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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 25 June 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 
Verbal      

5 minutes 2 Apologies for Absence Dr J Matthews 

3 Declarations of Interest Dr J Matthews/ P Fox 

4 Minutes of the previous meeting held on 30 April 
2013  Dr J Matthews 

Enclosures
5 minutes 

5  Matters arising from the previous meeting held on 
30 April 2013 Dr J Matthews  

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

Verbal      
5 minutes 

7 Quality Items  

 
7.1 

Report from the meetings of the Quality and 
Safety Committee, 14 May 2013 and 18 June 
2013 

Dr M Wright/ L Young-
Murphy 

Verbal      
5 minutes 

7.2 Performance Report 2013/14 C Nicholson Enclosure 
10 minutes 

8 Finance and Contracting   

8.1 Financial Position Report J Goldthorpe   Enclosure 
10 minutes 

9 Public and Patient Involvement  

9.1 Report from the Patient forum meeting 15 May 
2013 P Fox Verbal      

5 minutes 

10 Strategic Items  

10.1 Corporate Objectives  M Cushlow Enclosure 
5 minutes 
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10.2 Planning process 2014/15 and onwards  P Clow  Enclosure 
15 minutes 

11 Commissioning  

11.1 Quality, Innovation, Performance and Productivity 
(QIPP): governance arrangements P Clow Enclosure 

5 minutes 

11.2 Planned procurements 2013/14: progress against 
plan P Clow Enclosure 

5 minutes 

11.3 Urgent care board P Clow  Enclosure 
5 minutes 

12 Governance and Assurance  

12.1 CCG assurance framework P Clow Enclosure 
10 minutes 

12.2 Report of the meeting of the Audit Committee 
held on 17 May 2013   D Willis Verbal      

5 minutes 

12.3 Changes to the CCG Constitution   P Fox Enclosure 
5 minutes 

12.4 Ratification of CCG Human Resources polices   L Young Murphy  Enclosure 
5 minutes 

13 Items for information   

 There are no items ‘for information’    

14 Date of next meeting  

 Tuesday 24 September 2013, 10.15am  
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North Tyneside CCG Governing Body  

 
 
Minutes of the Governing Body meeting held on 30 April 2013, at Hedley Court 
 
Present:   
Dr John Matthews Clinical Chair (Chair) 
Mary Coyle Lay Deputy Chair 
Maurya Cushlow Chief Officer 
Mr Kyee Han Secondary Care Specialist Doctor 
Eleanor Hayward Lay Member 
Alison Thompson Chief Financial 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  
Pauline Fox Head of Governance 
Wendy Hume Team Secretary 
Carol Nicholson Head of Strategy, Planning,  Performance and Business 

Development (for items 6.3 and 6.4) 
  
  
NTGB/13/001 Agenda Item 2  – Apologies for absence 
 Marietta Evans Director of Public Health 
  
NTGB/13/002 Agenda Item 3  – Declarations of Interest 
 It was noted that all declarations of interest were recorded in the register of 

interests, on the public website. 
  
NTGB/13/003 Agenda Item 4 – Report on the previous Meeting 
 Dr Matthews welcomed everyone to this first meeting of the North Tyneside 

CCG Governing Body, including those19 members of the public who were 
present. He advised that the predecessor interim board had met on 26 March 
2013 and he asked Mrs Fox to make the minutes of that meeting available to 
the public.    

  
NTGB/13/004 Agenda Item 5 – Report from the Chair and Chief Officer 
 Dr Matthews, Clinical Chair, gave a verbal update. He reported on two recent 

meeting of the Council of Practices, where the member practice 
representatives meet together. Discussions had included the range of 
services commissioned to meet the needs of the population. 
 
Ms Cushlow, Chief Officer, gave a verbal update. She reported that under the 
Health and Social Care Act 2012, the Clinical Commissioning Group was 
specifically responsible for commissioning health care for North Tyneside, 
with the NHS England Area Team commissioning Primary Care and 
specialised services, Public Health England overseeing Emergency planning 
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and health screening and the Local Authority for Public Health. 
 
Ms Cushlow reported that the move to Hedley Court went very smoothly 
mainly thanks to team members Wally Charlton, Anne Timmins and Graham 
Innes. HQ and the Home Team consists of 24 staff, backed up by a range of 
commissioning support services from North of England Commissioning 
Support (NECS). Key work plans were in place.  All the major clinical 
contracts are signed; there is significant work with Northumberland, Tyne and 
Wear NHS FT, Northumbria Healthcare NHS FT, Newcastle upon Tyne 
Hospitals NHS FT and North East Ambulance Services NHS FT.  
 
