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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 September 2013, 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 

3 Declarations of Interest 

4 Minutes of the previous meeting held on 25 June 
2013  

Dr J Matthews 
 

10:20 
Enclosures 5  Matters arising from the previous meeting held on 

25 June 2013 

6 Reports from Chair and Chief Officer  Dr J Matthews /M 
Cushlow 

10:25 
Verbal       

7 Quality Items  

 
7.1 

Report from the meetings of the Quality and 
Safety Committee. 

Dr M Wright/ L Young-
Murphy 

10:30 
Verbal       

7.2 Report on Summary Hospital-level Mortality 
Indicator (SHMI) Dr M Wright 

10:35 
Enclosure 

7.3 Performance Report 2013/14 A Thompson 
10:45 

Enclosure  

8 Finance and Contracting   

8.1 
8.1a 

Financial Position Report Executive Summary 
Financial Position Full Report 

A Thompson 
11:00 

Enclosures 

9 Public and Patient Involvement  

9.1 
9.1a 

CCG Patient Forum Executive Summary 
CCG Patient Forum Full Report 

L Young-Murphy 
11:15 

Enclosures 
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9.1b CCG Patient Forum Draft Terms of Reference 

10 Commissioning  

10.1 
 

10.1a 

Commissioning Intentions – Planning Priorities 
2014/15 
Public Engagement Leaflet 

P Clow 
11:20 

Enclosure 

10.2 Urgent Care Board P Clow 
11:40 
Verbal 

11 Governance and Assurance  

11.1 
11.1a 

Changes to CCG Constitution 
Table 1 SO table and SoRD 

A Thompson 
11:45 

Enclosure 

11.2 
11.2a 

Equality Objectives 2014/15 Executive Summary 
Equality Objectives 2014/15 Full Report 

L Young-Murphy 
11:55 

Enclosure 

12 Items for information   

    

14 Date of next meeting  

 Tuesday 26 November 2013, 10.15am  
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North Tyneside CCG Governing Body   

 
Minutes of the Governing Body meeting held on 25 June 2013, at Hedley Court 
 
Present:   
Dr John Matthews Clinical Chair (Chair) 
Mary Coyle Lay Deputy Chair 
Maurya Cushlow Chief Officer 
David Willis Lay Member 
Dr Martin Wright Medical Director 
Lesley Young-Murphy Director Transformation and Change and Executive Nurse  
  
In Attendance:   
Philip Clow Director of Commissioning  
Marietta Evans Director of Public Health 
Pauline Fox Head of Governance 
Jeff Goldthorpe Head of Finance 
Carol Nicholson Head of Strategy, Planning,  Performance and Business 

Development (for item 7.2) 
Susan Askew PA 
  
Apologies for Absence: 
Mr Kyee Han Secondary Care Specialist Doctor 
Eleanor Hayward Lay Member 
Alison Thompson Chief Finance Officer 
  
NTGB/13/020 Declarations of Interest (Agenda Item 3) 
 It was noted that all declarations of interest were recorded in the register of 

interests, on the public website. There were no declarations to make for this 
meeting.  

  
NTGB/13/021 Minutes of the Previous Meeting held on 30 April 2013 (Agenda Item 4) 
 Dr Matthews welcomed everyone to the meeting of the North Tyneside CCG 

Governing Body, including those members of the public who were present. 
The minutes of the meeting held on 30 April 2013 were accepted as a true 
record of the meeting.    

  
NTGB/13/022 Matters Arising from the Previous Meeting held on 30 April 2013 (Agenda 

Item 5) 
 Dr Matthews confirmed that the actions from the previous meeting had been 

completed and that there were no matters arising that were not on the 
agenda 

  
NTGB/13/023 Report from the Chair and Chief Officer (Agenda Item 6) 
 Dr Matthews, Clinical Chair, reported that he had recently attended the North 

Tyneside Health and Wellbeing Board meeting, as the formal representative 
of the North Tyneside CCG. He emphasised the importance of this Board and 
the full engagement of the CCG in its work.  

  
 Ms Cushlow, Chief Officer advised that, in conjunction with North Tyneside 
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Council and Northumbria NHS Foundation Trust, the CCG has submitted a 
bid to participate in the health and social care integration pioneer programme. 
This would not bring additional funding, but would support the local work to 
‘go further, faster’ with the integration of services across North Tyneside 
 
Ms Cushlow drew attention to a recent letter from the Chief Executive of NHS 
England reminding all CCGs of the importance of having an effective system 
for ‘whistle blowing’ in the organisation. She confirmed that this matter is 
taken very seriously in the CCG and stressed the importance of transparency 
and giving support to people who speak out about perceived poor standards 
of care. She advised that this matter was also referred to in a paper later on 
the agenda regarding changes to the CCG constitution.  

  
NTGB/13/024 Report from the meetings of the Quality and Safety committee, 14 May 

2013 and 18 June 2013 (Agenda Item 7.1) 
 Dr Wright, Medical Director, reported on the Quality Review Group (QRG) 

meetings which he explained were a key part of the work of the Quality and 
Safety Committee. The Foundation Trusts were keen to continuously improve 
service quality. Northumbria Healthcare NHS FT was particularly looking into 
lessons learnt and improvements to make as a result of the number of 
reported falls in hospital.  The first QRG meeting with Newcastle Hospitals 
NHS FT had focused on the number ‘never’ events reported and the lessons 
to be learned. Dr Wright confirmed that QRG meetings would also be held 
with the major independent sector providers. He advised that the Quality 
Accounts for 2012/13 for the NHS Foundation Trusts and for the major 
independent sector providers had been published. 

  
 Ms Young-Murphy reported on the recent meetings of the Quality and Safety 

Committee. She highlighted the work of the local Infection Prevention Control 
partnership to oversee work across North Tyneside, Northumberland and 
Newcastle to address Health Care Acquired Infections (HCAI). The 
partnership included representatives from the NHS FTs, the CCGs, the NHS 
England Area Team and the national team. This was an active group, 
positively committed to working together to tackle HCAI and minimise risk.  
 
Ms Young-Murphy also informed the Governing Body of work she was 
leading with the Local Authority to develop a quality framework for assessing 
quality of care in nursing homes for NHS funded patients.  

  
 Mr Willis asked Dr Wright to give an update on the work underway to explore 

the local data on the Standard Hospital Mortality Indicator (SHMI) for 
Northumbria FHT. Dr Wright confirmed that this work was on-going, with 
clinical involvement at the highest level. Mr Willis requested that a formal 
report on the SHMI work be brought to the Governing Body meeting in 
September 2013.  

  
Action 1 Dr Wright to bring a formal report on the SHMI work to the Governing Body 

meeting in September 2013. 
  
NTGB/13/025 Performance Report 2013/14 (Agenda Item 7.2) 
 Ms Nicholson, Head of Planning, Performance and Business Development, 

presented this report. Ms Nicholson advised the Governing Body that the 
format had been developed in conjunction with Mr Willis. She explained that 
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there are three elements to the CCG assurance framework: the NHS 
Constitution, the CCG Health Outcomes and the Quality Premium. The report 
included a risk assessment and at the current time high risks were identified 
in some areas of 18 week waits (a NHS constitution pledge), numbers of 
emergency admissions, MRSA and C. difficile.  Action plans were being 
developed.  Ms Nicholson advised that the CCG was slightly underperforming 
in April against the cancer Constitution target relating to patients seen within 
two weeks of an urgent referral for breast symptoms.  
 
Ms Coyle commented on the clarity of the report and sought further 
information on the position regarding the quality premium. Ms Nicholson 
confirmed that some quality premium payments were indeed dependent on 
information that would not be available until well after the end of the financial 
year. Mr Willis referred to the quality premium pre-conditions, and asked if 
there was further definition of ‘no significant quality failure’. Ms Nicholson 
advised that there was no definition available at present.  
 
Ms Cushlow sought further clarification on the emergency admissions of 
children with lower respiratory tract infections, which was shown in the report 
as an ‘amber’ risk. Dr Evans offered the help of public health colleagues to 
investigate this further. This was welcomed.  
 
The Governing Body noted the performance achieved and supported the 
actions as described. 

  
Action 2 Ms Nicholson to provide the data to the CCG Clinical Lead to undertake a 

‘deep dive’ on emergency admissions of children with lower respiratory tract 
infections, the work to be reported back to the Clinical Executive.  

  
NTGB/13/026 Financial Position Report (Agenda Item 8.1) 
 Mr Goldthorpe presented the financial position for the period ending May 

2013. He confirmed it was a statutory duty for the CCG to break even on its 
revenue allocation. He confirmed that the purpose of the finance report was 
to give assurance to the Governing Body that the CCG was in a position to 
deliver its statutory financial duties. 
 
Mr Goldthorpe confirmed that the format of the financial information had 
changed from the presentation of budgets in April. The change was primarily 
due to the implementation of the National Integrated Single Financial 
Environment (ISFE) within the NHS which had led to a national change of 
accounts and prescribed reporting formats. The implementation of ISFE 
enabled NHS England to access consistent information from every CCG in 
the country. 
 
Mr Goldthorpe advised that North Tyneside CCG currently had revenue 
resources available for commissioned services of £281.3m and £5.3m for 
running costs, although an additional allocation was expected from the Local 
Area Team for GP IT but this had yet to be quantified. The CCG does not 
currently have access to any capital resources. 
 
Hospital data activity sets were not available for this reporting period 
therefore assumptions have been made that commissioning budgets will 
break even, and the CCG will  deliver the control total required by the NHS 
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England Area Team of £100k. 
 
Quality, Innovation, Productivity and Prevention (QIPP) plans developed by 
the CCG are designed to deliver cost savings of £2.9 m. Additional schemes 
are being developed to ensure that the QIPP requirement of £3.5m will be 
delivered.  Remaining schemes will be reported at the next Governing Body 
when QIPP will be fully integrated into the main body of the Financial 
Summary Report.  This will ensure that progress on the delivery of QIPP 
savings can be accurately reported. 
 
Mr Goldthorpe referred to section (4.4) designed to highlight any potential 
risks to the CCG financial position. As this is early in the financial year it is not 
yet possible to present a complete picture of the financial risks to the CCG 
but these will be available in subsequent reports to the Governing Body. 
 
Mr Goldthorpe explained that following completion of this Governing Body 
report, information has been received from NECS regarding the ambulance 
contract indicators.  A small increase in 999 activity occurred during April.  
Based on the current risk share arrangements North Tyneside CCG’s share 
of this over activity will be £37k. It is not clear that the over-activity is due to 
the introduction of the 111 service.  but this will be closely monitored in year 
 
Mr Willis commented that the details could not be properly scrutinised without 
the relevant hospital activity data. He expressed concern about the QIPP 
plans, and sought greater clarity about how the QIPP savings will be realised 
and the detailed work required to identify the outstanding £600k. The 
Governing Body discussed the risks that this posed in year 1 and Mr Clow 
reassured the Governing Body that as lead officer he was actively working on 
this. Mr Willis reminded the Governing Body that next meeting is not until 
September and advised that as the Chair of Audit Committee he has 
highlighted this as a high risk area.  
 
Ms Cushlow concurred that a greater emphasis was needed to ensure that 
the required QIPP savings were realised. She confirmed that significant work 
is underway and is the subject of another paper in this meeting. It was agreed 
that an interim report on QIPP would be prepared for governing body 
members between this meeting and the next meeting of the Governing Body.   

  
Action 3 Mr Clow and Mrs Thompson to provide an interim report on QIPP for 

governing body members before the next meeting of the Governing Body 
  
NTGB/13/027 Report from the Patient Forum Meeting 15 May 2013 (Agenda Item 9.1) 
 Mrs Fox presented on behalf of Mrs Haywood, Lay Member for Patient and 

Public Involvement.  At the Patient Forum meeting on 15 May 2013, the 
North Tyneside CCG Governance Arrangements had been discussed. Mrs 
Fox advised that Mrs Hayward would provide a fuller report from the Patient 
Forum at the next Governing Body meeting 

  
NTGB/13/028 Corporate Objectives (Agenda Item 10.1) 
 Ms Cushlow presented the Corporate Objectives as discussed at the 

Governing Body development session in May 2013 for formal approval. The 
Governing body approved the Corporate objectives as set out in the paper. 
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NTGB/13/029 Planning Process 2014/15 and onwards (Agenda Item 10.2) 
 Mr Clow presented the current national guidance on the planning process. Mr 

Willis queried the proposed public meetings in September and Mr Clow 
advised that the details were currently being planned. Ms Cushlow asked Mr 
Clow to elaborate on the wider range of ways that public feedback and 
comments are sought to inform planning.  Mr Clow explained that the public 
meetings are only one of a series of ways information is gathered to inform 
the planning process, others ways include the use of questionnaires, the work 
of the patient forum and the gathering of soft intelligence. Dr Wright and Ms 
Young-Murphy commented on the links between the NHS FT Cost 
Improvement Plans (CIPs) and the commissioning plans which are reviewed 
through the Quality Review Groups with the relevant information fed into the 
planning process. 
 
Dr Matthews thanked Mr Clow for a clear report. The Governing Body 
approved the timetable as outlined in the report and it was agreed regular 
updates will be provided to the Governing Body. 

  
NTGB/13/030 Quality, Innovation, Performance and Productivity (QIPP): Governance 

Arrangements (Agenda Item 11.1) 
 Mr Clow presented this report, referring to the arrangements for the delivery 

of the QIPP projects. Mr Willis commented that this was a useful summary 
and reiterated the comments that he had made earlier in the meeting when 
QIPP had been discussed as part of the finance report. Ms Young-Murphy 
referred to the work of the transformation team on improving access to 
primary care. The QIPP governance arrangements as outlined in the report 
were noted.  

  
NTGB/13/031 Planned Procurements 2013/14: Progress Against Plan (Agenda Item 

11.2) 
 Mr Clow presented this report, to give Governing Body members information 

about the planned procurements for 2013/14. Ms Coyle asked that the 
Governing Body receive an update on procurements at each meeting. It was 
recognised that this may need to be taken in private session because of the 
confidential nature of procurements.  

  
NTGB/13/032 Urgent Care Board (Agenda Item 11.3) 
 Mr Clow advised that it was a requirement from NHS England that an Urgent 

Care Board be established by each CCG, working in partnership with the 
NHS FTs and Local Authority. The purpose was to address mounting 
pressures on hospital A&E departments in particular. He described how the 
North Tyneside Urgent Care Board will build on the work of the Alternatives to 
Hospital Admission Partnership Board. It was agreed that Mr Clow should 
supplement the draft terms of reference for the Urgent Care Board with an 
organisation chart showing the reporting relationships. The establishment and 
work of the Urgent Care Board was noted.  

  
Action 4 Mr Clow to supplement the draft terms of reference for the Urgent Care 

Board with an organisation chart showing the reporting relationships. 
  
NTGB/13/033 CCG Assurance Framework (Agenda Item 12.1) 
 Mr Clow advised that the NHS England CCG assurance framework is now 

published, showing how the performance and organisational development of 
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the CCGs will be assessed.  It was noted that the NHS England Area Team 
will assess CCG performance quarterly and that this performance data would 
be made available to the public on a quarterly basis, via the website.  
 
Dr Young Murphy described the significant work needed to embed the NHS 
Constitution in the work of the CCG and commissioned services. Ms Cushlow 
commented on the importance of linking the commissioning intentions of the 
CCG, the rights and pledges of the NHS Constitution and the evidence that is 
needed for the CCG to populate the assurance framework.    
 
The national CCG assurance framework was noted and Mr Clow was asked  
to bring updates to the Governing Body 

  
NTGB/13/034 Report of the Meeting of the Audit Committee held on 17 May 2013 

(Agenda Item 12.2) 
 Mr Willis, Chair of the Audit Committee, gave a verbal update on the meeting 

held on 17 May 2013. He had provided governing body members with a note 
of the key issues from the meeting within 5 working days.  
 
Mr Willis advised that the issues that had been discussed had included the 
Internal Audit work plans, the appointment and work of new External 
Auditors, Mazars, the Internal Audit Charter and the developing risk 
management arrangements across the CCG. A decision on the practice 
incentive scheme taken by the Clinical Executive had been referred to the 
Audit Committee for oversight, in line with section 8.6.3 of the CCG 
constitution.  
 
Mr Willis was thanked for his report.  

  
NTGB/13/035 Changes to the CCG Constitution (Agenda Item 12.3) 
 Mrs Fox presented this item, advising that it covered two issues.  

 
Firstly, NHS England had requested that each CCG strengthen the reference 
to whistle blowing in the CCG constitution and had provided revised wording 
for this. Mrs Fox recommended that the CCG adopt this revised wording and 
that recommendation was supported.  
 
Secondly, NHS England had now issued the procedure for CCGs to follow to 
apply to make changes to the CCG constitution. Applications must be made 
by 1 June and 1 November each year. Mrs Fox suggested that the Governing 
Body approve preparatory work to be undertaken for the North Tyneside 
CCG to apply for changes to its constitution by the 1 November 2013 
deadline. She reminded members that any proposed changes to the CCG 
constitution were subject to the approval of the Council of Practices. In 
response to questions, Mrs Fox advised that, in addition to the change of 
wording on whistle blowing, other changes would be around terminology, 
such as consistent reference to the Governing Body rather than the Board. 
She also advised that changes may be needed to the scheme of delegation 
and the prime financial policies.  
 
Mrs Fox was asked to work with the Clinical Chair and other colleagues to 
prepare the application for changes to the CCG constitution in line with the 
national guidance.  
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NTGB/13/036 Ratification of CCG Human Resources Policies (Agenda Item 12.4) 
 Ms Young-Murphy gave an update on the ratification of Human Resource 

policies. A suite of policies had been prepared for CCG use across the 
region, including a whistle blowing policy (HR35). The majority of polices had 
been ratified by the CCG Clinical Executive.  In accordance with the CCG 
scheme of delegation, the proposed Disciplinary Policy (HR07) could only be 
ratified by the CCG Governing Body.   
 
The Governing Body noted the suite of HR policies and ratified the 
Disciplinary Policy (HR07).  

