG Governance structure is set out in the CCG constitution. The 29 member 
Practices meet together as the Council of Practices regularly throughout the year. 
The CCG Governing Body meets in public 6 times a year. Each year the CCG 
annual report and annual accounts is presented in public and published on the CCG 
website.  
 
The Governing Body has a primary role in assurance, supported by the Audit 
Committee, Remuneration Committee, Quality and Safety Committee, Finance 
Committee and Patient Forum. The North Tyneside Primary Care Committee is a 
joint committee with NHS England and is a committee of the CCG Governing Body.  
 
The Clinical Executive is a committee of the CCG and has the lead role in the 
preparation and delivery of CCG strategies and plans, supported by a number of 
sub-committees. There are four locality groups in North Tyneside where member 
practices meet together to develop and implement local plans.  
 
The committees and the reporting relationships are shown in the schematic below: 
 
8.2. Corporate Objectives 
The CCG has agreed the following Corporate Objectives for 2016/17: 
 

2016/17 corporate objectives  
1. Commission high quality care for patients, that is safe, 

value for money and in line with the NHS Constitution 
2. Deliver the Financial Recovery Plan, leading to the 

achievement of the CCG’s statutory financial duties and 
future sustainability 

3. Work collaboratively with partners and stakeholders to 
develop health and social care fit for the future in North 
Tyneside  

4. Continue to develop North Tyneside CCG as a patient 
focused, clinically led commissioning organisation with a 
continuous learning culture 

 
 
8.3. Project Management Office 
A Project Management Office (PMO) was established in early 2015/16 and is now 
embedded into the normal working of the CCG.  The work of the PMO is overseen 
by the QIPP Programme Assurance Committee (QPAC), which reports to the Clinical 
Executive and provides reports to the Finance Committee.  
 
The PMO was established to provide structure to programme and project 
management and to support project leads to develop strong project plans capable of 
delivery of the targeted financial savings.  
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The PMO has put in place a project management policy and process and these are 
supported by standard operating procedures (SOPs) and appropriate templates. The 
PMO assures project plans before submission to the QPAC proving confidence that 
the plans are robust. In addition, the Transformation Team contributes to the 
development of project plans by guiding project leads to utilise a range of service 
improvement and project management tools, available through the Continuous 
Quality Improvement (CQI) toolkit. 
 
The QIPP Programme is tracked by the PMO and the results are reported regularly 
to the QPAC. This provides the control; transparency and accountability that the 
CCG needs to keep the QIPP Programme on track.  Where projects fall behind or 
planned savings slip the PMO escalates these to Directors for action. 
 
As part of its role in providing organisational grip on programme and project 
management, the PMO manages the QIPP project change control process. 
Application of this ensures that changes to projects are challenged and tested before 
being recommended to the QPAC for approval, e.g. changes to planned savings or 
early closure of projects.  The change control process ensures that project plans 
remain relevant and focused. 
 
The schematic below shows how the PMO operates. 
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This approach will ensure internal rigour in programme and project management, 
ensuring that staff can clearly articulate progress on these key projects at any point 
in time, as well as ensuring that detailed knowledge of individual projects is not 
invested in one person, thereby enabling continuity and supporting succession 
planning. 
 
As well as providing organisational grip on programme management it will also 
provide a ’house- keeping‘ opportunity to identify and terminate projects in those 
areas where corporate objectives are not met, and permit a focus on short and 
longer term financial recovery. 
 
 
8.3. Risk Management 
The CCG risk management policy sets out how we bring together the assessment, 
management and reporting of clinical, financial and corporate risks.  The policy is 
kept under regular review and was last updated in May 2015 and is next due for 
review in May 2017.  
 
The CCG Risk Assurance Framework is maintained, defining risks to achieving the 
CCG’s corporate objectives. Risks are assessed, controls and assurances are 
identified and then the residual risk is scored using the ‘consequence x likelihood’ 
matrix. In addition to each risk having a Director owner, the committee that is 
charged with overall delivery of the corporate objective closely monitors the 
identification and management of risks to achieving that objective. The CCG Risk 
Assurance Framework in full is regularly reviewed at meetings of the CCG 
Governing Body.” 
 
 
8.4. Public Sector Equality Duty  
The CCG is committed to equality of opportunity for all, regardless of race, gender, 
gender reassignment, religion or belief, sexual orientation, age, disability, maternity 
and pregnancy, marriage and civil partnership, and we will strive to uphold the 
human rights of all staff and service users in accordance with the Human Rights Act 
1998.  
 
Our aim is to uphold these aims and to close the gap in health inequalities. As a 
public sector organisation, we embed equality, diversity and human rights into all 
activities. NHS North Tyneside CCG complies with the Public Sector Equality Duty 
and the Equality Act 2010. We have demonstrated our commitment to taking 
Equality, Diversity and Human Rights into account in everything we do, whether that 
is commissioning services, employing people, developing policies, communicating, 
consulting or involving people in our work: 
 
Engagement and Partnership Working  
We work in partnership with local NHS Foundation Trusts and local 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 actively seek the 
views of patients, carers and the public through a wide variety of means. As the local 
commissioners of health services, we seek to ensure that the services that are 
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purchased on behalf of our local population reflect their needs and that our plans are 
informed by their views.   
 
Accessibility and Communications 
We ensure that our public buildings are accessible for people with a disability. 
Interpreter services are available when needed. Information for patients and the 
general public is available in other languages or formats such as large print or Braille 
and audio, on request.  
 
Equality Impact Assessment  
Our Equality Impact Assessment (EIA) Toolkit and Guidance which covers all 
equality groups offered protection under the Equality Act 2010 (Race, Disability, 
Gender, Age, Sexual Orientation, Religion/Belief, Marriage and Civil Partnership and 
Gender Re-assignment) in addition to Human Rights and Carers has been refreshed 
for 2016.  
 
Equality and Diversity training is a mandatory requirement for our staff. This includes 
online training assessments as well as face to face workshops as requested. Staff 
involved in the recruitment of new staff are required to undertake recruitment and 
selection training which includes awareness of equality and diversity legislation as it 
relates to the recruitment process.  
 
The Equality Delivery System 2 (EDS2) 
The EDS2 is a tool that has been designed by the NHS for the NHS to enable 
organisations to analyse their equality performance with the assistance of local 
stakeholders, prepare equality objectives and embed equality into mainstream 
commissioning activities. 
 
We have implemented the Equality Delivery System 2 (EDS2) framework and have 
been using the tool to support the mainstreaming of equalities into all our core 
business functions and performance for the community, patients, carers and staff. 
 
Our equality objectives for 2013/14/15 have been reviewed and updated, we have 
implemented the EDS2 tool to develop and publish our equality objectives for 
2016/17. 
 
Workforce Race Equality Standard (WRES) 
In accordance with the Public Sector Equality Duty, the NHS Equality and Diversity 
Council has agreed measures to ensure employees from black and ethnic minority 
(BME) backgrounds have equal access to career opportunities and receive fair 
treatment in the workplace.  One of these measures (alongside EDS2) is the 
Workforce Race Equality Standard (WRES) which asks NHS organisations to 
demonstrate progress against workforce equality by collecting and analysing their 
workforce data in relation to 9 specific indicators. The CCG continues to engage with 
NHS England to ensure compliance with the WRES. 
 
 
 
Equal Opportunities for staff 
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We can demonstrate fair and equitable recruitment, workforce engagement and 
employment terms and conditions to ensure levels of pay and related terms and 
conditions are fairly determined for all posts, with staff doing equal work, and work 
rated as of equal value, being entitled to equal pay. 
 
Two Tick Disability Symbol  
The CCG has successfully renewed its accreditation as a Two Tick Disability 
employer for 2016. The symbol, awarded by Jobcentre Plus, demonstrates our 
commitment to employ, retain and develop the abilities of disabled staff.  
 
 
This information is not exhaustive and there are key CCG documents which provide 
further information about our policies, objectives and actions.  All are provided as 
public documents and they include: 
 
NHS North Tyneside CCG Constitution  
http://northtynesideccg.nhs.uk/news-media/publications/constitution/  
 
NHS North Tyneside CCG Annual Report  
http://northtynesideccg.nhs.uk/news-media/publications/annual-report/  
 
NHS North Tyneside CCG Equality Strategy 2014 
http://northtynesideccg.nhs.uk/wp-content/uploads/2014/10/North-Tyneside-ED-
Strategy-Approved-23092014-Final.pdf  
 
North Tyneside Joint Strategic Needs Assessment   
http://www.northtyneside.gov.uk/browse-
display.shtml?p_ID=546621&p_subjectCategory=387 
  

http://northtynesideccg.nhs.uk/news-media/publications/constitution/
http://northtynesideccg.nhs.uk/news-media/publications/annual-report/
http://northtynesideccg.nhs.uk/wp-content/uploads/2014/10/North-Tyneside-ED-Strategy-Approved-23092014-Final.pdf
http://northtynesideccg.nhs.uk/wp-content/uploads/2014/10/North-Tyneside-ED-Strategy-Approved-23092014-Final.pdf
http://www.northtyneside.gov.uk/browse-display.shtml?p_ID=546621&p_subjectCategory=387
http://www.northtyneside.gov.uk/browse-display.shtml?p_ID=546621&p_subjectCategory=387


61 
 

 
Appendix 1 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

COMMISSIONING INTENTIONS 2016/17 



                        
 

Commissioning 
Priority area 

Initiative Summary  Impact – Outcomes and 
Financial contribution 

Strategic Theme - Keeping healthy, self care                                                                                                           
Care for older 
people  

Commitment to 
Carers  

The North Tyneside Commitment to Carers Plan will build on the 
success of the North Tyneside Adult Carers Strategy and the 
Young Carers Strategy.  
 
The Plan sets out how we intend to respond to the needs of all 
carers who regularly care for ill or disabled family members and 
friends. Key priorities include: 
 

• To improve the health and wellbeing of all carers living in 
North Tyneside, and support them to have a life outside 
caring. 

 
• To actively promote open, honest working in co-production 

with carers. 
 
Key actions for 16/17 include: 
 

• Undertake the NHS England’s self-assessment tools and 
identify areas for improvement. 

• Ensure the CCG is better at involving patients and carers, 
and empowering them to manage and make decisions 
about their own care and treatment and; 

• Raise the profile of carers.   
 
 
 

It is difficult to quantify the savings 
this investment would make.  
However recent figures from the 
University of Leeds for Carers UK 
estimate that, on average, every 
carer looking after an ill or disabled 
relative saves the NHS £15,260 
per year. 
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Commissioning 
Priority area 

Initiative Summary  Impact – Outcomes and 
Financial contribution 

Strategic Priority - Caring for people locally                                                                                                            
Care for older 
people 

Continuing 
healthcare  
(CHC) - quality 
and value 

A number of projects are in place in order to minimise costs whilst 
recognising demographic change.  These include: 
• CHC quality & value for money policy 
• NECS to be decommissioned as a service provider from 

01.04.2016 
• Transfer of case management, payment and support function 

to LA from 01.04.2016 
• Risk/gain share with the Local Authority 
• Proportionate fast track packages of care 
• Ensure all reviews up to date prioritising  high cost cases 
• Review of all shared care cases 
• Decommission excess block beds 
• Outlier providers consistent approach to quality and cost  
• Pooled budgets 
• Joint quality review in nursing homes 

 

The CHC service will be delivered 
within the allocated budget 
 

Care for Older 
People 

Dementia 
diagnosis 

The CCG will continue to work with practices to support early 
diagnosis of dementia, consistent recording, and provision of 
clinical education sessions. The CCG is currently exceeding the 
national target of 67%. 
 
Continue work with North Tyneside Local authority to develop a 
joint strategy for mental health services for older people.  
 
Review post diagnostic support services for people with dementia 
and commission new services according to the outcomes of the 
review 

Early diagnosis of dementia 
enables:  
• better access to support and 

care 
• early access to treatment/ 

medication 
• people to plan for their future 

while they still have capacity 
• access to support funding, e.g. 

carer’s allowance 
• better care of other medical 
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Commissioning 
Priority area 

Initiative Summary  Impact – Outcomes and 
Financial contribution 

conditions.   
 
 

Care for older 
people 

Development of 
a single model 
of care across 
North Tyneside 

Develop an options paper about how a single delivery model for 
mental health services for older people could be commissioned 
(as per the My Care My Way document recommendations) whilst 
ensuring excellent services and best patient outcomes.  
 
 
 

Standardise service outputs, 
waiting times and patient outcomes 
to ensure that all older people with 
mental health have timely and 
appropriate access to mental 
health provision.  

Care for older 
people 

Integrated care 
for older people 
– My care, My 
way 

Following an intensive period of mapping existing patient 
pathways, working with local providers, we have now agreed our 
vision for integrated care for older people called ‘My care, My 
way’.  The new patient pathway and business case has been 
approved in principle through the Integration Board.  
2016/17 will see the development of an overarching specification 
and implementation plan which will then form the basis for 
mobilisation of the new ways of working, for all providers.   
 

This initiative has been designed to 
reduce duplication of patient 
pathways across health and social 
care, thereby improving the patient 
experience and delivering 
efficiencies.  A cost saving of 
£112k is expected in 2015/16. 
 

High quality 
affordable health 
care 

Integrated 
rehabilitation 
pathway 

We will commission a Get Well, Stay Well integrated community 
rehabilitation service for tier 2 patients with respiratory disease 
(COPD) and Cardio Vascular Disease (CVD). 
 

Improved outcomes and quality of 
life for patients living with long term 
conditions, resulting in a reduction 
in emergency hospital admissions. 
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Commissioning 
Priority area 

Initiative Summary  Impact – Outcomes and 
Financial contribution 

The objective of this development is to improve value for money 
against the current investment for these specific condition areas, 
increase the organisational capacity of our current providers and 
improve outcomes and quality of life for patients living with these 
long term conditions by integrated pathways across health, social 
and community networks. 
 

 
 
 

High quality 
affordable health 
care 

Realignment of 
community 
services 

Improving how community services work for patients is critical to 
making healthcare in North Tyneside more effective and efficient. 
We recognize that Community services have the potential to 
provide more effective care closer to home for the patient. We 
recognise that community services have historically developed 
and grown without the opportunity to review and realign in light of 
other developments.   
 
We will review the Community contract to  assess impact and 
identify opportunities for realignment based on a number of other 
developments such as New Models of Care and RMS themes. 

Improved outcomes for patients 
with care delivered  closer to home 
Realignment of service provision in 
light of new service developments 
e.g. New models of care 
 
It is likely that efficiency savings 
will be identified.   

High quality 
affordable health 
care 

Community 
based mental 
health services 

We are continuing to work with Northumberland, Tyne and Wear 
NHS Foundation Trust (NTWFT) to implement new pathways for 
community mental health services in North Tyneside. This is in 
recognition that the majority of the Trust’s resources have been 
directed towards inpatient services, accessible to a minority of 
patients. From April 2016, a shift will take place from inpatient 
services to community based provision.  By April the Trust will 
have completed a programme of staff consultation and 
engagement around new roles, and a period of testing before the 
new community services are established.   
 
There will be a single point of access for all referrals, most non-

• Significantly improved quality of 
care for patients, with a 
recovery focus from day 1 

• Enhanced skills of the 
workforce with a doubling of 
patient facing time 

• Reduced reliance on inpatient 
beds and resulting cost savings 

• Improved ways of working and 
interfaces across providers, 
thereby minimising the risk of 
inappropriate admissions or a 
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urgent services will work from 8am to 8pm, with minimal waiting 
lists, treatment packages will be evidence based and staff will be 
trained to deliver a broader range of NICE recommended 
interventions. 
 
We have also agreed to invest in the following community based 
services for 2015/16: personality disorder, adult ADHD and 
autism services, all provided by NTWFT.  

“bouncing” around the 
healthcare system.  

 
 
 
 
 
 
 
 
 

High quality 
affordable Health 
Care 

Children & 
Adolescent 
Mental Health 
Services 

We will begin implementation of our North Tyneside Local 
CAMHS Transformation Programme in accordance with our Plan 
which was assured by NHS England. 
 
The purpose of the Transformation Plan is to support system 
wide improvements in children and young people’s mental health 
and emotional wellbeing services and empower local partners to 
work together to lead and manage change in line with the key 
principles of the Future in Mind publication. 
 
We have identified a number of projects which are key to delivery 
of the Transformation Plan these include developing closer links 
between the CAMHS service and schools, developing the Family 
Partner programme, implementation of CAMHS IAPT 
improvements to eating disorder services as well as a strategic 
shift from the old tiered model of provision to the THRIVE model 
of care.  
 
 

A number of outcomes have been 
identified in the transformation 
Plan which vary from project to 
project. 
 
The CCG was allocated a total of 
£447,000 to effect the North 
Tyneside Transformation Plan. 
This funding has been allocated to 
specific projects.  
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High quality 
affordable Health 
Care 

Better Care 
Fund 

We will continue to work with North Tyneside Council to review 
and develop the Better Care Fund Plan 2016/17 in line with the 
Policy Framework. 
 
The Better Care Fund creates a local single pooled budget 
promote closer working between North Tyneside CCG and North 
Tyneside Council, placing the wellbeing of the North Tyneside 
population at the centre of health and care services.  
 
We will ensure a focus is maintained on the national conditions 
and performance metrics. 
 

A revised Better Care Fund plan 
for 2016/17 with funding aligned in 
accordance with the minimum fund 
requirements. 

High quality 
affordable Health 
Care 

S117 S117 mental health aftercare is a joint responsibility between the 
CCG and the Council. 
 
Following a mapping exercise undertaken during 2015, the CCG 
is working with the Council to ensure timely case reviews of s117 
cases and presentation of cases to the s117 Aftercare panel. It is 
expected that reductions in funding for both statutory authorities 
will be achieved. 
 
The CCG is also working with the Council to review the toolkit 
which determines the funding split between the organisations for 
s117 mental health aftercare.  
 
 

Patients will receive a care 
package suitable to meet their 
needs and will have the care 
package reviewed at timely 
intervals to ensure their mental 
health aftercare needs continue to 
be appropriately met 
 
The CCG and Council can be more 
certain that they are meeting their 
responsibilities under the Mental 
Health Act  
 
Likely to result in reduced s117 
costs for CCG 

High quality S256 funded The CCG and Council will work together to review the pathways Commissioning services based on 



68 
 

Commissioning 
Priority area 

Initiative Summary  Impact – Outcomes and 
Financial contribution 

affordable Health 
Care 

Mental Health 
Services 

for residents in North Tyneside with mental health needs, 
specifically in relation to accommodation and related support.   
 
The Council currently holds contracts with a number of providers 
which are due to end on 31 August 2016. 
 
The Council will commission services and providers based on the 
outcomes of the pathway review work and subsequent 
engagement process.  
 
 

pathway review outcomes should 
result in residents who require 
support being able to access 
appropriate accommodation with a 
level and type of support care to 
enable them to be independent 
and remain out of hospital 
 
It is expected that efficiency 
savings will be generated from 
review of the pathways which will 
benefit both the CCG and Council 
 
  

High quality 
affordable Health 
Care 

Implementation 
of new mental 
health 
standards 

Two new mental health waiting time standards are being 
introduced from April 2016:  

- more than 50 percent of people experiencing a first 
episode of psychosis will commence treatment with a 
NICE approved care package within two weeks of referral;  

- 75 per cent of people with common mental health 
conditions referred to the Improved Access to 
Psychological Therapies (IAPT) programme will be related 
within six weeks of referral, with 95 percent treated within 
18 weeks. 

 
The CCG will work with its mental health providers to ensure that 
these standards are achieved and maintained in line with national 
requirements. 
 
 

People who require access and 
treatment for those identified 
mental health services should be 
able to do so within national 
timescales. 
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High quality 
affordable Health 
Care / Urgent Care 
 

Review liaison 
psychiatry 
services 
 

The working age adults liaison psychiatry is based at A&E at 
NSECH. The service provides assessments to divert entry into 
hospital, if medically appropriate to link in with and facilitate 
access into appropriate community pathways, thereby reducing 
avoidable admissions and re-attendance where possible.  The 
service was implemented in October 2014.  
 