Dr Matthews thanked Ms Cushlow and the team for the great achievement in 
the establishment of the CCG which was authorised without conditions.  He 
added that only 10% of the third wave group were authorised without 
conditions. 

  
NTGB/13/005 Agenda Item 6.1 – Report from the Quality and Safety Committee. 
 Dr Wright gave a verbal update about the meeting that was held on 23 April 

2013.  
  
The committee had reviewed the data on the CCG Outcomes Framework, 
and mortality data from Northumbria Healthcare NHS Foundation Trust. The 
national report from Dr Foster is due next week and will be reviewed at the 
next meeting.  The committee also looked at the National Quality Dashboard, 
to be presented to the Governing Body in the future. 
 
Mr Willis commented in connection with the mortality rates in Northumbria 
and questioned whether this was a data issue or was it a real problem. Dr 
Wright replied the benchmark figure is country-wide and the Standard 
Hospital Mortality Indicator (SHMI) report covers deaths within 30 days. To 
better understand the underlying issues, further detailed work is underway.   

  
NTGB/13/006 Agenda Item 6.2 – North of Tyne Quality Handover Document (QHD) 
 Ms Young-Murphy presented this paper to the Governing Body, referring in 

particular to the Quality Handover Document (QHD). The QHD was written to 
facilitate handover from the Primary Care Organisations – the ‘the senders’ - 
to all successors organisations – the ‘receivers’.  The NHS North of Tyne 
Corporate handover document and QHD appendix formed the basis of the 
formal handover from NHS North of Tyne acting on behalf of North Tyneside 
Primary Care Trust to NHS North Tyneside Clinical Commissioning Group. 
 
The QHD is a public document which will be included on the NTCCG website. 
The top five quality (risk) issues identified in the QHD were: Continuing 
Health Care (CHC), Handovers between the Ambulance Service and the 
Accident and Emergency Services, Emergency response times in North East 
Ambulance Service FT, Legacy Waits in Newcastle upon Tyne Hospitals 
NHS FT and Healthcare Acquired Infections (HCAI) 
 
In addition the following key areas were identified as quality risks: the 
implications of the Francis II report of the Mid Staffordshire NHS Foundation 
Trust Public Enquiry and the large scale organisation change across the 
NHS. 
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Mrs Hayward questioned the legacy waits.  Ms Young-Murphy replied that 
these were historic long waits for treatment at Newcastle.  Ms Cushlow asked 
about restitution and it was managed. Ms Young-Murphy responded that 
there were currently 276 patients with an on-going claim. Claims can go back 
many years. A team of clinicians and admin staff work with the families and 
other agencies to gather the relevant information for a retrospective decision 
to be made by the panel. The panel consists of members from the CCG, 
relevant hospital trust and the Local Authority, facilitated by North of England 
Commissioning Support. If the case is upheld, relevant reimbursement is 
arranged. If the family is unhappy with the decision they can seek a further 
review.  Ms Coyle enquired as to whether this was country-wide and sought 
further clarification about the financial implications.  Ms Young-Murphy replied 
that it was a national issue. Mrs Thompson added that this was one of the 
biggest financial risks to CCGs. Analysis had been undertaken and £2.2m 
allocated to CHC in 2013/14.  Mr Han asked about the impact on the North 
East Ambulance Service response times. Ms Young-Murphy advised that 
NEAS has reported that these delays resulted in a number of ambulances 
being off the road which meant they weren’t all available to respond. This 
issue had primarily affected the south of the region.  
 
The Governing Body received the report. 

  
NTGB/13/007 Agenda Item 6.3 – Performance Report 2012/13 
 Ms Nicholson presented this report to the Governing Body. 

 
NHS North of England produced a monthly overview report summarising the 
performance of both primary care organisations (PCO) and acute trusts 
across the North of England against a range of key indicators.  North 
Tyneside PCT was assessed as amber overall against the seven national 
indicators and was ranked joint 2nd of the 51 PCOs. The acute trust overview 
report for the North of England shows the two local acute NHS Foundation 
Trusts to be rated as green. 
 
On the North Tyneside CCG Scorecard, of the total commissioner level 
indicators, 14 are rated red, 9 are amber and 41 are green.  It should be 
noted that the infection control targets for MRSA and C.difficile in 2012/13 
were achieved for the North Tyneside CCG population.  Actions are being 
taken in relation to the ‘red’ indicators for North Tyneside CCG and 
Northumbria Healthcare NHS Foundation Trust.   
 