  
NTGB/13/037 Date of next meeting 
 Tuesday 24 September 2013, 10:15 a.m. 
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Date Minute Action 
No. Action Resp. Officer Target 

Date Status 

25 June 
2013 NTGB/13/025 1 Dr Wright to bring a formal report on the SHMI work 

to the Governing Body meeting in September 2013 Dr Martin Wright Sept 2013  

25 June 
2013 NTGB/13/026 2 

Ms Nicholson to provide the data to the CCG Clinical 
Lead to undertake a ‘deep dive’ on emergency 
admissions of children with lower respiratory tract 
infections, the work to be reported back to the Clinical 
Executive. 

Ms Nicholson 31 August 
2013  

25 June 
2013 NTGB/13/027 3 

Mr Clow and Mrs Thompson to provide an interim 
report on QIPP for governing body members before 
the next meeting of the Governing Body. 

Mr Clow and Mrs 
Thompson 

31 August 
2013 Completed 

25 June 
2013 NTGB/13/033 4 

Mr Clow to supplement the draft terms of reference 
for the Urgent Care Board with an organisation chart 
showing the reporting relationships 

Mr Clow 31 July 
2013 Completed 
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Report to:  Governing Body 
Date:  24 September 2013 Agenda item:  7.2 
Title of report:  Northumbria Healthcare NHS FT Mortality Rates  
Sponsor:  Dr Martin Wright, Medical Director, North Tyneside CCG 
Author:   
Purpose of the report and action required:  This report is to provide further 
information on work undertaken to provide clarity regarding the status of Northumbria 
HealthCare NHS Foundation Trust as reported by Dr Foster Intelligence (DFI) and 
the Health and Social Care Information Centre (HSCIC).  Members are requested to 
note the information provided.  
 
 
Full report   
 
1. Background / introduction /context 
 

Northumbria HCFT:  The HSMR is 105: this is high but not classified as an 
outlier; however, this needs to continue to be analysed in more depth and 
monitored closely.  Data was resubmitted by the trust but after re-calculation is 
still 105, so we need to understand if there are any other reasons.   
 
Overall SHMI is high also at 105.1 but further analysis suggests that this is 
related to counting issues due to the number of patients who are discharged to 
community hospitals. However, there are indications that the predicted value for 
apr12-mar13 is expected to be 104 so we will need to review carefully the next 
published figures and if this is correct investigate further, as this prediction 
seems to take into account the community hospitals.  In addition, the Trust has 
advised that they are analysing 100 patient deaths - it is important that we see 
and understand this information. 
 
Specific SHMI for mortality around #neck of femur: the action plan has been 
discussed and the CQC is now satisfied that no further reports are needed at 
this time; again this will need to continue to be monitored.  
 
Further information on SIs for falls and pressure ulcers is expected at the next 
quality meeting together with analysis of SHMI for cancer and injury which is 
reported as high.  We need to understand if there is a link when triangulating 
these issues. 
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2. Work undertaken to date 
 

CCG Medical Director has provided verbal reports to the Quality and Safety 
Committee and the CCGs Governing Body since the organisations 
authorisation in April.  The Quality Review Group for Northumbria FT has met 
on 2 occasions and these issues have been discussed as well as outside of the 
meeting with members of the Trust, with further discussion and monitoring 
planned.  
 
Reports were received regarding the # neck of femur SHMI and the action plan 
was accepted by CQC. 

 
3. Key points  

 
3.1 The Trust were highlighted as having a high HSMR and overall SHMI. 
3.2 The SHMI for # neck of femur was also high as well as those for injury 

and cancer. 
3.3 Work has been done on the HSMR and overall SHMI and SHMI for #neck 

of femur. The CCG has as yet not received any information regarding the 
‘high’ SHMI for cancer and injury. 

 
 
4. Implementation plan/next steps 
 

The CCG will continue to monitor the SHMI and HSMR mortality rates as well 
as other performance indicators for all its commissioned services and address 
any of the resulting issues which arise.   The CCG will continue to monitor 
Northumbria Healthcare NHS Foundation Trust regarding their performance 
and quality through the Quality Review Group process and the review of all 
Serious Incidents.  

 
5. Recommendations  
 

The Governing Body receive this report for information and assurance that work 
continues to be undertaken to ensure the services commissioned are safe and 
a of a high standard. 

 
 
Appendices and further information 
  
6. Appendices  
 

There are no appendices 
 
7. Further information relevant to the report 
 

No further information 
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Governance and Compliance   
 
8. Links to corporate objectives  
 

2013/14 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  
 

9. Consultation and engagement 
 

Not applicable 
 
10. Resource implications 

 
There are no resource implications identified at this time. 

  
11. Risks 

 
HSMR and SHMI anomalies need to be understood to ensure they are not an 
indication of significant avoidable risk to patients. 

  
12. Equality assessment 
 

An Equality Assessment was not required. 
 
13. Environment and sustainability assessment  
 

Not applicable. 
 
 
 
Report author: Dr Martin Wright, Medical Director NTCCG 
Report date:  6 September 2013 
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Report to:  Governing Body 
Date:  24 September 2013 Agenda item:  7.3 

Title of report:  Performance Report  
Sponsor:  Alison Thompson, Chief Finance Officer 
Author:  Carol Nicholson, Head of Planning, Performance and Business Development 
Purpose of the report and action required: To report progress against the CCG 
performance measures, for data available up to 7 September 2013.  Members are 
asked to note the latest performance and that locally calculated data has been included 
due to the long time lags to the availability of nationally published data.  

Executive summary:  The CCG will be held to account by the NHS England Area 
Team for delivery of the NHS Constitution, CCG Health Outcomes and Quality 
Premium.  The key issues identified to date are: 

• 18 week targets – these are being delivered across our two local Foundation Trusts 
(FTs), but there are challenges within some individual specialties. 

• Cancelled operation – Northumbria Healthcare NHS Foundation Trust (NHCFT) 
was unable to reschedule one patient within 28 days following a cancelled operation 
in May. 

• Dementia diagnosis rate – of the number of people estimated to have dementia in 
North Tyneside, 58.2% had been diagnosed to the end of July against an end of 
year target of 56.3%.   

• Friends and family test – the net promoter score is now being published on a 
monthly basis.  Performance at the Newcastle upon Tyne Hospitals NHS Foundation 
Trust (NUTHFT) reduced to 58 in July which is likely to be due to the low response 
rate of 2.6%.  Uptake fell below the 15% level specified by NHS England for A&E at 
NUTHFT and Inpatients at NHCFT.  When combined, NUTHFT is below the required 
level in June and July. 

• Healthcare associated infections – cases of MRSA have been identified at both 
local FTs, although none relate to the North Tyneside CCG responsible population.  
NUTHFT is breaching its C. Difficile trajectory. 

• Emergency readmissions – the CCG is on target to achieve this element of the 
Quality Premium. 

• Activity trajectories – the CCG is performing above the expected level for A&E 
attendances. 

• Data flows - the CCG continues to work with NECS to populate the scorecards. 

• Area Team assurance meeting – for Quarter 1 this was held on 29 August at which 
progress was reviewed in terms of the quality of care, NHS Constitution, CCG health 
outcomes and financial performance.  
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2013/14 Performance Report  
 

 

7 September 2013 
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Executive Summary 
The performance report for North Tyneside CCG provides an overview of progress against the key measures of success as 
identified by NHS England and highlighted to the Governing Body in April 2013.  It includes delivery of the NHS Constitution, CCG 
Health Outcomes and Quality Premium.  The linkages between these different performance areas have been identified in the 
relevant dashboards.  The CCG’s performance in the first quarter was reviewed as part of an assurance meeting with the Area 
Team on 29 August 2013, together with a quality and financial assessment. 

The systems for the reporting of performance data are being established and incorporated into the Reporting Analysis and 
Intelligence Delivering Results (RAIDR) tool by the North of England Commissioning Support for all CCGs in the North East. Due to 
national data reporting time lags, some published data for 2013/14 will not be available until 2014/15.  Where possible, locally 
calculated data has been included for the most recent period, for example, health outcome mortality data. The reporting process 
will continue to develop over the coming weeks to provide robust assurance to the CCG regarding the quality and performance of 
commissioned services.   

Where progress is below the required level, a deep dive analysis and narrative will be provided to explain the issue and the action 
being taken to resolve it.  There will also be a systematic deep dive review of the health outcome and quality premium areas across 
the year to enable further understanding of the performance challenges and achievements.  

NHS Constitution 
Referral to treatment – Overall performance against the admitted, non-admitted and incomplete targets is strong within our two 
local acute Trusts, although this masks some underperformance within individual specialties in July, as follows:   

 

Northumbria Healthcare NHS Foundation Trust (NHCFT)  Trauma and orthopaedics Oral surgery 
Old age psychiatry 

The Newcastle upon Tyne NHS Foundation Trust (NUTHFT)- Trauma and orthopaedics Oral surgery 
Neurosurgery 

 
Action plans have been received from NUTHFT and timescales agreed for delivery across 2013/14.  Action plans and timescales 
have been requested from NHCFT.    
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Cancelled operations – One cancelled operation at NHCFT in May was unable to be rescheduled within 28 days despite the 
Trust’s best attempts, due to the specialist nature of the case which was a trauma and orthopaedics shoulder procedure. 
 
CCG Health Outcomes 
Indicators rated amber - A simple RAG rating has been applied to these indicators (apart from the healthcare associated 
infections), where green represents an improvement and amber a reduction in performance. There are four amber rated indicators. 
In-year analysis of performance by NECS is revealing an increase in mortality rates from cancer and liver disease.  Patient 
feedback is showing a lower performance in relation to ‘people feeling supported to manage their long term condition’ and a very 
small reduction for GP services. 

Dementia diagnosis rate – Of the number of people estimated to have dementia in North Tyneside, 58.2% had been diagnosed to 
the end of July against an end of year target of 56.3%.  Therefore this target has been achieved already. 
Friends and Family Test – The net promoter score is now being published on a monthly basis.  Performance in A&E at NUTHFT 
has reduced to 58 in July which is likely to be due to the low response rate of 2.6%, although performance overall across both A&E 
and Inpatients has remained high at 75.  Uptake fell below the 15% level specified by NHS England for A&E at NUTHFT and 
Inpatients at NHCFT.  When combined, NUTHFT is below the required level in June and July. 

Healthcare associated infections – To the end of July, the CCG is now within trajectory for the number of Clostridium Difficile 
cases, although Newcastle upon Tyne Hospitals NHS Foundation Trust (NUTHFT) has exceeded its trajectory for both the number 
of Clostridium Difficile and MRSA cases.  NUTHFT has reported 3 cases of MRSA between April and July, and NHCFT has 
reported 1.  None of the MRSA cases relate to the responsible population of North Tyneside CCG. 
 
Quality Premium 
Emergency readmissions – The CCG is on target to achieve this element of the Quality Premium. 
Work continues with NECS to populate data relating to the remaining indicators in the quality premium. 
 
Activity Trajectories – Monthly Activity Return (MAR) data is indicating that elective admissions and A&E attendances are 
performing above trajectory, whereas local contract monitoring suggests that only A&E attendances are above the expected level. 
 

This performance report is based upon data available up to 7 September 2013. 
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Risk Assessment 
In order to enable a focus on the key performance risks for the CCG, the following identifies the measures with a high or medium 
likelihood of non-delivery.  

High Risks Medium Risks 
NHS Constitution 
• 92% of patients to have waited less than 18 weeks at 

specialty level 
   
Health Outcomes (indicators with increasing trends) 
• Mortality rate from liver disease 
• Emergency admissions for children with respiratory tract 

infections 
 
Quality Premium 
• Number of MRSA cases (QP) 
• Number of Clostridium Difficile cases (QP)  
 
 

NHS Constitution 
• 62 day cancer wait from urgent GP referral to treatment (QP) 

 
Health Outcomes 
• Mortality rate from cancer  
• Unplanned hospitalisation for asthma, diabetes and epilepsy 

(under 19s) 
• Patient reported outcome measures - all 
• Improving access to psychological therapies 
 
Quality Premium 
• Potential years of life lost through causes amenable to 

healthcare 
• Friend and family test 
• People dying in their usual place of residence 
• Adults with a learning disability receiving a health check 

 
 

Data analysis continues to be undertaken to enable a full assessment of the above risk rating.  

 



7

 
 

 

NHS Constitution 

 
Note:  QP - Linked to Quality Premium 

  
 
 
 

 

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:86
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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 
     
 

 

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:80
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Experience of Care – Friends and Family Test (F&FT) 

 

• The F&FT was fully implemented in A&E and inpatient services from April 2013, whereby patients are asked to rate the service on a scale from 
‘extremely likely’ through to ‘extremely unlikely’.  

• A monthly net promoter score is published, which is calculated using the proportion of patients who would strongly recommend the service to 
their friends and family minus those who would not recommend, or who are indifferent to the service.  

• The first set of results for the period April, May and June was published in July, and data is now available on a monthly basis.  
• Performance has increased to 68 in July at NHCFT and has remained consistently high at NUTHFT. 
• Providers have been asked by NHS England to aim for at least a 15% response rate. In June and July this was not achieved by NUTHFT.  

Friend and Family Test Aggregated Results (A&E and Inpatient) 
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England Score 63 65 64 64
Northumbria Score 47 58 64 68
Newcastle Score 74 77 76 75
England Uptake 10.9% 13.2% 15.9% 16.1%
Northumbria Uptake 11.5% 27.0% 32.3% 32.9%
Newcastle Uptake 15.5% 16.5% 12.3% 11.6%
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Friend and Family Test - A&E 
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Northumbria Score 40 55 63 67
Newcastle Score 70 72 71 58
England Score 49 55 54 54
Northumbria Uptake 13.2% 34.2% 41.8% 42.2%
Newcastle Uptake 9.5% 6.7% 3.4% 2.6%
England Uptake 5.6% 7.5% 10.3% 10.4%

     

• The A&E net promoter scores increase each month at NHCFT, from 40 in April to 67 in July, starting below the national 
position and increasing above it. 

• This increase in performance may be related to the increase in uptake each month from 13% to 42%. 
• There are high scores at NUTHFT between April and June with a fall in July, although remaining above the England average.   
• However, uptake has reduced from 9.5% in April to 2.6% in July. NUTHFT is reviewing its survey collection methods. 
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Friend and Family Test - Inpatient 
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Newcastle Score 76 79 77 77
England Score 71 72 72 71
Northumbria Uptake 7.7% 10.0% 8.3% 7.9%
Newcastle Uptake 25.4% 32.0% 26.0% 26.0%
England Uptake 21.7% 24.4% 27.1% 27.8%

• Both providers scored above the England average for the inpatient F&FT. 
• However, uptake is lower than the national average and below the 15% threshold at NHCFT. 

 
Conclusion 
These results are being discussed with the providers through the quality review groups.  Different survey methods have been used across the 
country and may impact upon the results, which should be considered in the context of the wide variety of patient feedback mechanisms in place 
across both trusts. 
 
The roll-out will be extended to maternity services from October. 
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Safe Environment - Healthcare Associated Infection (C.Difficile) 
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North Tyneside CCG C.Diff Cases vs Trajectory  

 

Apr May Jun Jul

NUTHFT Actual 9 18 21 24

NUTHFT Trajectory 5 11 16 22

0

5

10

15

20

25

30

No
 of

 Ca
se

s

NUTHFT C.Diff vs Trajectory

 

Apr May Jun Jul

NHCFT Actual 2 4 5 9

NHCFT Trajectory 4 8 12 15

0
2
4
6
8

10
12
14
16

N
o 

of
 C

as
es

 

NHCFT C.Diff Cases vs Trajectory  

• NHS North Tyneside CCG is currently performing within its 
trajectory of 24 in the year to date. 14 of the 22 C. Diff cases 
were community acquired. 
 

• Northumbria Healthcare NHS Foundation Trust is performing 
strongly in this area with only 9 C. Diff cases against a year to 
date trajectory of 15. 

 
• Newcastle upon Tyne Hospitals NHS Foundation Trust is 

breaching its trajectory in the year to date with 24 C. Diff cases 
against a trajectory of 22. 
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2013/14 Quality Premium 

 

Note:  OF - Linked to CCG Health Outcomes (Outcomes Framework)                 CP - Linked to NTCCG Commissioning Plan 
                 C - Linked to NHS Constitution         * - North of England Commissioning Support (NECS) calculated data 
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Quality Premium – Number of Emergency Readmissions within 30 days of Hospital 
Discharge 
 
 

 
Definition – NHS England/Information Centre 
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500 • In 2011/12, North Tyneside PCT was ranked in the 

bottom 5% of PCTs nationally for emergency 
readmissions, which was therefore selected as a local 
Quality Premium indicator for 2013/14.   

• Since May 2012 there has been a reducing trend in the 
number of readmissions. 

• The main reductions have occurred at NHCFT following 
the introduction of the ambulatory care clinic during 
2012/13.  The pathway change enables A&E 
attendances to be further investigated and treated on an 
outpatient basis, rather than being admitted. 

• The maximum threshold set for 2013/14 was 4610.  779 
cases have occurred in the first quarter of the year, with a 
forecast outturn of 3116.  The CCG is on target to 
achieve this element of the Quality Premium.  
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2013/14 Activity Trajectories 

 

 
 

 
Source: Provider Monthly Activity Returns (MAR) 

This should be considered in the context of contractual performance as measured through contract minimum data sets submitted 
by providers through the Secondary Uses Service (SUS), which indicates the following: 

• Elective FFCEs: under-contract 
• Non-elective FFCEs: under-contract 
• First outpatient attendances: under-contract 
• A&E attendances: over-contract   

Activity Trajectories
Month Target Actual Variance % Variance Target Actual Variance % Variance
Apr-13 3,336 3,399 63 1.9 2,373 2,096 -277 -11.7
May-13 3,336 3,370 34 1.0 2,373 1,998 -375 -15.8
Jun-13 3,177 3,178 1 0.0 2,260 1,879 -381 -16.9

YTD Total 9,849 9,947 98 1.0 7,006 5,973 -1,033 -14.7

Elective FFCEs Non-Elective FFCEs

Activity Trajectories
Month Target Actual Variance % Variance Target Actual Variance % Variance
Apr-13 7,079 7,120 41 0.6 6,195 6,103 -92 -1.5
May-13 7,079 6,439 -640 -9.0 6,569 7,471 902 13.7
Jun-13 6,742 6,042 -700 -10.4 6,238 5,950 -288 -4.6

YTD Total 20,900 19,601 -1,299 -6.2 25,476 25,944 468 1.8

First Outpatient Attendances A&E Attendances mapped
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Report to:  Governing Body 
Date:  24 September 2013 Agenda item:  8.1 

Title of report:  Finance Position Report August 2013 
Sponsor:    
Alison Thompson, Chief Finance Officer, NHS North Tyneside CCG 
Author:     
Jeff Goldthorpe, Head of Finance, NHS North Tyneside CCG 
Emma Kelly, Finance Manager, NHS North Tyneside CCG 
 
Purpose of the report and action required:   
This report presents the NHS North Tyneside Financial Position for the period April 
2013 to August 2013 
 
Members are asked to note the financial position of the CCG as at 31 August 2013 
 
Executive summary:   
 
This report provides the CCG Clinical Executive with key financial information 
including current expenditure; full year forecast expenditure and the associated 
financial risks. 
 