The older people’s service provides timely assessment, effective 
intervention and appropriate input into the care of older people 
who present/are admitted and who have a mental health need. 
The service was fully implemented in February 2015. 
 
The CCG will work with the service providers to review the 
models of these services, evaluate the current pilot services and 
ensure that future commissioning arrangements and models of 
provision meet the needs of the population. This may include 
refinement/expansion of the existing schemes 
 

• Will meet national expectations 
for ED liaison psychiatry 

• Reduction of admissions 
• Reduction of length of inpatient 

stay 
• Reduction in mental health 

assessment waiting times 
• Will ensure model(s) of 

provision will meet patients 
needs and will be based on 
evaluation of the existing pilots 

• Parity of Esteem 
 
 

 

High quality 
affordable Health 
Care 

Review jointly 
funded mental 
health services 
 

Work with North Tyneside Council to review jointly funded 
services including: 
• Social Prescribing 
• Memory Support Services 
 
as well as providing input into Public Health procurement 
processes:  
• Drug & Alcohol Services  
 
 
Work with North Tyneside Council to provide input into Public 
Health commissioned  

Services commissioned will be 
suitable to meet needs and will 
lead to improved outcomes for 
patients with mental health needs, 
resulting in fewer hospital 
admissions 
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High quality 
affordable Health 
Care 

Medicines 
optimisation 

The CCG commissions a medicines optimisation commissioning 
team which aims to: 
• Ensure that the primary care prescribing budget (circa 

£36million) is deployed effectively, and that all possible 
efficiencies are achieved 

• Promote good quality prescribing and systems for repeat 
prescribing 

• Develop and promote safety and safer systems 
 
The CCG also commissions a medicines optimisation practice 
team of pharmacists and pharmacy technicians, which works in 
the GP practices and care homes to operationalise the plans 
designed by the medicines optimisation commissioning team 

 
 

Efficiencies of circa £900k  are 
planned to be delivered in 2016/17. 

High quality  
affordable health 
care  
 
 

New model of 
primary care 

We have agreed three key components for our new model of 
primary care: 
 
1. Coordination of care – to ensure patients actually receive the 
care they need whilst eliminating waste and duplication 
 
2. Standardised care - to drive consistency and high quality whilst 
leveraging systems to encourage clinicians to find the most cost 
effective solutions to patient needs  
 
3. Matching patient needs with the care model and clinical skills – 
patients with chronic diseases need a different kind of care to 
patients with injuries or simple episodic diseases and therefore 
the philosophy of directing patients into the right care model or 

Our new model brings improved 
outcome for both patients and the 
health economy by:  
• Patient centred care: the 

system comes to them 
• The patient tells their story 

once 
• Better, quicker, more consistent 

care across the whole system 
• Caring for patients at home and 

within the community  
• Reducing avoidable admissions 
• A more efficient productive 

health economy with less 
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delivery channel is applied to clinicians as well. 
 
 
 
 
 

duplication and waste 
• A joined up health economy. 
 
An initial pilot involving Whitley Bay 
practices will be operational from 
February 2016. 
 
Plans are currently being 
developed for the other three North 
Tyneside localities to go live with 
the model from September 2016. 
 
 
 

High Quality 
Affordable 
Healthcare 

Primary Care 
Co-
Commissioning 

In conjunction with the local GP Federation and NHS England 
develop a local general practice strategy to ensure sustainability 
in general practice in coming years. 
 
With an expected increase in local population in future years and 
a reduction in current trainee GPs the Strategy will look to 
address future capacity issues through a focus on workforce, 
estates, technology and a greater level of collaboration between 
practices. 
 

Improved sustainability and quality 
in General Practice. No financial 
savings are attributed to this 
project.  

Care for older 
people/Urgent care  
 

Enhanced care 
for long term 
conditions - 
diabetes 

Around 80% of diabetes care is provided through self 
management. The CCG invests in the diabetes resource centre 
based at North Tyneside General Hospital, and funds an 
enhanced service in primary care to support care planning, and 
shared decision making and goal setting.  In addition, there is 
evidence that significant numbers of people with diabetes are 

The aim will be to deliver high 
quality cost effective care, by 
shifting care outside of hospital.  
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receiving hospital care.  
 
Following an audit of the current services undertaken in 2015/16, 
we have identified ways that we will strengthen the pathway for 
people with diabetes.  
 
We will: 
• Develop a new specification for the Diabetic Resource Centre 
• Review access to podiatry services for people with diabetes 
• Review and commission appropriate structured education 

(both provision of and administration of structured education) 
for people with diabetes to ensure quick, timely access 

 
 
 

 

Care for older 
people/Urgent care  
 

Cancer 
survivorship 

Cancer is the principal cause of premature death (death under 75 
years) in North Tyneside.  
The cancer with the highest premature mortality rate is lung 
cancer; 86% of lung cancer being directly attributed to smoking.  
The cancers with the highest incidence and mortality rates in 
North Tyneside are prostate, breast, lung and bowel.  
Excess mortality from cancer is linked to later presentation to 
health care and the consequent delays in diagnosis.  
Efforts to promote early detection of cancer through improved 
uptake of screening are important.  
 
A North Tyneside Cancer Steering Group has been established 
to identify opportunities to better prevent, diagnose and treat 
cancer in order to provide best care services to the community.  
Key areas of priority: 

Improved use of tools that help 
predict risk of admission by 
practices (June 2015).  
 
Medium and long term measures 
will apply from June through 15/16 
and 16/17 on improved care 
planning. 
 
Savings of £150k are expected in 
2015/16 as a result of reducing 
avoidable admissions.  
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• Undertake a full needs assessment for the North Tyneside 
population to identify target groups where there is a 
significant proportion in the gap in life expectancy and 
establish support programmes and interventions such as 
patient education and health and wellbeing clinics.  

• Work with partners in care to develop survivorship 
pathways for lung, breast and bowel to with improved 
assessment of their needs and care planning to  support 
patients to care for themselves 

• Improve to uptake in national screening programmes. 
 

Care for older 
people/Urgent care  
 

Enhanced care 
for long term 
conditions – 
frequently 
admitted 
patients 

A small number of patients consume a disproportionately high 
level of resources and a high number of admissions is a reflection 
of unmet need and fragmented care.  The aim will be to identify 
the top cohort of frequent users and ensure that they are 
receiving appropriate support and being proactively managed 
through one of the existing non-elective admission reduction 
programmes, thereby reducing inappropriate admissions.  
  
The key actions are as follows: 
• Investigate the diagnoses of the top 38 patients admitted 9 or 

more times to hospital from Apr-Feb 2015  
• Work with commissioning leads, GP practices and service 

providers to a) manage patients through existing 
commissioned programmes/activities where appropriate b) 
identify any service gaps are in place to address these cases, 
c) develop service improvement proposals, d) agree 
implementation plan, e) evaluate progress and impact on 
monthly basis, and f) expand initiative to further cohort of 
patients if proven to be effective.  

Better clinical management and 
patient centred approach to 
support patients in managing their 
condition, thereby reducing the 
need for emergency admissions. 
 
A forecast saving of £135k is 
anticipated in 2015/16 and would 
need o be reviewed for 2016/17 
 
However, some staffing investment 
may be required where there are 
gaps in existing services - to be 
identified as part of the process.  
 



74 
 

Commissioning 
Priority area 

Initiative Summary  Impact – Outcomes and 
Financial contribution 

 
 

Commissioning 
Priority area 

Initiative Summary  Impact – Outcomes and 
Financial Contribution 

Strategic Priority - Hospital when it’s appropriate                                                                                                  
Urgent care New model of 

urgent care 
The CCG’s Urgent and Emergency Care Strategy 2014 – 2019 
sets out a commitment to commission a new urgent care service 
for North Tyneside from 2017/18. The CCG developed and 
consulted on a number of future scenarios for urgent care during 
2015/16. During the 2016/17 the CCG will need to develop a 
detailed business case and specification for the new service, 
prepare to decommission existing urgent care services and 
procure the new comprehensive service that will commence 
from 1st April 2017. 
 
Phase one – Early engagement (Jan-Apr 2015) 
Two improvement workshops were held in January 2015 to 
address self care and meeting the needs of patients out of 
hospital when patients have a perceived or actual urgent primary 
care problem. These were informed by feedback from 109 
patients and involved public and patients from the CCG’s Patient 
Forum.  Subsequently, Healthwatch North Tyneside has 
undertaken semi-structured interviews of 44 women with 
children aged under 4 to gather views about urgent care 
services, published in March 2015. 
 
Phase two – Listening and engaging (May-Sept 2015) 
An issues/listening document will be published to explain the 

By designing an urgent care model 
that better meets the needs of 
patients and the public outside of 
hospital, it is anticipated that this 
will enable a more cost-effective 
service to be delivered.  The new 
model will be implemented from 
2017/18 onwards.  
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challenges North Tyneside has around urgent care; it asks a 
series of questions commissioners would like to explore.  This is 
the start of the case for change that will be developed over the 
coming months. 
 
A wide range of engagement activity will take place.  The 
feedback will be analysed and a report published, with a 
dedicated feedback event to ensure it is shared with all 
stakeholders and public. 
 
Phase three - Scenarios for change (Oct-Mar 2016) 
Following consideration of the views expressed in phase two, it 
is anticipated that firm scenarios for change will be developed 
and incorporated into a formal public consultation process to 
between October and January, with the feedback and 
implications for future services considered by March 2016.   
 
 
 
 

Urgent care 
  
 

Alternatives to 
hospital care 

The CCG will develop an enhanced Directory of Service profile 
for community pharmacies in North Tyneside. This will increase 
the number of NHS 111 referrals to community pharmacy 
services and reduce the volume of minor ailments activity being 
directed to urgent care centres, GP practices and GP Out of 
Hours services.  
 
 
  
 

By encouraging the use of urgent 
care services outside of hospital, 
the aim will be to reduce 
attendances at A&E and urgent 
care centres. It is highly unlikely 
that this will result in significant 
financial savings but should help 
ease capacity pressures in other 
areas of primary care. 
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Urgent care Optimise 
ambulatory care 

Following introduction of the ambulatory care scheme at 
Northumbria Healthcare NHS FT (NHCFT) in April 2012, there 
has been significant and sustained growth, and in 2014/15 a 
significant  increase in non-elective admissions.   
 
Ambulatory care admission avoidance will continue to be a 
priority, supported by a specification of appropriate pathways 
and a review of the tariff structure to ensure value for money. 
 

• Reduction in non-elective 
admissions  

• Improved patient experience 
• More cost effective services 

 

High quality 
affordable health 
care 

Primary care 
quality and 
productivity 
schemes 

The Referral management Scheme will continue in 2016/17 to 
review GP referrals made in 14 specialties aiming to reduce 
variation in referral practice within primary care, resulting in 
more effective management of referrals within primary care and 
savings from a reduced us eof hospital services. 
 
Practices will be supported by the Primary Care quality and 
productivity programme where practice facilitators will work with 
individual practices to support improved understanding of activity 
trends support the production of improvement plans, and help 
facilitate implementation of improvement actions to help reduce 
variation.  

• Reduction in variation at 
practice and locality level in 
elective activity. 

• Reduction in elective activity 
• Reduction in spend on elective 

activity 
• Improved quality of care in 

primary care 
 
The savings opportunity for North 
Tyneside relating to these four 
schemes is estimated to be £XX. 
 

High quality  
affordable health 
care 

Procedures of 
limited clinical 
value 

Continued implementation of the North East wide value based 
commissioning policy that details a number of procedures and 
the criteria under which they will be funded. This policy is 

Savings in the region of over 
£248k are expected for 2015/16, 
which are included within the 
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currently being refreshed and the scope is likely to increase. 
 
We have agreed a two stage reform programme which is 
underway: 
• Stage one – focuses on primary care and aims to reduce the 

flow of patients into hospital for procedures which are 
considered of low clinical value and contained in the Value 
Based Commissioning Policy 

• Stage two – a process within secondary care to ensure only 
procedures that have an IFR approval are undertaken by 
provider organisations 

 
 

overall primary care schemes 
above. 
 

High quality  
affordable health 
care 
 
 

MSK review 
 

The current clinical model for North Tyneside could be 
significantly improved as the current pathway is fragmented and 
confusing for both patients and referrers, and patients often 
“bounce” around the system.  NHS North Tyneside CCG’s 
population is a significant outlier in terms of volumes of patients 
being referred for consultant opinion within secondary 
care.  Patients are operated on more often and at an earlier 
stage than elsewhere. 
 
Developing an integrated pathway is the nationally and locally 
recognised change that will result in positive outcomes for 
patient experience, quality and cost. 
 
The CCG has decided to commission an integrated 
community musculoskeletal service, bringing together 
primary care physiotherapy and IMATTs within one 
provider.  This will be carried out during 2016/17. 

Less fragmentation 
 
Reduced activity and spend 
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High quality  
affordable health 
care 
 

Specialised 
Services 

A transfer of responsibility for some services which were 
previously commissioned at a North-East level by the 
specialised commissioning team in NHS England is expected to 
take place during 2016/17.  
 
A number of actions will take place to determine the future 
commissioning of these services: 
• Confirm which services are involved 
• Confirm allocation adjustments for those services involved 
• Undertake any required contract variations 
• Undertake pathways impact assessment and work with 

providers to vary pathways as appropriate and agreed. 
 

More locally commissioned 
pathways and, potentially, 
services. 
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Report to:  Governing Body Meeting 
Date:  24 May 2016 Agenda item:  10.2 

Title of report:  Development and submission of the Sustainability and 
Transformation Plan 
Author:  John Wicks, Interim Chief Operating Officer, North Tyneside CCG 

Purpose of the report and action required: To bring members up to date on the 
development of the Sustainability and Transformation Plan.  Members are invited to 
comment on the attached draft STP and to note the content of this report. 
 
Executive Summary 
 
Every health and care system is required to develop a 5-year local blueprint -
Sustainability and Transformation Plan (STP) - for accelerating its implementation 
of the national strategy set out in the 5-Year Forward View. 
 
STPs have to address the ‘triple aim’ of: 
 

a) Closing the health and well-being gap 
b) Closing the care and quality gap and 
c) Closing the  finance and efficiency gap 

 
The local STP planning footprint is Northumberland, Tyne and Wear covering a 
population of 1.5 million. 
 
The STP is further supported by three Local Health Economy footprints: 

• Northumberland and North Tyneside 
• Newcastle and Gateshead 
• South Tyneside and Sunderland 

 
Each of these LHE footprints will have its own local governance arrangements. 
 
A draft submission of the STP has been shared with NHS England and NHS 
Improvement. A final version will be completed by the end of June 2016. 
 
A slide-pack setting out the key components of the draft STP is attached for 
information. 
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Governance and Compliance   
 
1. Links to corporate objectives  
 

2016/17 corporate objectives  Item links to 
objectives √ 

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

√ 

2. Deliver the Financial Recovery Plan, leading to the 
achievement of the CCG’s statutory financial duties and 
future sustainability 

√ 

3. Work collaboratively with partners and stakeholders to 
develop health and social care fit for the future in North 
Tyneside  

√ 

4. Continue to develop North Tyneside CCG as a patient 
focused, clinically led commissioning organisation with a 
continuous learning culture 

√ 

 
2. Consultation and engagement 

Planning guidance encourages an open, engaging and iterative process for 
developing the STP. Individual proposals within the STP may require 
consultation. 
 

3. Resource implications 
There are resource implications in securing the expertise necessary to develop 
the STP. For North Tyneside CCG, support has been provided by North of 
England Commissioning Support and ‘Ward to Board Consulting’ who have 
been commissioned to support the Northumberland and North Tyneside 
component of the plan (CCG contribution £27k). 

  
4. Risks 

Risks will be identified and mitigated as part of the implementation of specific 
STP proposals when complete. 

 
5. Equality assessment 

All proposals are quality and impact assessed. None identified to date. 
 

6. Environment and sustainability assessment  
There are no environmental or sustainability issues arising from this report.  
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1. Purpose of the Report 
To bring members up to date on the development of the Sustainability and 
Transformation Plan. .  Members are invited to comment on the attached draft STP 
and to note the content of this report. 

 
2. Background 

NHS Planning Guidance for 2016/17, Delivering the Forward View, set out a 
requirement for every health and care system to develop a local blueprint for 
accelerating its implementation of the Forward View. Covering the period 2016 – 
20121, these ‘Sustainability and Transformation Plans’ (STPs) would be place-based 
ie plans to serve a defined population as opposed to plans by individual 
organisations. 
 
STPs have to address the ‘triple aim’ of: 
 

a) Closing the health and well-being gap 
b) Closing the care and quality gap and 
c) Closing the  finance and efficiency gap 

 
STPs are also the application and approval process for access to future 
transformation funding worth £2.1 billion in 2016/17 and rising to £3.4 billion in 
2020/21. The Sustainability and Transformation Fund will help fund provider deficits, 
support the delivery of the NHS Five Year Forward View, and enable new investment 
for critical priorities such as primary care, mental health and cancer services. 
 
The local STP planning footprint is Northumberland, Tyne and Wear covering a 
population of 1.5 million. 
 
3. Governance 

The development and delivery of the STP is overseen by an STP System Leadership 
Board, chaired by Mark Adams, Chief Officer of Newcastle and Gateshead CCG. 
The Board has representation from each CCG, NHS Provider and Local Authority In 
Northumberland, Tyne and Wear as well as NHS England and Public Health 
England. 
 
The STP is further supported by three Local Health Economy footprints: 

• Northumberland and North Tyneside 
• Newcastle and Gateshead 
• South Tyneside and Sunderland 

 
Each of these LHE footprints will have its own local governance arrangements. 
 
4. STP Content 

The attached slide-pack illustrates the current content of the draft STP. 
 
5. Recommendation 

Members are asked to note the process for developing the STP and to comment on 
the current draft content. 



Northumberland Tyne and Wear STP footprint 

Name of footprint and no: Northumberland Tyne and Wear 
Region: Cumbria and the North East 
Nominated lead of the footprint including organisation/function: Mark Adams, Chief Officer, NHS Newcastle 
Gateshead CCG 
Contact details (email and phone): Mark.Adams11@nhs.net, 0191 2172672 
 
The Northumberland Tyne and Wear STP footprint is a new  
collaboration covering a total population of 1.5 million residents  
across three Local Health Economies (LHEs): 
• Newcastle Gateshead 
• North Tyneside and Northumberland 
• South Tyneside and Sunderland 
Organisations delivering Health and Social Care 
within the STP footprint are detailed on the map. 
 

NTW STP short return - revised 
11th May 2016 

Map produced Apr'16 by NECS Information Services Boundaries from ONS 
Settlements from OSM Used under licence 

The NTW footprint has broadly 
similar age and sex demographic 
characteristics with the biggest 
variances occurring in Newcastle  
and Gateshead which has a 
larger 20-34 year old population 
and Northumberland which has a 
larger 50-84 year old population.  
Large numbers of students bring 
the age population down in  
Newcastle, with increased 
number of people retiring to 
Northumberland having the 
opposite effect. 