Ms Nicholson reported that the Quality Report for the North of England for 
February 2013 ranks the 50 acute trusts according to how well each trust is 
performing across the quality matrix.  Newcastle upon Tyne Hospitals NHS 
Foundation Trust is ranked 11th and Northumbria Healthcare NHS 
Foundation Trust 8th.  Ms Cushlow commented that this shows two very good 
performing local Foundation Trusts and emphasised that as commissioners 
the CCG should highlight the excellent care as well as addressing areas for 
improvement. Ms Coyle also commented that it is important to report on good 
performance. 
 
The Governing Body noted the performance achieved and supported the 
actions necessary. 
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NTGB/13/008 Agenda Item 6.4 – Performance Measures 2013/14 
 Ms Nicholson presented this report. 

 
Under the Health and Social Care Act 2012, each CCG has a duty to 
continuously improve the quality of services commissioned and the outcomes 
achieved.  As part of the planning process for 203/14, the CCG has been 
required to provide assurance that it will deliver against the NHS Constitution, 
the NHS Mandate and the Quality Premium. These measures will be taken 
forward as part of the CCG’s overall performance management framework 
and triangulated against a wider range of quality, workforce, financial and 
activity measures to ensure high quality services are commissioned for the 
population of North Tyneside.   
 
The measures were developed by NHS England following a process of 
engagement with voluntary groups, patient representatives, CCGs and 
providers.  Performance information will be made available to patients and 
the public to support transparency and accountability. 
 
The indicators will reflect each of the five domains of the NHS Outcomes 
Framework.  Of the 48 measures within the dataset, only 20 are currently 
measurable. The full indicator set will evolve as the measures become 
available.  North Tyneside CCG is amongst the highest 10% performing 
CCGs for the proportion of people supported to manage their condition. 
However, performance is in the lowest 10% performing CCGs for: emergency 
admissions for alcohol related liver disease, emergency admissions for acute 
conditions that should not usually require hospital admission, and emergency 
readmissions within 30 days of discharge from hospital. 
 
With regard to the Quality Premium, this is intended to reward the CCGs for 
improvements in the quality of services that they commission and for 
associated improvements in health outcomes and reducing inequalities.  The 
quality premium will be paid to CCGs in 2014/15 to reflect the quality of 
services commissioned in 2013/14.  The total amount payable for 
achievement of the quality premium will be £5 per head of population, which 
equates to just over £1m for this CCG.  Mr Willis the reporting of progress 
against the Quality Premium and other indicators of performance needed to 
be as clear and understandable as possible. Ms Nicholson suggested to Mr 
Willis that they could work together on this.  In response to a question about 
the end of life care pathway, Ms Cushlow advised that specific indicators and 
incentives are aligned and that joint work is underway to ensure that patients 
have greater choice of care at the end of life. Dr Matthews added that, to put 
the target in context, 70% of patients had said that they would prefer to die at 
home if relevant services and support were available.  
 
Action 1:  Ms Nicholson and Mr Willis to work together on the presentation of 
the performance data. 
 
The Governing Body noted: 

• The Key Performance Measures and supported the assurance 
processes and that  

• The Performance Report for 2013/14 will be presented to the next 
meeting for consideration. 
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NTGB/13/009 Agenda Item 7.1 – 2013/14 Budget Setting Process and Approval 
 Mrs Thompson presented this report.   

 
In the first year of operation the financial position for the North Tyneside CCG 
is very demanding. The budget, as presented in this paper, enables the 
organisation to deliver a balanced position, however there are a number of 
financial risks associated with it, including over performance by Foundation 
Trusts, growth in continuing healthcare (CHC) costs and transitional issues 
caused by the movement of functions within the commissioning environment 
(e.g. identifying where the money for a specific service is).  

 
Building a good relationship with all providers and partners should enable the 
CCG to deliver to the budget and the governing body was asked to consider: 

 
• The Commissioning Budget of £281.507m; 
• The Running costs budget of £5.28m. 

 
Mrs Thompson advised that the running cost budget had been increased by 
the NHS England Area Team from the £5.161m in the paper to £5.28m. The 
CCG’s revenue allocation for 2013/14 was issued on 19 December 2012 
along with the Operating Framework, which provided a number of 
assumptions to be built into financial plans. These have previously been 
shared with the Clinical Executive, Governing Body and Council of Practices 
and include: 

 
• Revenue uplift of 2.3% 
• Tariff deflator of -1.3% 
• Minimum surplus of 1% to be sought 
• Non-recurrent transformational reserve of 2% to be created 
• A contingency of 0.5% to be established 

 
Mrs Thompson advised that it would only be possible to create a contingency 
reserve in-year.  
 