The CCG is currently forecasting a £100k surplus at the year-end against 
commissioned services and a breakeven position on running costs assuming 
additional transfer of funds takes place from the Area Team totalling £1.9m.  This is 
to cover a legacy liability from the PCT and a rebalancing of the baseline exercise in 
relation to excluded drugs.  
 
In order to deliver the reported surplus of £100k the CCG will need to manage the 
financial risks identified in this report and deliver additional QIPP schemes to the 
value of £581k. 
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Report to:  Governing Body 
Date:          24 September 2013 Agenda item:  8.1a 
Title of report:  Finance Position Report August 2013 
Sponsor:    Alison Thompson, Chief Finance Officer, NHS North Tyneside CCG 
Author:     Jeff Goldthorpe, Head of Finance, NHS North Tyneside CCG 
  Emma Kelly, Finance Manager, NHS North Tyneside CCG 
Purpose of the report and action required:   
This report presents the NHS North Tyneside Financial Position for the period 
April 2013 to August 2013 
 
Members are asked to note the financial position of the CCG as at 31 August 2013 
 

 
1. Background / introduction / context 

 
As a clinical commissioning group North Tyneside CCG has a statutory requirement 
to ensure expenditure in a financial year does not exceed its allocated resource.  
The Governing Body requires the information in this report to ensure this statutory 
responsibility is met. 
 
This report utilises actual financial information from April 2013 to August 2013 to 
report the running costs position.  The commissioned services expenditure includes 
accruals for July and August 2013 and the forecast outturn position has been 
extrapolated by reference to actual contracted activity for the first quarter (April to 
June 2013). 

 
2. Key points  

 
2.1 Resources Available 

 
2.1.1 Revenue – Healthcare Services 

   £000’s 
Initial allocation     281,507 
Expected Surplus from PCT          184 

 Specialised Services transfer to Area Team       (378) 
 TOTAL      281,313 
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Additional transfers of money have been requested from the Area Team totalling 
£1.9m to cover a legacy liability from the PCT and a rebalancing of the baseline 
transfer for excluded drugs. 
 
 
2.1.2 Revenue – Running Costs  

 £000’s 
Initial Allocation           5,280 
 

2.1.3 Capital 
  £000’s 

Initial Allocation                 0 
 
Capital bids totalling £438k have been submitted to the Area Team for GP IT and 
Community IT and a decision is expected in the near future. 
 

2.2 Financial Summary as at 31 August 2013 
 

Annual 
Budget

YTD Budget YTD Actual
YTD 

Variance
Forecast 
Outturn

Forecast 
Variance

Healthcare Commissioned Services £000's £000's £000's £000's £000's £000's
Acute Services 172,401 71,834 72,873 1,039 174,750 2,349
Community Health Services 25,738 10,724 10,831 107 25,738 0
Continuing Care Services 19,091 7,955 8,012 57 19,091 0
Mental Health Services 23,475 9,781 9,953 172 23,105 (370)
Other Programme Services 1,813 755 823 68 1,813 0
Prescribing 37,108 15,462 15,272 (190) 36,662 (446)
Out of Hours 1,835 765 740 (25) 1,835 0
Local Enhanced Services to GP's 1,169 487 507 20 1,169 0
Reablement 650 271 270 (1) 650 0
QIPP (3,539) (1,475) (2,399) (924) (4,462) (923)
Reserves 1,572 655 291 (364) 862 (710)
Healthcare Commissioned Services Sub Total 281,313 117,214 117,173 (41) 281,213 (100)

Running Costs £000's £000's £000's £000's £000's £000's
Running Costs - Pay 2,063 859 819 (40) 2,029 (34)
Running Costs - Other 1,017 424 143 (281) 1,051 34
Running Costs - NECS 2,200 917 917 0 2,200 0
Running Costs Sub Total 5,280 2,200 1,879 (321) 5,280 0

Total 286,593 119,414 119,052 (362) 286,493 (100)  
 

2.3 Financial Analysis 
 
2.3.1 Running Costs Analysis 

 
The CCG is reporting an underspend year to date position of £281k on non-pay 
expenditure which is due to invoices yet to be received.  However, an overspend 
outturn position of £34k is forecast at year end which will be offset by a £34k 
underspend on pay costs, due to timescales involved in recruiting to full 
establishment. 
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August July Movement
£000's £000's £000's

Non Current Assets Property, plant and equipment 0 0 0
Intangible Assets 0 0 0
Other Financial Assets 0 0 0

Total Non Current Assets 0 0 0

Current Assets Trade and other Receivables 330 451 (121)
Cash and cash equivalents 82 1,259 (1,177)

Total Current Assets 412 1,710 (1,298)

Total Assets 412 1,710 (1,298)

Current Liabilities Trade and other payables (13,149) (13,199) 50
Other liabilities 0
Provisions 0
Borrowings 0 0 0

Total Current Liabilities (13,149) (13,199) 50

Non-Current Assets plus/less Net Current Assets/Liabilities (12,737) (11,489) (1,248)

Non-Current liabilities Other liabilities 0 0 0
Provisions 0 0 0
Borrowings 0 0 0

Total Non-Current Liabilities 0 0 0

TOTAL ASSETS EMPLOYED (12,737) (11,489) (1,248)

Financed by Taxpayers Equity

Capital & Reserves General Fund (12,737) (11,489) (1,248)
Revaluation Reserve 0 0 0
Other reserves 0 0 0

TOTAL TAXPAYERS EQUITY (12,737) (11,489) (1,248)

2.3.2 Reserves Utilisation Analysis 
 

 
 

2.3.3 Statement of Financial Position 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
The Statement of Financial Position does not as yet include any balances 
transferred from the former Primary Care Trust.  These are expected to be a 
provision of £2.2m to cover restitution costs, the CCG proportion of the surplus 
made by the PCT in 2012/13, together with debtors and creditors relating to non-
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Better Payment Practice Code - 30 Days NUMBER £000's

Non-NHS
Total Non-NHS Trade Invoices Paid in the Year 2246 8,909
Total Non-NHS Trade Invoices Paid Within 30 Day Target 2218 8,867
Percentage of Non-NHS Trade Invoices Paid Within 30 Day Target 98.75% 99.53%

NHS 
Total NHS Trade Invoices Paid in the Year 174 88,021
Total NHS Trade Invoices Paid Within 30 Day Target 170 88,012
Percentage of NHS Trade Invoices Paid Within 30 Day Target 97.70% 99.99%

Annual 
Budget

YTD Budget
YTD 

Actual
YTD 

Variance
Forecast 
Outturn

Forecast 
Variance

Acute Services NHS £000's £000's £000's £000's £000's £000's
NORTHUMBRIA HC NHS FT 102,115 42,548 43,198 650 103,303 1,188
NEWCASTLE UPON TYNE HOSPITALS FT 58,880 24,533 25,006 473 60,014 1,134
NE AMBULANCE SERVICES NHST 6,196 2,582 2,582 0 6,374 178
GATESHEAD HEALTH NHS FT 688 287 286 (1) 688 0
CO DURHAM DARLINGTON NHS FT 155 65 65 0 111 (44)
NON CONTRACTED ACTIVITY 2,465 1,027 947 (80) 2,384 (81)
OTHERS 15 6 0 (6) 15 0
Acute Services NHS Commissioned Sub Total 170,514 71,048 72,084 1,036 172,889 2,375

Acute Services Non NHS £000's £000's £000's £000's £000's £000's
RAMSAY HEALTHCARE UK 1,461 609 602 (7) 1,461 0
NUFFIELD HEALTH 288 120 111 (9) 288 0
OTHERS 139 58 76 18 113 (26)
Acute Services Non NHS Commissioned Sub Total 1,888 787 789 2 1,862 (26)

Total 172,402 71,835 72,873 1,038 174,751 2,349

clinical services as at 31 March 2013. The opening balance transfer is expected 
to be finalised in December 2013 following audit sign off. 

 
The majority of the current liabilities reported under Trade and Other Payables is 
in relation to the prescribing accrual which will be matched by a drawdown of 
cash from the Department of Health in future months. 

 
2.3.4 Better Payment Practice Code 
 
The CCG is meeting the 95% Better Payment Practice Code target for both 
payment of NHS and Non NHS invoices. 

 

2.3.5 Acute Services Analysis  

Acute services account for the largest proportion of the CCG’s expenditure 
(61.3%) and 2 NHS contracts account for 93.4% of acute expenditure.  In order 
to achieve a balanced financial position it is imperative that the CCG manages 
acute activity to within contracted levels, on these contracts particularly.  
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The data received from the acute trusts for April, May and June 2013 has now 
been validated for accuracy which has allayed concerns that specialised services 
expenditure had not been properly allocated to NHS England thereby overstating 
the CCGs position.  Concern does remain however regarding how the cost of 
drugs excluded from contracts have been allocated which is still being 
investigated by the CCG. 
 
The financial risks attached to the Acute Services are outlined in more detail in 
the next section. 
 

2.4 Financial Risk 
 
The CCG faces a number of significant financial challenges during 2013/14 and 
in order to achieve financial balance on the resources it manages it is imperative 
that the financial risks are mitigated.  The following risks have been identified: 
 
Newcastle upon Tyne Hospitals Foundation Trust 
At Quarter 1 cash-up of the Newcastle Hospitals contract elective inpatient 
activity is reported to be underperforming which equates to a year to date 
underspend of £166k.  This is offset however by over performance in non-
elective inpatient and drugs excluded from contracts resulting in a year to date 
overspend of £447.9k. In addition the changes to the way maternity services are 
charged has resulted in a year to date overspend although the risk share 
agreement entered into by the CCGs will mitigate some of the potential 
overspend.  The CCG is currently negotiating with the Local Area Team the 
overspend on Excluded Drugs as it appears that the baseline exercise transfer of 
funds resulted in the Area Team receiving funds that should have been retained 
by CCGs. This is expected to result in a transfer of £0.4m to the CCG for the 
year. 
 
Northumbria Healthcare NHS Foundation Trust 
For the period April to June 2013 areas of over performance include Accident 
and Emergency, day cases, outpatient procedures and the maternity pathway 
which has been partially offset by underperformance in elective care and 
outpatient first and follow up attendances. Savings in non-elective short stay 
have been partially reduced by increases in ambulatory care.  Excluded drugs 
continue to overheat and will form part of the discussion with the Local Area 
Team.  This is expected to result in a transfer of £1.0m to the CCG for the year. 
 
NTW NHS Foundation Trust 
Patients in receipt of individual packages of care present a significant financial 
risk to the CCG because of the financial costs associated with this type of care.  
Service managers continue to work closely with NTW for these patients to ensure 
the care matches their needs.   
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North East Ambulance Service NHS Foundation Trust 
The CCG is forecasting an outturn overspend of £178k as a result of a small 
increase in activity to date and the application of the North East Wide risk share 
arrangement.  The increase in activity has been attributed to the introduction of 
the 111 service from April 2013 which has led to an increase in ambulance 999 
activity.  The CCG will continue to monitor the volumes and outcomes of 999 
activity transferred from the 111 service.  
  
Continuing Healthcare (CHC)/ Funded Nursing Care (FNC) 
Although an increasing elderly population will result in additional demands placed 
upon this area of budget the CCG will mitigate this risk by implementing 
economies and efficiencies into the service. 

 
The decision has been made to serve notice on all contracts and move to the 
cheaper spot rate price enabling patient choice as part of a phased approach.  
Notice has been served on the Northridge contract for the Seaview nursing 
home, the notice period is 2 years.  The other contracts require 3 months’ notice 
and discussions with the Nurse Assessment Team within Northumbria 
Healthcare Foundation Trust will begin in the near future. 

 
2.5 Quality, Innovation, Productivity and Prevention (QIPP) (as at July 2013 

Tracker) 
 

Service Area Initiative Original Plan
Forecast 
Outturn Variance

Expected 
Savings 
to Date

Actual 
Savings 
to Date Variance

£000's £000's £000's £000's £000's £000's

EOL Programme

Maintaining people 
in primary and 
community settings 678 0 678 0 0 0

Urgent Care Integrated 
Pathway

Single point of 
access for elderly 1,081 2,050 (969) 586 684 (98)

Referral Refinement
Benchmarking and 
Review 450 200 250 0 16 (16)

Primary Care Various Projects 130 130 0 0 0 0 

Enhanced Services Risk stratification 140 140 0 0 0 0 

Prescribing
Prescribing 
Initiatives 625 1,261 (636) 156 303 (147)

CHC Efficiency Review 775 100 675 0 0 0 

Additional Schemes To 
Be Identified 0 581 (581) 0 0 0 

TOTAL 3,879 4,462 (583) 742 1,003 (261)  
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The metrics used to measure the End of Life Programme are also utilised within the 
Urgent Care Integrated Pathway.  To avoid double counting a single metric will be 
reported against the Urgent Care Pathway but will relate to both programmes. 
 
The CCGs QIPP requirement has now increased to £4.5m which means that additional 
QIPP schemes to the value of £581k will need to be identified and delivered.   
 
A monitoring report is produced and is received in the monthly Commissioning 
Development meeting and will be used to report both financial and non-financial 
information to the Governing Body.  The Monitoring Report outlines the key milestones, 
progress to date and a RAG rating for each scheme.  This report indicates that the CCG 
is currently ahead of target to deliver the savings for the schemes previously identified. 
 
3. Recommendations 

 
The Governing Body is requested to note the financial position and associated risks 
for the 5 month period from 1 April 2013 to 31 August 2013. 

 
Appendices and further information    

4. Appendices  
 
None to note. 
 

5. Further information relevant to the report 
 
None to note. 

 
Governance and Compliance   
 
6. Links to corporate objectives  

2013/14 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  
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7. Consultation and engagement 
 
The Council of Practices has been consulted on the format of financial information 
and GP Practices will continue to be consulted regarding the format of the monthly 
financial information they receive. 

 
8. Resource Implications 
 

It is a pre-qualifying criterion for CCGs to receive the Quality Premium payment that 
the CCG will manage within its total resources envelope; if this is achieved up to 
£1m for 2013/14 performance could be received in 2014/15. 
 

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.  
 
The CCG will also forfeit its right to access Quality Premium payments to be paid in 
2014/15 for performance in 2013/14 
 

10. Equality assessment 
 
No impact 
 

11. Environment and sustainability assessment  
 
No impact 
 

 
 
Report author: Jeff Goldthorpe, Head of Finance  

Emma Kelly, Finance Manager 
 

Report date:  16 September 2013 



NHS UNCLASSIFIED 

Page 1 of 1 
 

 
 
 
Report to:  Governing Body   
Date:  24 September 2013 Agenda item:  9.1 

Title of report:  CCG Patient Forum   
Sponsor:  Dr Lesley Young Murphy, Executive Nurse and Director of 
Transformation  
Author:  Pauline Fox, Head of Governance 
Purpose of the report and action required This report is for decision. Members 
are asked to support the proposal that the CCG Patient Forum becomes a sub-
committee of the CCG Governing Body.   
Executive summary:   
 
The CCG has an established patient forum, comprising members from the GP 
Practice Patient Fora.  
 
The CCG patient forum has undertaken a programme of development since the 
inception of the CCG. The Forum has met monthly, developed terms of reference 
and agreed that the Chair of the Forum is the Lay member of the CCG who has 
responsibility for Patient and Public Involvement. The Forum has an agreed work 
programme and has some sub groups where members undertake more detailed 
work to progress issues.  
 
The terms of reference are attached to the full report. As indicated, the patient forum 
does not have delegated authority, but would act in an advisory capacity to the 
governing body. 
 
It is now recommended that the Patient Forum becomes a sub-committee of the 
CCG governing body. The governing body is asked to approve this recommendation.  

 



NHS UNCLASSIFIED 

Page 1 of 4 
 

 
 
Report to: Governing Body   
Date:  24 September 2013 Agenda item:  9.1a 
Title of report:  CCG Patient Forum   
Sponsor:  Dr Lesley Young Murphy, Executive Nurse and Director of Transformation  
Author:  Pauline Fox, Head of Governance  
Purpose of the report and action required: This report is for decision. Members 
are asked to support the proposal that the CCG Patient Forum becomes a sub-
committee of the CCG Governing Body.   
 
Full report   
 
1. Background  
 

The CCG has an established patient forum, comprised of members from the 
GP Practice Patient Fora. It is now suggested that the Patient Forum becomes 
a sub-committee of the CCG governing body. This requires a change to the 
CCG constitution and is subject to the agreement of the Governing Body, the 
Council of Practices and NHS England.  

 
2. Work undertaken to date 
 

The patient forum has undertaken a programme of development since the 
inception of the CCG. The Forum has met monthly, developed terms of 
reference and agreed that the Chair of the Forum is the Lay member of the 
CCG who has responsibility for Patient and Public Involvement. The Forum has 
an agreed work programme and has some sub groups where members 
undertake more detailed work to progress issues.  

 
3. Key points  

 
3.1 The CCG has a general duty to make arrangement to secure public 

involvement in the planning, development and consideration of proposals 
(section 5.1 of the CCG constitution). The governing body is committed to 
ensuring that public and patient views are heard (section 7.4 of the CCG 
constitution). The recognition of the patient forum as a sub-committee of 
the governing body would clearly demonstrate the CCG’s intention to 
continue to develop the CCG as a patient focused organisation (stated in 
the corporate objectives).  