1 
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Key initial areas of transformation 
Newcastle Gateshead LHE 

 
1. Acute Hospital collaboration across 

clinical pathways 
2. Out of hospital collaboration 

• Re design of intermediate care 
system 

• Mobilisation and transformation of 
community services 

• Extended Primary care 
3. Prevention and wellbeing 

 
Actions 
• Explore and test clinical models across 

acute providers and develop 
implementation proposals 

• Analyse current intermediate care system 
capacity and capability and develop 
business proposals  

• Mobilisation and  transformation of 
community services  

• Continue to implement the General 
Practice Strategy ensuring alignment with 
community model of care 

• Develop community led approaches to 
health and well being 
 
 

Timeframe for delivery  
• April 2017  

 
 

 

North Tyneside Northumberland LHE 
 

1. Development of the ACS / ACO models 
2. Interaction of new  model with partners 

across the STP footprint 
3. Financial stability of the LHE footprint 

 
 

 
 
 
 
Actions 
• Strategic commissioning functions to be 

agreed  
• Financial modelling and due diligence 
• Capitated budget and transition 

arrangement 
• Schemes of delegation - proportionality 
• New vehicle construct – procurement 

options 
• Business case submission and ongoing 

engagement 
 
 
 
 
 
 
Timeframe for delivery  
• April 2017  
 

South Tyneside Sunderland LHE 
 

1. Reconfiguration of services across the 
two acute providers 

2. Ensuring this fits with currently 
developing out of hospital model of 
care  

3. Health and wellbeing and prevention 
 
 
 
 
Actions 
• Review “in hospital” clinical schemes 
• Learn from developing out of hospital 

models across the LHE (MSCP 
Vanguard and Pioneer) 

• Deliver general practice strategies 
• Reduce primary care variation 
• Deliver Digital Roadmap 
• Right Care / Map of Medicine/ Health 

Pathways 
 
 
 
 
 
 
 
Timeframe for delivery  
• In hospital reconfiguration Jul 2016 – Jul 

2017  
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Section 1: Leadership, governance & engagement 
 

The NTW STP footprint is a new construct which will enable us to plan and work together across organisational boundaries  
and a larger geography, in order to maximise opportunities  for closing the three gaps in each LHE.  Our approach and our 
plan will build upon positive partnership work within each LHE. 
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Section 2a: Improving the health of people in our area 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

The gaps 1. Higher incidence of children living in poverty  (under 16s) –  NTW STP average  of 22.3% against the England 
average of 18.6% 

2. High prevalence of risk factors and potentially preventable illness – for example, average 68.3% of adults in the NTW 
STP footprint area classified as obese or overweight compared to an England average of 64.6% and with over 30% of our 
10 and 11 year olds having excess weight ( overweight and obese) 

3. Excess premature mortality from Cancer, Cardiovascular and Respiratory disease – -3% to 35% variance against 
the England average for potential years of life lost across the NTW STP footprint  

4. A growing elderly  population with age associated frailty and increasing ethnic diversity – 8.4% of the NTW 
population is over the age of 75 years compared to the England average of 7.8% 

Our aim We will improve the physical and mental health of people across the life course and reduce inequity by prioritising 
positive development from early childhood, embedding health improvement interventions in all contacts, and enabling 
healthier behaviours through individual support and engineering environments that positively promote health, 
wellbeing and independence.  We will adopt asset-based and community centred approaches that give more control to 
the citizen.  These approaches will increase individual and community resilience, support the prevention of ill health 
through earlier diagnosis, intervention and improved self management of illnesses.  

Our 
collective 
response  

We will: 
• Build upon the priorities within each of our Health and Well Being Strategies and use existing approaches and new powers 

to reduce  prevalence of smoking (Fresh NE),  obesity and the impact of alcohol (Balance) and drug misuse and to 
develop person centred community led approaches that support people to live well and make positive lifestyle 
choices 

• Work collaboratively to  ensure a radical upgrade in our approach to prevention, focusing not only on physical factors 
and emotional wellbeing but also on the wider determinants of health.  

• Focus on our out of hospital  care system with intermediate care as an early priority in order to increase individual 
independence and resilience and to alleviate service pressure  

• Collaborate across the system to ensure the best start in life for children e.g. use of Baby Clear as our approach to 
reduce incidence of maternity smoking 

• Enhance people’s ability to self-care to increase their independence, self-esteem, and improve outcomes, using the 
opportunities facilitated through personalisation to reduce their requirement for specialist intervention  

• Roll out Making Every Contact Count (MECC) across the public and third sector workforce locally and support the NHS 
England Healthy Workplace initiative  

• Work with Strategic Clinical Networks and  Health Education North East to look at good practice, achieve waiting 
times and scale up our response to prevention, early intervention and access to diagnostics in priority areas.  

• Align STP and NECA Health and Social Care Commission priorities to ensure we are able to respond collectively to 
deliver prevention at pace and scale  
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Section 2a: Improving the health of people in our area 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

LHE 
specific 
actions 

Newcastle Gateshead  LHE 
 

• Enhance approach to secondary 
preventative lifestyle support 
extending access by 2020 to a 
minimum of 20,000 people per year 

• Develop opportunity for people to 
access social prescribing using 
learning from ‘Ways to Wellness’ and 
other local initiatives 

• Work with Northumbria University to 
embed outcomes from the Health 
Champions and Care Navigator 
pilots 

• Embed an asset based approach 
through our ‘Connected People 
Connected Communities 
programme’ 

• Work with Northumbria University 
design school using a proof of 
concept methodology to develop 
community led approaches to 
health and well being 

• Continue to influence environmental 
and housing development proposals 
and decisions to support primary 
prevention  and positive well being 

• Design our approach to positive health 
and well being for children and young 
people ‘Enhancing Minds, 
Improving Lives and Amazing Start’ 

• Focused tobacco quits and harm 
reduction in vulnerable populations 

 

North Tyneside Northumberland LHE 
 

• Provision of integrated health and 
social care prevention and early 
intervention service for children, young 
people aged 0-19 years and their 
families 

• Development of community health and 
wellbeing hubs promoting a range of 
healthy lifestyles advice and services 

• Specific programmes of support for 
alcohol, tobacco control and healthy 
weight  

• Focus on mental health wellbeing and 
resilience for children and adults 

• Continued development of Healthy 
Place workstream utilising Local Plan 
and policy development to influence 
planning 

• Utilise current and new alcohol 
licensing powers to reduce alcohol 
related harm 

South Tyneside Sunderland LHE 
 

• Further development of integrated 
wellbeing programmes  support for 
alcohol, tobacco control and healthy 
weight underpinned by emotional 
wellbeing 

• Build on the community led 
approaches to health and wellbeing 

• Continued support to the better 
health at work award  

• Pioneer a ‘better u work’ in South 
Tyneside 

• Continued focus on prevention of 
CVD Cancer and respiratory 
conditions  

• Ensuring that prevention and 
integrated wellness services are 
part of local health and care 
pathways 
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Section 2a: Improving the health of people in our area 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

Impact Improved outcomes and reduced inequalities for our population in all of the following: 
Lifestyle  
• reduced rise in overweight and obesity in adults and children  
• reduced prevalence of diabetes   
• extensive lifestyle management of e.g. hypertension, mental health, peripheral vascular disease in place of medical treatments  
• increased per capita active travel 
• reduction in excess alcohol consumption  
• tobacco rates in adults, pregnant women and vulnerable groups will be at or lower than the national average by 2025, with 

narrowed gaps by 2020 
 
Cancer / Cardiovascular disease / Respiratory disease (esp. COPD):  
• accelerated fall in deaths to outpace national rates,  
• significantly reduced burden of disease,  
• significantly reduced use of health and social care services 
 
Mental Health  
• transformed service landscape 
• reduced unwanted social isolation  
• improved parity of esteem 
• improved measures of population wellbeing, safety, ownership and satisfaction 
• reduced prescribing for lower level depression and anxiety 
 
Musculoskeletal disorders  
• accelerated reduction in fracture rates for older people;  
• more people supported through a bio psycho social model with reduced drug reliance 
 
Wider determinants of health 
• Improved employment opportunities 
• Sustainable communities 
• Healthy workforce 

 
Through achievement of the above  we aim to deliver the anticipated 11% (£71m) prevention and early intervention efficiency  
gains as outlined on slide 13 

Major 
challenges 

• Investing in prevention and early intervention across the life course whilst demand for services continues to rise. 
• Achieving sufficient progress to release adequate savings.  
• Delivering a sufficient degree of cultural change to support necessary progress 
• Impact of investment in prevention isn't realised within life span of 5 year strategy  
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Section 2b: improving care and quality of services 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

The gaps 1. Unwarranted Variation – Cancer, Mental Health, Learning Disabilities, Maternity Services, Dementia Care, MSK, 
Urgent and Emergency Care, Provision of Specialised Services 

2.    Variation in quality, safety and experience of people using health and care services 
3.    Increasing demand for hospital and bed based services 
4.    Clinically sustainable services whilst maintaining high levels of care and quality 
5.    Capacity and resilience of Primary Care 
6.    Infrastructure and workforce required to deliver fully integrated  health and care services outside of hospital 
7.    Availability of seven day services 

Our aim Working together as health and care systems will allow us to build upon transformation and sustainability plans 
underway in each LHE, to shape services based on need and opportunity and to reduce organisational silos and 
barriers to ensure we are well placed to deliver personalised and high quality care.   

Our 
collective 
response 

Explore and develop alternative service models that improve productivity and reduce the demand burden 
We will:  
Integrate Health and Social Care provision 
• Maximise the opportunities within each LHE to integrate Health and Social Care - aligning with the emerging NECA 

Health and Social Care Commission, National Network and Health and Wellbeing priorities. 
Transform  General Practice across the STP 
• Develop and implement general practice strategies to ensure a vibrant and sustainable sector including clustering 

and workforce development 
Redesigning urgent and emergency care through the North East UECN Vanguard 
• Implementation of a leading edge approach to configuring urgent care services in line with the national blueprint 
Improving access to high quality care 
• Working collaboratively across the system to support all our providers to achieve CQC rating of good or outstanding 

by 2020  
• Continue to make best use of the Regional Value Based Commissioning process (IFRs) 
Transforming care for people with learning disabilities 
• As an early adopter the North East and Cumbria Learning Disability Transformation plan aims to reduce reliance 

on inpatient admissions, developing community support approaches whilst promoting prevention and early intervention. 
Transforming mental health services 
• Complete the transformation and reconfiguration of mental health inpatient and community services across the 

STP 
Develop optimum health pathways and reduce variation 
• Using analytical and modelling tools such as Right Care to help identify the further opportunities for more efficient 

service delivery 
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Section 2b: improving care and quality of services 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Our 
collective 
response 

Ensure new  models of care improve experience and quality 
• Implement approaches to hospital collaboration within the LHE areas 
• Work with people and partners across health and social care, voluntary sector, housing, education and 

employment to develop place based solutions 
• Optimise productivity and efficiency of in-hospital treatment across physical and mental health 
• Formalise learning and sharing of best practice from new models of care programmes including the 7 

Vanguards and Pioneer sites  
• Harness research and innovation working with AHSN to address the challenges we are facing – combining 

regional innovation and learning  
• Work in partnership with Specialised Commissioning to develop whole system, pathway led approaches 

to provision and commissioning of services 
• We will adopt best practice from current and planned programmes of work operating at various levels 

including: 
 

• LHE – Stroke, Trauma & Injuries, Mental Health Transformation Programmes. 
• Regional – Mental Health, Local Digital Care (LDR plan), Learning Disabilities Transformation Plan,          

North East Urgent Care Network. 
• National – Maternity Taskforce, Cancer Task force, Dementia Strategy and Diabetes Prevention 

Programme. 
 

Enablers 
• Develop recruitment, retention and redesign workforce strategies in collaboration with HENE that ensure 

healthy and capable individuals and teams. 
• Design and implement technology to assist communication and information sharing, to manage access 

and demand and to support self-care e.g. interoperability, MIG 
• Deliver estate solutions that enable collaboration and integration of ‘out of hospital’ teams e.g. ‘One public 

estate’ 
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Section 2b: Improving care and quality of services 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

LHE 
specific 
actions 

Newcastle Gateshead  
LHE 

 
Acute hospital collaboration 
across clinical pathways 
• Vascular 
• ENT 
• Pathology 
• Diagnostics 
• Hyper-acute stroke 
• MSK 
• Children’s services 

 
Out of hospital collaboration 
across health and social care 
• Re design of intermediate 

care system 
• Mobilisation and 

transformation of community 
services 

• Extended Primary care 
 

Prevention and wellbeing 
• Use proof of concept 

methodology to develop 
community led approaches to 
health and well being 

 
Mental health transformation 
• Deciding Together  

North Tyneside 
Northumberland LHE 

 
• Acute reconfiguration 

complete 
• Accountable care system 

/organisations across both 
CCGs 

• Urgent care reconfiguration in 
line with vanguard 

• Strengthening Primary Care 
access and capacity 

• Development of community 
model – reducing reliance on 
beds 

South Tyneside Sunderland 
LHE 

 
• One clinical model of acute 

care 
 

• Standardisation of care in 
primary care 

• Integrated community 
services 

• Mental health reconfiguration 
largely complete 
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Section 2b: Improving care and quality of services 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Impact Improved care, quality and experience for our population in all of the following: 
 
• Reduce over reliance on bed based services and enable people with physical and mental health 

needs to remain well and independent for longer 
• Populations care needs will be more appropriately met through redesign of emergency and 

urgent care services and increased capacity and capability in primary care  
• Work as a system across all provider sectors to improve quality, safety and experience for our 

population  
• Improve health outcomes and quality of life experiences for people with learning disabilities 
• Deliver the NHS Constitution standards 

 
 

Through achievement of the above  we aim to deliver the anticipated 53%  (£343m) in provider 
efficiency and productivity gains as outlined on slide 13 

 
 

The 
challenges 

• Consolidation and alignment of emerging new models of care 
• Workforce availability and transferability from hospital to out of hospital care settings.  
• GP and practice nurse age profile in NTW has caused disequilibrium in supply and demand which 

may not be addressed sufficiently through national recruitment targets 
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Section 2c: Improving productivity and closing the local financial gap 

The following financial calculations based on national modelling tools and assumptions (e.g. Right Care, Anytown,  Carter 
review and intelligence from strategic service change including active cost management, increased productivity through 
workforce change, asset management, reducing clinical variation and the standardisation of pathways) have highlighted 
potential areas of opportunity for closing the financial gap. Further detailed analysis and modelling is underway to test these 
assumptions locally  and to identify priority areas of action which are clinically robust and allow us to drive up quality as 
well as improve financial efficiency across each LHE and  NTW as a whole whilst delivering sustainable services for our 
patients and public. 
 
System efficiency and finance challenges: 
• If we ‘do nothing’ we will incur a £650 million gap across health by 2020, representing 23% of total NHS allocation.  
• £650 million represents  40% of the total North East and Cumbria £1.7 billion financial gap by 2021* 
• Work to date with Local Authorities indicates our joint health and social care financial gap could be as high as £960 million 
• Joint working continues to refine these figures including with providers to confirm details of provider/commissioning gaps 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
* NHS England Planning guidance 24/11/2016 
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Section 2c: Improving productivity and closing the local financial gap  
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Our 
collective 
response 

Building upon existing analysis we will continue to: 
 
Develop robust financial models 
• Qualify assumptions underpinning the productivity and financial gap analysis through national STP 

financial modelling (Deloitte) 
• Understand point of greatest impact to drive out inefficiencies and harness opportunities identified 

through Right Care, Anytown, Carter and New Care Models 
• Work with partners (including Metrodynamics and Deloitte) to develop proposals that ensure value and 

financial sustainability 
• Capitation financial modelling with PWC 
• Detail investment required to support closing of health and wellbeing and care and quality gaps 

 
Develop ‘best practice’ that maximises efficiencies and productivity  
• Work to ensure delivery of opportunities arising from provider collaboration to improve quality, 

safety, efficiency and productivity (e.g. care pathways redesign, back office sharing) 
 
Support prevention, early intervention and wellbeing to reduce hospital demand 
• Share learning from each LHE on current approaches to develop community resilience, enhanced 

social intervention and prevention models 
• Implement out of hospital models that provide wrap around care, promote independence and reduce 

need for acute intervention 
• Identify actual impact of implemented programmes of work to understand opportunity for rapid roll out 

across the STP footprint as appropriate 
• Identify and act upon opportunities to systemise our approach to prevent avoidable disease e.g. STP 

footprint approach to smoking cessation and Cancer prevention 
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Section 2c: Improving productivity and closing the local financial gap 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Impact Closing the gap and sustainability – based on national assumptions 
• 53% (£343m) provider efficiency and productivity gains through allocative efficiencies including 

Carter  
• 17% (£110m) efficiency from pathway service innovation and reducing variation (Right Care) 
• 19% (£123m) efficiency from strategic service change (new models of care) 
• 11% (£71m) from the impact of prevention and early intervention strategies (Anytown) 
 

Challenges • Ensuring we have system wide grip and action within each LHE and collectively across the  
STP  where it is appropriate to close the financial gaps  

• Managing inherent risks in the various financial modelling assumptions and understand how we 
can  qualify best practice and isolate cause and effect  

• Managing the time lag between cause and effect as we shift from management of illness to 
prevention and early intervention 

• Pump priming requirements to develop new models of care 
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Section 3: Emerging priorities 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

We have begun to quantify the size of the challenge and qualify the change requirements and opportunities. It is expected 
that the STP leadership will ensure delivery of our collective actions and work with LHE leaders to align local plans to 
support delivery of our outcome ambitions.  
 
Priority areas where we expect to focus our collective STP effort include: 
 

1. Development of Collaborative Care Systems  to ensure the delivery of  sustainable health and care in each of the 
three LHE areas 

2. Alignment with NECA Health and Social Care Commission proposals -  to improve population health through 
Prevention and Early Intervention programmes and scaling existing approaches that are working 

3. Implementation of Needs  and Assets Based Out of Hospital Models  – that support individuals  and community 
resilience helping to reduce the need for health and social care support and acute intervention. Exploring 
opportunities for alignment of models where appropriate to maximise opportunity to improve outcomes for people 
across the STP (focus on out of hospital and intermediate care is an immediate priority) 

4. Development and implementation of Primary Care / General Practice sustainability strategies – to ensure Primary 
Care is able to actively contribute to  the out of hospital model 

5. Continue to identify opportunities for Acute Collaboration – to improve quality, safety and experience for people 
and  productivity and efficiency across  the system 
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Section 3: Emerging priorities 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Collectively we will focus on the key enablers to support our emerging priorities: 
 
• Workforce - Develop an STP workforce  strategy that promotes recruitment, retention, role development and the health 

and wellbeing of staff building upon good practice  within the NHS and Local Authorities including Making Every Contact 
Count  (MECC) 

 
• Technology - Implement the Great North Care Record  to facilitate sharing of patient level clinical information and 

enable seamless pathways of care that reduce unnecessary reassessment and admission. Develop Local Digital 
Roadmaps  to support delivery of ‘Personalised Health and Care 2020’  

 
• Involvement  and engagement - Align LHE and STP actions and best  practice approaches to engagement and 

involvement with a specific focus on: 
• Embedding the 6 principles of engagement and involvement  (5YFV)  
• Fulfilling statutory responsibility in areas such as PHB in order to realise value and achieve person centred 

commissioning 
• Building health partnerships and collaborative  care programmes to support  carers, volunteers, social 

movements and social action. 
• Build on the  community led approaches  to support community resilience  
 

• System Architecture 
• Explore new payment systems, incentive and contracting mechanisms  and  role of personal budgets to 

support the personalisation agenda 
• Delivering positive outcomes through best use  of ‘one public estate’ 
• Move towards collaborative planning 
• Develop system leadership 
• Working outside of traditional health and social care boundaries 
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Report to:  Governing Body  
Date:  24 May 2016 Agenda item:  10.3 
Title of report:  Better Care Fund 2015/16 & 2016/17 
Sponsor:  John Wicks, Interim Chief Operating Officer 
Author:  John Wicks & Lisa Dodd, Head of Commissioning 
Purpose of the report and action required:  This report provides an updated 
position on the Better Care Fund 2016/17.  The Governing Body is asked to endorse 
the proposals to be included within the final version of the Better Care Fund 2016/17. 
 
Full report  
 
1. Background / introduction /context 
 
1.1 Better Care Fund 2015/16 final position 
 

A number of metrics were set nationally for use by all Better Care Funds in 
England.  These were: 

• Number of emergency hospital admissions 
• Number of delayed transfers of care 
• Effectiveness of reablement 
• Number of permanent admissions to residential care 

 
The BCF target for emergency admissions was for a 3.5% reduction.  In North 
Tyneside this was achieved, the actual reduction being 3.8% 
 
For delayed transfers of care, in North Tyneside we aimed for there to be no 
more than 3,201 days of delay.  This was achieved, with an actual level of 
3,042. 
 
The ‘effectiveness of reablement’ measures the percentage of people who 
were discharged from hospital to reablement, who remain out of hospital 91 
days after discharge.  The baseline measure in 2013/14 was 91.3% compared 
to an England average of 82.1%.  North Tyneside has the best performance in 
the Northern Region in 2014/15 and the BCF plan aimed to improve 
performance further to 94%.  However it proved difficult to achieve an 
improvement from the already high level and the outcome for 2015 at 92.6% 
fell short of the target. 
 