Mr Willis commented that there was a significant jump for CHC costs over the 
last two years, a significant challenge. Ms Young-Murphy advised that she 
and Mrs Thompson were working closely in relation to CHC to address the 
challenges.  Mr Willis asked how the budget would be allocated across GP 
Practices. Ms Cushlow replied that all representatives at the Council of 
Practices had had full and frank discussions about this and that it would be 
notionally allocated on a ‘fair shares’ basis. Mr Willis understood that savings 
of £2m had been identified but that a further £1.5m of savings was required. 
Mrs Thompson replied that Mr Clow is working on this with a number of 
projects in train.  Mr Willis asked for clarification of the risk section of the 
budget report and Mrs Thompson replied that there is an agreed risk 
methodology and risk rating system in place. 
 
The Governing Body noted the budget setting process, approved for the 
proposed budgets of £281.507m and £5.28m and noted that these would go 
to the Council of Practices for final sign off.  

  
NTGB/13/010 Agenda Item 8.1 – Progress report on PPI work 
 Mrs Hayward gave the Governing Body a verbal update on the Patient Forum 
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for information. 
 
The Patient Forum has been active for many month now and Mrs Hayward is 
the temporary chair, with a new chair is to be appointed by the membership. 
The Forum comprises people from 15 practices out of the 29 within North 
Tyneside CCG, with more practices to come on board. At the last meeting the 
work programme was further developed to link in with the CCG programme.   
 
The 1 – 8 June 2013 will be national patient week and the theme for the week 
is Self Care. The forum is currently agreeing what they can do for this.   
 
Ms Cushlow suggested that the forum could be invited to include information 
about it on the CCG website. 

  
NTGB/13/012 Agenda Item 9.1 – Progress on Corporate Objectives 
 Ms Cushlow gave a verbal update of the progress to date for information.  

The Corporate Objectives are being developed in conjunction with the 
membership and the Governing Body. She advised that a more in depth 
report would be made at the next Governing Body meeting. 

  
NTGB/13/013 Agenda Item 10 – Commissioning Plan, 2013/14 – Progress Update 
 Mr Clow gave a Progress update on the Commissioning plan to the 

Governing Body for information, following on from the detailed discussions at 
the March CCG interim board meeting.  
 
On 27 March 2013 the Commissioning Plan was approved by the Council of 
Practices and on 28 March 2013 the final plan went to NHS England where it 
was well received. The plan will shortly be published on the CCG website. 
There will be monthly updates on progress against plan and the achievement 
of the £1.5m funding gap will be monitored through that process. 

  
NTGB/13/014 Agenda Item 10.2 – Development of 111: Progress Update 
 Mr Clow gave a verbal update on progress for ‘NHS 111.’ 

 
The NHS 111 service went live in the North East on 2 April 2013.  Dr Mathew 
Beatty has been leading for CCGs in the North of Tyne area on this.  Mr 
Willis said that he had read media reports that over the last 2/3 weeks people 
had been mis-directed to the wrong services.  Mr Clow replied that these 
were snagging issues and have been dealt with.  Ms Young-Murphy 
commented that we have robust remedies in place. Dr Matthews commented 
that this is a very high profile subject which will continue to be closely 
monitored.  

  
NTGB/13/015 Agenda Item 11.1 – Committee Terms of Reference for ratification 
 Mrs Fox presented the report to the Governing Body. 

 
The CCG has established three committees as committees of the governing 
body. Each CCG is required under the Health and Social Care Act 2102 
(section 25) to have an Audit Committee and a Remuneration Committee. 
North Tyneside CCG has also established a Quality and Safety Committee. 
The roles of the three committees are summarised in section 6 of the CCG 
constitution.  
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Draft terms of reference for the three committees were prepared in 2012 and 
were circulated to member practices along with the other committee terms of 
reference as part of consultation on the CCG constitution. Each committee 
has considered the proposed terms of reference and confirmed their 
workability. This is the first formal opportunity for the CCG governing body to 
review the proposed terms of reference. 

 
Membership of the CCG governing body is detailed in the CCG constitution. 
The standing orders of the CCG include the equivalent of terms of reference 
for the CCG governing body. The standing orders are appendix C of the CCG 
constitution. The constitution is on the CCG website and a copy has been 
provided to all members.  
 
Dr Matthews asked that Associate Director be changed to Director. With that 
change, the Governing Body approved the Terms of Reference. 

  
NTGB/13/016 Agenda Item 11.2 – CCG Board Calendar and Annual Cycle of Business 
 Mrs Fox presented this report to the Governing Body. 

 
This is the first year of the CCG. It is proposed that the monthly meetings of 
the CCG governing body are alternated between formal business meetings, 
held in public and member development sessions, held in private. The six 
formal meetings will enable the governing body to transact business reserved 
to it, in line with the CCG constitution Scheme of Reservation and Delegation, 
including receiving assurances from officers and committees of progress 
against plans. The five development sessions would provide the opportunity 
for the governing body to develop its effectiveness and give chance to 
consider issues in detail. It is proposed that there is no planned meeting in 
August.  
 