 
3.2  The CCG quality and safety committee has, as part of its remit, the 

responsibility to ensure that the views of patients and the public are 
properly reflected in the development and implementation of CCG Policies 
and Plans (quality and safety committee terms of reference, section 6.5). 
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The patient forum will continue to work closely with the quality and safety 
committee and other committees and groups, primarily via the Executive 
Nurse/Director of Transformation and Change who will be the lead officer 
for the patient forum.   

 
3.3 The CCG has developed and continues to develop, a myriad of ways of 

listening to patients, carers and the public, as expressed in the CCG 
Communications and Engagement strategy and demonstrated in its work. 
The patient form is an integral part of that work, but is not the exclusive 
means by which the CCG listens to patients.  

 
3.4 The patient forum has developed terms of reference. These are attached. 

As indicated, the patient forum does not have delegated authority, but 
would act in an advisory capacity to the governing body. 

 
3.5 The change that would be required to the CCG constitution is for the 

patient forum to be added as a sub-committee of the CCG governing 
body, alongside the Audit Committee, the Quality and Safety Committee 
and the Remuneration Committee. This is also referenced in a separate 
paper about proposed changes to the CCG constitution. The suggested 
wording for that change is:  

 
6.6.4 (d) Patient Forum - the Patient Forum, which is accountable to 
the Governing Body, assists the Group in its duty to secure patient and 
public involvement in the planning, development and operation of 
commissioning arrangements. The Patient Forum provides a clear 
patient voice direct to the Governing Body. The governing body has 
approved and keeps under review the terms of reference for the patient 
forum.   

 
4. Options to consider 
 

4.1 The CCG patient forum could remain as is, a very valuable forum but 
without a clear reporting line. 

 
4.2 The patient forum could become a sub-committee of the quality and safety 

committee. The quality and safety committee has a wide ranging remit 
that includes taking into account patient experience. The Chair of the 
patient forum is not currently a member of the quality and safety 
committee. 

 
4.3 The patient forum could become a sub-committee of the governing body. 

The Chair of the patient forum, who is a lay member of the CCG, has 
been closely involved with the development work undertaken by the 
forum. She advises that the forum is sufficiently developed to be a very 
valuable sub-committee of the governing body, supporting her in her role 
as lay member with the lead responsibility for patient and public 
participation matters. This is the recommended option.  
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5. Next steps 
 

If the Governing Body were to approve the recommendation that the patient 
forum becomes a sub-committee of the governing body, then this arrangement 
could proceed in shadow form, subject to the approval of the Council of 
Practices and NHS England as part of wider proposed changes to the CCG 
constitution.  

 
6. Recommendations  
 

It is recommended that the Governing Body approve the proposal that the CCG 
Patient Forum becomes a sub-committee of the CCG Governing Body.    

 
 
Appendices and further information 
  
7. Appendices  
 

The draft terms of reference for the patient forum are attached as appendix 1 to 
this paper.  

 
8. Further information relevant to the report 
 

The CCG has the freedom to create committees and sub-committees as 
required to effectively discharge its duties.  

 
Governance and Compliance   
 
9. Links to corporate objectives  
 

2013/14 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  
 

10. Consultation and engagement 
 

The CCG patient forum has been fully engaged in developing this proposal. 
 
11. Resource implications 

 
There are no additional resource implications. 
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12. Risks 
 

The establishment of the patient forum as a sub-committee of the governing 
body mitigates the risk of the CCG being perceived as not listening to the 
patient voice.  

 
13. Equality assessment 
 

An equality assessment has not been completed.  
 
14. Environment and sustainability assessment  
 

There are no known environmental or sustainability issues arising from this 
report.   

 
 
Report author: Pauline Fox, Head of Governance  
Report date:  2 September 2013  
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NHS North Tyneside Clinical Commissioning Group 
 

Patient Forum 
Terms of Reference 

 
 

1. Overall Aim 
 

To involve patient representatives and the public in developing, 
considering and taking an active role in discussions on any proposals 
that would significantly impact on service delivery and/or the range and 
choice of NHS health services available to the patient population in 
North Tyneside.   
 
The Patient Forum to support the CCG in the development of patient and 
public experience planning, and to act as a critical friend to the CCG 
Governing Body. The Patient Forum does not have delegated authority, 
it acts in an advisory capacity.  

 
2. Key Principles 

 
2.1 Members should have timely access to accurate information on agenda 

items   
2.2 Members should be able to access support to understand the 

information 
2.3 Members should be encouraged and supported to ask questions and 

seek clarity to enable meaningful involvement 
2.4 Forum Members should declare conflict of interests likely to influence 

discussions and/or other Members 
2.5 Forum Members should not raise issues in relation to their treatment and 

care, however general experiences of services would be welcome in the 
areas of special interest sub groups 

2.6 Each Member is required to agree and sign a Confidentiality Agreement 
 
3. Objectives 

 
3.1 To represent views of patients of the practices represented by Members 
3.2 To feedback to patients the issues discussed on their behalf 
3.3 To make recommendations arising from discussions via the Lay member 

of the CCG Governing Body  
3.4 Agree priorities and a work plan to continue the development and 

involvement of Members 
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4. Membership 
 

4.1 All GP practices that are members of the North Tyneside CCG are 
encouraged to be represented at the Forum  

4.2 Each practice is allowed up to three Forum Members 
4.3 Currently all three Members are able to attend full Forum meetings and 

sub groups,  this will be reviewed annually 
4.4 Only one Member from each practice will have voting rights and this 

should be decided at Practice Forum level 
4.5 A nominated Director of the CCG will be invited to attend Forum 

meetings, or to nominate a Deputy to attend  
4.6 Practice Managers are not members of the group but may be invited to 

attend depending on agenda items, they will have no voting rights 
4.7 All membership will be reviewed annually 
 
5. Quoracy 

 
For the purpose of full Forum meetings seven Members representing 
seven different practices should be present for the meeting to be 
quorate.  

 
6. Chair 

 
The Lay member of the CCG Governing Body is the Chair of the Forum.  
The Term of Office for the Chair of the Patient Forum will be concurrent 
with the term of office as a lay member of the CCG.  
 
The role of Deputy Chair is to be explored. If a Deputy Chair is appointed 
by the Forum members, the term of office will be one year, after which 
an election process will take place and the Deputy Chair will be 
permitted to stand again. If the Deputy choose not to or was not re-
elected they will be invited to remain on the Forum as an ordinary 
Member, should their Practice Forum so wish. The Deputy role should 
be for no longer than three years. 
 

7. Secretary 
 
This role is carried out by a member of the NHS North Tyneside CCG 
staff team. 

 
8. Accountability 

 
8.1 All Members should adhere to the Nolan Principles  
8.2 All Members should adhere to the Confidentiality Agreement 
8.3 The Chair will report to the CCG Governing Body 
8.4 In the event of Member behaviour being considered detrimental to the 

Forum the Chair will raise and discuss this privately with the Member.  If 
no resolution is found the Chair will take the matter to the full Forum for 
discussion and if necessary recommendations to vote on the tenure of 
the membership. 
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9. Communication 

 
9.1 Timely information will be shared with Members 
9.2 Minutes/notes will be produced after each meeting, full Forum or sub-

group 
9.3 Members will agree minutes and the Chair will sign as a true record 
 
10. Meetings and subgroups 

The Patient Forum will meet no less than 4 times a year. Full Forum 
meetings will generally take place monthly. Venues, dates and times will 
be decided at the full Forum meeting.  
 
Sub group meetings will be held as and when determined by issues 
raised at Forum level.  Each sub-group will select their own lead Member 
and note-taker.  

 
11. Reviews 

The Forum 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 CCG Governing Body for approval. 
 
No changes to these Terms of Reference will be effective unless and 
until they are agreed by the Governing Body 
 

 
August 2013  
 
 
 
 
Agreement  
 
....................................................................... 
 
Of....................................................................Practice 
 
Signed.............................................................Date................................... 
 
 
Signed on behalf of NHS North Tyneside Clinical Commissioning Group 
 
........................................................................Date................................... 
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Report to:  Governing Body 
Date:  24 September 2013 Agenda item:  10.1 

Title of report: Commissioning Intentions - Planning Priorities 2014/15 
Onwards  
Sponsor:  Phil Clow, Director of Commissioning 
Author:  Carol, Nicholson, Head of Planning, Performance and Business 
Development 
 
Purpose of the report and action required: This report is to report progress and to 
seek comments.  Members are asked to note the progress made in the planning 
process for 2014/15 onwards and to provide any comments upon the proposed 
planning priorities.  
 
Executive summary: 
 
Following the establishment of NHS North Tyneside CCG in April, the CCG has 
taken the opportunity undertake a strategic review to set the context for the 
development of commissioning intentions and planning for 2014/15 onwards.   

This process was completed in August and the proposed service priorities (Appendix 
A) will be the subject of a three week public engagement process running from 16 
September until 7 October.  This process includes four public drop-in sessions. 
 
The strategic priorities will inform development of the commissioning intentions to be 
presented to the Governing Body at the next meeting in November and shared with 
providers. 
  
Following issue of the national planning guidance in November/December, the 
CCG’s draft Commissioning Plan for 2014/15 onwards will be shared with the 
Governing Body in January 2014, with the final draft to be presented in March 2014. 
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Planning Priorities for 2014/15 onwards  
 
1. Introduction 

 
Following the establishment of NHS North Tyneside CCG in April, the CCG has 
taken the opportunity undertake a strategic review to set the context for the 
development of commissioning intentions and planning for 2014/15 onwards.   

This process was completed in August and the proposed service priorities 
(attached) will be the subject of a three week public engagement process running 
from 16 September until 7 October.  Following consideration of the feedback, the 
priorities will enable formulation of the commissioning intentions in the autumn 
and development of the Commissioning Plan for 2014/15 onwards. 
 

2. Planning Process 2014/15 onwards  
 
The planning process for NHS North Tyneside CCG was presented to the June 
meeting of the Governing Body. 

 

May/Jun 
Consider vision 

and values 

Jun/Aug 
Strategic 
asset/gap 
analysis 

Sep 
Seek feedback on service 

priorities from 
stakeholders to inform 

commissioning 
intentions 

Oct 
Establish priorities 

and timescales  Nov 
Commence draft 
commissioning 
plan and share 
commissioning 
intentions with 

providers 

Dec 
Incorporate 

national 
planning 

requirements 

Jan 
Present draft 

commissioning plan to 
Governing Body and 

NHSE 

Mar 
Present final draft 

commissioning plan 
to Governing Body 

and NHSE 

Apr/May 
Publish CCGCP and 

start tracking 
activity/outcome 

delivery 

 
2014/15  
Planning  

Cycle 
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Since this time, the CCG commissioning leads have completed a strategic 
review, identifying the current issues facing the following services and the 
priorities for change: 

• Public health and prevention 
• Planned care 
• Urgent care 
• Long term conditions (including cancer and end of life care) 
• Mental health 
• Learning disabilities (and autism) 
• Children and young people 
• Continuing healthcare 

 
The outcome is summarised in Appendix A, which will form the basis for the 
three week public engagement programme running from 16 September to 7 
October.  During this period, local people in North Tyneside will have the 
following opportunities to comment upon the planning priorities (see Appendix 
B): 
     

• Four public drop-in sessions – 18, 19, 25 and 26 September - invitations 
have been sent to all stakeholders 

• Survey available online at www.northtynesideccg.nhs.uk 
• By telephone  
• In writing 
• By email. 

 
Communication of this process has been through press releases, posters, leaflets 
(Appendix B), direct communication to all stakeholders and communication at 
established forums. 
 

3. Next steps 
 
Following the three week engagement period, the feedback will be considered 
and any proposed changes to the strategic priorities considered by the CCG’s 
Council of Practices meeting in October.  These will then be translated into 
commissioning intentions to inform contractual discussions with providers for 
2014/15.  The commissioning intentions will be presented to the November 
Governing Body meeting.  At the same time, work will commence on the 
development of the 2014/15 Commissioning Plan, incorporating the national 
planning priorities due in November/December.  
 

4. Recommendations  
 

The Governing Body is asked to note the progress made in the planning process 
for 2014/15 onwards and to provide any comments upon the proposed planning 
priorities.  

http://www.northtynesideccg.nhs.uk/
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Appendices and further information 
  
5. Appendices  
 

Appendix A – Proposed Strategic Priorities 
Appendix B – Public Engagement Leaflet 

 
6. Further information relevant to the report 
 

NHS Mandate: Department of Health (November 2012)  
Everyone Counts - Planning for Patients: Department of Health (December 
2012) 
North Tyneside Joint Strategic Needs Assessment (December 2012) 

 
 
Governance and Compliance   
 
7. Links to corporate objectives  
 

2013/14 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 
 

 

 
8. Consultation and engagement 
 

Following discussion with the Council of Practices, the proposed strategic 
priorities are being communicated for feedback to all stakeholders during a 
three week engagement process running from 16 September to 7 October, 
which includes four public drop-in sessions.  The public sessions will include 
CCG and Local Authority commissioning leads to ensure a comprehensive 
discussion with the public and stakeholders on each of the care groups in 
section 2 above.  

 
9. Resource implications 

 
The finance, human resources and other resource implications from the 
strategic priorities will be quantified in due course once they have been 
translated into more detailed commissioning intentions for 2014/15.  
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10. Risks 
 

Engagement with all partners is crucially important during the planning process, 
to ensure a coordinated and aligned approach across the health economy. 

 
11. Equality assessment 
 

The 2014/15 Commissioning Plan will be formally assessed once it has been 
formulated.  The 2013/14 Plan was found to have a positive impact.       

 
12. Environment and sustainability assessment  
 

There are no environmental or sustainability issues arising from this report.  
 
 
 
 
 
 

 
 

Report author: Carol Nicholson, Head of Planning, Performance and Business 
Development 

Report date:  16 September 2013 
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Proposed Strategic Priorities 

• Public health and prevention 
 

• Planned care 
 

• Urgent care 
 

• Long term conditions (including cancer and end of life care) 
 

• Mental health 
 

• Learning disabilities (and autism) 
 

• Children and young people 
 

• Continuing healthcare 
 

 

 

 

 

A
ppendix A
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Public Health & Prevention 
Case for Change Priorities for Change 

In North Tyneside … 
 

→ There is a notable gap in life expectancy between the most 
and least affluent populations of the borough 

→ Cardio vascular disease (CVD) and cancer are the main 
causes of early death, around 80% of these deaths could be 
avoided by healthcare intervention 

→ Deaths from CVD are reducing but the prevalence of 
disease is rising.  Diagnosis and management of blood 
pressure for CHD, stroke and hypertension is significantly 
below average 

→ Deaths from cancer are reducing overall and lung, breast 
and bowel cancer cause the greatest number of early 
deaths  

→ Smoking is the largest cause of preventable death, 23% of 
adults smoke and this rate doubles in deprived areas 

→ The number of people with Chronic Obstructive Pulmonary 
Disease (COPD) on GP practice registers is under recorded. 
Routine asthma reviews are lower, and undiagnosed COPD 
and emergency hospital admissions higher, than for 
England 

→ Significantly higher deaths for liver disease compared to 
the North East and England.  Deaths for females is the 
highest in the North East and the 6th worst out of 211 CCGs 
in England 

→ Obesity, levels of healthy eating and rates of alcohol 
related hospital admissions are worse than the England 
average 

Cardio vascular disease  
→ Case finding to ensure completeness of practice disease registers 
→ Effective evidenced based management of patient on disease registers: 

hypertension, arterial fibrillation, heart failure, chronic kidney disease, 
obesity 

→ Extend availability of cardiac rehabilitation 
→ Effective CVD Health Check programme with a greater focus in more 

deprived areas for those most at risk 
→ Brief interventions stop smoking, access to structured support to quit 
Cancer 
→ Increase uptake of screening programmes particularly in more deprived 

areas and address variation. 
→ Increase awareness of cancer and early symptoms, early diagnosis and 

improved access to tests in primary care  
→ Improve access to treatment 
→ Develop Healthy Living Services with partners to address lifestyle advice 

and signposting for obesity, unhealthy diets, smoking and alcohol, with 
a particular focus in getting good habits established in early life 

Respiratory disease 
→ Case finding and effective management of patient (as for CVD) 
→ Early diagnosis, prompt access to specialist respiratory care, planned 

hospital care and appropriate provision of home oxygen  
→ Stop-smoking interventions and promotion 
→ Extend availability of pulmonary rehabilitation  
Liver disease 
→ Support the lobby for minimum unit pricing of alcohol 
→ Brief advice/ brief interventions for alcohol  
→ Brief advice on obesity and referral to weight management  
→ Testing for Hepatitis C and treatment in line with national guidance 
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→ Early identification of disease 

Planned Care 
Case for Change Priorities for Change 
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In North Tyneside … 
 
 
Ageing population - significant implications for future planning, 
service provision and resources 
 
System is not joined up - greater integration of care pathways needed  
across hospital, primary (GP/community) and social care  
 
Over reliance on  hospital services  

→ Outpatients - significantly higher hospital referrals nationally 
and locally (6th highest nationally out of 151 and worsening) 
 

→ Planned admissions 
-  3rd highest rate nationally and increasing for all planned 

(inpatient and daycase) admissions 
 

→ Trauma and orthopaedics  - greatest proportion with the 
highest spend (36% of the total planned admissions cost) and 
waiting times issues (referral to treatment within 18 weeks) 
 

 
 

 
 
Short Term 

→ Achieve national 18 week targets in each specialty 
→ Commission a coordinated and integrated musculoskeletal 

care pathway 
→ Commission an older people’s care pathway 
→ Work with our local GPs to improve the quality of referrals 
→ Involve patients in making decisions about their treatment and 

care through shared decision making 
→ Move care closer to home, developing primary and community 

care, as an effective alternative for hospital treatment 
→ Ensure community services are well co-ordinated and 

integrated with other planned care services (primary, acute, 
intermediate) 
 

Medium Term 
→ Develop/ roll out primary and community care pathways 

building on 2014/15 
→ Embed shared decision making building on 2013/14 
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Urgent Care 
Case for Change Priorities for Change 

In North Tyneside … 
 

→ A&E attendances are increasing although lower than the 
England average 

→ 71% of ambulance calls results in an emergency transportation 
to hospital (2nd Highest in England). This figure is increasing  

→ 3rd highest emergency admissions rate nationally – although 
the number is reducing, the cost is increasing 

→ Significantly high emergency admission rate for respiratory 
disease, alcohol related and for ambulatory care sensitive 
conditions (chronic conditions which can be actively managed) 

→ 2nd highest rate nationally of people discharged home without 
an overnight stay  

→ Fragmented care pathways  
→ Patients’ increasing expectations  
→ A high number of emergency admissions are avoidable 

 

Short Term 
→ Social marketing to support the public and carers to make 

informed choices about accessing services for urgent care 
needs 

→ Self-care and education on managing disease/ promoting 
independence  

→ Right interventions from the right professional, right place, 
first time making the best use of resources and preventing 
duplication 

→ Review and develop  alternatives to A&E to reduce the 
number of attendances for non-emergencies, supported by an 
updated Directory of Services 

→ Review of acute pathways in view of the developing 
Northumbria Specialist Emergency Care Hospital, Cramlington 
 

Medium Term 
→ GP and other primary and community care services accessible 

at more convenient times for patients 
→ Clear and understandable pathways for patients 
→ Delivery of alternatives to A&E, building on 2014/15 
→ Improve services available for specific patient groups 

presenting at A&E, e.g mental health and alcohol 
→ Reform community provision to deliver pro-active anticipatory 

care (especially for older people, and people with long-term 
conditions) and home support through integrated multi-
disciplinary health and social care teams working across 
organisational boundaries 
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Long Term Conditions 

Case for Change Priorities for Change  
In North Tyneside … 

 
→ A high proportion (70%) of the health and social care budget 

allocations nationally is spent on long term conditions  
→ Ageing population – 43% increase in the over 65s and 46%  

increase in the over 85s by 2030 
→ High numbers are diagnosed chronic disease  
→ Cancer is the principle cause of early death, particularly lung, 

breast and bowel 
→ CVD (2nd highest spend after cancer) is the second highest 

contributor of early death however this is preventable with high 
blood pressure being the most modifiable risk factor  

→ Despite the improved prevention and management early death 
rates from stroke are still above the England average. 