With regard to permanent admissions to residential care, final figures are 
being calculated however indications are that the target will not be achieved.  
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1.2  Better Care Fund 2016/17 
 
This report provides an updated position on the development of the Better Care 
Fund 2016/17.  Negotiations in relation to levels of funding with the Local 
Authority were concluded at the beginning of April 2016. 
 
To support the CCG financial recovery plan agreement was reached that a 
reduction in funding to the Local Authority of £1,083,000 would be applied 
against the 2015/16 contribution. The table below outlines the service areas 
which would be impacted upon in 2016/17: 
 
Table 1: Proposed savings 2016/17 

  
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 

In 2015/16 the CCG contribution to Local Authority schemes within the Better 
Care Fund was £10.660m.  In 2016/17 this contribution on a like for like 
comparison has reduced to £9.577m.  

 
 
2. Work undertaken to date 

NHS England publishes annually a minimum fund requirement for each Better 
Care Fund Health and Wellbeing area. In 2016/17 the minimum fund for North 
Tyneside is £16.572m (£15.265 plus disabled facilities grant).  Within the 
minimum fund the CCG and Local Authority are required to meet the following 
new national requirement:  
 
‘agreement to invest in NHS commissioned out of hospital services which 
may include a wide range of services including social care’ 

 
 To achieve the minimum fund work has been ongoing by the BCF partnership 

to identify those services already commissioned which meet the national 
conditions for the Better Care Fund.  Table 2 provides a breakdown of the 

Service Funding in 
2015/16 

Proposed 
funding 16/17 

Proposed saving 

7-day Social Work £163,000 £63,000 £100,000 

Community 
Navigators 

£34,000 £0 £34,000 

Half-Way Home 
beds 

£60,000 £0 £60,000 

Improved Home 
Care service 

£68,000 £0 £68,000 

Increased use of 
tele-care 

£171,000 £100,000 £71,000 

Protection for social 
care additional 
monies 

£2,000,000 1,250,000 £750,000 

Total   £1,083,000 
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individual schemes and total funding allocation which has been proposed to 
meet the national minimum fund requirements.  

 
 2.1 Services included in 2016/17 and rationale 
 
 The development of the Better Care Fund plan 2016/17 is a natural progression 

from the 2015/16 plan with a key focus on integration.  A number of key 
services will continue as per the 2015/16 agreement and these include a 
number of schemes commissioned by the Local Authority.   Schemes which are 
strengthened within the 2016/17 plan include: 

 
Intermediate care:  the most significant changes to the Better Care Fund for 
2016/17 is the inclusion of all intermediate care bed based provision.  It was 
suggested by the partnership that the inclusion of intermediate care would 
support a move towards integration and would provide the platform and 
momentum for system transformation within this area.  The total cost of the 
intermediate care bed based service less £250k which has been identified 
within the financial recovery plan has been included. 
 
Proactive care and avoiding admissions:  this now includes the full cost of 
the emergency care practitioner service and the avoiding admissions team 
(Northumbria Healthcare NHS Foundation Trust community service).  It was 
agreed that these services contribute to the non elective admissions reduction 
target and therefore work should be undertaken to understand the full impact of 
these teams alongside teams within the Local Authority who also focus on 
reducing non elective admissions. 
 
End of Life Care: this includes the full cost of the RAPID service and the end 
of life LES with General Practice. 
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Table 2: proposed schemes and associated costs 
 

FUNDED 

2015/16 
Social 
Care                   

£'000s 

2015/16 
Health 
Care                                   

£'000s 

2015/16 
Total 

Budget 
£'000s 

  2016/17 
Social 
Care                   

£'000s 

2016/17 
Health 
Care                                   

£'000s 

2016/17 
Total 

Budget 
£'000s 

               

                

Protection of Social Care 4,726   4,726   4,726   4,726 

                

Joint Equipment Loan Stores (JELS) 494   494   494   494 

Intermediate Care - Cedars 544   544   544   544 

                

Protection for social care additional monies 2,000   2,000   1,250   1,250 

Carers Breaks/ Support * 120   120     120 120 

Reablement Funding 1,300   1,300   1,300   1,300 

Care Act Implementation 597   597   597   597 

Seven day social work 162   162   63   63 

Immediate response and overnight home care 384   384   384   384 

Increased use of telecare 171   171   100   100 

Community navigators and support network 34   34   0   0 

"Time to think" beds (Halfway to home) 60   60   0   0 

Improved home care service 68   68   0   0 

                

Proactive care and avoiding admissions   341 341     723 723 

End of life care   306 306     314 314 

Falls (community contract and acute contract)   194 194     0 0 
Increased hours of the Elderly Assessment Unit and Admissions 
Avoidance Service   71 71     0 0 

Liaision Psychiatry   212 212     212 212 

Principle Community Mental Health Pathways   449 449     0 0 

Intermediate care     0     4,639 4,639 

              0 

TOTAL BCF FUNDING 10,660 1,573 12,233   9,458 6,008 15,466 

Contribution from North Tyneside Local Authority               

Disabled Facilities Grant  790   790   1,307   1,307 

Social Care Capital 574   574       0 

                

TOTAL LA FUNDING 1,364 0 1,364   1,307 0 1,307 

                

Performance Fund   3,000 3,000       0 

                

TOTAL BCF BEFORE PAY FOR PERFORMANCE - CONTRIBUTIONS 
OF BOTH CCG AND LA 

12,024 4,573 16,597   10,765 6,008 16,773 

 
* Treatment of Carers Breaks / Support to be finalised in S256 agreement re. allocation to Local Authority or Health 
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3. Implementation plan/next steps 
 

A paper outlining the key principles and headlines was presented to the Health 
and Wellbeing Board on the 28th April 2016. 
 
The draft Better Care Fund narrative which describes the plan in detail was 
submitted to NHS England on 3rd May 2016. 

 
4. Recommendations  
 

The Governing Body is asked to endorse the proposed schemes for investment 
through the Better Care Fund. 
 

Appendices and further information 
  
5. Appendices  
 

N/A 
 

6. Further information relevant to the report 
 

N/A 
 

 
 
 
 
Report author: John Wicks, Interim Chief Operating Officer & Lisa Dodd, Head 

of Commissioning 
Report date:  17 May 2016 
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Report to:  Governing Body 
Date:  24 May 2016 Agenda item:  10.4 

Title of report:  North Tyneside Tripartite Primary Care Strategy 
Sponsor:  Dr Martin Wright, Medical Director 
Author: James Martin, Commissioning and Performance Manager 
Purpose of the report and action required:  This report is for decision.  Members 
are asked to review and ratify the North Tyneside Primary Care Strategy. 
Executive summary:   
 
An increasing local population, with increasing age, and prevalence of complex 
illness, alongside a number of workforce issues with general practice give a clear 
case for change 
North Tyneside CCG, Newcastle and North Tyneside LMC and Tynehealth Ltd have 
collaborated to produce a strategy to take general practice forward in North Tyneside 
to meet these challenges.  
 
The strategy focuses on four key areas 

• Redesigning Access to Primary Care 
• Extended Primary Care Teams 
• Integrating Specialist Support 
• Prevention and Self-management 

  
 
The Clinical Executive has reviewed this strategy and recommends it to Governing 
Body. Please note the strategy document has also been reviewed by the North 
Tyneside Primary Care Committee. 
 
 
Recommendation:  
Governing Body members are asked to review and ratify the North Tyneside Primary 
Care Strategy 
 
 
 
 

 

Governance and Compliance   
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1. Links to corporate objectives  
 

2016/17 corporate objectives  Item links to 
objectives √ 

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

√ 

2. Deliver the Financial Recovery Plan, leading to the 
achievement of the CCG’s statutory financial duties and 
future sustainability 

√ 

3. Work collaboratively with partners and stakeholders to 
develop health and social care fit for the future in North 
Tyneside  

√ 

4. Continue to develop North Tyneside CCG as a patient 
focused, clinically led commissioning organisation with a 
continuous learning culture 

√ 

 
2. Consultation and engagement 

The strategy has been produced in collaboration with Newcastle and North 
Tyneside LMC and Tynehealth Ltd and has been shared with member 
practices, ACO partners, NHS England, Primary Care Committee members, 
and Public Health colleagues for comment. 

 
3. Resource implications 

The resource implications to support the delivery of the strategy will need to be 
worked into the implementation plan.  

  
4. Risks 

There are real risks to the sustainability of general practice from increasing 
demand and reducing capacity. This strategy looks to address this risk and 
build a more resilient primary care.  

 
5. Equality assessment 

An equality assessment for the strategy still needs to be completed 
 
6. Environment and sustainability assessment  
 There are no environmental or sustainability issues arising from this report.   
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Summary 
Our NHS faces challenges on multiple fronts.  An ageing population with all of the diseases of old 
age; a population with bad dietary habits and of inactivity; unprecedented increases in mental 
illness, all of which threaten to overwhelm the NHS. 

In 2014, Simon Stevens delivered a blueprint for new Models of Care in the form of the Five Year 
Forward View[1].  This proposes a number of future models, with a certain amount of crossover.  
The most efficient, the best for patients, and the most cost-effective solutions centre around the 
registered list[2], with patient care coordinated and managed by a GP practice and the wrap-around 
of other services managed to ensure no gaps and a minimum of expensive duplication.  

At a time when we all need to use or resources productively to find solutions, it is indicative that this 
document has been produced in a collaboration between TyneHealth GP Federation, Newcastle & 
North Tyneside LMC and North Tyneside CCG. 

This clinician led collaborative type of model forms the basis of a transformational Primary Care 
Strategy for North Tyneside that is effective and sustainable. 

 

1. Redesigning Access to Primary Care  

The NHS model, where patients are registered with a GP-led family practice, has delivered 
outstanding outcomes within budgets[3] that are the envy of governments throughout the 
developed world[4, 5]. 

It is the most cost-effective way to manage Long-Term Conditions, especially when combined with 
the other partners as defined below[6, 7].  But same-day appointments and urgent care may be best 
delivered from local ‘hubs’, and proactive interventions may need a different approach entirely. 

 We propose a GP led clinical team with a mix of skills and disciplines utilising new technologies to 
manage patients who need same day appointments, notionally available 8am-8pm 7 days per week. 
This is not about all practices opening their doors 8am-8pm 7 days per week but organising on a 
useful level and sharing responsibility.  Clusters of practices will work in ‘virtual hubs’, small enough 
to be personal and close to the patient but a large enough population to work efficiently for all.  This 
would link with urgent care services so that scarce resources can be used in the most flexible way. 

We believe that redesigning access in this way will both improve access to same day appointments 
in primary care as well as freeing up sufficient GP time to properly support those patients with more 
complex needs.  

2. Extended Primary Care Team (EPCT) 

More, and more complex care has moved out of hospitals and into primary care.  With recruitment 
crises, the heroic GP can no longer cope with the sheer volumes – approximately 1.3million patient 
contacts per year in North Tyneside alone. The EPCT will enrich the team with a range of healthcare 
professionals of complementary disciplines, working together to deliver the best care for each 
patient, and free up GP time to do the things that only GPs can do – diagnosing the complex patient 
safely in the community.  

3. Integrating Specialist Support 

Many patients have multiple co-morbidities, and specialists need to bring their skills into the 
community, closer to patients, to support the primary care team to deliver whole-person healthcare.  
These specialists can continue to be employed by the hospital or any other provider, and provide 
mobile clinics and transfer of knowledge to healthcare professionals in the community. 
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This is about joining up the care provided by professionals who support the same people. This will be 
achieved by shifting the care resources to manage the health and care needs of patients to the most 
appropriate location. 

4. Prevention and self-management 

The only way to sustain financial balance is to put ownership back with the patient.  We will support 
people to manage their own health, linking them with social support systems in their community 
and identifying when a non-clinical intervention will produce the best experience and outcomes for 
patients. 

New ways of working 
Defaulting to how things have always been done, to resist change that will benefit patients because 
it may cause uncertainty and challenge, is not an option.  There is an undeniable case for change 
driven by changes in demographics, medical complexity and patient expectation and stretching of 
roles up to the limit of their license.  We have to find new and better ways, and implement the ideas 
that we have.  Outcomes, and the routes to them, are sometimes uncertain, but using iterative ways 
of improvement can help develop the best solutions for all. 

Co-ordinated safely shared electronic records are no longer simply a desire, but an essential part of 
running services properly today.  Other effective technological developments e.g. tele-health can 
make new care delivery a reality. 

Commissioning will need to be done differently too, with new ways of developing, delivering, 
contracting and monitoring services.  We need to remove barriers to delivering the right care in the 
right place by the right people. 

The Approach 
This new model should be approached as a significant change management project, with sufficient 
priority, time and resource to be successful. This will consider:  

Communication – with the public, representatives of the public, patients, and healthcare 
professionals 

Collaboration – engaging all organisations in the North Tyneside Healthcare Economy, utilising an 
‘employer-agnostic’ model to ensure the best staff are available to deliver services without changing 
their employment arrangements, unless it makes sense to.   

Implementing - and ensuring engagement is often more difficult than planning and designing. For 
many professional reasons (especially clinical risk) people do not like change; but change designed 
and implemented by engaged front line staff can achieve what is perceived as impossible.  Without 
engagement, without identifying leaders and developing a project Implementation programme, we 
might have a plan for a new model of care but it will not work, nor will it realise the benefits that we 
all hope for.  Working groups need to represent the whole system including patients.  

Management Resource – this change needs to be planned, it needs to be implemented, and the 
changes need to be communicated and supported.  This takes time and energy, and needs to be 
resourced. 
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The Finances 
The CCG has a large financial deficit that has to be addressed. A model of the future working of the 
healthcare system needs to address this and of course it has to be recognised that a new model has 
to be financially sustainable and works within its cost envelope and that resources may need to be 
re-deployed as work shifts around the system. 

GPs already deliver an outstanding workload, day after day, year after year, and can do so because 
they have the option to remain with a national contract for core primary care services and this is the 
preferred option in this model. This maintains patient lists, continuity of care and local access to 
practices as we have now. 

Out with core primary care services, the extended services as outlined in this model could be 
contracted in a number of ways. 

Increasing urgent care activity (A&E and walk-in services) has undoubtedly had an effect on 
resources across the system.  Inconvenient services and constrained access to proactive and planned 
care typically results in greater use of urgent care, and at national tariff prices, urgent care is much 
more expensive than planned care.  So when we want to make a difference to finances, we need to 
pay attention to patient experience first, because patients vote with their feet and the finances 
follow the patient. 
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Background 
The NHS is considered the best health service in the world[8], in terms of outcomes and cost-
effectiveness [4].   

GP practice and primary care is the jewel in the crown of the NHS[2].  Studies show that it is the 
family physician, determining which services can most effectively put patients back on the road to 
health and providing most of this care, that keeps costs low and quality high [3].  General Practice, 
with 7% of the NHS budget, sees 75% of the patient contacts; acute care, with 70% of the NHS 
budget, sees only 10%.   

North Tyneside CCG seeks to achieve financial balance – there is a widespread acknowledgement 
that this happens if services are based around GP practices [3], which is why this document 
describes how to bring care closer to patients, to design care around patients, and to align pathways 
where patients have multiple co-morbidities. 

The NHS is facing some of the greatest challenges in a generation. As across the country generally, 
the population in North Tyneside is ageing, more people have long-term conditions, and resources 
are not keeping pace with demand. Morale amongst frontline clinical staff is an issue and this is 
leading to problems with recruitment and retention in many areas.  

To respond to these challenges a new approach to the health and social care of our population is 
needed. Simon Steven’s Five Year Forward View is a blue print for these changes and suggests a 
number of models of care. The name of the model is not important and does not reflect the 
crossover between all suggested models so this document concentrates on what the model will look 
like. 

This change must be clinically led and patient centred. It must have the support of the local GPs, the 
Council of Practices and the senior managers in Clinical Commissioning Groups. Critically, this must 
see us working far more closely with the Local Authority and the Voluntary Sector.  

There are many positive and great things about the NHS but it has become overly bureaucratic, with 
organisational barriers, and too much focus on process measures rather than outcomes. The current 
system - funded by activity, assessed by process measures and segmented into organisational silos - 
creates inefficiencies, perverse incentives and is one of the reasons that change can often become 
difficult.  

An innovative model of care across North Tyneside is needed which both reflects the needs of local 
communities and the challenges of the future. It is now well recognised that practices of the future 
will look very different from those both GPs and patients have become used to and this will require 
new ways of working[1, 2, 9, 10]. In North Tyneside GPs are already working as part of a larger 
structure, TyneHealth Ltd., which will enable more collaborative work with other parts of the health 
system and potentially under different contracting arrangements. 

Many GPs are adamant that they wish to continue as independent contractors, and that must be 
respected.  However, there are some who are reflecting on different options, such as a preference to 
working as a sessional GP and do not envisage seeking a partnership in the future. 

All in all, North Tyneside GPs must be at the heart of any new way of working, driving these changes 
through for the benefit of patients. The LMC poses a test that any new model adheres to the core 
principles of general practice which both patients and GPs value. 

The core strengths of general practice should be built upon, in particular: 

• The connection with a local community which enables GPs to be strong advocates for their 
patients 
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• General Practice at the heart of a stable care system - one that is attractive to doctors 
considering a career in general practice  

• The involvement of community and secondary care clinicians in an integrated collaborative 
way of working 

•  A model of working that enables innovation, adaptive and efficient working 
• Having a strong GP Federation, which can work as an advocate for primary care with other 

health and social care providers in North Tyneside to integrate care 
• The GP Federation can support their member practices to manage workload and provide 

services by sharing proven practice, functions, support staff and services.  It is well placed to 
help integrate existing community services and nursing based teams with general practice. 
Crucially it could facilitate the movement of members of extended practice teams, or even 
employ them, alternating between different practices within the federation during any given 
week, patients will be able to get the services they need at their nearest practice.   

A collaborative model 
General practices in North Tyneside can work collaboratively within a wider structure of local 
healthcare provision along the lines suggested in the Five Year Forward View and GP Forward View.  

At its core, this model is about retaining the GP voice and local accountability within North 
Tyneside. Practices work together and in collaboration with other parts of the health system, with 
the vast majority of general practice work continuing, as now, to take place at practice level and be 
delivered by practice teams. 

Importantly North Tyneside patients would still identify with practices as being "theirs", based in the 
local community. 

All local health and social care services continue to be under severe pressure. Demand for services is 
rising and is expected to continue to rise. Increasing numbers of people need help with multiple 
complex health problems, and this group is expected to account for at least half of all GP 
appointments by 2025. But the workforce of clinicians and other care professionals, and the money 
available to meet this demand, are limited.  

Rising demand places pressure on staff, on services and on public finances. General practices across 
North Tyneside are reporting an increasing pressure from high levels of GP and staff vacancies, and 
from a rising workload caused by more patients with long-term conditions.  

The registered list, based in General Practice, will remain the foundation of NHS care in North 
Tyneside. Most local people report high levels of satisfaction with the NHS, however, many people 
also remain dissatisfied with access to appointments, and want to see more integrated health and 
social care services with fewer ‘hand-offs’ between agencies and between professional groups. Too 
many patients are admitted to hospital or long term care, or have extended stays in hospital, when 
their needs could have been met in the community.  

The way care is organised currently means that there are artificial barriers between GPs, community 
services and hospitals, between physical and mental health, and between health and social care. The 
organisations within North Tyneside have recognised this and are developing a more collaborative 
way of working through an ‘Accountable Care Organisation (ACO)’ or Integrated Care model in North 
Tyneside. It’s important that as this model develops it recognises the value of clinically led decision 
making and the need for primary care to change in the way described in this strategy.  
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Balanced Scorecard 
The NHS is huge, the second largest department in UK government and the employer of over 
1million people across UK.  In North Tyneside, it affects the lives of everyone, providing a maternity 
(pre-birth) to bereavement counselling (post grave) service, and is a major employer.   