The governing body approved the CCG Board Calendar and Annual Cycle of 
Business. 

  
NTGB/13/017 Agenda Item 11.3 – The Establishment of the North Tyneside Health and 

Wellbeing Board. 
 Mrs Fox presented this report to the Governing Body. 

 
The CCG is required under the Health and Social Care Act 2012 to appoint a 
person to represent the CCG at the health and wellbeing board. The health 
and wellbeing board has a statutory role under the Act, including some 
important aspects of the governance of the CCG, for example in relation to 
the Joint Strategic Needs Assessment, the Joint Health and Wellbeing 
Strategy and the CCG’s commissioning plan. North Tyneside Council is 
consulting stakeholders on the arrangements for the local health and 
wellbeing board to inform Council decision making in May prior to the first 
meeting of the Health and Wellbeing board in June. 
 
The purpose of the report is three fold; to advise the CCG board of the North 
Tyneside council consultation on the arrangements for the health and 
wellbeing board, to highlight the importance of the health and wellbeing board 
in the governance of the CCG and to identify the CCG representative(s) for 
the health and wellbeing board in preparation for the formal request coming 
to the CCG from the Council. 
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North Tyneside council has had a shadow health and wellbeing board in 
place during 2012/13. Members drawn from the NHS have included 
representatives from the shadow North Tyneside CCG, representatives from 
three NHS Foundation Trusts (Northumbria Healthcare FT, Newcastle 
Hospitals FT and Northumberland, Tyne and Wear FT) and a representative 
from NHS North of Tyne. The CCG members on the shadow health and 
wellbeing board have included the Clinical Chair, the deputy lay chair and the 
Chief Officer. Other officers of the CCG have attended as required.  
 
NHS North Tyneside CCG will be a statutory member of the North Tyneside 
Health and Wellbeing Board and the CCG must appoint a person to 
represent it on the health and wellbeing board. Each CCG has a duty to 
cooperate with its HWB in relation to the discharge of the HWB’s functions. 
Each CCG has a duty to provide information to the HWB as requested by it. 
 
The CCG representative for the North Tyneside health and wellbeing board 
should be ready to attend the planned meeting of the health and wellbeing 
board on 4 June 2013 and subsequent meetings, to liaise with other CCG 
members and officers as required and to keep the CCG governing body 
informed about the work of the health and wellbeing board.  The CCG board 
should decide if and how it wishes to respond to the consultation.   
 
It was recommended that:  

• The CCG responds to the North Tyneside council consultation on the 
health and wellbeing board by answering the five questions posed as 
outlined in the report 

• That the CCG board notes the importance of the health and wellbeing 
board in the governance of the CCG 

• That the CCG identifies the Clinical Chair and the Chief Officer as the 
CCG representatives on the North Tyneside health and wellbeing 
board. 

 
The Governing Body recommended that Dr John Matthews, Clinical Chair be 
the formal nominee and Ms Maurya Cushlow, Chief Officer be the 2nd 
nominee. 

  
NTGB/13/018 Agenda Item 12.1 – The Functions of a Clinical Commissioning Group 
 This item was for information only for members of the Governing Body. 
  
NTGB/13/019 Date of next meeting 
 Tuesday 25 June 2013, 10:15 
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Report to: NHS North Tyneside CCG Governing Body  

Date:  25 June 2013     Agenda item: 7.2 

Title of report: Performance Report  - June 2013 
Sponsor:  Alison Thompson, Chief Finance Officer 
Author:     Carol Nicholson, Head of Planning, Performance and 
Business Development 
 
Purpose of the report: To provide a report of the position against the 
new CCG performance measures.  This includes data available up to 13 
June 2013.   
 
Executive summary:   
This is the first performance report for North Tyneside CCG, which 
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.   
 
Supporting deep dive investigations into areas of under-performance 
and at risk will be undertaken in-year and included within the reports.   
 
Links to corporate objectives:  This report provides assurance 
regarding the commissioning of high quality services in line with the NHS 
Constitution in 2013/14.   

 
Actions required by members: 
The Governing Body is asked to: 

a) Note the latest performance against the NHS Constitution, 
Health Outcomes and Quality Premium; 

b) Note that systems and processes are being developed to reflect 
the new performance measures, and that due to long time lags 
for the availability of some nationally published data, locally 
calculated data has been included where available. 
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Executive Summary 
This is the first performance report for North Tyneside CCG, which 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 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 data for 2013/14 is not available as yet.  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.  