→ 8% of the adult population have diabetes 
→ COPD is a major contributor to the gap in life expectancy 

between the most and least deprived areas. The number of 
people with COPD is also higher than the England average and 
there appears there may be a large number of people yet 
undiagnosed with COPD. 

→ Death rates from chronic liver disease are significantly higher 
than those both from the North East and England 

Short Term 
→ Everyone with long-term conditions is to be offered an approach 

to their care that reflects their preferences and agreed decisions.  
This is to be achieved through the care planning process 

→ Strengthen the support for people to self-manage their long term 
conditions  

→ Strengthen the primary care team (GP/Community) as the first 
line of contact for patients 

→ Reduce variation in the management of patients in primary care 
→ Risk identification – improvement of disease registers 
→ Integrated health and social care teams – pathways, discharge, 

high risk patient programme 
→ Shift from hospital to primary and community care where 

appropriate 
→ Education and training – develop skills and expertise in primary 

care supported by hospital specialised staff 
→ Develop a generic rehabilitation pathway across health and social 

care with remote monitoring of patients with COPD and high 
blood pressure through tele-health 

→ End of life care that is responsive to the needs and wishes of the 
patient 
 

Medium Term 
→ Improve the quality of care for people with LTC in residential and 

nursing homes 
→ Develop joint commissioning plans for alcohol services, working 

with Public Health colleagues 
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Mental Health 
Case for Change Priorities for Change 

In North Tyneside … 
 

→ Balance of care - majority of expenditure at the specialist end 
of service provision rather than on prevention and promotion 

→ Dementia - % of people diagnosed with dementia needs to 
increase to enable early treatment, and there is a variation in 
diagnosis rates within practices  

→ Increasing demand for memory clinic services 
→ Talking therapies – access issues, and recovery rates below 

national target of 50% 
→ Liaison psychiatry – often mental health problems are not 

diagnosed and treated when people present with other 
physical health conditions 

→ Financial risk - payment by results for mental health care 
packages by 2014/15 

→ Specialist services (e.g. Consultant Psychiatry and Consultant 
Psychology) – cost pressures 

Short Term 
→ Offer everyone with mental health problems a personalised 

care plan that reflects their preferences and agreed decisions 
by March 2015 (NHS Mandate) 

→ Develop a single Mental Health Strategy for North Tyneside 
including primary care and community provision 

→ Review action plan with partners to increase dementia 
diagnosis and access, including the model for the memory 
clinic 

→ Determine future model of liaison psychiatry 
→ Complete procurement of talking therapies service with the 

new service due to start in April 2014 
→ Agree payment by results mechanisms and data requirements 
→ Transformation programme – work with Northumberland Tyne 

& Wear NHS Foundation Trust to transform services from 
inpatient to community based services 

→ Specialist services - plan following review 
→ Social prescribing 

Medium Term 
→ Continue to review the mental health strategy, talking 

therapies, social prescribing and liaison psychiatry  
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Learning Disabilities 
Case for Change Priorities for Change 

In North Tyneside … 
 

→ 4,000 people with a learning disability, 922 of whom have 
moderate/severe learning disabilities and require complex 
high cost care packages  

→ Death rates - people who have a learning disability are 58 
times more likely to die aged under 50 and four times more 
likely to die from preventable causes 

→ Inequalities in access to health services, with 61% of people 
receiving a health check 

→ Access to health screening - 22% of women with a learning 
disability had a smear compared to the North Tyneside 
average of 38.5% 

→ Obesity - 26% are obese compared to an average of 11%, with 
a resultant higher level of diabetes and a greater level of 
preventable hospital admissions 

Short Term 
→ Support practices, social care and acute providers to 

strengthen support for people with LD, including annual health 
checks to determine unmet health needs 

→ Develop learning disability and downs syndrome registers to 
ensure health needs are addressed 

→ Undertake a health access assessment 
→ Ensure mechanisms are in place to flag patients with learning 

disabilities in hospital and community services  
→ Develop pooled commissioning arrangements with adult social 

care to support individuals with challenging behaviour to live 
outside hospital settings 

→ In response to the Winterbourne View review, work with adult 
social care to develop a pooled commissioning system that 
includes: 

• Effective person centred care planning 
• Regular reviews by skilled care managers and 

clinicians 
• External input from NHS staff, advocates and families 

• Develop multi-disciplinary training programmes for health and 
social care staff, users and independent sector providers 

 
Medium Term 

→ Explore opportunities to commission a pathway linking directly 
from the criminal justice system into health and social care 
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Autism 
Case for Change Priorities for Change 

In North Tyneside … 
 

→ Almost 2000 adults (18+) have autism spectrum disorder.  
 

→ Lack of a robust process for needs assessment and accessing 
specialised support for adults with autism 

→ Commission a clear and consistent pathway in conjunction 
with social care for assessment and diagnosis, improve expert 
support to frontline staff, and ensure post diagnostic 
information and signposting 
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Children and Young People/Maternity 
Case for Change Priorities for Change 

In North Tyneside … 
 

→ Development of new Northumbria Specialist 
Emergency Care Hospital in Cramlington, opening in 
2015 

→ Hospital admissions for under 18s are significantly 
higher than the England average  

→ 1 in 5 children and young people live in poverty 
→ Breastfeeding is lower than the England average and 

more mothers continue to smoke during pregnancy 
→ 7,900 children and young people with a long standing 

illness or disability 
→ Over 3,000 children and young people with mental 

health and behavioural disorders 
 

Short Term 
→ Maternity - continue the review to offer greater choice to 

women for the safe provision of services following the opening 
of the Northumbria Specialist Emergency Care Hospital 

→ Acute paediatrics – establish the appropriate configuration of 
services for acutely ill children, seeking and adopting best 
practice to reduce acute admission e.g. by managing patients 
at home under the care of the hospital following assessment 
as per Newcastle’s model 

→ Empower families and carers to manage acutely ill children at 
home, rather than admitting them to hospital 

→ Children’s continuing care - ensure that children with 
disabilities or additional needs can have a single assessment, 
access services focussed on their individual needs, and where 
their families / carers wish, have personal health budgets 

→ Child & Adolescent Mental Health Services - ensure there is a 
seamless service between the different tiers of provision 

→ Safeguarding and Looked After Children – ensure compliance 
with new NHS England Framework 

 
Medium Term  

→ Transition - improve the transition between children’s and 
adult services 

 
Longer Term 

→ Integrate services across health and social care i.e. seamless 
services focused around the needs of children 

 



 

Page 16 of 16 
 

Continuing Healthcare  
Case for Change Priorities for Change 

In North Tyneside … 
 

→ Increasing elderly population – over 85s to double by 2030 
→ Significant increase in demand and costs – 143% since 2009 

(within highest 20% of CCGs nationally) 
→ Increase in public and family expectations - particularly 

regarding care packages at home with no limit on costs  
→ Personal health budgets nationally from April 2014 
→ Some provider contracts - not cost effective 
→ Increasing pressure from care home providers to increase 

costs 
→ Patients assessed for CHC too early within acutely ill phase (in 

the majority of cases whilst in hospital) 
→ Increasing number of fast track patients - route for people 

rapidly deteriorating or at the end of life  
→ Unclear pathways in relation to rehabilitation and reablement  
→ Workforce – Recruitment and retention issues that impact on 

skills and expertise 
→ Financial risk from Restitution cases* 

 
→ Review and redesign existing pathways as part of an 

integrated patient centred approach for older people as per 
“My Care, My Way” 

→ Clear patient pathways with patients and families telling their 
story once and being actively involved in decisions about their 
care 

→ Use of existing commissioned services maximised avoiding 
duplication and waste 

→  Ensure that the fast track process is only used for patients 
who are rapidly deteriorating or at the end of life and that 
patients and families understand that this will be reviewed 
after 12 weeks 

→ CHC assessments are undertaken following an appropriate 
period of rehabilitation 

→ Ensure that all professionals involved in a person’s care 
provide appropriate information to inform the assessment 
process 

→ Develop more cost effective contracts with providers with 
clear expected clinical quality outcomes and a policy in 
relation to care packages at home which is based on assessed 
need, quality and value for money 

→ Establish process, policy and procedures for the introduction 
of personal health budgets in line with the current North 
Tyneside Social Care Direct Payments process 
Develop a workforce plan to enhance skills and improve 
development of future workforce 
 

 

*Cases where people (or their family) feel they have wrongfully paid for their healthcare and have applied for a refund in line with NHS guidance 
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Report to: Governing  Body 
Date:  24 September 2013 Agenda item:  11.1 

Title of report:  Proposed Changes to the CCG Constitution  
Sponsor: Alison Thompson, Chief Finance Officer 
Author:  Pauline Fox, Head of Governance  
Purpose of the report and action required: This report is to advise the Governing 
Body of the proposed changes to the CCG constitution and to seek comments prior 
to the changes being presented to the Council of Practices for sign off.  

Executive summary:   
Every CCG must have a constitution that complies with the relevant legislation and 
guidance. If the CCG wishes to make changes to the constitution, these must be 
approved by the Member Practices and then by application to NHS England. The 
current deadline for applications is 1 November 2013.  
 
There have been 58 changes identified, most are minor (correction of typos, 
paragraph numbering and amending all references to the CCG Board to read CCG 
governing body). The changes to draw to the attention of the members are:  
 
• The proposal to add the Patient Forum as a committee of the Governing Body 

(ref 016) (this is subject to a separate report to the Governing Body) 
• Additional wording re whistle blowing, as per national guidance (ref 024) 
• Additional information in the standing orders, table 1, to indicate that post holders 

are eligible for reappointment up to a maximum term of office of 6 years (this 
information was previously omitted) (ref 026)  

• Review of the scheme of delegation to more clearly delineate what is delegated 
to the Council of Practices, the Governing Body and the Clinical Executive  

• The prime financial policies section reviewed to ensure consistency with the other 
sections and appendices  

 
A copy of the full constitution with tracked changes and a rationale for each change 
has to be submitted to NHS England. A copy of (a) the summary changes (b) revised 
Table 1 from the standing orders and (c) the Scheme of Delegation as taken from 
the amended copy is attached. More information is available to members on request.  
 
Members are invited to confirm that these changes are acceptable and to identify 
any other changes that should be considered.  
 
A full copy of the CCG constitution is accessible on the CCG website 
http://www.northtynesideccg.nhs.uk/wp-content/uploads/2013/02/NHS-North-
Tyneside-CCG-constitution-February-2013.pdf  
 

 

http://www.northtynesideccg.nhs.uk/wp-content/uploads/2013/02/NHS-North-Tyneside-CCG-constitution-February-2013.pdf
http://www.northtynesideccg.nhs.uk/wp-content/uploads/2013/02/NHS-North-Tyneside-CCG-constitution-February-2013.pdf
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Proposed changes to the North Tyneside CCG constitution, September 2013  
 
Reference  change Rationale  Pages / section affected  
Nov 13 001 Front sheet amended to include CCG 

logo, updated version control and date  
NHS and CCG logo not included on pre-
authorisation version of the constitution  

Front sheet  

Nov 13 002 References to the CCG Board all 
revised to read Governing Body 

The CCG Governing Body resolved to be known as 
the Governing Body (rather than as the Board) at its 
meeting on 30 April 2013 

All sections of the constitution have 
been updated.  

Nov 13 003 Correction to sequential numbering of 
contents list  

The numbers were not sequential  Page 1 

Nov 13 004 Capitalisation of the term Clinical 
Commissioning Group 

Consistent use of capital letters Page 4, section 1.2.2. 

Nov 13 005 Reference to North Tyneside CCG  Clearer than the reference to CCGs (as a general 
term)  

Page 4, section 1.2.3 

Nov 13 006 Insertion of the word ‘that’ To correct an omitted word Page 6, section 3.1.1 
Nov 13 007 Correction of reference from 2.1.2 to 2.1 To correct an incorrect reference  Page 6, section 3.2.1 
Changes to Section 6, Decision making: the Governing Structure  
Nov 13 008 Correct numbering of paragraphs The third paragraph was not numbered  Page 18, section 6.1 
Nov 13 009 Clear statement of the role of the 

Council of Practices  
There was no clear statement about the role of the 
Council of Practices  

Page 18, section 6.2.1 (a) 

Nov 13 010 Clarity about the Clinical Chair being the 
chair of both the Governing Body and 
the Council of Practices  

It was not explicitly stated that the Clinical Chair is 
the Chair of both the Governing Body and the 
Council of Practices  

Page 18, section 6.2.1 (a) 

Nov 13 011 Clearer statement of the role of the 
Clinical Executive  

The statement about the role of the Clinical 
Executive  was not clear 

Page 18, section 6.2.1 (b) 

Nov 12 012 Addition of clause to indicate one of the 
lay members will be the Deputy Lay 
Chair 

To reflect national guidance on the need for a 
deputy lay chair  

Page 21, section 6.6.2 (a)  

Nov 13 013 Clarity that the Clinical Chair of the 
Governing Body is also the Chair of the 

The CCG has a Clinical Chair and a non-clinical 
accountable officer so there is no need to refer to 

Page 21, section 6.6.3 



Agenda Item 11.1a 
 

 

2 of 28 
 

Reference  change Rationale  Pages / section affected  
Council of Practices  alternative arrangements here 

Nov 13 014 Change from ‘three’ committees to ‘four’ The CCG wishes to add the Patient Forum as a 
committee of the governing body  

Page 21, section 6.6.4 

Nov 13 015 Reference to working in line with 
Treasury guidance in respect of 
severance  payments  

The remuneration committee would make decisions 
in line with Treasury guidance, as recently 
highlighted in a letter to CCG Chief Officers and 
Chairs 

Page 22, section 6.6.4 (b)  

Nov 13 016 Addition of the Patient Forum as a 
Committee of the Governing Body 

The Patient Forum is now formally included as a 
Committee of the Governing Body 

Page 23, new section 6.6.4 (d)  

Changes to Section 7, Roles and Responsibilities  
Nov 13 017 Reference to Practice representatives 

meeting together as the Council of 
Practices  

The Council of Practices is the established forum for 
Practice representatives to meet together  

Page 24, section 7.1.1 

Nov 13 018 Reference to the committees where 
there is now an established primary care 
presence 

There is a nominated primary care representative 
on the Clinical Executive, the Audit Committee and 
the Quality and Safety Committee 

Page 25, section 7.3.1 (b)  

Nov 13 019 Clarity on the role of the Deputy Lay 
Chair  

The role of Deputy Chair is held by a lay member, in 
accordance with extant guidance. This make the 
title and the role holder clearer  

Page 26, section 7.5.1 and 7.5.2 

Nov 13 020 Two additional paragraphs elaborating 
on the role of the Medical Director  

The role of the Medical Director needed elaborating 
beyond that described in paragraph 7.6.1  

Page 26, section 7.6, new 
paragraphs 7.6.2 and 7.6.3 

Nov 13 021 Clarity that the Chief Officer is the 
accountable officer  

The Chief Officer is the accountable officer  Page 26, section 7.8.1  

Nov 12 022 Two additional paragraphs elaborating 
on the role of the Executive Nurse   

The role of the Executive Nurse needed elaborating 
beyond that described in paragraph 7.6.1  

Page 28, section 7.10, new 
paragraphs 7.10.2 and 7.10.3 

Nov 13 023 Clarity regarding the role of the Clinical 
Executive in respect of joint 
appointments  

The Clinical Executive is acting on behalf of the 
wider CCG when agreeing and approving any joint 
appointments  

Page 28, section 7.12.1 

Changes to Section 9, The Group as an Employer  
Nov 12 024 Adoption of additional wording in respect To reflect the additional wording as proposed in the Page 35, section 9.9  
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Reference  change Rationale  Pages / section affected  
of Whistle blowing  David Nicholson letter CCG Chief Officers, dated 2 

May 2013 
Changes to Appendix A, definitions of key descriptions   
Nov 13 025 Inclusion of Clinical Executive in the 

definitions of key descriptions  
The Clinical Executive was omitted from the 
glossary  