Some of the components of this model include the workforce, sustainability, estates, resilience - the 
impact can best be described in a balanced scorecard (along with some aspirations illustrated below) 
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Clinical Outcomes 

Proactive interventions 

Earlier diagnosis and treatment 

Better prognoses from treatment 

Better population health 

Improved mental health 

Reduced suicides/ substance misuse 

Improved ability to work 

Patient Experience 

Care closer to home 

Access to services 

Named team and wrap-around care 

Care coordination via registered list 

One-and-done 

Reduced pain/ reduced time with pain 

Earlier diagnosis and treatment 

Years in the life and Life in the Years 
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Financial Balance 

Earlier treatment => less costly treatment 

Most appropriate setting, most appropriate professional 
(Right Time, Right Place, Right Skill) 

More planned and proactive, less emergency 

A healthy population = less NHS cost 

Coordinated care across services, Health & Social Care, 
Public/ Private/ Voluntary 

Named team/ registered list coordinates 

Workforce 

Succession planning, structured training, 
most appropriate skill 

Empowered and supported 

Motivated and enthusiastic 

Employer-agnostic (stability of 
employment) 

Reduced Recruitment/ Retention costs 

Reduced sickness-absence costs 

Health Need 
Similarly, it’s worth understanding the patient base. 

North Tyneside’s health is described in the JSNA[11].  It’s a local government and CCG area of 
contrasts, with 21.3% of the population amongst the most deprived in England and other areas far 
from deprived: 
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Types of Need 
People access health and care in three different ways, depending on their personal circumstances at 
the time, although in a given period an individual may make use of all three: 

• Planned care:- this includes routine appointments to manage a known condition without 
complications, routine support and planned treatment of acute and chronic conditions 
including elective operations and specialist care 

• Unplanned and emergency care:- where the person is in crisis, whether physical health, 
mental health, accident or however caused 

• Proactive activities to improve health and minimize illness and the costs associated with 
illness 

Of these, unplanned and emergency care is generally the most expensive, and the same in-hospital 
treatment for a specified intervention is typically 50% more expensive on an emergency tariff as the 
equivalent elective tariff. 
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Cost-Effective Innovative Health Care 
One size does not fit all – patients are not widgets and different services need to be developed to 
support different needs. 

Therefore North Tyneside needs a mixed healthcare provision with solutions to meet the varying 
needs of patients highlighted in the Joint Strategic Needs Assessment[11]. 

Fundamental to the delivery of cost-effective health care is to improve the proactive and planned 
care of patients, treating patients early and avoiding emergency and unscheduled need, which 
results in worse clinical outcomes for patients who could have been treated earlier, a worse 
experience, higher costs, and frustrated staff.  Proactive and planned care, and ensuring that 
patients don’t slip through the cracks between services (principle 5 of the NHS constitution[8]) 
depends on registration of the whole population and the coordination of their screening, 
information and care by the GP practice. 

PROPOSAL 1: Redesigning Access to Primary Care 

Routine Care 

The NHS model, where patients are registered with a GP-led family practice, has delivered 
outstanding outcomes within budgets that are the envy of governments throughout the developed 
world, is proven to be the best[3, 4]. 

GP practices provide care and support from cradle to grave. However, it is recognized that many 
people are in employment 9-5 Mon-Fri, and that many GP practices fill up the vast majority of their 
daily appointments with routine care, reducing availability for walk-in and urgent care.  If patients 
want urgent access, they often go direct to A&E, which incurs an additional cost and strains the 
overall resource pool. 

 
GP practices are the ideal place for routine appointments – managing long-term conditions, check-
ups and queries: everything that isn’t urgent. The patient wants to meet with someone they know 
and trust (so much of healthcare is about the patient’s confidence and the clinician’s confident 
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manner), in a predictable and planned manner.  GP practices are the heart of many communities.  
With the right backup and support from their Federation, and by working together all sizes of GP 
practice can deliver the highest standards in the best way, whilst still preserving the autonomy of the 
partners and the financial viability of the unit.  

Urgent and Same-Day appointments 

The provision of extended hours and same-day appointments will require a different approach.  
Apart from anything else, it is not cost-effective to have urgent care services available, in effect, on 
every street corner. 

GP practices can work together to oraganise into virtual or substantial hubs, still close to patients 
and maintaining clear links with their practices, without patients becoming anonymous. By 
permitting direct access to the patient’s full clinical record there will be no less continuity of care for 
people who use the service.  

These hubs gain the benefits of scale – by covering a much larger population (30,000 – 50,000 
patient population is often quoted) they can better predict the volumes of appointments required. 
Although a reliance on hi-tech investigation is not desired and principles of General Practice should 
be valued, they can include more extensive diagnostics where that makes sense.  

 
The Urgent care and extended hours hubs could also act as an overflow facility for GP practices, 
with appropriately supported local clinicians giving telephone advice and triage to local patients.  
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The patient’s own clinical record must be available to share electronically to ensure high quality 
care is convenient to access for those patients who require it.  Other forms of tele-medicine need to 
be embraced. 

This combination of routine care and urgent hubs managed by Primary Care will manage a significant 
number of the patient contacts within the NHS in the most effective way. Hubs should operate to a 
common core specification, but the precise design and range of services available through these 
hubs will vary by locality according to facilities and population need.  

For instance, in some locations, a hub may operate during traditional working hours, to provide 
more local access to the service, and then allow more central services to function in the evenings 
and at weekends.  Hours of opening are likely therefore to cover at least 8.00 to 18.30 and 
potentially to 20.00 and weekends.  Providing urgent care at scale provides the ability to increase 
capacity when needed, such as during winter pressures.  

Triage is essential to make sure patients get the right care at the right place by the right practitioner.  
This needs to include appropriate face-to-face, telephone, and email consultations. Walk-in should 
be managed carefully, to avoid the efficiencies in this new model being overwhelmed by its own 
success, opening up access inappropriately to ever more patients.   

An appropriate level of skill mix is essential, including for example, GP, nurse practitioners, 
pharmacy, and reception. Senior clinicians need to be in oversight to manage risk and ensure 
appropriate alternative designations to reduce inappropriate redirection and admission. 

Patients will still need trauma centres for broken bones and head injuries, and hospital admissions in 
emergency situations, but the vast bulk of care will be delivered at a reduced cost, in the 
community, at the convenience of the population, and therefore probably earlier in the progression 
of disease when it is lower cost to treat. 

Urgent 

• Hubs in each 
locality (4-6 in 
total) 

Routine 

• GP practice 
• EPCT 

Specialist 

• GP practice & 
hubs 

• O/P 
• Day Case 
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What this means for the balanced scorecard (why is this better for patients?) 
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T Clinical Outcomes 

Using core patient record 

Treating the whole person – not just the disease 

Patient Experience 

Easier, more appropriate access to routine and 
urgent care in a primary care setting 

More time for routine GP appointments 
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Financial Balance 

Most appropriate setting, most appropriate 
professional (Right Time, Right Place, Right Skill) 

More planned and proactive 

Less pressure on emergency services and A+E 

Workforce 

Empowered and supported 

Motivated and enthusiastic 

 

Project Initiation and Workstreams 

Communication and design 

• Agreement will need to be reached with practices on the footprints and the locations of the 
hubs and the hours they cover. This needs to include a review of the estate and IT 
implications of providing services in this way, utilising the funding available through the 
Primary Care Transformation Fund (PCTF) or similar, to facilitate changes where needed.   

• Patients and the public have to be consulted and informed to ensure the new facilities are 
used, with more appropriate use of other Urgent Care facilities 

• The starting point for localities redesigning access to Primary Care should be an analysis of 
the current access issues across all of their practices. Ensure all practices are involved and 
represented in this analysis, to building a collective understanding and consensus of the 
locality’s access issues and priorities.  This may start with analysis of patient surveys and 
other data but, with the consent and co-operation of practices, will need to include more 
objective and sophisticated analysis of activity so planning is on a firm footing.  Companies 
such as Doctor First (as used by Northumberland CCG) and GP Access are experienced in this 
task.  It will need to be resourced. 

Workforce 

• The hubs will be staffed by an extended primary care team, including member GPs, practice 
staff willing to rotate into this environment, and potentially community teams where 
available.  This will require planning and managing, and plans should be developed for a 
future workforce. 

Management Resource 

• Resource needs to be allocated for managing and delivering this model.  For example, 
Gateshead Community Based Care (CBC), the GP Federation in Gateshead already provides a 
similar tiered access solution: North Tyneside could work with them, where shared learning 
and management resource might be available. 
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Collaboration and co-ordination 

• The benefits will be delivered if other NHS and social care partners agree to this and 
communicate to patients and the public that they should use this facility for all suitable 
urgent care needs 

• By working with other organisations, both other providers in North Tyneside and other GP 
federations in the North East we will be able to deliver quickly and learn lessons effectively 

• This needs to be co-ordinated with the wider urgent care strategy and consultation.  

• Work will also be needed with NHS 111 and out of hours services to explore how we can 
interface these arrangements to deliver seamless arrangements around the clock.  

PROPOSAL 2: Extended Primary Care Team (EPCT) 
More, and more complex care has moved out of hospitals and into primary care. There are 
approximately 1.3million patient contacts per year in GP practices in North Tyneside alone.  With 
this change, the range of knowledge needed has expanded, and the GP can no longer cope with the 
sheer volume and range of activity currently undertaken in general practice. Enriching the team with 
a range of healthcare professionals of complementary disciplines, working together to deliver the 
best care for each patient, can free up GP time to do the things that only GPs can do – diagnosing 
the complex patient safely in the community.  

The EPCT needs to operate as a single team: 

• It may operate at the level of a large practice, a group of smaller practices, locality or GP 
Federation level. 

• It can provide clinics and specific services within a each that enables them to build up a 
relationship with the patient and the primary care team 

• Members may be employed by hospital trust or third party and contracted in to the primary 
care team or Federation where appropriate 

• It will create more satisfying roles for clinicians - making North Tyneside a more attractive 
place to work  

• It is likely to increase the proportion of people living independently, with better health, 
better outcomes and a better life experience (more life in the years)  

• It is likely to reduce emergency admissions and reduce the length of time people spend in 
hospital.   
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Examples: 

New Models of Care – the North Tyneside Care Plus model 

North Tyneside Care Plus (NTCP) an extended practice provides an intensive wrap around service 
for frail patients, those patients most likely to end up in emergency and unplanned care, to improve 
their health and support in the community and so improve their quality of life and reduce the 
demands on emergency and unscheduled care. 

The service has started as a pilot in Whitley Bay locality, with an investment in the service of £352k 
in the first year. It is calculated that each patient currently has an average cost of healthcare per year 
around £20,000, therefore the service is expected to deliver a creditable return on investment, 
combined with the substantial and measurable improvement in clinical outcomes, patient 
experience, and staff satisfaction (because we all want to do a good job).  

NTCP pilot involves stratifying frail patients and consenting them into the wrap around team: 
community nursing including Community Matrons, pharmacy, in conjunction with geriatrician 
consultants at Northumbria Healthcare Trust.  In this pilot the service is sub-contracted to cover 
general practice care. Age UK are an important innovation, providing needs assessment and support, 
and with management of social health.  

Detailed care planning and co-ordination, rapid management and active discharge together help 
patients and carers have more confidence that there are alternatives to hospital. To facilitate the 
teams being co-located, the Whitley Bay pilot is based in North Tyneside General Hospital. 
Deployment in other localities or communities are likely to learn from the lessons of the Whitley Bay 
pilot whilst taking into account the individual requirements of their communities.  

Aligning community nursing to clusters of practices 

It would be beneficial to look to identify the community nursing teams already aligned to 
communities throughout North Tyneside, and build stronger relationships between these teams and 
the practices in the same community.  This will improve handovers between teams, improve 
communication and so reduce the time spent in MDTs, and improve the confidence of clinicians and 
therefore the confidence and patient experience.  Cost of this change is minimal if any, and it leads 
to greater staff satisfaction, which is likely to reduce recruitment and retention costs.  

What this means for the balanced scorecard (why is this better for patients?) 
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Clinical Outcomes 

Better prognoses from treatment 

Reduced suicides/ substance misuse 

Improved ability to work 

More realistic expectations of best care and where it is 
delivered 

Patient Experience 

Care closer to home 

Access to services 

Named team and wrap-around care 

Care coordination via registered list 

One-and-done 

Reduced pain/ reduced time with 
pain 

Better EOL outcomes for patients 
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Financial Balance 

Coordinated care across services, Health & Social Care, Public/ 
Private/ Voluntary 

Named team/ registered list coordinates 

Fewer unnecessary admissions and readmissions 

Workforce 

Empowered and supported 

Motivated and enthusiastic 

Employer-agnostic (stability of 
employment) 

Reduced Recruitment/ Retention 
costs 

Reduced sickness-absence costs 

Project Initiation and Workstreams 

Communication and Design  

• There won’t be a “one size fits all”.  Different clusters of practices and localities may discover 
with their patients that different solutions are more appropriate 

• The emphasis will be with the GP practice, and local healthcare for local patients, but with 
an eye on wider service provision across the whole health and social care economy.   

• Identification of groups of patients needing multi-agency expertise, e.g. frail elderly, leads to 
a need for support for patients and professionals in the most efficient place in the system.  

• Design based on benchmarking, gap analysis and review of existing pathways leads to better 
understanding. Resource flows to where the need is – and this is often away from a 
dependence on hospital 

• Teams from different organisations and with different skills get to know each other, and as a 
result there’s more confidence and reduced need for MDTs except for specific patients.  
Iterative, continuous improvement leads to flexible, effective services. 

Workforce 

• Community nursing teams, pharmacists etc. are already aligned to local areas.  This will 
formalise the relationship with the local cluster of practices and ensure that people get to 
know each other and can hand referrals off and back effectively 

• It is expected that many of these extended skills staff will continue to be employed by larger 
employers, e.g. TyneHealth Ltd., NHCT, NTW, NUTH.   

Management Resource 

• Initial pilots may be effective simply through getting people talking to each other.  However 
experience in other parts of the North East indicates that to remain effective, a management 
resource is vital to coordinate, manage change, and ensure continued engagement and 
communication 

Collaboration and co-ordination 

• There is increasing need to break down old barriers and roles, to get the right expertise in 
the right place and break old perverse incentives.  This will need creative new 
commissioning and contracting models in addition to provision. 

PROPOSAL 3: Integrating Specialist Support 
Many patients have multiple co-morbidities, and specialists need to bring their skills into the 
community, closer to patients, to support the primary care team to deliver whole-person 
healthcare.  These specialists can continue to be employed by the hospital or any other provider, 
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and provide mobile clinics and expert support to healthcare professionals.  

• Redesigning the working relationships between GPs and consultants, such that some 
consultants develop local roles embedded within Primary Care  

• Introducing more effective methods for communication, advice & guidance, and self-help  
• Prioritising specific clinical areas for improvement, for example focusing on improving the 

treatment of musculoskeletal conditions or mental health   
• Specialist consultants, GPwSI, specialist nurses and AHPs relinquish caseload in order to 

provide GPs and front-line generalist staff with the support they need to manage complex 
patients  

• Specialists assist in the community to transfer knowledge, and run clinics for the patients 
who will benefit from specialist clinics 

Successfully redesigning and integrating the specialist support to localities can: 

• improve quality;  
• improve accessibility and outcomes;  
• develop teams, relationships and understanding;  
• improve patient and staff satisfaction;  
• and improve the overall use of resources for delivering care.  

The current provision of secondary care, community based services and general practice does not 
adequately align workload and capacity with the financial incentives to target resources on those 
that would get most benefit. A new approach to long-term condition management is therefore 
needed - and can be created in our new locality based services.  

Examples: 

Pharmacists in GP practices 

North Tyneside CCG currently commissions an extensive Medicines Optimisation Team which 
includes practice based pharmacists and technicians.  Some GP practices also already employ 
pharmacists to manage medication reviews, enact hospital discharge letters to ensure the patient is 
on the correct medication and understands the timetables and protocols, monitor and titrate, etc. 
There are significant interfaces at the community pharmacy and secondary care pharmacy level, and 
there is great potential in co-ordinating all these services better.   

Pharmacist involvement in patient care is crucial in care homes, the pharmacies and in practices, 
helping with medicine optimisation and safety.  It is established that improving the support for 
medicines in the right places, focussing especially on hard to reach groups and improving 
consistency across the system, will improve outcomes and reduce waste. 

Musculoskeletal services 

There are currently multiple musculoskeletal services in the area, used in different ways. A new 
integrated Musculoskeletal Service is being designed to provide cost effective co-ordinated and 
equitable care across North Tyneside.  This should help support GP practices to ensure patients get 
early support which avoids conditions getting worse, and avoids the higher treatment cost of 
hospital remedial action. 
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What this means for the balanced scorecard (why is this better for patients?) 

 

 INTERNAL EXTERNAL 

PU
BL

IC
 &

 P
AT

IE
N

T Clinical Outcomes 

Earlier diagnosis and treatment 

Better prognoses from treatment 

Better population health 

Improved ability to work 

Patient Experience 

Care closer to home 

Access to services 

One-and-done 

Reduced pain/ reduced time with pain 

PR
O

CE
SS

 

Financial Balance 

Earlier treatment => less costly treatment 

Most appropriate setting, most appropriate professional 
(Right Time, Right Place, Right Skill) 

More planned and proactive, less unnecessary hospital 
reliance 

Workforce 

Succession planning, structured training, 
most appropriate skill 

Employer-agnostic (stability of 
employment) 

Project Initiation and Workstreams 

Communication and Design 

• The opportunities are endless – we will need to map the availability of suitable facilities 
locally and plan to bring outpatient and day-case clinics into the community. The PCTF can 
be utilised to develop facilities to enable this change. 

Workforce 

• Realign workforce to support patients where gain will be best felt - can be done without 
changing employer, and this may facilitate new working practices. 

Management Resource 

• Whilst some progress can be made by getting doctors talking to doctors, experience 
elsewhere indicates that the real benefits require a planned collaborative approach and 
negotiation of contracts and prices. This takes time and resource. 

Collaboration and co-ordination 

• There are many opportunities for collaboration between providers. Commissioning again 
needs to advance to address these new models of provision and support in the community. 

PROPOSAL 4: Prevention and self-management 
An important way to sustain financial balance is to put ownership back with the patient.  We need to 
support people to manage their own health, linking them with social support systems in their 
community and identifying when a non-clinical intervention will produce the best experience and 
outcomes for patients. 

• Supporting people to address lifestyle factors that increase the population’s risk of ill health  
• Case finding to enable earlier interventions  
• Using care navigators, surgery sign-posters or other ‘social prescribers’ to link people to local 

support  
• Developing digital solutions and apps to support people manage their long term conditions. 
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• Taking a whole person approach in every interaction between patients and care 
professionals. 

• Empowering patients to draw on their skills, abilities and circles of support 
 

Addressing unhealthy lifestyles can help prevent the development or deterioration of long-term 
conditions. This model gives us the opportunity to systematically address unhealthy lifestyles 
and the management of long-term conditions and also support patients to manage conditions 
themselves where safe and appropriates: 

a) Using structured brief interventions and motivational interviewing techniques in primary 
care which can lead to changes in behaviour. For example, staff can help with brief 
interventions following a short training course to ‘Make Every Contact Count’.  

b) Detecting long term conditions early, and supporting people to actively manage their 
condition. This can reduce complications and need for crisis/urgent care. Key to good 
management is enabling the patient to be in control of his or her own health.  

c) Personalised care planning and co-ordination, structured education programmes and 
computer based self-help, which have all been shown to have a positive effect on biological 
markers used to demonstrate control of long terms conditions.  

d) Using patient activation methodologies, identifying patients with low control over their 
health and tailoring interventions to improve activation and therefore health outcomes.  

e) Reviewing ’social prescribing’. Whilst the evidence base is not well developed, there are 
many social prescribing models which enable clinicians to recognise when a social 
intervention is more appropriate than a clinical one and connect people to non-medical 
sources of support, usually facilitated or delivered by local voluntary and community 
organisations.  North Tyneside has experience of this, which can be drawn on. 

f) Consistent personal and community education for self-care of simple ailments.  
Encouraging, supporting and giving confidence to patients, carers and parents to manage 
simple problems, with clear safety-nets, can engender a culture of enablement, 
responsibility and self-reliance which will enhance the whole of the NHS.  This happens well 
when patients see the same team for their urgent care, whom they recognise and have 
confidence in and who are in return known to their health team.  This can be backed up with 
campaigns across the community. 

g) Wider than health.  Working with the Voluntary Sector helping with non-medical support 
and planning.  Considering the effects of housing, education and employment on health in 
direct ways. 