The CCG and local Foundation Trusts continue to meet the rights and pledges within the NHS Constitution overall, although there 
are some challenged specialties which are currently not meeting the 92% threshold for patients waiting less than 18 weeks.     

The CCG and The Newcastle upon Tyne Hospitals NHS Foundation Trust (NUTHFT) exceeded their trajectory for the number of 
Clostridium Difficile cases in April 2013, and NUTHFT had a case of MRSA in April in relation to another CCG. 

This performance report is based upon data available up to 13 June 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 
A risk assessment of the individual health outcome measures is 
required, considering the trend and impact of Commissioning 
Plan initiatives. 
 
Quality Premium 
• Emergency admissions 
• Number of MRSA cases (QP) 
• Number of Clostridium Difficile cases (QP)  

 
 
 
 
 
 
 

NHS Constitution 
• Diagnostic wait within 6 weeks 
• Accident and emergency 4 hour wait to admission, treatment 

of discharge (QP) 
• 62 day cancer wait from urgent GP referral to treatment (QP) 

 
Health Outcomes 
• Diagnosis rate for people with dementia 
• Improving access to psychological therapies 
 
Quality Premium 
• Potential years of life lost through causes amenable to 

healthcare 
• Friend and family test 
• Emergency readmissions with 30 days 
• People dying in their usual place of residence 
• Adults with a learning disability receiving a health check 
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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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Underperforming Area - Health Care Associated Infection 
Requirement 

• Zero cases of MRSA in 2013/14. 
• A maximum of 64 Clostridium Difficile cases for North Tyneside CCG.  The two local acute Trusts have an individual 

threshold for hospital acquired cases of 37 for Northumbria Healthcare NHS Foundation Trust (NHCFT)  and 66 for The 
Newcastle upon Tyne Hospitals NHS Foundation Trust (NUTHFT). 

Performance in April 2013 

• There have been no cases of MRSA relating to the North Tyneside CCG responsible population. 
• 1 hospital acquired MRSA case has been reported at NUTHFT relating to another CCG. 
• The CCG and NUTHFT have exceeded their C. Difficile trajectories in April – see table below: 

    April May* 
NTCCG Actual 11 3 

Trajectory 6 6 
NHCFT Actual 2 2 

Trajectory 4 4 

NUTHFT 
Actual 9 9 
Trajectory 5 6 

  

*  As at 13th June 2013. Provisional - definitive figure still to be published. 

 Action being taken 

• A Gateshead and North of Tyne Infection Prevention and Control Partnership is being established to ensure that robust 
management systems are in place and that effective infection prevention and control of infection processes are applied 
consistently across all organisations within Gateshead and North of Tyne in line with national evidence based policy and 
guidance.  
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• The circumstances of each of the 11 Clostridium Difficile cases assigned to North Tyneside CCG in April are being sought, 

following which an action plan will be developed for presentation to the Quality and Safety Committee. 
• NUTHFT has provided details of the actions being taken to reduce health care associated infection, which are summarised 

as follows:    
o Ward accreditation scheme in place 
o Trust-wide roll out of non-ported safety cannula and establishment of ‘Cannulation Stations’ 
o Development of C. Difficile patient cards in progress 
o Review underway of how lessons learnt following a Root Cause Analysis can be effectively disseminated to all clinical 

staff and become embedded in to clinical practice 
o Introduction of new guidelines for daily Chlorhexidine washes in high risk patients 
o New hand hygiene promotional campaign in progress – due to launch in June 2013 
o Education sessions completed with hand hygiene auditors to reinforce best practice and consistent auditing across 

the Trust 
o 12 month project working with Nursing and Residential Homes to improve patient care related to continence and 

infection prevention control practices 
o A series of best practice compliance audits into specialist areas 
o Rapid Response Cleaning teams established on both the Freeman Hospital and Royal Victoria Infirmary sites 
o Hand hygiene product trial complete and installation of GOJO sanitising gel, liquid soap and moisturiser to commence 

very soon. 
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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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Report to:  NHS North Tyneside CCG Governing Body  

Date: 25 June 2013      Agenda item: 8.1 
  

Title of report:   Finance Position Report May 2013 
Sponsor:   Alison Thompson, Chief Finance Officer 
Author:     Jeff Goldthorpe, Head of Finance 
Purpose of the report:  
To present the NHS North Tyneside CCG Financial Position for the period 
April 2013 to May 2013 
Executive summary:   
This report provides the CCG Governing Body 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.  
 