Page 37, Appendix A 

Changes to Appendix C, Standing Orders  
    
Nov 13 026 Reference to eligibility for reappointment 

and maximum term of office of 
governing body members   

Reference to eligibility for reappointment and 
maximum term of office was previously omitted. The 
maximum term of office ( 6 years) is in line with 
good governance standards  

Page 45 – 49 inclusive, table 1, 4th 
column 

Nov 13 027 Clarity that the Chief Officer is the 
Accountable Officer 

This is in line with section 7.8.2, that the Chief 
Officer is the Accountable Officer  

page 48, table 1, penultimate row 

Nov 13 028 To specify the frequency of Governing 
Body meetings as not less than four 
times per year  

There was no minimum frequency stated for 
Governing Body meetings  

Page 49, section 3.1.1 

Changes to Appendix D, the scheme of reservation and delegation  
Nov 13 029 Additional column in the table in 

appendix D – new 5th column headed 
‘delegated to clinical executive’  

To enable clearer delineation of the role of the 
Council of Practices, Governing Body and Clinical 
Executive in the scheme reservation and delegation  

Page 60  - 72 inclusive,  headers in 
appendix D, new 5th row inserted  

Nov 13 030 Addition of the words ‘in approving the 
constitution’ in respect of the approval of 
the Groups overarching scheme of 
reservation and delegation  

Clearly states that the scheme of reservation and 
delegation is part of the CCG Constitution  

Page 62, Appendix D, 3rd column, 6th 
row ‘regulation and control’  

Nov 13 031 Addition of the words ‘in approving the 
constitution’ in respect of the approval of 
the Groups Prime Financial policies 

Clearly states that the Prime Financial Policies are 
part of the CCG Constitution 

Page 62, Appendix D, 3rd column,10th 
row ‘regulation and control’ 

Nov 13 032 Change of delegation to approve the 
detailed financial policies, from 
committee or subcommittee to Chief 

This is in line with Appendix E, section 1.1.4, stating 
that the CFO approves the detailed financial policies   

Page 62, Appendix D, 6th and 8th 
column, 11th row ‘regulation and 
control’  
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Reference  change Rationale  Pages / section affected  
Finance Officer 

Nov 13 033 Change of delegation to approve polices 
not specified elsewhere in the scheme 
of delegation, from ‘committee or sub-
committee’ to ‘clinical executive’  

Delegated to the Clinical Executive rather than to 
unspecified  and/or range of committees and sub-
committees  

Page 63, Appendix D, 5th and 6th 
column, 12th row, ‘regulation and 
control’ 

Nov 13 034 To specify that the members, through 
the Council of Practices, are responsible 
for the approval of the vision, values and 
strategic direction of the CCG 

This CoP has responsibility for setting the strategy 
of the CCG 

Page 64, Appendix D, 3rd and 4th 
column, 1st row of the ‘strategy and 
planning’ section  

Nov 13 035 To specify that the Clinical Executive 
has responsibility for the approval of the 
Group’s operating structure   

The Clinical Executive has responsibility for 
operational delivery 

Page 64, Appendix D, 4th and 5th 
column, 2nd row of the ‘strategy and 
planning’ section  

Nov 13 036 To specify that the members, through 
the Council of Practices, are responsible 
for the approval of the commissioning 
plan 

This CoP has responsibility for setting the strategy 
of the CCG 

Page 65, Appendix D, 3rd and 4th 
column, 3rd row of the ‘strategy and 
planning’ section  

Nov 13 037 To specify that the members, through 
the Council of Practices, are responsible 
for the approval of the corporate 
budgets 

This CoP has responsibility for setting the strategy 
of the CCG 

Page 65, Appendix D, 3rd and 4th 
column, 4th row of the ‘strategy and 
planning’ section  

Nov 13 038 To specify that the Clinical Executive 
has responsibility for the approval of 
variations to the approved budget   

The Clinical Executive has responsibility for 
operational delivery; such variations would be a 
result of a change in national policy  

Page 65, Appendix D, 4th and 5th 
column, 5th row of the ‘strategy and 
planning’ section  

Nov 13 039 To specify that the members, through 
the Council of Practices, are responsible 
for the approval annual report and 
accounts 

This CoP has responsibility for setting the strategy 
of the CCG 

Page 65, Appendix D, 3rd and 4th 
column, 1st row of the ‘annual reports 
and accounts’ section  

Nov 13 040 Deletion of a row, referring to 
arrangements where the Accountable 
Officer is an employee or member of 
another CCG 

This is superfluous as the Accountable Officer of 
North Tyneside CCG is not an employee or member 
of another CCG 

Page 67, Appendix D, 9th row of the 
‘Human Resources’ section (entire 
row deleted) 
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Reference  change Rationale  Pages / section affected  
Nov 13 041 Addition of the words ‘in approving the 

terms of reference for the quality and 
safety committee’ in respect of 
approving arrangements for quality 

The Q&S committee is a sub-committee of the 
Governing Body 

Page 67, Appendix D, 4th column, 1st 
row of the ‘Quality and Safety’ 
section 

Nov 13 042 Removal of the reference to ‘committee 
or sub-committee’ in respect of the 
approval of arrangements to support the 
quality of general medical services  

The authority to approve was shown as delegated 
to the Governing Body and to a committee or sub-
committee. It is clearer if responsibility is delegated 
to one and only one committee  

Page 68, Appendix D, 6th column, 2nd 
row of the ‘Quality and Safety’ 
section 

Nov 13 043 Deletion of a row, referring to approval 
of the operational scheme of delegation  

This is a duplicate of an earlier row in the table Page 68, Appendix D, 2nd row of the 
‘operational and risk management’ 
section (entire row deleted) 

Nov 13 044 Clarity that it is the Clinical Executive 
that has the authority to approve the 
arrangements for business planning and 
emergency planning  

The authority for business planning and emergency 
planning was shown as delegated to the Governing 
Body and to a committee or sub-committee. It is 
clearer if responsibility is delegated to one and only 
one committee 

Page 69, Appendix D, 4th, 5th and 6th 
columns, 9th row of the ‘operational 
and risk management’ section 

Nov 13 045 Authority to approve contracts for 
commissioning support  

The Clinical Executive oversee commissioning 
support arrangements on behalf of the CCG 

Page 70, Appendix D, 4th and 5th 
columns, 1st row of the ‘tendering and 
contracting section’  

Nov 13 046 Authority to approve contracts for 
corporate support  

The Clinical Executive oversee corporate support 
arrangements on behalf of the CCG 

Page 70, Appendix D, 4th and 5th 
columns, 2nd row of the ‘tendering 
and contracting section’  

Nov 13 047 Authority to approve high cost cancer 
drugs is delegated to the Chief Finance 
Officer, working in conjunction with the 
Medical Director  

The authority to approve was delegated to ‘an 
individual’ but not specified   

Page 70, Appendix D, final column, 
3rd row of ‘partnership working’ 
section  

Nov 13 048 Authority to approve decisions 
delegated to joint committees is 
delegated to the Clinical Executive  

The authority to approve decisions of joint 
committees was shown as delegated to the 
Governing Body and to a committee or sub-
committee. It is clearer if responsibility is delegated 
to one and only one committee 

Page 71, Appendix D, 3rd, 5th and 6th 
columns, 4th row of ‘partnership 
working’ section 
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Reference  change Rationale  Pages / section affected  
Nov 13 049 Authority to approve commissioning 

arrangements is delegated in 
accordance with the arrangements set 
out section 5 of the constitution   

The Clinical Executive has a role in the wider 
aspects of clinical commissioning and is now 
included in this section  

Page 71, Appendix D, 3rd, 5th and 7th 
column, 1st row of ‘commissioning 
and contracting for clinical services’ 
section 

Nov 13 050 Authority to approve arrangement for co-
ordinating commissioning with other 
CCGs and/or the local authority 
delegated to the Clinical Executive  

The Clinical Executive co-ordinates joint working  Page 71, Appendix D, 3rd  and 5th 
column, 2nd row of ‘commissioning 
and contracting for clinical services’ 
section  

Changes to Appendix E, Prime Financial Policies   
Nov 13 051 Deletion of reference to financial policies 

being on the CCG website 
The financial policies are not published on the 
website  

Page 73, Appendix E, section 1.1.4  

Nov 13 052 Inclusion of the need to consult with the 
Council of Practices regarding proposed 
amendments to Prime Financial Policies 

The role of the CoP in approving changes to Prime 
Financial Polices was omitted  

Page 74, Appendix E, section 1.5.1 

Nov 13 053 Inclusion of the need for the budget to 
be approved by the Council of Practices 

The role of the CoP in approving the budget was 
omitted  

Page 76, Appendix E, section 6.1.(b)   

 Nov 13 054 Inclusion of the need for the Council of 
Practices to be updated on significant 
changes to the initial allocation and use 
of funds  

The need for the CoP to be kept  up to date on the 
use of funds  was omitted 

Page 77, Appendix E, section 6.1.(c)  

Nov 13 055 Inclusion of the need for the Council of 
Practices to approve the commissioning 
strategy and budgets and to receive 
reports on financial performance  

The role of the CoP in approving the commissioning 
strategy and the budgets and in receiving reports on 
financial performance was omitted  

Page 77, Appendix E, sections 7.1, 
7.2 and 7.3 

Nov 13 056 Reference to ‘approved lists’ deleted 
and reworded  

The CCG does not hold an approved list and 
reference to such  a list is therefore misleading  

Page 80, Appendix E, section 13.1 

Nov 13 057 Inclusion of the need for the Council of 
Practices to approve the level of non-
pay expenditure on an annual basis  

The role of the CoP in approving the non-pay 
expenditure was omitted 

Page 82, Appendix E, section 17.1 

Nov 13 058 Reference to the tender thresholds 
being documented in the detailed 

The original wording of section 17.3 (a) indicated 
that the tender thresholds are in the scheme of 

Page 83, Appendix E, section 17.3 
(a)  
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Reference  change Rationale  Pages / section affected  
financial polices  delegation, which they are not, they are in the 

detailed financial policies  
Nov 13 059    
Nov 13 060    
Nov 13 058    
Nov 13 059    
Nov 13 060    
 
Pauline Fox, Head of Governance  
As at 21 August 2013  
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TABLE 1 - Appointment process for Governing Body Board members  
 

Role Eligibility Appointment process Term of office / 
eligibility for 

reappointment  

Grounds for 
removal 

Notice period 

All Governing Body 
Board members  

The eligibility criteria 
for membership of the 
Governing Body 
Board as set out in 
the regulations must 
be met 

 All governing body 
members are eligible 
for reappointment 
(subject to satisfactory 
performance)  

The post holder is 
disqualified under 
the regulations The 
post holder no 
longer meets the 
eligibility criteria as 
set out in the 
regulations 

 

      
Clinical Chair Any clinician working 

in one of the Group’s 
member practices, 
irrespective of their 
contractual status.   
The eligibility criteria 
for Chair of the 
Governing Body 
Board as set out in 
the regulations must 
be met 

Stage 1 
Applicants should have the 
support of least 5 member 
practices 
Stage 2 
Applicants should meet any 
relevant national assessment 
standards 
Stage 3 
Applicants who can 
demonstrate successful 
completion of stages 1 and 2 
shall be interviewed by a 

Initial term of office: 2 
years 
 
Can normally serve up 
to a maximum term of 
6 years, beyond that 
appointment would be 
on a year-by-year 
basis  
 
 
 

 3 months 
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Role Eligibility Appointment process Term of office / 
eligibility for 

reappointment  

Grounds for 
removal 

Notice period 

suitable qualified appointments 
committee1 using agreed 
competency criteria.  
Stage 4 
The CoP confirms the 
appointment. If there is more 
than one suitable applicant 
after the completion of stages 
1-3, then the CoP will be 
invited to make an appointment 
by election or by another 
method as they determine. 

Medical Director Any clinician working 
in one of the Group’s 
member practices, 
irrespective of their 
contractual status.   
 

Applicants with the support of 
least 5 member practices 
shall be interviewed by a 
suitable qualified appointments 
committee2 using agreed 
competency criteria. 

Initial term of office: 3 
years 
 
Can normally serve up 
to a maximum term of 
6 years, beyond that 
appointment would be 
on a year-by-year 
basis  

 
 

3 months 

GP representatives   Any GP working in 
one of the Groups 
member practices 

Stage 1 
Applicants should self 
nominate for the post, stating 

3 years 
 
Can normally serve up 

 3 months  

                                                             
1 The appointment committee shall include practice representatives, LMC representative, Lay member(s), and may include an officer 
representative from the local authority and an officer representative from an NHS Foundation Trust  
2 The appointment committee shall include practice representatives, LMC representative, Lay member(s), and may include an officer 
representative from the local authority and an officer representative from an NHS Foundation Trust  
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Role Eligibility Appointment process Term of office / 
eligibility for 

reappointment  

Grounds for 
removal 

Notice period 

irrespective of their 
contractual status  

their eligibility  
Stage 2 
Applicants who meet the 
eligibility for membership will 
be interviewed by a suitable 
qualified appointments 
committee using agreed 
competency criteria.  
Stage 3 
The CoP confirms the 
appointment. If there are more 
than suitable applicants than 
vacant posts after the 
completion of stages 1 & 2, 
then the CoP will be invited to 
make an appointment by 
election or by another method 
as they determine. 

to a maximum term of 
6 years, beyond that 
appointment would be 
on a year-by-year 
basis  
 

Lay member - Audit Any suitably qualified 
individual who lives, 
works or is involved in 
a voluntary or 
community project or 
organisation that 
operates in North 
Tyneside.  
The specific eligibility 
criteria for this role as 
set out in the 

Application and interview  3 years 
 
Can normally serve up 
to a maximum term of 
6 years, beyond that 
appointment would be 
on a year-by-year 
basis  
 

 3 months 
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Role Eligibility Appointment process Term of office / 
eligibility for 

reappointment  

Grounds for 
removal 

Notice period 

regulations must be 
met 

Lay member – 
Patient and Public 
Involvement 

Any individual who 
lives, works or is 
involved in a 
voluntary or 
community project or 
organisation that 
operates in North 
Tyneside 
The specific eligibility 
criteria for this role as 
set out in the 
regulations must be 
met 

Application and interview  2 years 
 
Can normally serve up 
to a maximum term of 
6 years, beyond that 
appointment would be 
on a year-by-year 
basis  
 

 3 months 

Registered Nurse  
(where this role is 
not combined with 
being the senior 
nurse employed by 
the Group) 
 

The specific eligibility 
criteria for this role as 
set out in the 
regulations must be 
met 

Application and interview  3 years 
(where this role is not 
combined with being 
the senior nurse 
employed by the 
Group) 
 

 3 months 
(where this 
role is not 
combined with 
being the 
senior nurse 
employed by 
the Group) 
 

Secondary Care 
Specialist Doctor 

The specific eligibility 
criteria for this role as 
set out in the 
regulations must be 
met 

Application and interview  3 years 
 
Can normally serve up 
to a maximum term of 
6 years, beyond that 

 3 months 
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Role Eligibility Appointment process Term of office / 
eligibility for 

reappointment  

Grounds for 
removal 

Notice period 

appointment would be 
on a year-by-year 
basis  
 

Accountable 
Officer/Chief Officer 

The specific eligibility 
criteria for this role as 
set out in the 
regulations must be 
met 

Applicants should meet any 
relevant national assessment 
standards. 
The appointment process to 
include assessment and 
interview of the candidate(s) 
against agreed competency 
criteria by a suitably qualified 
panel. 
Following successful 
completion of assessment and 
interview, the Group will 
recommend a candidate to the 
National Commissioning Board 
for appointment. 

Tenure specified by 
NHS Commissioning 
Board in line with 
terms and conditions. 

  

Chief Finance 
Officer  

The specific eligibility 
criteria for this role as 
set out in the 
regulations must be 
met 

Applicants should meet any 
relevant national assessment 
standards. The appointment 
process to include assessment 
and interview of the 
candidate(s) against agreed 
competency criteria by a 
suitably qualified panel. 

Tenure specified by 
NHS  Commissioning 
Board in line with 
terms and conditions. 
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APPENDIX D 
NHS NORTH TYNESIDE CLINICAL COMMISSIONING GROUP: FUNCTIONS, DUTIES AND SCHEME OF 

DELEGATION 
  

Functions and General Duties of the CCG 
 
The functions that the Group is responsible for exercising are largely set out in the 2006 Act, as amended by the 2012 Act.  An 
outline of these appears in the Department of Health’s Functions of clinical commissioning Groups: a working document.  They 
relate to: 
 

a) commissioning certain health services (where the NHS Commissioning Board is not under a duty to do so) that meet 
the reasonable needs of:  
i) all people registered with member GP practices, and  
ii) people who are usually resident within the area and are not registered with a member of any clinical 

commissioning Group; 
 

b) commissioning emergency care for anyone present in the Group’s area; 
 

c) paying its employees’ remuneration, fees and allowances in accordance with the determinations made by its 
governing body and determining any other terms and conditions of service of the Group’s employees; 

 
d) determining the remuneration and travelling or other allowances of members of its governing body. 