What this means for the balanced scorecard (why is this better for patients?) 

 

 INTERNAL EXTERNAL 
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Clinical Outcomes 

Proactive interventions 

Better population health 

Improved mental health 

Reduced suicides/ substance misuse 

Improved ability to work 

Patient Experience 

Care closer to home 

Access to services 

Earlier diagnosis and treatment 

More personal confidence and self-
reliance in health care 

Years in the life and life in the years 
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PR
O

CE
SS

 
Financial Balance 

Earlier treatment => less costly treatment 

A healthy population = less NHS cost 

Less reliance of health professionals 

Coordinated care across services, Health & Social Care, 
Public/ Private/ Voluntary 

Workforce 

Employer-agnostic (stability of 
employment) 

Project Initiation and Workstreams 

Communication and design 

• Using face to face opportunities, posters, social media, advertising across multiple 
organisations to promote healthy living and disease prevention 

• Embedding in all service design, encouraging consistent and sensible advice  
• Specific campaign and programme design for specific issues 
• Use innovative IT solutions to enable patients to better manage their condition 

Workforce 

• GPs, nurses, physios, teachers, social workers, health visitors, midwives, and endless other 
public servants and volunteers working together to promote healthy living. 

Management Resource 

• Opportunistic health promotion remains vital but coordination will be important in this area 
for a consistent approach, message, information, advertising, this might be something that 
volunteer organisations and Public Health England can work together on. 

Collaboration and co-ordination 

• There are many opportunities for collaboration in this area, but consistency and common 
sense are the keys: 

• With Public Health England and voluntary sector 

• With secondary care, urgent and emergency care services to help educate people regarding 
self-care and appropriate use of services.  

• With GPs, Nurses, Health visitors, Schools, Pharmacies, employment agencies and voluntary 
agencies/Volunteers, Patient .co.uk, ARC, etc. 
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Conclusions and Next Steps 
This strategy describes a model for Primary Care in North Tyneside, but it goes further than that: it 
establishes a strong and sustainable position that Primary Care, and in particular General Practice, 
can take in the wider health economy moving forward.   Without this there is a real risk that the 
essential and unique work that is done in Primary Care, some of which is hard to define, may be 
thought of as outmoded and which could result in less sophisticated provision creeping in with 
higher overall system costs. 

The next question is how this can be commissioned?  There is no single way to do this, but taking 
into account many of the issues that arise through this document, one solution is the nascent 
Accountable Care Organisation model that is being explored with partners across the area. This 
would move away from a tariff-based model and allow the channelling of investment and expertise 
to the best parts of the system – a clear synergy with the desire to develop care where it needs to 
be, appropriate to patient needs and effective, that supports and encourages innovation through 
collaboration. 

The impact on the North Tyneside population will be exciting: 

• Bringing healthcare closer to home, more accessible and convenient[12] 

• Bringing proactive healthcare to the people who need it the most, and typically ask for it the 
least [13] 

• Managing complex co-morbidities and mental health with support from the specialists, but 
primary focus on the whole patient through generalist delivery 

• Urgent and extended hours care much closer to where people want it, in their communities 

• Proactive work to improve the health of the population, more coordinated and more 
effectively than at present 

What we need to do first 
The CCG will work collaboratively with GP practices, TyneHealth, and other stakeholders to 
implement this strategy. This means we will need to: 

1) Set up a cross organisation programme board to provide oversight to the implementation of 
this strategy.  

2) Develop an implementation plan with defined actions and timescales for the four proposals 
and workstreams, and identify resource to take this forward. It needs to be recognised that 
one of the biggest challenges to implementation will be the capacity within general practice, 
and the identification of dedicated fixed term resource to support practices to make these 
changes would be beneficial.    

3) Understand the current baseline of population demographics, capacity and demand in 
general practice, funding and resources in the system, and the profile of local estates.  

4) Understand the capacity for new models of care in each cluster, whether changes need to be 
at practice, cluster, locality, whole Federation/CCG level or even wider to be viable. 

5) Identify the new models for service delivery, including possible virtual hubs (and will these 
rotate around practices?); extended primary care teams; specialist input nearer to the 
patient; teams to deliver proactive care 

6) Establish working relationships with NHS, other public service and independent sector/ third 
sector providers which can collaborate to deliver the identified models of service delivery. 
Gain agreement to change the flows of funding to improve the health of the population, 
improve the delivery of care, and reduce costs overall.  
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As ever, the NHS is developing and adapting to the challenges of today and tomorrow.  This is 
unnerving at times, but it is also a massive opportunity for Primary Care to transform and assert 
itself in future models that are being developed.  We must not miss this chance for Primary Care, 
GPs and the patients of North Tyneside. 
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Report to:  Governing Body 
Date:  24 May 2016 Agenda item:  10.5 

Title of report: Update on plans for the development of the North 
Tyneside Accountable Care Organisation 
Sponsor: Jim Hayburn, Interim Chief Officer   
Author:  GFE   
Purpose of the report and action required: This report is for 
information. Members are invited to note the progress in the 
development of the Accountable Care Organisation.     
 
1. Background 
North Tyneside CCG’s successful delivery of high quality, safe and patient-centred 
care through a range of excellent providers has been overshadowed by its financial 
performance.  The CCG’s dynamic commissioning approach with the local authority 
is showing promise in delivering improved, patient co-designed health services, but 
will not achieve financial stability at the pace necessary to allow the CCG to meet its 
statutory duties within an acceptable timeframe.   
 
Improving individual and population health, promoting primary and preventative care 
and lessening the need for expensive services, to remain within the financial 
envelope available, requires all key local partners to work together differently, in 
particular through providers acting collectively and collaboratively towards common 
goals.       
 
Following consideration of possible arrangements for future commissioning of 
affordable and sustainable quality healthcare fit to meet future need, the CCG 
concluded in 2015 that it should explore and develop the concept of commissioning 
services through an Accountable Care Organisation (ACO).  This means that a 
group of providers will collectively agree to take responsibility for all care for the 
North Tyneside population for a defined period of time within a single capitated 
budget.  Success will be demonstrated through the achievement of financial stability, 
enhanced partnership working between providers, and the objectives and targets of 
the Health and Wellbeing Board as set out in Joint Health and Wellbeing Strategy.     
A programme to explore and develop the ACO concept was launched in November 
2015.  Programme management arrangements are led by a programme board 
comprising senior members of key partner organisations responsible for reviewing 
and signing off all key deliverables, with support from a CCG Senior Responsible 
Officer, a project team and 4 workstreams focusing on ACO development, future 
CCG arrangements ‘CCG-lite’, legal and regulatory issues, and stakeholder 
communication and engagement.   
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This report informs the Governing Body on the key aims and deliverables of the ACO 
programme and outlines progress to date and next steps planned for the purpose of 
assurance.      
 
 
2. Aims and deliverables of the ACO programme 
The CCG’s target for the ACO programme is to achieve system sign off and 
complete model evaluation to allow for full ACO operation from April 2017, requiring 
a decision by both the CCG and ACO partner organisations by the end of September 
2016 on whether to ‘go live’.      
 
Key programme deliverables as set out within the Programme Initiation Document 
are:   

• A rationale and options for change paper 
• Engagement with all relevant key stakeholders and potential partner 

organisations, leading to a best-fit approach to commissioning through an 
ACO 

• A benefits realisation paper (what success looks like)  
• An agreed ACO function and form 
• An agreed revised CCG function and form, reflecting the new approach 
• Statutory bodies and Regulatory approval to the proposed approach, its 

governance, freedoms and performance monitoring  
• A set of approved population health outcomes measures and contract delivery 

metrics, appropriate to the ACO approach and linked to incentives  
• An agreed approach to a capitated contract with appropriate schemes of 

delegation 
• An agreed approach, and timescale for full consultation and, if appropriate, 

Monitor/Competition and Markets Authority (CMA) consideration 
 
 

3. Work undertaken to date 
The programme governance system was put into place from November 2015 with 
the ACO programme board meeting on a monthly basis to review and sign off all key 
deliverables produced by the workstreams.  Progress against key deliverables 
includes: 

• Project initiation document and October 2015; March 2016 workstream plans 
signed off and April – Sept 2016 workplans submitted to May 2016 
programme board 

• Regular meetings between programme director and workstream leads to 
ensure co-ordination and delivery to timescales and that individual 
organisation concerns are addressed 

• Links made with Northumberland CCG ACO approach  
• Briefing paper outlining the CCG vision for the ACO and the key principles for 

care models and pathways during ACO operation 
• Memorandum of Understanding for partner collaboration on detailed work on 

ACO and CCG construct in 2016/17 completed and approved by CCG and 
ACO partner organisations, including Local Authority    
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• Broad framework and principles for ACO construct, governance and ways of 
working developed; scenario planning workshops underway to confirm current 
thinking and identify risks/mitigation   

• Options for legal form and functions for ACO identified, including  key 
risks/mitigation and any regulatory framework changes which would need to 
be sought; approach and outline of ACO legal structure and constitution in line 
with ‘current thinking’ on ACO construct and ways of working developed 

• Case for change and benefits case drafted 
• Recommendations developed on CCG functions to be retained by ‘CCG-Lite’ 

and those to be managed by the ACO on the CCG’s behalf including key 
risks/mitigation 

• Options available to the CCG under current legislation in regard to how it 
might deliver retained functions proposed and meet its statutory duties in an 
ACO environment identified  

• Joint health outcome work with Northumberland CCG in progress by Kings 
Fund  

• Solution for system financial stability in 2016/17 explored by ACO partners; 
financial planning subsequently incorporated into Sustainability and 
Transformation Planning 

• Briefing paper submitted to Monitor/NHS England and initial discussions held 
regarding regulatory changes/flexibilities needed in relation to ACO operation 

• Communications and engagement strategy and action plan developed  
• Press release issued to local and specialist media on ACO proposals 

 
 

4. Next Steps 
The next steps for the programme are those which will enable the CCG and ACO 
partners to decide in September 2016 on whether the ACO should ‘go live’ in April 
2017.  Key tasks include:   

• CCG-Lite form, function and location determined and legality assessed 
• Final ACO construct and legal form agreed including notification of any 

changes required to current  CCG function/transactional management 
arrangements; draft contract for functions ACO agrees to manage on CCG 
behalf 

• Procurement and competition considerations met through an agreed and 
posted PIN notice 

• Risk mitigation paper outlining approach to ACO development 
• Priority areas for clinical redesign agreed, linking into CCG’s 2016/17 cost 

reduction programme  
• Due diligence by ACO partners and CCG  
• Approval from regulators for ACO approach and operation; assurance that 

flexibilities agreed meet individual partner organisation licence requirements 
• CCG benefits case approved by NHS England 
• Health outcome measures, metrics and incentives determined  
• Negotiation and agreement of an ‘in principle’ capitated budget, health 

outcomes and performance framework 
• Approval ‘in principle’ of legal and contractual documentation including ACO 

contract; partnership agreements, service provider agreements 
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• Approach and timing for full stakeholder consultation determined based on the 
local STP - including patients, other providers and (if appropriate) NHSI/NHSE 
and Markets Authority  
 
 

5. Conclusion 
The Governing Body is requested to note the contents of this update.   
 
 
GFE on behalf of the CCG Interim Chief Officer  
18 May 2016   
 
 
 
 
Governance and Compliance   
 
1. Links to corporate objectives  
 

2016/17 corporate objectives  Item links to 
objectives √ 

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

√ 

2. Deliver the Financial Recovery Plan, leading to the 
achievement of the CCG’s statutory financial duties and 
future sustainability 

√ 

3. Work collaboratively with partners and stakeholders to 
develop health and social care fit for the future in North 
Tyneside  

√ 

4. Continue to develop North Tyneside CCG as a patient 
focused, clinically led commissioning organisation with a 
continuous learning culture 

√ 

 
2. Consultation and engagement 

This report summarises the work of the ACO Programme Board and 
workstreams 

 
3. Resource implications 

Not applicable  
  
4. Risks 

The development of the ACO is reflected in the CCG Risk Assurance 
Framework  

 
5. Equality assessment 

Not applicable  
 
6. Environment and sustainability assessment  
 There are no environmental or sustainability issues arising from this report.   
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Report to:  Governing Body  
Date:  24 May 2016 Agenda item:  12.2 

Title of report:  Health and Safety Policy 
Sponsor:  Pauline Fox, Head of Governance 
Author:  Pauline Fox, Head of Governance 
Purpose of the report and action required:  This report is for decision.  Members 
are asked to approve the revised Health and Safety Policy. 
Executive summary:   
 
The Health and Safety Policy (CCG CO07) was last approved by the Governing Body 
in July 2014.   
 
The policy has been reviewed and updated to include a Statement of Commitment 
and the insertion of the revised Equality Impact Assessment Toolkit 2016.  A 
Statement of Commitment signed by the organisation’s most senior person is a legal 
requirement under the Health and Safety at Work Act 1974.   
 
This revised draft policy was considered by the CCG Quality and Safety Committee 
on 3 May 2016. That committee recommended the reviewed and updated policy for 
approval by the Governing Body. 
 
 
Recommendation 
The Governing Body is asked to approve the revised Health and Safety Policy. 
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Governance and Compliance   
 
1. Links to corporate objectives  
 

2016/17 corporate objectives  Item links to 
objectives √ 

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

 

2. Deliver the Financial Recovery Plan, leading to the 
achievement of the CCG’s statutory financial duties and 
future sustainability 

 

3. Work collaboratively with partners and stakeholders to 
develop health and social care fit for the future in North 
Tyneside  

 

4. Continue to develop North Tyneside CCG as a patient 
focused, clinically led commissioning organisation with a 
continuous learning culture 

 

 
2. Consultation and engagement 

Not applicable. 
 
3. Resource implications 

There are no finance implications regarding this report. 
  
4. Risks 

The CCG would not be compliant with its statutory duties in relation to the 
Health and Safety at Work Act 1974 if the policy was not approved. 

 
5. Equality assessment 

An equality assessment has been undertaken by the North of England 
Commissioning Support (NECS) Governance Manager (Health and Safety, Fire 
and Security).  The assessment can be found within the policy. 

 
6. Environment and sustainability assessment  

There are no environmental or sustainability implications.  
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Corporate CCG CO07 Health and Safety Policy 
 
 

Version Number Date Issued Review Date 

V3:  TBC 20 April 2018 
 

Prepared By: Governance Manager (Health and Safety, Fire, Security) 

Consultation Process: CCG Quality and Safety Committee 

Formally Approved:  
 

Policy Adopted From: CCG CO07 Health and Safety Policy v2 

Approval Given By:  
 

Document History 
Version Date Significant Changes 

1 28/02/2013 First issue 

2 28/04/2014  Minor amendments to roles and responsibilities  

2 22/04/2016  Commitment statement added.  New EIA added.  
 

Equality Impact Assessment 
Date Issues 

20/04/2016 See section 9 of this document 
 
 
 

POLICY VALIDITY STATEMENT 
This policy is due for review on the latest date shown above. After this date, policy and 
process documents may become invalid. 

 
Policy users should ensure that they are consulting the currently valid version of the 
documentation. 
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Commitment Statement 

 

The Policy of North Tyneside CCG is to provide and maintain safe and healthy working 
conditions, equipment and systems of work for all our employees and to provide the information, 
training and supervision needed for this purpose.  We also accept our responsibility for the 
Health & Safety of visitors, contractors and all other persons using the buildings and facilities. 

 

The CCG also aims to encourage all employees to appreciate the importance of Health & Safety 
issues and for each member of staff to be aware of their personal and legal responsibilities to 
themselves and the safety of others in the work place who may be affected by their acts or 
omissions. 

 

The allocation of duties for safety matters are detailed in the following sections, together with 
appropriate methods of implementation.  Any enquiry regarding any part of this policy should 
first be addressed to the Head of Governance who will be responsible for liaising with the CCG. 

 

The policy will be periodically reviewed and may be updated to meet changing roles and 
responsibilities: all staff will be issued with notice of any changes and copies displayed within 
the premises. 

 

 

 

Signed: ………………………………………………………. 

 

 

Date ……………………………. 

 

Jim Hayburn 

Interim Chief Officer        

On Behalf Of The CCG  
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1. Policy Statement of Intent 
 

1.1    The Clinical Commissioning Group (CCG) is committed to ensuring the 
health, safety and welfare of its employees, clients, patients, students, 
contractors, visitors and members of the general public as a matter of 
prime importance and will, so far as is reasonably practicable, establish 
procedures and systems necessary to implement this commitment and 
to comply with their statutory obligations under Section 2 of the Health 
and Safety at Work etc Act 1974. 

 
1.2  The CCG will provide and maintain a healthy and safe working 

environment with the objective of minimising the number of instances 
of occupational accidents and illnesses. 

 
1.3 The CCG will pay particular attention to ensuring that: 

 
•    safe systems of work are set and followed; 
•    a safe working environment without risks to health is maintained; 
•    there is provision of adequate welfare facilities; 
• there is provision of sufficient training, instruction, supervision and 

information  to enable all employees to contribute positively to their 
own safety and health at work and to avoid hazards and control risks; 

•    plant and equipment are safe; 
• there are safe arrangements for the use, handling and storage and 

transport of articles, materials and substances; 
•    there is safe access and egress. 

 
1.4     Whilst the CCG will take all reasonable steps to ensure the health, 

safety and welfare of its employees, health and safety at work is also the 
responsibility of the employees themselves. It is the duty of each 
employee to take reasonable care of their own and other people’s 
health, safety and welfare, and to report any situation which may pose 
a serious or imminent threat to the wellbeing of themselves or any 
other person. 

 
1.5     The Governing body endorses the need for managers and staff to work 

together positively to achieve a situation compatible with the provision 
of  high  quality  services  to  patients  and  clients  where  the  risk  of 
personal injury and hazards to the health of staff and others can be 
reduced to a minimum. Thus risk must be assessed and significant 
findings recorded. 

 
1.6 This policy is supplemented by other policies on specific areas of law. 

This documents sets out the arrangements for health and safety 
management; it determines the levels of responsibility at all levels and 
the channels of communication for health and safety matters. 

 

1.7     It  is  the  responsibility  of  employees  at  all  levels  to  familiarise 
themselves and comply with the CCG’s procedures and systems on 
health and safety. 
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2. Definitions 
 

2.1 Manager – the Corporate Manslaughter and Corporate Homicide Act 
2007 defines senior managers as those who play a significant role in 
making decisions about the management of the whole or a substantial 
part of their organisation’s activities and those who actually manage or 
organise those activities. 

 
2.2     Competent Persons – the Management of Health and Safety at Work 

Regulations 1999, Regulation 7 requires every employer to appoint one 
or more competent persons to assist with putting measures in place to 
ensure legal compliance.  The Competent Person can be either an 
individual or a company providing these services. The person is 
regarded as competent if they have ‘sufficient training and experience 
or knowledge and other qualities to properly assist the employer to 
meet their safety obligations.’ 

 
 
3. Organisation and Arrangements for Health and Safety 

 
3.1 The CCG has ultimate responsibility for managing Health and Safety. 

 
3.2     A  Health  &  Safety  Service  Level  Agreement  exists  with  North  of 

England Commissioning Support and specific responsibilities are 
outlined within this document. 

 
3.3     It is a disciplinary offence, which could lead to dismissal, to work or 

permit others to work in a way which is contrary to the requirements of 
health and safety legislation and the CCG’s Health and Safety Policy. 

 
3.4 The relevant legislation includes the following: 

 
•    Health & Safety at Work etc. Act 1974 

o It  is  the  duty  of  every  employer,  so  far  as  is  reasonably 
practicable, to ensure the health, safety and welfare at work of 
all his employees. 

 
o Every employer must conduct his undertaking in such a way as 

to ensure, so far as is reasonably practicable, that persons not 
in his employment are not exposed to risks to health or safety. 

 
o Employees are to take reasonable care for the health and safety 

of themselves and of others who may be affected by his acts or 
omissions at work. 