The report identifies a number of financial risks which the CCG will need to 
manage including acute care and continuing healthcare. The report also 
includes Quality, Innovation, Productivity and Prevention initiatives. 
Links to corporate objectives:  
The Financial Position Report will provide assurance that the CCG is 
complying with its Statutory Financial Duties to deliver financial balance. 
Actions required by members: 
To note the financial position of the CCG as at 31 May 2013. 
Relevant information relating to resource implications, consultation and 
engagement, equality assessment, environment and sustainability 
implications and  management are set out in the report.  
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Finance Position Report May 2013 
 
Part 1 
 
1. Executive summary 

 
This report provides the CCG Governing Body with key financial information 
including current expenditure, full year forecast expenditure and the associated 
financial risks. 
 
To ensure allocated budgets are not exceeded, North Tyneside CCG will regularly 
monitor and analyse its expenditure against the allocations in accordance with 
statutory responsibilities. 

 
As at 31 May 2013 the CCG is forecasting a £100k surplus at the year end against 
commissioned services and a breakeven outturn position on running costs.  
 
The report identifies a number of potential financial risks which the CCG will need to 
manage including acute care, and continuing healthcare.  The report also identifies 
Quality, Innovation, Productivity and Prevention savings to mitigate any financial 
risks. 
 

2. Purpose of the report  
 
This report is for the Governing Body to note the financial position for the period April 
2013 to May 2013 and note the associated risks to the delivery of the Statutory 
Financial Duties. 
 

 
3. 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 require the information in this report to ensure this statutory 
responsibility is met. 
 
This report utilises actual financial information for April 2013 and May 2013 to report 
the running costs position.  For commissioned services expenditure has been 
accrued to budget levels for the two months as the national secondary users system 
timetable does not enable CCGs to access actual activity until after the preparation 
of this report.   
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In April 2013 the Governing Body received a report detailing the commissioned 
services and running costs budgets for the CCG which were subsequently approved 
by the Council of Practices.  These budget have now been input into the NHS 
Integrated Single Financial Environment (ISFE) system utilising the accounting code 
framework prescribed by NHS England.  As a result the reporting format has had to 
be amended from the format previously reported.  

 
4. Key points  

 
4.1 Resources Available 

 
4.1.1 Revenue – Healthcare Services 

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

 Specialised Services Transfer to Area Team       (378) 
 TOTAL      281,313 
 
4.1.2 Revenue – Running Costs  

 £000’s 
Initial Allocation           5,280 
 

4.1.3 Capital 
  £000’s 

Initial Allocation             0 
 

4.2 Financial Summary as at 31 May 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 172,432 28,739 28,739 0  172,432 0 
Community Health Services 25,738 4,290 4,290 0  25,738 0 
Continuing Care Services 19,091 3,182 3,182 0  19,091 0 
Mental Health Services 23,428 3,904 3,904 0  23,428 0 
Other Programme Services 1,428 238 238 0  1,428 0 
Prescribing 37,108 6,185 6,185 0  37,108 0 
Out of Hours 1,835 306 306 0  1,835 0 
Local Enhanced Services to GPs 1,168 194 194 0  1,168 0 
Reablement 650 108 108 0  650 0 
QIPP (3,539) 0 0 0  (3,539) 0 
Reserves 1,974 329 312 (17)  1,874 (100) 
Healthcare Commissioned Services 
Sub Total 

281,313 47,475 47,458 (17)  281,213 (100) 

        
Running Costs £000’s £000’s £000’s £000’s  £000’s £000’s 
Running Costs – Pay 2,045 341 329 (12)  2,026 (19) 
Running Costs - Other 1,035 172 14 (158)  1,054 19 
Running Costs – NECS 2,200 367 367 0  2,200 0 
Running Costs Sub total 5,280 880 710 (170)  5,280 0 
        
Total 286,593 48,355 48,168 (187)  286,493 (100) 
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4.3 Financial Analysis 
 
4.3.1 Running Costs Analysis 

 
As would be expected a limited number of non-pay transactions have 
gone through the books at the end of May in respect of running costs.  
This is primarily due to a backlog of suppliers waiting to be set up on the 
Shared Business Services system in Wakefield.  As a result the CCG is 
reporting an underspend year to date position of £158k on non-pay 
although a break even forecast outturn position is predicted.  A small year 
to date underspend variance is reported for pay which is expected will be 
maintained for the remainder of the year.   