 
Specifically, in discharging its functions the CCG will: 
 
a) act3, when exercising its functions to commission health services, consistently with the discharge by the Secretary of State and 
the NHS Commissioning Board of their duty to promote a comprehensive health service4and with the objectives and 

                                                             
3 See section 3(1F) of the 2006 Act, inserted by section 13 of the 2012 Act 
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requirements placed on the NHS Commissioning Board through the mandate5 published by the Secretary of State before the start 
of each financial year; 
 
b) meet the public sector equality duty6; 
 
c) work in partnership with its local authority[ies] to develop joint strategic needs assessments7 and joint health and wellbeing 
strategies8; 
 
d)make arrangements to secure public involvementin the planning, development and consideration of proposals for changes and 
decisions affecting the operation of commissioning arrangements9; 
 
e) Promote awareness of, and act with a view to securing that health services are provided in a way that promotes 
awareness of, and have regard to the NHS Constitution10; 
 
f)act effectively, efficiently and economically11; 
 
g) act with a view to securing continuous improvement to the quality of services12; 
 
h) assist and support the NHS Commissioning Board in relation to the Board’s duty to improve the quality of primary medical 
services13; 

                                                                                                                                                                                                                                                                                                    
4 See section 1 of the 2006 Act, as amended by section 1 of the 2012 Act 
5 See section 13A of the 2006 Act, inserted by section 23 of the 2012 Act 
6 See section 149 of the Equality Act 2010, as amended by paragraphs 184 and 186 of Schedule 5 of the 2012 Act 
7 See section 116 of the Local Government and Public Involvement in Health Act 2007, as amended by section 192 of the 2012 Act 
8 See section 116Aof the Local Government and Public Involvement in Health Act 2007, as inserted by section 191 of the 2012 Act 
9 See section14Z2 of the 2006 Act, inserted by section 26 of the 2012 Act 
10 See section14P of the 2006 Act, inserted by section 26 of the 2012 Act and section 2 of the Health Act 2009 (as amended by 2012 Act) 
11 See section14Q of the 2006 Act, inserted by section 26 of the 2012 Act 
12 See section14R of the 2006 Act, inserted by section 26 of the 2012 Act 
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i) have regard to the need to reduce inequalities14; 
 
j) Promote the involvement of patients, their carers and representatives in decisions about their healthcare15; 
k) act with a view to enabling patients to makechoices16; 
 
l) Obtain appropriate advice17from persons who, taken together, have a broad range of professional expertise in healthcare and 
public health; 
 
m) Promote innovation18; 
 
n) Promote research and the use of research19; 
 
o) have regard to the need to promote education and training20 for persons who are employed, or who are considering becoming 
employed, in an activity which involves or is connected with the provision of services as part of the health service in England so as 
to assist the Secretary of State for Health in the discharge of his related duty21;   
 
p) act with a view to promoting integration of both health services with other health services and health services with health-
related and social care services where the Group considers that this would improve the quality of services or reduce inequalities22. 

                                                                                                                                                                                                                                                                                                    
13 See section 14S of the 2006 Act, inserted by section 26 of the 2012 Act 
14 See section14T of the 2006 Act, inserted by section 26 of the 2012 Act 
15 See section14U of the 2006 Act, inserted by section 26 of the 2012 Act 
16 See section14V of the 2006 Act, inserted by section 26 of the 2012 Act 
17 See section14W of the 2006 Act, inserted by section 26 of the 2012 Act 
18 See section14X of the 2006 Act, inserted by section 26 of the 2012 Act 
19 See section14Y of the 2006 Act, inserted by section 26 of the 2012 Act 
20 See section14Z of the 2006 Act, inserted by section 26 of the 2012 Act 
21 See section1F(1) of the 2006 Act, inserted by section 7 of the 2012 Act 
22 See section 14Z1 of the 2006 Act, inserted by section 26 of the 2012 Act 
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The CCGs General Financial Duties 
 
a)Ensure its expenditure does not exceed the aggregate of its allotments for the financial year23; 
 
b) Ensure its use of resources (both its capital resource use and revenue resource use) does not exceed the amount specified 
by the NHS Commissioning Board for the financial year24; 
 
c) Take account of any directions issued by the NHS Commissioning Board, in respect of specified types of resource use 
in a financial year, to ensure the Group does not exceed an amount specified by the NHS Commissioning Board 25; 
 
d) Publish an explanation of how the Group spent any payment in respect of quality made to it by the NHS Commissioning 
Board26. 
 
 
Functions of the CCG’s Governing Body ‘The Board’ 
 
The governing body has the following functions conferred on it by sections 14L(2) and (3) of the 2006 Act, inserted by section 25 the 2012 
Act, together with any other functions connected with its main functions as may be specified in regulations and in the constitution27. The 
governing body has responsibility for: 
 
a) ensuring that the Group has appropriate arrangements in place to exercise its functions effectively, efficiently and economically and in 
accordance with the Groups principles of good governance28(its main function); 
                                                             
23 See section 223H(1) of the 2006 Act, inserted by section 27 of the 2012 Act 
24 See sections 223I(2) and 223I(3) of the 2006 Act, inserted by section 27 of the 2012 Act 
25 See section 223J of the 2006 Act, inserted by section 27 of the 2012 Act 
26 See section 223K(7) of the 2006 Act, inserted by section 27 of the 2012 Act 
27 See section 14L(3)(c) of the 2006 Act, as inserted by section 25 of the 2012 Act 
28 See section 4.4on Principles of Good Governance above 
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b) determining the remuneration, fees and other allowances payable to employees or other persons providing services to the Group and 
the allowances payable under any pension scheme it may establish under paragraph 11(4) of Schedule 1A of the 2006 Act, inserted by 
Schedule 2 of the 2012 Act; 
 
c) approving any functions of the Group that are specified in regulations29.  
 
1. SCHEDULE OF MATTERS RESERVED TO THE CLINICAL COMMISSIONING GROUP AND SCHEME OF DELEGATION 
 
1.1. The arrangements made by the Group as set out in this scheme of reservation and delegation of decisions shall have effect as if 

incorporated in the Group’s constitution. 
 

1.2. The clinical commissioning Group remains accountable for all of its functions, including those that it has delegated.   
 

 
Policy Area Decision Reserved to the 

Membership 
(and enacted 
through their 
representatives at 
general meetings 
of the Council of 
Member 
Practices) 

Reserved or 
delegated to 
Governing 
Body 

Delegated to 
Clinical 
Executive 

Delegated to a 
Committee or 
Sub-
Committee 

Delegated to 
Accountable 
Officer 

Delegated 
to  
Chief 
Finance 
Officer 

 Determine the arrangements by       
                                                             
29 See section 14L(5) of the 2006 Act, inserted by section 25 of the 2012 Act 
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Policy Area Decision Reserved to the 
Membership 
(and enacted 
through their 
representatives at 
general meetings 
of the Council of 
Member 
Practices) 

Reserved or 
delegated to 
Governing 
Body 

Delegated to 
Clinical 
Executive 

Delegated to a 
Committee or 
Sub-
Committee 

Delegated to 
Accountable 
Officer 

Delegated 
to  
Chief 
Finance 
Officer 

REGULATION AND 
CONTROL 

which the members of the Group 
approve those decisions that are 
reserved for the membership. 

√ 
 

REGULATION AND 
CONTROL 

Consideration and approval of 
applications to the NHS 
Commissioning Board on any 
matter concerning changes to the 
Group’s constitution, including 
terms of reference for the Group’s 
governing body, its committees, 
membership of committees, the 
overarching scheme of 
reservation and delegated 
powers, arrangements for taking 
urgent decisions, standing orders 
and prime financial policies.   

 
 
 

√ 
 

     

REGULATION AND 
CONTROL 

Approve Constitution √ 
 

     

REGULATION AND 
CONTROL 

Exercise or delegation of those 
functions of the clinical 
commissioning Group which have 
not been retained as reserved by 
the Group, delegated to the 
governing body or other 
committee or sub-committee or 
specified member or employee    

  
 

 

   
 

√ 
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Policy Area Decision Reserved to the 
Membership 
(and enacted 
through their 
representatives at 
general meetings 
of the Council of 
Member 
Practices) 

Reserved or 
delegated to 
Governing 
Body 

Delegated to 
Clinical 
Executive 

Delegated to a 
Committee or 
Sub-
Committee 

Delegated to 
Accountable 
Officer 

Delegated 
to  
Chief 
Finance 
Officer 

REGULATION AND 
CONTROL 

Prepare for review by the 
governing body the Group’s 
overarching scheme of 
reservation and delegation, which 
sets out those decisions of the 
Group reserved to the 
membership and those delegated 
to the  
• Group’s governing body 
• committees and sub-

committees of the Group, or 
• its members or employees  
and sets out those decisions of 
the governing body reserved to 
the governing body  and 
those delegated to the  
• governing body’s committees 

and sub-committees,  
• members of the governing 

body,  
• an individual who is member 

of the Group but not the 
governing body or a specified 
person 

for inclusion in the Group’s 
constitution.  

  
 
 

 

   
√ 
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Policy Area Decision Reserved to the 
Membership 
(and enacted 
through their 
representatives at 
general meetings 
of the Council of 
Member 
Practices) 

Reserved or 
delegated to 
Governing 
Body 

Delegated to 
Clinical 
Executive 

Delegated to a 
Committee or 
Sub-
Committee 

Delegated to 
Accountable 
Officer 

Delegated 
to  
Chief 
Finance 
Officer 

REGULATION AND 
CONTROL 

Approval of the Group’s 
overarching scheme of 
reservation and delegation.  

 
√ 

In approving the 
constitution  

 

 
 

    

REGULATION AND 
CONTROL 

Prepare the Group’s operational 
scheme of delegation, which sets 
out those key operational 
decisions delegated to individual 
employees of the clinical 
commissioning Group, not for 
inclusion in the Group’s 
constitution.  

  
 

 
 

   
 

√ 
 

 

REGULATION AND 
CONTROL 

Approval of the Group’s 
operational scheme of delegation 
that underpins the Group’s 
‘overarching scheme of 
reservation and delegation’ as set 
out in its constitution.  

  
 

√ 
 

    

REGULATION AND 
CONTROL 

Prepare detailed financial policies 
that underpin the clinical 
commissioning Group’s prime 
financial policies, including the 
financial scheme of delegation   

      
√ 
 

REGULATION AND 
CONTROL 

Approve Prime financial policies 
 

√ 
In approving the 
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Policy Area Decision Reserved to the 
Membership 
(and enacted 
through their 
representatives at 
general meetings 
of the Council of 
Member 
Practices) 

Reserved or 
delegated to 
Governing 
Body 

Delegated to 
Clinical 
Executive 

Delegated to a 
Committee or 
Sub-
Committee 

Delegated to 
Accountable 
Officer 

Delegated 
to  
Chief 
Finance 
Officer 

constitution 
REGULATION AND 
CONTROL 
 

Approve detailed financial 
policies. 

  
 

 √ 
 
 

 √ 
 

REGULATION AND 
CONTROL 
 

Approval of policies not specified 
elsewhere in this scheme of 
delegation 

   
√ 
 

√ 
 

  

REGULATION AND 
CONTROL 
 

Approve arrangements for 
managing exceptional funding 
requests. 

  
√ 
 

    

REGULATION AND 
CONTROL 
 

Approve exceptional funding 
requests (within financial 
delegated limits). 
 

  
 

 √ 
Individual 
members 
appointed to 
make 
decisions on 
behalf of the 
Group by the 
CCG to the 
joint Individual 
Funding 
Request Panel 
established 
with other 
CCGs  

  

REGULATION AND Set out who can execute a √    √  
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Policy Area Decision Reserved to the 
Membership 
(and enacted 
through their 
representatives at 
general meetings 
of the Council of 
Member 
Practices) 

Reserved or 
delegated to 
Governing 
Body 

Delegated to 
Clinical 
Executive 

Delegated to a 
Committee or 
Sub-
Committee 

Delegated to 
Accountable 
Officer 

Delegated 
to  
Chief 
Finance 
Officer 

CONTROL 
 

document by signature / use of 
the seal 
 

In approving 
Standing Orders 

 
 

To authorise 
specific senior 
managers to 
execute a 
document by 
signature /use 
of the seal  

PRACTICE 
MEMBER 
REPRESENTATIVES 

Approve the arrangements for  
• identifying practice members 

to represent practices in 
matters concerning the work 
of the Group; and 

• appointing clinical leaders to 
represent the Group’s 
membership on the Group’s 
governing body,  

 
√ 

 
 
 

     

PRACTICE 
MEMBER 
REPRESENTATIVES 

Approve the appointment of 
governing body members 

 
√ 

In approving the 
constitution 

 
 

    

PRACTICE 
MEMBER 
REPRESENTATIVES 

Approve the process for recruiting 
and removing non-elected 
members to the governing body 
(subject to any regulatory 
requirements) and succession 
planning. 

    
√ 
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Policy Area Decision Reserved to the 
Membership 
(and enacted 
through their 
representatives at 
general meetings 
of the Council of 
Member 
Practices) 

Reserved or 
delegated to 
Governing 
Body 

Delegated to 
Clinical 
Executive 

Delegated to a 
Committee or 
Sub-
Committee 

Delegated to 
Accountable 
Officer 

Delegated 
to  
Chief 
Finance 
Officer 

PRACTICE 
MEMBER 
REPRESENTATIVES 

Approve arrangements for 
identifying the Group’s proposed 
accountable officer. 

 
√ 

In approving the 
constitution  

 
 

    

STRATEGY AND 
PLANNING 

Agree the vision, values and 
overall strategic direction of the 
Group. 
 

 
√ 
 

√ 
Having regard to 

the views of 
Members of the 

CCG 

    

STRATEGY AND 
PLANNING 

Approval of the Group’s operating 
structure. 

  
√ 
 

 
√ 

 

   

STRATEGY AND 
PLANNING 

Approval of the Group’s 
commissioning plan. 
 

 
√ 
 

√ 
Having regard to 

the views of 
Members of the 

CCG 

    

STRATEGY AND 
PLANNING 

Approval of the Group’s corporate 
budgets that meet the financial 
duties as set out in section 5.3 of 
the main body of the constitution, 
as proposed by the CFO in 
accordance with the prime 
financial policies  

 
√ 

 

 
√ 
 

    

STRATEGY AND 
PLANNING 

Approval of variations to the 
approved budget where variation 

  
√ 

 
√ 
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Policy Area Decision Reserved to the 
Membership 
(and enacted 
through their 
representatives at 
general meetings 
of the Council of 
Member 
Practices) 

Reserved or 
delegated to 
Governing 
Body 

Delegated to 
Clinical 
Executive 

Delegated to a 
Committee or 
Sub-
Committee 

Delegated to 
Accountable 
Officer 

Delegated 
to  
Chief 
Finance 
Officer 

would have a significant impact 
on the overall approved levels of 
income and expenditure or the 
Group’s ability to achieve its 
agreed strategic aims. 

  

ANNUAL REPORTS 
AND ACCOUNTS 

Approval of the Group’s annual 
report and annual accounts. 

√ 
 

√ 
 

    

ANNUAL REPORTS 
AND ACCOUNTS 

Approval of the arrangements for 
discharging the Group’s statutory 
financial duties. 

√ 
In approving 
Constitution  

     

HUMAN 
RESOURCES 

Approve the arrangements for 
determining the terms and 
conditions, remuneration and 
travelling or other allowances for 
governing body members, 
including pensions and gratuities.  

√ 
In approving 

Terms of reference 
of Remuneration 

Committee 

     

HUMAN 
RESOURCES 

Approve the terms and 
conditions, remuneration and 
travelling or other allowances for 
governing body members, 
including pensions and gratuities. 

 
 

√ 
 

    

HUMAN 
RESOURCES 

Approve terms and conditions of 
employment for all employees of 
the Group including, pensions, 
remuneration, fees and travelling 
or other allowances payable to 

  
√ 
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Policy Area Decision Reserved to the 
Membership 
(and enacted 
through their 
representatives at 
general meetings 
of the Council of 
Member 
Practices) 

Reserved or 
delegated to 
Governing 
Body 

Delegated to 
Clinical 
Executive 

Delegated to a 
Committee or 
Sub-
Committee 

Delegated to 
Accountable 
Officer 

Delegated 
to  
Chief 
Finance 
Officer 

employees and to other persons 
providing services to the Group. 

HUMAN 
RESOURCES 

Approve any other terms and 
conditions of services for the 
Group’s employees.  

  
√ 
 

    

HUMAN 
RESOURCES 

Determine the terms and 
conditions of employment for all 
employees of the Group. 

  
 

 √ 
 

  
 

HUMAN 
RESOURCES 

Determine pensions, 
remuneration, fees and 
allowances payable to employees 
and to other persons providing 
services to the Group 

  
 

 √ 
 

 

  
 

HUMAN 
RESOURCES 

Recommend pensions, 
remuneration, fees and 
allowances payable to employees 
and to other persons providing 
services to the Group 

  
 

 √ 
 
 

  

HUMAN 
RESOURCES 

Approve disciplinary 
arrangements for employees, 
including the accountable officer 
(where he/she is an employee or 
member of the clinical 
commissioning Group) and for 
other persons working on behalf 
of the Group 

 
 

 
√ 
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Policy Area Decision Reserved to the 
Membership 
(and enacted 
through their 
representatives at 
general meetings 
of the Council of 
Member 
Practices) 

Reserved or 
delegated to 
Governing 
Body 

Delegated to 
Clinical 
Executive 

Delegated to a 
Committee or 
Sub-
Committee 

Delegated to 
Accountable 
Officer 

Delegated 
to  
Chief 
Finance 
Officer 

HUMAN 
RESOURCES 

Review disciplinary arrangements 
where the accountable officer is 
an employee or member of 
another clinical commissioning 
Group  

  
√ 
 

    

HUMAN 
RESOURCES 

Approval of the arrangements for 
discharging the Group’s statutory 
duties as an employer. 

√ 
In approving 
Constitution 

 
 

    

HUMAN 
RESOURCES 

Approve human resources 
policies for employees and for 
other persons working on behalf 
of the Group 

    
√ 

Individual 
members 
appointed by 
the CCG to the 
Joint ONE 
Partnership 
Forum to make 
decisions on 
behalf of the 
Group 

  

QUALITY AND 
SAFETY 

Approve arrangements, including 
supporting policies, to minimise 
clinical risk, maximise patient 
safety and to secure continuous 
improvement in quality and 
patient outcomes 

  
√ 

In approving the 
Terms of 
Reference for 
the Quality and 

 √ 
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Policy Area Decision Reserved to the 
Membership 
(and enacted 
through their 
representatives at 
general meetings 
of the Council of 
Member 
Practices) 

Reserved or 
delegated to 
Governing 
Body 

Delegated to 
Clinical 
Executive 

Delegated to a 
Committee or 
Sub-
Committee 

Delegated to 
Accountable 
Officer 

Delegated 
to  
Chief 
Finance 
Officer 

Safety 
Committee 

QUALITY AND 
SAFETY 

Approve arrangements for 
supporting the NHS 
Commissioning Board in 
discharging its responsibilities in 
relation to securing continuous 
improvement in the quality of 
general medical services. 

  
√ 

 

  
√ 
 

  

QUALITY AND 
SAFETY 

Approval of clinical, quality and 
safety strategies and policies 

   √ 
 

  

OPERATIONAL AND 
RISK 
MANAGEMENT 

Prepare and recommend an 
operational scheme of delegation 
that sets out who has 
responsibility for operational 
decisions within the Group. 