 Corporate Manslaughter & Homicide Act 2007 
o An   organisation   is   guilty   of   the   offence   of   corporate 

manslaughter if the way in which any of the organisation’s 
activities are managed or organised by its senior managers – 
a)  causes a person’s death; and 
b)  amounts to a gross breach of a relevant duty of care owed by 

the organisation to the deceased. 
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• Health & Safety Offences Act 2008 
o The new maximum penalties under this Act are: 

a)  £20,000  fines  in  lower  courts  for  nearly  all  summary 
offences, unlimited fines in higher courts; 

b)  Imprisonment for nearly all offences – up to six months in 
Magistrates Courts and two years in the Crown Court. 

 
3.5 Health and Safety Policies 

 
3.5.1 Policy documents and Standard Operating Procedures on 

particular aspects of health and safety will be developed in 
consultation with stakeholders and will be approved at the 
appropriate committee on behalf of the CGG Governing body. 

 
3.6 Health and Safety Training 

 
3.6.1  Health and Safety training should be included in the Personal 

Development Plan, and agreed between employee and line 
manager.   In addition to mandatory training requirements, 
additional training necessary for the job should be determined 
as a result of the risk assessment process. 

 
3.7 Health and Safety Communication 

 
3.7.1  The  CCG  will  ensure  that  suitable  and  relevant  information 

relating to health, safety and welfare in the workplace is 
communicated to staff and users. Statutory notices will be 
displayed throughout the workplace. Consultation and 
communication over health and safety issues will be encouraged 
at all levels within the CCG. 

 
3.8 Specialist Advice 

 
3.8.1  Whilst the Health and Safety team should be considered as the 

primary source for expert legal advice on complying with health 
and safety legislation and CCG policy, where necessary the Chief 
Officer will ensure staff have access to other Competent Persons 
(as defined in the Management of Health and Safety at work 
Regulations 1999) either through separate appointments or 
robust and appropriately monitored Service Level Agreements 
with third party providers. 

3.8.2  These will include as a minimum; 
 

• Occupational Health Service (including physiotherapy) 
• Advice relating to infection prevention and control 
• Estates/ facilities services 
• Human Resources 
• Fire 
• Security 
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4. Duties and Responsibilities 

 
 

Council of 
Practices 

The council of practices has delegated responsibility to the 
Governing  Body  (GB)  for  setting  the  strategic  context  in 
which organisational process documents are developed, and 
for  establishing  a  scheme  of  governance  for  the  formal 
review and approval of such documents. 

Chief Officer The  Chief  Officer  has  overall  responsibility  for  the 
strategic direction and operational management, including 
ensuring that CCG process documents comply with all legal, 
statutory and good practice guidance requirements. 

Lead 
Responsible 
for Policy 

The Head of Governance as the Lead Responsible for Policy 
will: 
• Identify the appropriate process for regular evaluation of 

the implementation and effectiveness of this policy. 
• Identify and implement revisions to this policy and arrange 

for superseded versions of this policy to be retained in 
accordance  with  Records  Management:  NHS  Code  of 
Practice (2009). 

• Maintain the policy database. 
Lead 
Responsible 
for Research 
Governance 

The Director of Nursing and Transformation as the Lead for 
Research Governance will be responsible for ensuring that 
specific  activities,  stated  in  Section  3  of  this  policy,  are 
undertaken. 

Governing 
Body 

The Governing Body, as the employer, is responsible for 
ensuring health and safety and conducting the CCG’s 
undertakings in such a way as to ensure the safety of staff, 
visitors and others affected by its undertaking so far as is 
reasonably practicable.  The Quality and Safety Committee is 
responsible for giving the Governing Body assurance on the 
following: 
•  ensuring that there is an effective policy for Health 
andSafety at Work in respect of its employees, visitors, 
others and that it is reviewed and updated on a regular 
basis.•  the promulgation of the policy and of health and 
safety information among CCG staff. 
•  the   establishment   of   health   and   safety   procedures 
Management of Health and Safety at Work Regulations 

1999). 
•  ensuring   that   all   liability   is   covered   by   adequate 

insurance. 
•  ensuring that sufficient resources are made available to 

enable   managers   of   the   CCG   to   fulfil   their   legal 
obligations. 
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Nominated 
Director 

The CCG Chief Officer is the Nominated Director for Health 
and Safety.  Their duties are discharged by the CCG Head 
of Governance who will ensure that: 
•  the CCG complies with all statutory obligations in relation 

to health and safety. 
• mechanisms  are  in  place  to  effectively  monitor 

performance on behalf of the Governing body and that 
they are fully implemented. 

• the Governing body and appropriate committees are 
informed and advised regarding action needed on any 
significant health and safety event and actual or potential 
risk. 

•  the establishment and maintenance of an effective health 
and safety advisory service to the CCG through the 
appointment and/or training of adequate numbers of 
Competent Persons. 

• the availability of adequate health and safety training 
programmes for all levels of staff. 

• adequate resources are made available to ensure 
compliance with statutory health and safety obligations. 

•  update and review with the Health and Safety team the 
Health and Safety Policy in accordance with the Health 
and Safety at Work etc.  Act  1974 and  the  associated 
regulations issued by the Health and Safety Executive. 

• the appropriate committees function in accordance with 
statutory and mandatory health and safety regulations. 

•  so far as is reasonably practicable that all Directors are 
aware of their responsibilities. 

• a management  systems  exists  for  reporting  and 
investigating incidents. 

• health, safety and welfare performance is measured, 
strategic  targets  set  and  progress  monitored  and 
reviewed. 

•  adequate provision for health and safety is included in any 
service level agreements/contracts. 

Executive 
and Lay 
Members 

The Directors are responsible for ensuring that all activities 
within their areas of responsibility are managed and for the 
communication of health and safety information, in particular; 
•  ensuring  that  CCG  policy  is  implemented  within  their 

areas of responsibility by agreeing a programme of action 
for health and safety , setting objectives with managers 
and monitoring their effectiveness. 
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 •  ensuring  that  risk  minimisation  is  integrated  into  new 
service developments which may affect the health and 
safety of the CCG. 

•  ensuring that  adequate  information,  instruction,  training 
and supervision is provided as necessary for all levels of 
staff to ensure they are safe and without risk to health. 

 
A Health and Safety Leadership Checklist can be found in 
Appendix A. 

Managers Managers will have a special knowledge of their department 
and will therefore have a key role to play in ensuring good 
health and safety practice.   They will advise their Director 
and provide a first point of contact for safety representatives, 
trade union officials and others who wish to make 
representation on health and safety matters.    Their 
responsibilities include ensuring: 
•  so far as is reasonable, the health, safety and welfare of 

all persons, including visitors, casual/temporary staff in 
their place of work. 

• that necessary information, instruction, training and 
supervision are provided to all employees. 

•  that all employees attend all relevant health and safety 
training. 

• that any relevant local procedures are developed and 
implemented in accordance with relevant corporate 
policies. 

•  that suitable and sufficient risk assessments are carried 
out in their area of  work and appropriate action taken. 

•  that health and safety issues, including health and safety 
policies, are communicated and discussed at team 
meetings or relevant forum. 

•  that   specialist   roles   are   acknowledged,   e.g.   Risk 
Assessors, Fire Wardens, and First Aiders. 

•  that staff are familiar with CCG health and safety policies 
and implement them, calling on the assistance of the 
health and safety team and other specialist advisors as 
necessary. 

•  compliance with all legal requirements and CCG policies 
in relation   to   health   and   safety   in   their   areas   of 
responsibility. 

•  that all accidents and near misses are reported in a timely 
manner and properly investigated as per policy and any 
recommendations to prevent a recurrence are 
implemented as soon as practicable. 

•  that there are adequate arrangements in place at a local 
level   which   are   to   be   followed   in   the   event   of 
serious/imminent danger and that these procedures are 
brought  to  the  attention  of  relevant  employees, 
contractors and others as necessary. 
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 •  that they fully consult with and involve staff on matters 
relating to health and safety. 

 
A helpful checklist for Managers is attached as Appendix B. 

All Staff All staff, including temporary and agency staff, are 
responsible for: 
• taking reasonable care for the health and safety of 

themselves and others who may be affected by their acts 
or omissions. 

•  following safe working practices applicable to their work at 
all times. 

•  reporting any hazardous situation or shortcomings in the 
existing safety arrangements to their manager or on the 
Incident Reporting system. 

• working in accordance with information and training 
provided. 

•  not misusing or interfering with anything that has been 
provided for their health and safety. 

•  fully co-operating and abiding by risk assessments. 
•  being aware of the location of first aid equipment and of 

the identity and location of qualified First Aiders. 
• being aware of the arrangements for evacuating the 

building. 
•  practicing good housekeeping e.g. keeping work areas 

tidy and free from obstructions. 
•  Attending training / awareness sessions when provided. 

 
5. Implementation 

 
5.1     This policy will be available to all staff for use in relation to dealing with 

issues pertaining to health and safety. 
 

5.2     All managers are responsible for ensuring that relevant staff within the 
CCG have read and understood this document and are competent to 
carry out their duties in accordance with the procedures described. 

 
6. Training Implications 

 
It  has  been  determined  that  there  are  no  specific  training  requirements 
associated with this policy/procedure. 

 
7. Documentation 

 
7.1 Other related policy documents. 

• Fire Safety Policy 
• Policy for Moving and Handling 
• Incident Investigation and Reporting Policy 
• Risk Management Policy 

7.2 Legislation and statutory requirements 
•    Cabinet Office (1974) Health and Safety at Work Etc. Act 1974. 
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London. HMSO. 
•    Cabinet Office (2007) Corporate Manslaughter and Homicide Act 

2007. London. HMSO 
•    Cabinet  Office  (2008)  Health  and  Safety  Offences  Act  2008. 

London. HMSO. 
 

7.3 Best practice recommendations 
•    Management of Health and Safety at Work Regulations 1999 

 
8. Monitoring, Review and Archiving 

 
8.1 Monitoring 

 
 

8.1.1 The governing body will agree a method for monitoring the 
dissemination and implementation of this policy. Monitoring 
information will be recorded in the policy database. 

 
8.1.2  The Quality and Safety Committee has delegated responsibility 

for all Health and Safety Matters, this is included within the TOR 
of the group.  Updates for the Quality and Safety Committee are 
provided to the Governing Body. 

 
8.2 Review 

 
8.2.1 The governing body will ensure that this policy document is 

reviewed in accordance with the timescale specified at the time 
of approval.  No policy or procedure will remain operational for a 
period exceeding three years without a review taking place. 

 
8.2.2  Staff who become aware of any change which may affect a 

policy should advise their line manager as soon as possible. The 
governing body will then consider the need to review the policy 
or procedure outside of the agreed timescale for revision. 

 
8.2.3  For ease of reference for reviewers or approval bodies, changes 

should be noted in the ‘document history’ table on the front page 
of this document. 

 
NB: If the review consists of a change to an appendix or procedure 
document,  approval  may  be  given  by  the  sponsor  director  and  a 
revised document may be issued. Review to the main body of the 
policy must always follow the original approval process. 
 

8.3 Archiving 
 

The Governing Body will ensure that archived copies of superseded 
policy documents are retained in accordance with Records 
Management: NHS Code of Practice 2009. 
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9. Equality Impact Assessment 
  

 
EIA - Health & 

Safety Policy (3) - Ap  
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Appendix A 
 

 

Health & Safety Leadership Checklist 
 
 
This list is designed to check your status as a leader on health and safety. 

 
• How do you demonstrate the Governing Body’s commitment to health and 

safety? 
 

• What do you do to ensure appropriate Governing Body level review of health 
and safety? 

 
• What have you done to ensure your organisation, at all levels including the 

Governing Body, receives competent health and safety advice? 
 

• How are you ensuring all staff – including the Governing Body – are sufficient 
trained and competent in their health and safety responsibilities? 

 
• How confident are you that your workforce, particularly safety representatives, 

are consulted properly on health and safety matters, and that their concerns 
are reaching the appropriate level including, as necessary, the Governing 
Body? 

 
• What systems are in place to ensure your organisation’s risks are assessed, 

and that sensible control measures are established and maintained? 
 

• How well do you know what is happening on the ground, and what audits or 
assessments are undertaken to inform you about what your organisation and 
contractors actually do? 

 
• What information does the Governing Body receive regularly about health and 

safety, e.g. performance data and reports on injuries and work related ill- 
health? 

 
• What  targets  have  you  set  to  improve  health  and  safety  and  do  you 

benchmark your performance against others in your sector or beyond? 
 

• Where  changes  in  working arrangements have  significant  implications for 
health and safety, how are these brought to the attention of the Governing 
Body? 

 

 
 
 
 

(Taken from the Institute of Directors and Health & Safety Commission’s publication “Leading 
Health and Safety at Work – Leadership Actions for Directors and Governing Body Members”) 
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Appendix B 
 

 

Checklist for Managers 
 
 

• Are all relevant health and safety policies and procedures accessible to your staff? 
 

• Are your staff aware of their health and safety legal obligations? 
 

• Heave your staff received/booked on Core Mandatory health and safety training? 
 

• Are health and safety responsibilities included in Job Descriptions? 
 

• Are specific health and safety roles recognised e.g. Fire Wardens, Risk Assessors? 
 

• Do you staff have any problems discharging their health and safety responsibilities? 
If so, please note on 1:1/appraisal document. 

 
• Is health and safety an agenda item at team meetings? 

 
• Do you have suitable and sufficient risk assessments, relevant to the risks from 

your environments/activities? 
 

• Are  staff  involved  in  the  risk  assessment  process,  and/or  included  in  their 
circulation/communication? 

 
• Are risk assessment reviewed regularly, (when any changes happen or annually)? 

 
• Do your staff know how to report accidents/incidents? 

 
• Are your staff aware of their emergency procedures, and is it adequately covered 

as part of their local induction? 
 
 
 
This list is not exhaustive, and can be added to by managers, and can be used as a 
questionnaire at team meetings to inform all relevant persons. 
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Appendix C 
OUTLINE OF ORGANISATION FOR 

HEALTH AND SAFETY 
 
 

The Governing Body 
 
 
 

Accountable Officer 
 
 
 
 
 
 
 

Directors 
 

Quality and Safety 
Committee 

Nominated Director with 
Responsibility for Health 
& Safety – CCG Chief 
Officer supported by 
Head of Governance 

 
Heads of 

Department/ADs Who ensures 
appointment of 

 
Managers 

 
 
 

Employees 

 
 
First Aiders 
 
Fire Wardens 

 
 
 

This structure defines the lines of accountability within the CCG. 
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Report to:  Governing Body 
Date:  24 May 2016 Agenda item:  12.3 

Title of report:  Quality and Safety Committee  - revised Terms of 
Reference for approval 
Sponsor and Author:  Pauline Fox, Head of Governance   
Purpose of the report and action required: This report is for decision. Members 
are asked to consider and approve the proposed changes to the Quality and Safety 
Committee Terms of Reference.   
Executive summary:   
The Governing Body has five committees: Audit Committee, Quality and Safety 
Committee, Remuneration Committee, Patient Forum, Finance Committee and 
Primary Care Committee (joint with NHS England).  
 
During its routine annual self-assessment in March/April 2016, the Quality and 
Safety Committee identified some minor changes to the Committee Terms of 
Reference.  The proposed revised ToR are appended for consideration and approval 
by the Governing Body. The proposed changes to note are: 
 
• The addition of the designated nurse for safeguarding to be added to the list of 

members.  
 

• The removal of the reference to the CCG Chief Officer having a standing 
invitation to attend the committee 

 
 
 
 
 
 
Recommendation 
Members are asked to consider and approve the proposed changes to the Quality 
and Safety Committee Terms of Reference.   
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Governance and Compliance   
 
1. Links to corporate objectives  
 

2016/17 corporate objectives  Item links to 
objectives √ 

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

 

2. Deliver the Financial Recovery Plan, leading to the 
achievement of the CCG’s statutory financial duties and 
future sustainability 

 

3. Work collaboratively with partners and stakeholders to 
develop health and social care fit for the future in North 
Tyneside  

 

4. Continue to develop North Tyneside CCG as a patient 
focused, clinically led commissioning organisation with a 
continuous learning culture 

√ 

 
2. Consultation and engagement 

This change to the ToR is recommended by the Quality and Safety Committee 
 
3. Resource implications 

Not applicable  
  
4. Risks 

Effective and current committee ToR are an integral part of risk mitigation 
 
5. Equality assessment 

Not applicable  
 
6. Environment and sustainability assessment  
 There are no environmental or sustainability issues arising from this report.   
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Quality and Safety Committee 
Terms of Reference 

 
1. Introduction 

 
 The Quality and Safety Committee (the committee) is established as a 

committee of the CCG Governing Body, in accordance with constitution, 
standing orders and scheme of delegation.  

 
 These terms of reference set out the membership, remit, responsibilities and 

reporting arrangements of the committee and shall have effect as if 
incorporated into the CCG constitution and standing orders.  

 
2. Principal Function 
 

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

 
3. Accountability 

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

 
4. Membership 
 
 Membership of the Committee is: 

• A Lay Member of the Clinical Commissioning Group (Chair of the 
Committee) 

• Secondary Care Specialist Doctor 
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• Medical Director 
• Executive Director of Nursing and Transformation   
• Member Practice GP representative  
• Member Practice GP Practice manager 
• Head of Governance  
• Head of Quality and Patient Safety  
• Designated Nurse for Safeguarding 
• Commissioning and Performance Manager 

 
 The Chair has the responsibility to ensure that the Committee obtains 

appropriate advice in the exercise of its functions.   
 
 Officers, employees, and practice representatives of the CCGs and other 

appropriate individuals may be invited to attend all or part of meetings of the 
committee to provide advice or support particular discussion from time to time.  
This may include, for example, representatives from the Commissioning 
Support service.  

 
5. Authority 
 
5.1  The CCG Governing Body authorises the Committee to pursue any activity 

within these Terms of Reference including to: 
 

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

 
(ii)  Require all CCG employees to co-operate with any reasonable request 

made by the Committee, in line with its responsibility under these terms of 
reference and the Scheme of Reservation and Delegation; 

 
(iii)  Review and investigate any matter within its remit and grants freedom of 

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

 
5.2  In discharging its responsibilities the Committee will comply with the CCG’s 

Standing Orders and Prime Financial Policies and Standards of Business 
Conduct Policy.  

 
6. Roles and responsibilities 
 
6.1  To develop, monitor and review the CCG’s vision for commissioning services 

that are safe, high quality and clinically effective. 
 
6.2  To receive reports on the quality of commissioned services, to review risks 

arising and monitor progress in implementing recommendations and action 
plans. 
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6.3  To receive reports on clinical risks, incident reporting, serious incidents, ‘Never 
Events’, CQUIN development, complaints, claims and safety alerts; and monitor 
progress in implementing recommendations and action plans. 

 
6.4  To oversee development of a Patient Safety Assurance Framework with 

systems for monitoring quality and safety of care, with reference to a range of 
indicators which might include Care Quality Commission ratings and reviews, 
Monitor ratings and any other relevant sources of external assurance.  

 
6.5  To ensure a clear escalation process, including appropriate trigger points, is in 

place to enable appropriate engagement of external bodies in relation to areas 
of concern, with a view to an external review being carried out. 

 
6.6  To receive and scrutinise independent investigation reports relating to patient 

safety issues and agree publication plans. 
 
6.7  To seek assurance on the performance of NHS provider organisations in terms 

of the Care Quality Commission, Monitor and any other regulatory bodies. 
(Note that the Monitor’s compliance framework relies on assurance from third 
parties, including local commissioners of services). 

 
6.8  To receive and review the Quality Accounts of NHS Foundation Trusts which, 

as a minimum, will include those relating to the Foundation Trusts which 
provide local acute services, community health care services and mental health 
and learning disabilities services to the North Tyneside population. 

 
6.9  To receive reports on the management of infection control performance, 

especially health care acquired infections. 
 
6.10  To receive reports on Medicines Management be exception, as advised by the 

Medical Director. 
 
6.11  To ensure that appropriate strategies and training plans are in place for 

safeguarding of children and vulnerable adults, receiving appropriate reports 
pertaining to the CCG’s safeguarding duties. 

 
6.12  To ensure that all systems are in place and operating effectively for the 

identification, assessment and prioritisation of potential risk (including quality 
and patient safety, financial risk including regarding QIPP,  health and safety, 
emergency preparedness, business continuity, information governance and 
sustainable development), and to report on any major strategic issues and any 
associated financial implications to the Governing Body and to other external 
agencies as appropriate including the National Reporting and Learning System 

 
6.13  To ensure the adequacy of the Risk Assurance Framework, using it 

operationally to guide the work of the committee in gaining assurances on the 
principal strategic risks identified within the framework. This will include review 
of the content of the Corporate Risk Register and to scrutinise controls and 
actions for high and extreme risks. 
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6.14 To advise and assure the Clinical Commissioning Group on the development of 
policy, strategy and practice in respect of equality, diversity and human rights 
(supported through the Equality Delivery System), including the Equality 
Diversity and Human Rights Annual Report to ensure the statutory and legal 
obligations of the CCG are met. 

 
6.15  To ensure that the CCG promotes research and the use of research. 
 
6.16 To ensure that agreements and processes in place with the CCG’s members to 

secure improvements in the quality of primary medical services in terms of 
clinical effectiveness, patient safety, risk, safeguarding and patient experience 
in GP practices.  

 
7. Administration 

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

 
8. Quorum 
 
 The quorum shall be four members of the committee, including at least two 

clinical members (doctor or nurse).  
 

9. Decision Making 
 
 Generally it is expected that decisions will be reached by consensus. Should 

this not be possible then a view of members will be required. In the case of an 
equal vote, the person presiding (i.e. the Chair of the meeting) will have a 
second, and casting vote. 

 
10. Frequency and notice of meetings 
 
 Meetings will be held at such interval as the Chair shall judge necessary to 

discharge the responsibilities of the Committee, but shall be at least six times 
per year. 

 
11. Attendance at meetings 
 
11.1  The members of the Committee are required to provide information to progress 

and inform the agreed agenda items. 
 
11.2  The Committee members are required to attend each meeting or if apologies 

are made any information they are expected to contribute must be supported 
either through a deputy or in writing to the Chair. 

 
11.3 In addition to the core membership the Committee may co-opt additional 

members as appropriate to enable it to undertake its role. 
 
12. Reporting Arrangements 
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        The minutes of the meetings shall be formally recorded and submitted to the 
Governing Body. 

 
 The Chair of the committee shall draw to the attention of the Governing Body 

any issues that require disclosure to the Governing Body, or require executive 
action. The committee will report to the Governing Body, at least annually on its 
work. 

 
13. Conduct of the committee 
 
 All members of the committee and participants in its meetings will comply with 

the Standards of Business Conduct for NHS Staff, the NHS Code of Conduct 
and the CCG’s Policy on Standards of Business Conduct and Declarations of 
Interest which incorporate the Nolan Principles. 

 
14. Date of Review 

 
The committee will review its performance, membership and these Terms of 
Reference at least once per financial year.  It will make recommendations for 
any resulting changes to these Terms of Reference to the Governing Body for 
approval. 

 
 No changes to these Terms of Reference will be effective unless and until they 

are agreed by the Governing Body. 
 
 
 
 Date reviewed: 20 June 2014; agreed by Governing Body 23 September 2014 
 Date reviewed: 7 April 2015:  agreed by Governing Body 25 August 2015 
 Date reviewed: 5 April 2016: [awaiting approval of Governing Body] 
 
 
 Date for review: April 2017 
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Report to:  Governing Body 
Date:  24 May 2016  Agenda item:  12.4 

Title of report:  The effective management of conflicts of interest:  
                           pre meeting checks     
Sponsor and Author:  Pauline Fox,  Head of Governance    
 
Purpose of the report and action required:   
This report is to advise members that the 2015/16 audit of governance structures 
included one management action and to remind the Chair and members of the 
committee of their responsibility to effectively manage conflicts of interest, including 
pre-meeting checks   
 
Executive summary:   
 
The CCG has a Standards of Business Conduct policy in place, CCG CO19.  
 
The 2015/16 audit of CCG governance structures gave significant assurance with no 
issues of note. The one area for management action identified was to require 
committee members to confirm they are not conflicted or to identify and declare any 
conflict of interest before papers are sent out.  The auditor advised that this would 
serve as an additional check on the completeness of the CCG's register of interests 
and act as a reminder to declare new interests as well as potentially capturing any 
interests that have not yet been declared.  
 
The management action, agreed with audit, was that we would: 
 
• Formally advise all committees (by way of a report) of the importance of 

arrangements to avoid the inappropriate circulation of commercially confidential 
information and to re-iterate the importance of all declarations being up to date to 
enable this and  

 
• Remind all meeting Chairs of their responsibility when agreeing the final agenda, 

to consider and take into account what conflicts of interest there may be and how 
these should be managed before, during and after the meeting.   

 
This same report has been presented to the Audit Committee, the Quality and Safety 
Committee, the Finance Committee and the Clinical Executive Committee in May 
2016.  
 
Recommendation: 
The Chair and members of the Governing Body are asked to note this timely 
reminder about their role in the effective management of conflicts of interest.  
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Governance and Compliance   
 
1. Links to corporate objectives  
 

2016/17 corporate objectives  Item links to 
objectives √ 

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

√ 

2. Deliver the Financial Recovery Plan, leading to the 
achievement of the CCG’s statutory financial duties and 
future sustainability 

 

3. Work collaboratively with partners and stakeholders to 
develop health and social care fit for the future in North 
Tyneside  

√ 

4. Continue to develop North Tyneside CCG as a patient 
focused, clinically led commissioning organisation with a 
continuous learning culture 

√ 

 
2. Consultation and engagement 

N/A 
 
3. Resource implications 

N/A 
  
4. Risks 

The Internal Audit identified a management action, indicating some risk to the 
CCG. The completion of the management action mitigates that risk.  

 
5. Equality assessment 

N/A 
 
6. Environment and sustainability assessment  

N/A 
 
 
 
 
17 May 2016  
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1 Introduction 

1. NHS England is introducing a new Improvement and Assessment Framework 

for CCGs (CCG IAF) from 2016/17 onwards, to replace both the existing CCG 

Assurance Framework and separate CCG performance dashboard. In the 

Government’s Mandate to NHS England, this new framework takes an 

enhanced and more central place in the overall arrangements for public 

accountability of the NHS.   

2. The Five Year Forward View1, NHS Planning Guidance2, and the Sustainability 

and Transformation Plans (STPs) for each area, are all driven by the pursuit of 

the “triple aim”: (i) improving the health and wellbeing of the whole population; 

(ii) better quality for all patients, through care redesign; and (iii) better value for 

taxpayers in a financially sustainable system. The new framework aligns key 

objectives and priorities, including the way we assess and manage our day-to-

day relationships with CCGs.   

3. The CCG IAF has been designed to supply indicators for adoption in STPs as 

markers of success.  In turn those plans will provide vision and local actions 

that will populate and enrich the local use of the CCG IAF. 

4. The NHS can only deliver the Forward View through place-based partnerships 

spanning across NHS commissioners, local government, providers, patients, 

communities, the voluntary and independent sectors.  To ask CCGs to focus 

solely on what resides exclusively within their own organisational locus would 

miss out what many are doing, and artificially limit their influence and relevance 

as local system leaders.  In both the CCG IAF, and STPs, we give primacy to 

tasks-in-common over formal organisational boundaries. 

2 Framework Design   

5. The CCG IAF brings clarity, simplicity and balance to the conversation between 

NHS England and CCGs about what matters to both sides.  It draws together in 

one place NHS Constitution and other core performance and finance indicators, 

outcome goals, and transformational challenges.  In combination these provide 

a more accurate account of the real job description of CCGs.  A summary of the 

indicators is given in Annex A.  

6. At the same time, NHS England deliberately does not aspire to the framework 

being fully comprehensive.  All organisations have finite capacity for change, 

and an excessive number of indicators would inevitably dilute the impact of the 

                                            
1
 https://www.england.nhs.uk/wp-content/uploads/2014/10/5yfv-web.pdf  

2
 https://www.england.nhs.uk/wp-content/uploads/2015/12/planning-guid-16-17-20-21.pdf  

https://www.england.nhs.uk/wp-content/uploads/2014/10/5yfv-web.pdf
https://www.england.nhs.uk/wp-content/uploads/2015/12/planning-guid-16-17-20-21.pdf
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framework.  The initial indicators provide a reasonable degree of balance in 

illuminating the future agenda.  It does not mean that CCGs and NHS England 

will discard all supplementary indicators as irrelevant; on the contrary, 

performance against the high level indicators is likely to stimulate CCG interest 

in gaining additional insight into what is really going on. 

7. The framework is a dynamic tool; in future we expect to retire indicators for 

assessment where CCGs have made the greatest strides and to add in new 

indicators, so that the assessment of CCGs continually focuses on what are the 

greatest emerging and actionable opportunities facing the NHS in future years. 

For example for the 2017/18 assessment, we will look at including an indicator 

to measure the role of CCGs in supporting patient safety, particularly in primary 

and community based services; and we will also work to develop a suitable 

indicator that can better measure how CCGs are focusing on patient and public 

engagement. 

3 Components – four domains and six clinical priorities 

8. Our regions and commissioning operations will increasingly be responsible for 

supporting and catalysing local system transformation through the STP 

process.  Alongside these, NHS England’s national programmes will help set 

out what good looks like, stimulate ambition, co-create replicable methods for 

care redesign, and provide insight and challenge - whether for example on 

cancer, learning disabilities, personalisation and choice, new care models, or 

RightCare.  

9. For these reasons, we have constructed the new framework to cover indicators 

located in four domains: 

 

 Better Health: this section looks at how the CCG is contributing towards 

improving the health and wellbeing of its population, and bending the 

demand curve;  

 Better Care: this principally focuses on care redesign, performance of 

constitutional standards, and outcomes, including in important clinical 

areas; 

 Sustainability: this section looks at how the CCG is remaining in financial 

balance, and is securing good value for patients and the public from the 

money it spends;  

 Leadership: this domain assesses the quality of the CCG’s leadership, the 

quality of its plans, how the CCG works with its partners, and the 

governance arrangements that the CCG has in place to ensure it acts with 

probity, for example in managing conflicts of interest. 
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10. The diagram below summarises the framework: 

 

 

11. The Forward View and the planning guidance set out national ambitions for 

transformation in a number of vital clinical priorities such as mental health, 

dementia, learning disabilities, cancer, maternity and diabetes.  To reinforce our 

collective efforts in these areas, NHS England is committed in the 

Government’s Mandate to creating a separate clear rating for each of these six 

clinical areas, on a four point ‘Ofsted-style’ scale. 

4 Independent panels in the clinical priority areas 

12. The assessments in the clinical priority areas will be overseen by independent 

groups whose chairs are as follows: 

 Mental health Paul Farmer, Chief Executive of Mind; 

 Dementia Jeremy Hughes, Chief Executive of the Alzheimer's 
Society; 

 Learning 
disabilities  

Rob Webster, Chief Executive of the NHS Confederation 
and Gavin Harding, Learning Disability Advisor, NHS 
England (acting as co-chairs); 

 Cancer Sir Harpal Kumar, Chief Executive of Cancer Research 
UK; 

 Diabetes Chris Askew, Chief Executive of Diabetes UK; 

 Maternity Baroness Julia Cumberlege, Chair of National Maternity 
Review   
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13. The groups are likely to take the form of a bespoke meeting of each of the 

relevant national programme board, rather than a separate structure.  A first 

assessment for each of these six areas will be published on MyNHS by June 

2016, derived solely from the indicators in the new framework looking at current 

baseline performance.  This initial assessment is our “beta” release, and will 

offer a useful starting point for future assessments.  

5 The operating process 

14. The framework is intended as a focal point for joint work, support and dialogue 

between NHS England and CCGs.  Data will be available at least quarterly for 

nearly all of the indicators, which will enable everyone to see, in-year, what is 

working well and what is off-track.  NHS England’s national and regional teams 

will work together to ensure that the breadth of the framework is discussed with 

all CCGs during the year, through a rolling programme of local conversations, 

drawing on expertise and insight from the national programme teams. This 

continues the risk-based, continuous approach introduced in 2015/16. 

15. The framework indicators will form the main, but not the only, source of 

evidence to support the joint work between NHS England and CCGs.  For 

example, NHS England will continue to conduct the nationally commissioned 

360 degree CCG stakeholder survey.  The CCG outcomes indicator set and 

RightCare’s commissioning for value packs are examples of currently available 

resources that provide comparative information, helping CCGs to set priorities 

and make improvements.   

16. An operating manual will accompany the high level framework document, 

providing the underpinning operational detail.   

6 Support and ways of working 

17. A critical factor in the success of the new framework will be the quality of the 

relationships between the NHS England local teams and CCGs.  We are in it 

together - with joint responsibility for helping each other transform and sustain 

the NHS.  The purpose of engendering mutual assistance and taking timely 

action where needed, should be as valuable as the formal act of annual 

assessment. 

18. A different way of working is also required between NHS England’s local and 

regional teams and the national expert teams.  This will take into account how 

national teams might be involved in local conversations and how local teams 

co-ordinate identified support requirements.   
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19. We will develop operational support tools to support CCGs and NHS England’s 

local teams throughout the year to identify trends, outliers and enable drill-down 

into the CCG IAF indicators.  We will explore the potential use of online tools to 

bring greater transparency to the process and to provide a common 

understanding of the data.  

20. A discussion of current and future CCG support requirements will be initiated in 

the early part of 2016/17, using existing data and the year-end assessment of 

2015/16.  This will be refined as reporting on the indicators becomes available.  

7 CCG accountability and assessment 

21. NHS England has a statutory duty to conduct an annual performance 

assessment of every CCG.   

22. The annual assessment will be a judgement, reached by taking into account the 

CCG’s performance in each of the indicator areas over the full year and 

balanced against the qualitative assessment of the leadership of the CCG.  It is 

unrealistic to expect any CCG to perform well against each and every one of 

the indicators.   

23. As described earlier in this document, the indicators do not only cover those 

things which are fully in the control of CCGs.  This very much asks CCGs to 

focus on the strength and effectiveness of their system relationships, and to use 

all the levers and incentives available to them, to make progress.  The annual 

assessment will take in to account how well CCGs, as individual organisations, 

have played into their local systems, and they will not be adversely assessed if 

their efforts are not initially reflected in the indicators.  Over time CCGs’ input as 

local systems leaders would be expected to contribute to measurable 

improvement.  For its part, where NHS England is a local system commissioner, 

it must fully support the system partnership approach. 

24. To ensure that the framework is being applied consistently, regional and 

national moderation will take place.  NHS England’s Commissioning Committee 

will oversee the process and sign off the ratings.  The Committee will also track 

progress in-year. 

25. Historically CCG assessments have not been highly visible.  To aid 

transparency for the public, and CCG benchmarking against peers, we will 

present both the overall ratings and the relative performance on indicators 

through a range of channels, including publication on MyNHS.  
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8 Improvement in challenged CCGs 

26. The intention of the CCG IAF is to empower CCGs to deliver the transformation 

necessary to achieve the Five Year Forward View.  The focus is therefore on 

practical support, rather than assurance and monitoring.   However, some 

CCGs operate in very challenging environments, are dealing with legacy issues, 

or indeed, need to address internal weaknesses. 

27. A number of initiatives are in place such as success regimes, which aim to 

improve whole local health economies.  NHS England introduced special 

measures for CCGs in 2015/16.  Where NHS England has very grave concerns 

across to breadth of what a CCG does, this regime provides a structured 

approach for the CCG to improve its performance or capability, and to 

implement an intensive support package. 

28. NHS England is supported by legislation in exercising formal powers of 

direction if it is satisfied that a CCG is (a) failing or (b) is at risk of failing to 

discharge its functions.   

9 Governance  

29. NHS England’s Commissioning Committee will oversee the CCG IAF on behalf 

of the Board.  It will track progress in year and sign off the annual assessment 

ratings.  The Committee will also receive the independent panels’ assessments 

of the six clinical priority areas. 

30. The Committee will be underpinned by management’s CCG improvement and 

assessment oversight group.  This will take responsibility for operational 

oversight of the assessment process, including national moderation of 

assessments and applications to apply or lift directions, conditions of 

authorisation and special measures. 
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Annex A – Indicator summary 

31. The CCG Improvement and Assessment Framework includes a set of 57 

indicators across 29 areas.  It is intended that the indicators will be reported 

quarterly.  Not all indicators will be based on data available each quarter:  some 

indicators will be refreshed quarterly, some will use moving averages to provide 

a more up to date view, and some will only be refreshed annually.  

32. The Table below provides a one line summary of each of the 57 indicators.  A 

detailed technical document that describes the definition, rationale, data source 

and construction of each of the indicators will be issued shortly to help CCGs 

understand the purpose and construction of the indicators in the Framework. 

Area Indicator Name 

Better Health 

Smoking Maternal smoking at delivery 

Child obesity Percentage of children aged 10-11 classified as overweight or 
obese 

Diabetes 

  

Diabetes patients that have achieved all the NICE-
recommended treatment targets: Three (HbA1c, cholesterol 
and blood pressure) for adults and one (HbA1c) for children 

People with diabetes diagnosed less than a year who attend 
a structured education course 

Falls Injuries from falls in people aged 65 and over 

Personalisation and 
choice 

Utilisation of the NHS e-referral service to enable choice at 
first routine elective referral 

Personal health budgets 

Percentage of deaths which take place in hospital 

People with a long-term condition feeling supported to 
manage their condition(s) 

Health inequalities Inequality in avoidable emergency admissions 

Anti-microbial 
resistance 

Anti-microbial resistance: Appropriate prescribing of 
antibiotics in primary care 

Anti-microbial resistance: Appropriate prescribing of broad 
spectrum antibiotics in primary care 
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Carers Quality of life of carers 

Better Care  

Care ratings Use of high quality providers 

Cancer 

 

Cancers diagnosed at early stage 

People with urgent GP referral having first definitive treatment 
for cancer within 62 days of referral 

One-year survival from all cancers 

Cancer patient experience 

Mental Health Improving Access to Psychological Therapies recovery rate 

People with first episode of psychosis starting treatment with 
a NICE-recommended package of care treated within 2 
weeks of referral 

Children and young people’s mental health services 
transformation 

Crisis care and liaison mental health services transformation 

Out of area placements for acute mental health inpatient care 
- transformation 

Learning disability Reliance on specialist inpatient care for people with a learning 
disability and/or autism 

Proportion of people with a learning disability on the GP 
register receiving an annual health check 

Maternity Neonatal mortality and stillbirths 

Women’s experience of maternity services 

Choices in maternity services 

Dementia Estimated diagnosis rate for people with dementia 

Dementia care planning and post-diagnostic support 

Urgent and 
emergency care 

Achievement of milestones in the delivery of an integrated 
urgent care service 

Emergency admissions for urgent care sensitive conditions 
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Percentage of patients admitted, transferred or discharged 
from A&E within 4 hours 

Ambulance waits 

Delayed transfers of care attributable to the NHS per 100,000 
population 

Population use of hospital beds following emergency 
admission 

Primary medical care Management of long term conditions 

Patient experience of GP services 

Primary care access 

Primary care workforce 

Elective access Patients waiting 18 weeks or less from referral to hospital 
treatment 

7 day services Achievement of clinical standards in the delivery of 7 day 
services 

NHS Continuing 
Healthcare 

People eligible for standard NHS Continuing Healthcare 

Sustainability 

Financial 
sustainability 

Financial plan 

In-year financial performance 

Allocative efficiency Outcomes in areas with identified scope for improvement 

Expenditure in areas with identified scope for improvement 

New models of care Adoption of new models of care 

Paper-free at the 
point of care  

Local digital roadmap in place 

Digital interactions between primary and secondary care 

Estates strategy Local strategic estates plan (SEP) in place 

Leadership 

Sustainability and 
Transformation Plan 

Sustainability and Transformation Plan 
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Probity and corporate 
governance 

Probity and corporate governance 

Workforce 
engagement 

Staff engagement index 

Progress against workforce race equality standard 

 

CCGs’ local 
relationships 

Effectiveness of working relationships in the local system 

Quality of leadership Quality of CCG leadership 
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