     
√ 
 

 

OPERATIONAL AND 
RISK 
MANAGEMENT 

Approve an operational scheme 
of delegation that sets out who 
has responsibility for operational 
decisions within the Group. 

  
√ 
 

    

OPERATIONAL AND 
RISK 
MANAGEMENT 

Approve the appointment of 
internal auditors, as proposed by 
the CFO and note the 
appointment of External Auditors  

   √ 
 

  

OPERATIONAL AND 
RISK 

Approve the Group’s counter 
fraud and security management 

   √ 
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Policy Area Decision Reserved to the 
Membership 
(and enacted 
through their 
representatives at 
general meetings 
of the Council of 
Member 
Practices) 

Reserved or 
delegated to 
Governing 
Body 

Delegated to 
Clinical 
Executive 

Delegated to a 
Committee or 
Sub-
Committee 

Delegated to 
Accountable 
Officer 

Delegated 
to  
Chief 
Finance 
Officer 

MANAGEMENT arrangements. 
 

OPERATIONAL AND 
RISK 
MANAGEMENT 

Approval of the Group’s risk 
management arrangements. 
 

 √ 
Through 

approval of Risk 
Management 

Strategy 

 √ 
 

  

OPERATIONAL AND 
RISK 
MANAGEMENT 

Approve arrangements for risk 
sharing and or risk pooling with 
other organisations (for example 
arrangements for pooled funds 
with other clinical commissioning 
Groups or pooled budget 
arrangements under section 75 of 
the NHS Act 2006). 

  
 
√ 

 

    

OPERATIONAL AND 
RISK 
MANAGEMENT 

Approval of a comprehensive 
system of internal control, 
including budgetary control, that 
underpin the effective, efficient 
and economic operation of the 
Group. 

  
√ 
 

  
 

  

OPERATIONAL AND 
RISK 
MANAGEMENT 

Approve arrangements for action 
on litigation against or on behalf 
of the clinical commissioning 
Group.  

 √ 
 

    

OPERATIONAL AND Approve the Group’s  √ √ √   
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Policy Area Decision Reserved to the 
Membership 
(and enacted 
through their 
representatives at 
general meetings 
of the Council of 
Member 
Practices) 

Reserved or 
delegated to 
Governing 
Body 

Delegated to 
Clinical 
Executive 

Delegated to a 
Committee or 
Sub-
Committee 

Delegated to 
Accountable 
Officer 

Delegated 
to  
Chief 
Finance 
Officer 

RISK 
MANAGEMENT 

arrangements for business 
continuity and emergency 
planning. 
 

Approval of 
Major Incident 

Plan and 
Business 

continuity Plan 

Approval of 
Major Incident 

Plan and 
Business 

continuity Plan 

 

OPERATIONAL AND 
RISK 
MANAGEMENT 

Approve the Group’s 
arrangements for handling 
complaints. 
 

  
√ 

Approval of 
Complaints 

Policy 
 

 √ 
 

  

INFORMATION 
GOVERNANCE 

Approval of the arrangements for 
Information Governance, ensuring 
appropriate and safekeeping and 
confidentiality of records and for 
the storage, management and 
transfer of information and data. 

  
 

  
√ 
 

 
 

 

TENDERING AND 
CONTRACTING 

Approval of the Group’s contracts 
for any commissioning support. 

  
√ 

 

 
√ 
 

   

TENDERING AND 
CONTRACTING 

Approval of the Group’s contracts 
for corporate support (for example 
finance provision). 

  
√ 

 

 
√ 
 

   

PARTNERSHIP 
WORKING 

Approve decisions that individual 
members or employees of the 
Group participating in joint 

 
 

 
√ 
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Policy Area Decision Reserved to the 
Membership 
(and enacted 
through their 
representatives at 
general meetings 
of the Council of 
Member 
Practices) 

Reserved or 
delegated to 
Governing 
Body 

Delegated to 
Clinical 
Executive 

Delegated to a 
Committee or 
Sub-
Committee 

Delegated to 
Accountable 
Officer 

Delegated 
to  
Chief 
Finance 
Officer 

arrangements on behalf of the 
Group can make. Such delegated 
decisions must be disclosed in 
this scheme of reservation and 
delegation and are set out below: 

 

PARTNERSHIP 
WORKING 

• Decisions in accordance with 
the ToR of the ONE 
Partnership Forum including 
approval of HR policies 

    √ √ 

PARTNERSHIP 
WORKING 

• Decisions on high cost cancer 
drugs in line with ToR of the 
North East Cancer Drugs 
Approval Group and in line 
with the financial scheme of 
delegation 

     √ 
In 

conjunction 
with the 
Medical 
Director 

PARTNERSHIP 
WORKING 

Approve decisions delegated to 
joint committees established 
under section 75 of the 2006 Act. 

 
√ 

 

 
 
 

 
√ 
 

 
√ 
 

  

COMMISSIONING 
AND 
CONTRACTING 
FOR CLINICAL 
SERVICES 

Approval of the arrangements for 
discharging the Group’s statutory 
duties associated with its 
commissioning functions, 
including but not limited to 
promoting the involvement of 
each patient, patient choice, 
reducing inequalities, 

 
 
 
√ 

In approving the 
constitution 

 
√ 

 
Exercise of the 

Functions 
discharged on 
behalf of the 
Membership 

where named in 

 
√ 

 
Exercise of the 

Functions 
discharged on 
behalf of the 

governing body, 
by the 

 
√ 

 
Exercise of the 

Functions 
discharged on 
behalf of the 

governing body, 
by the 

√ 
 
Exercise of the 
Functions 
discharged on 
behalf of the 
governing body 
by the 
Accountable 
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Policy Area Decision Reserved to the 
Membership 
(and enacted 
through their 
representatives at 
general meetings 
of the Council of 
Member 
Practices) 

Reserved or 
delegated to 
Governing 
Body 

Delegated to 
Clinical 
Executive 

Delegated to a 
Committee or 
Sub-
Committee 

Delegated to 
Accountable 
Officer 

Delegated 
to  
Chief 
Finance 
Officer 

improvement in the quality of 
services, obtaining appropriate 
advice and public engagement 
and consultation. 
 

section 5 of the 
Constitution 

Committee 
where named in 
section 5 of the 

Constitution 

Committee 
where named in 
section 5 of the 

Constitution 

Officer and the 
specific lead 
officer delegated 
by the 
Accountable 
Officer to oversee 
its discharge in 
line with the 
Accountable 
Officers 
operational 
scheme of 
delegation 

COMMISSIONING 
AND 
CONTRACTING 
FOR CLINICAL 
SERVICES 

Approve arrangements for co-
ordinating the commissioning of 
services with other Groups and or 
with the local authority(ies), where 
appropriate 

 
√ 
 

  
√ 
 

   

COMMUNICATIONS Approving arrangements for 
handling Freedom of Information 
requests. 

   √ 
 

  

COMMUNICATIONS Determining arrangements for 
handling Freedom of Information 
requests. 

    √ 
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Report to:  Governing Body 

Date:  24 September 2013 Agenda item:  11.2 

Title of report:   
Equality Delivery System (EDS) - Equality Objectives 2014/15 
Sponsor: Pauline Fox, Head of Governance  
Author: Ben Murphy, Senior Governance Manger - NECS 
Purpose of the report and action required: This paper is to update the Governing 
Body on the Equality Delivery System (EDS) and the gradings which have been 
undertaken and recommend that the Governing Body approve the proposed Equality 
Objectives for 2014/15. The CCG is obliged to publish its equality objectives by 13 
October 2013.  
 
Executive summary:  
To meet the Public Sector Equality Duty, part of the implementation of the Equalities 
Act 2010, the CCG has to publish equality objectives by 13 October 2013. The 
Equality Delivery System (EDS) is used to assess performance in 18 areas and to 
develop the equality objectives.  
 
The CCG’s self-assessment grading for each of the 18 outcomes (attached to the full 
report at Appendix 1), together with a summary of the evidence, has been shared 
with local stakeholders from the protected characteristics groups. Their comments 
have been taken into account in verifying the proposed Equality Objectives for the 
CCG. The comments received during an extensive consultation exercise which took 
place across the North East of England in 2012 were also taken into account.   
 
The Governing Body  is asked to note the work undertaken and recommended to 
approve the proposed Equality Objectives for 2014/15; 
 

1. Ensure North Tyneside CCG uses a wide range of information to assure and 
improve the safety of patients (outcome 1.4) 
 

2. Increase the number of eligible adults with a learning disability who have 
received an NHS Health Check (outcomes 1.3 and 2.1)  

 
3. Support managers and staff across North Tyneside CCG in line with good 

equality practice so that staff are able to fully realise their potential (outcome 
3.3) 
 

An action plan will be developed, progress on which will be reported to the Quality 
and Safety Committee. 
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Report to:  Governing Body    
Date:  24 September 2013 Agenda item:  11.2a 
Title of report:  
Equality Delivery System (EDS) - Equality Objectives 2014/15 
Sponsor:  Pauline Fox, Head of Governance   
Author: Ben Murphy, Senior Governance Manger, North of England Commissioning 
Support Unit (NECS) 
Purpose of the report and action required:   
This paper is to update the Governing Body on the Equality Delivery System (EDS) 
and the gradings which have been undertaken and recommend that the Governing 
Body approve the proposed Equality Objectives for 2014/15. The CCG is obliged to 
publish its equality objectives by 13 October 2013. 
 
 
Full report  
 
1. Introduction  

 
To meet the Public Sector Equality Duty, the CCG has to publish equality 
objectives by 13 October 2013. The Equality Delivery System (EDS) is used to 
assess performance in 18 areas and to develop the equality objectives.  
 

2. Work undertaken to date 
 
The CCG’s self-assessment grading for each of the 18 outcomes (attached to 
the full report at Appendix 1), together with a summary of the evidence, has 
been shared with local stakeholders from the protected characteristics groups. 
Their comments have been taken into account in verifying the proposed 
Equality Objectives for the CCG. The comments received during an extensive 
consultation exercise which took place across the North East of England in 
2012 were also taken into account.   

 
3. Key points  

 
Under the Equality Act 2010, CCGs must, in the exercise of their functions, 
have due regard to the need to: 

• eliminate unlawful discrimination harassment and victimisation and 
other conduct prohibited by the 2010 Act;  

• advance equality of opportunity between people who share a protected 
characteristic and those who do not;  

• foster good relations between people who share a protected 
characteristic and those who do not 
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There are nine protected characteristics. These are defined as age, disability, 
gender reassignment, pregnancy and maternity, race, religion or belief, sex, 
sexual orientation and – for the elimination of the discrimination element of the 
duty only – marriage and civil partnership. 
 
CCGs should identify what they will do to deliver this public sector equality 
duty. In addition to meeting this general duty, CCGs have specific obligations 
which include the following requirements: 

• publish, at least annually, sufficient information to demonstrate 
compliance with this general duty across all their functions 

• prepare and publish specific and measurable equality objectives, 
revising these at least every four years 

 
4. Options to consider 

 
The 18 equality outcomes, grouped into four goals, are given in summary form 
in appendix 1. The self-assessment gradings are shown, with a ‘developing’ 
(amber) grading for 17 of the outcomes and an ‘undeveloped’ (red) rating for 
one outcome. There is detailed work informing the self-assessment.  
 
It is recommended that the governing body approve the proposed equality 
objectives for the CCG, as indicated in section 6, below. The equality objectives 
are subject to an annual review.  
 
There are no other proposed options to consider at this time.  
 

5. Implementation plan/next steps 
 
Once the equality objectives have been approved by the Governing Body, an 
action plan will be developed with specific actions assigned to members of 
CCG and Commissioning Support staff.  Progress will be reported to 
stakeholders annually with on-going progress reported to the Quality and 
Safety Committee. 
 

6. Recommendations  
 
The Governing Body is asked to consider and approve the following equality 
objectives for 2013/14: 
 

Objective 1: Ensure North Tyneside CCG uses a wide range of information to 
assure and improve the safety of patients (outcome 1.4) 
 
Objective 2: Increase the number of eligible adults with a learning disability 
who have received an NHS Health Check (outcomes 1.3 and 2.1)  

 
Objective 3: Support managers and staff across North Tyneside CCG in line 
with good equality practice so that staff are able to fully realise their potential 
(outcome 3.3) 
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Appendices and further information 
 
7. Appendices  

Appendix 1 – EDS proposed grades 
 

8. Further information relevant to the report 
North Tyneside CCG’s current equality strategy, including the pre-authorisation 
equality objectives are on the CCG 
website: http://www.northtynesideccg.nhs.uk/wp-content/uploads/2012/10/R-
North-Tyneside-CCG-Equality-and-Diversity-Strategy-08-08-2012.pdf  
 
Further guidance on the EDS can be obtained from NHS England 
: http://www.england.nhs.uk/wp-content/uploads/2013/03/psed-guidance-
ccg.pdf  

 
Governance and Compliance   
 
9. Links to corporate objectives  

 
2013/14 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  
 

10. Consultation and engagement 
 
The EDS grades have been shared with stakeholder groups who represent 
persons offered protection under the equality act this includes Local 
Healthwatch.  Progress against equality objectives will be shared with local 
stakeholder groups on an annual basis. 
 

11. Resource implications 
 
There are no direct resource impactions relating to the proposed equality 
objectives. 

 
12. Risks 

 
 There are no specific risks relating to this report. If the CCG fails to agree and 

publish equality objectives by the required date of 13 October 2013, we would 
not be compliant with one of our public sector equality duties under the 
Equalities Act 2010.  

http://www.northtynesideccg.nhs.uk/wp-content/uploads/2012/10/R-North-Tyneside-CCG-Equality-and-Diversity-Strategy-08-08-2012.pdf
http://www.northtynesideccg.nhs.uk/wp-content/uploads/2012/10/R-North-Tyneside-CCG-Equality-and-Diversity-Strategy-08-08-2012.pdf
http://www.england.nhs.uk/wp-content/uploads/2013/03/psed-guidance-ccg.pdf
http://www.england.nhs.uk/wp-content/uploads/2013/03/psed-guidance-ccg.pdf
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13. Equality assessment 

 
Equality considerations are evident throughout the EDS process and the EDS 
framework has gone through a national equality analysis. 

 
14. Environment and sustainability assessment  

 
There are no specific environmental or sustainability issues relating to this 
paper. 

 
 
 
Report author: Ben Murphy, Senior Governance Manager - NECS 
Report date:  10 September 2013 
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Appendix 1 

NHS North Tyneside Clinical Commissioning Group 

Equality Delivery System Grades 

 

Goal Narrative  Outcome Grade  

un
de

ve
lo

pe
d 

D
ev

el
op

in
g 

A
ch

ie
vi

ng
 

E
xc

el
lin

g 

1.  

Better 
health 
outcomes 
for all 

The NHS 
should achieve 
improvements 
in patient 
health, public 
health and 
patient safety 
for all, based on 
comprehensive 
evidence of 
needs and 
results 

1.1 Services are commissioned, designed and procured to meet 
the health needs of local communities, promote well-being, and 
reduce health inequalities 

    

1.2 Individual patients’ health needs are assessed, and resulting 
services provided, in appropriate and effective ways 

    

1.3 Changes across services for individual patients are discussed 
with them, and transitions are made smoothly 

    

1.4 The safety of patients is prioritised and assured. In particular, 
patients are free from abuse, harassment, bullying, violence from 
other patients and staff, with redress being open and fair to all 

    

1.5 Public health, vaccination and screening programmes reach 
and benefit all local communities and groups 

    

2.  

Improved 
patient 
access and 
experience 

The NHS 
should improve 
accessibility 
and 
information, 
and deliver the 
right services 
that are 
targeted, 
useful, useable 
and used in 
order to 
improve patient 
experience 

2.1 Patients, carers and communities can readily access services, 
and should not be denied access on unreasonable grounds 

    

2.2 Patients are informed and supported to be as involved as they 
wish to be in their diagnoses and decisions about their care, and 
to exercise choice about treatments and places of treatment 

    

2.3 Patients and carers report positive experiences of their 
treatment and care outcomes and of being listened to and 
respected and of how their privacy and dignity is prioritised 

    

2.4 Patients’ and carers’ complaints about services, and 
subsequent claims for redress, should be handled respectfully and 
efficiently  

    

3. 
Empowered, 
engaged 
and well-
supported 
staff 

The NHS 
should Increase 
the diversity 
and quality of 
the working 
lives of the paid 
and non-paid 

3.1 Recruitment and selection processes are fair, inclusive and 
transparent so that the workforce becomes as diverse as it can be 
within all occupations and grades 

 

    

3.2 Levels of pay and related terms and conditions are fairly 
determined for all posts, with staff doing equal work and work 
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 workforce, 
supporting all 
staff to better 
respond to 
patients’ and 
communities’ 
needs 

rated as of equal value being entitled to equal pay 

 

3.3 Through support, training, personal development and 
performance appraisal, staff are confident and competent to do 
their work, so that services are commissioned or provided 
appropriately 

 

    

3.4 Staff are free from abuse, harassment, bullying, violence from 
both patients and their relatives and colleagues, with redress 
being open and fair to all 

 

    

3.5 Flexible working options are made available to all staff, 
consistent with the needs of the service, and the way that people 
lead their lives. (Flexible working may be a reasonable adjustment 
for disabled members of staff or carers.) 

 

    

3.6 The workforce is supported to remain healthy, with a focus on 
addressing major health and lifestyle issues that affect individual 
staff and the wider population 

 

    

4.  

Inclusive 
leadership 
at all levels 

NHS 
organisations 
should ensure 
that equality is 
everyone’s 
business, and 
everyone is 
expected to 
take an active 
part, supported 
by the work of 
specialist 
equality leaders 
and champions 

4.1 Boards and senior leaders conduct and plan their business so 
that equality is advanced, and good relations fostered, within their 
organisations and beyond 

    

4.2 Middle managers and other line managers support and 
motivate their staff to work in culturally competent ways within a 
work environment free from discrimination 

    

4.3 The organisation uses the “Competency Framework for 
Equality and Diversity Leadership” to recruit, develop and support 
strategic leaders to advance equality outcomes 
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