 
 
4.3.2 Acute Services Analysis 
 

 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 102,146 17,024 17,024 0  102,146 0 
NEWCASTLE UPON TYNE HOSPITALS FT 58,880 9,813 9,813 0  58,880 0 
NE AMBULANCE SERVICES NHST 6,196 1,033 1,033 0  6,196 0 
GATESHEAD HEALTH NHS FT 688 115 115 0  688 0 
CO DURHAM DARLINGTON NHS FT 155 26 26 0  155 0 
NON CONTRACTED ACTIVITY 2,465 411 411 0  2,465 0 
OTHERS 14 2 2 0  14 0 
Acute Services NHS Commissioned Sub Total 170,544 28,424 28,424 0  170,544 0 
        
Acute Services Non NHS £000’s £000’s £000’s £000’s  £000’s £000’s 
RAMSAY HEALTHCARE UK 1,461 244 244 0  1,461 0 
NUFFIELD HEALTH 288 48 48 0  288 0 
OTHERS 139 23 23 0  139 0 
Acute Services Non NHS Commissioned Sub 
Total 

1,888 315 315 0  1,888 0 

        
Total 172,432 28,739 28,739 0  172,432 0 
        

 
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. Detailed activity analysis for acute care 
will be reported to the Governing Body at future meetings. 
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4.3.3 Reserves Utilisation Analysis 

 
              £000’s £000’s 
 
Initial Budget        2,512 

  
 Expected Surplus from PCT               184 
 Additional budget transfer to Newcastle Hospitals      (192) 

Specialised Services transfer to Area Team           (378) 
Practice Innovation Scheme            (152)     

             (538) 
 
 Reserve Balance as at 31 May 2013                1,974 

 
 
 4.3.4 Statement of Financial Position 
  
  May 2013 April 2013 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 8 100 (92) 
Cash and cash equivalents 2,584 2,233 351 

Total Current Assets  2,592 2,333 259 
     
Total Assets  2,592 2,333 259 

Current Liabilities 

Trade and other payables (10,432) (2,401) (8,031) 
Other liabilities 0 0 0 
Provisions 0 0 0 
Borrowings 0 0 0 

Total Current Liabilities  (10,432) (2,401) (8,031) 
     
Non Current Assets less 
Net Current Liabilities 

 (7,840) (68) (7,772) 

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  (7,840) (68) (7,772) 

Financed by Taxpayers Equity 
Capital & Reserves 

General fund (7,840) (68) (7,772) 
Revaluation reserve 0 0 0 
Other reserves 0 0 0 

Total Taxpayers Equity  (7,840) (68) (7,772) 
     

 
 

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 in 2012/13, together with debtors and creditors as at 31st March 2013. 
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4.4 Financial Risk 
 
The achievement of financial balance is predicated on the ability of the CCG to 
contain emerging cost pressures.  Although at the time of writing hospital activity 
datasets for April 2013 are not available the following areas have been 
highlighted: 
 
Newcastle upon Tyne Hospitals Foundation Trust 
The value of the contract the CCG has signed with Newcastle Hospitals FT has 
reduced in comparison to the PCT due to the removal of specialised services 
activity.  
 
As hospital activity is received in future months any changes in activity will be 
closely monitored and reported to the Governing Body. 
  
Northumbria Healthcare NHS Foundation Trust 
In 2012/13 the contract managed by North Tyneside PCT over-performed by 
2.1%.  However, the CCG has commissioned activity at 2012/13 outturn level 
and negotiated contractual arrangements around readmissions and non-elective 
activity to manage any over-performance during 2013/14. 

 
North East Ambulance Service NHS Foundation Trust 
Early indications are that the introduction of the 111 service from April 2013 has 
led to a small increase in ambulance 999 activity.  These figures will be 
monitored throughout the year as the new system settles and further reports will 
be shared at future Governing Body meetings outlining the impact of this change.  
  
Continuing Healthcare/ Free Nursing Care 
For most CCGs an increasing elderly population will present a challenge to this 
area of the CCG’s budget.  Benchmarking data shows that number of cases 
currently identified is 30 per 10,000 weighted  population indicating that the 
increase in the number of cases identified may continue in 20132/14. 
 
Work has already been undertaken by the CCG to ensure that patients have 
been accurately assessed and this area will be continuously monitored during the 
year to ensure that the CCG manages to within its budgeted allocation.   
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4.5 Quality, Innovation, Productivity and Prevention (QIPP) 
 

Service Area Initiative Investment  
Gross 
Savings 

Projected 
Net 
Savings 

    £000's £000's £000's 
End of Life 
Programme 

Maintaining people in 
primary and community 
settings 0 (798) (798) 

Urgent Care 
Integrated 
Pathway 

Single point of access 
for elderly 175 (1,256) (1,081) 

Long Term 
Conditions 

Diabetes Enhanced 
Service 0 (100) (100) 

Referral 
Refinement 

Benchmarking and 
Review 0 (450) (450) 

Prescribing Prescribing Initiatives 0 (466) (466) 

TOTAL   175 (3,070) (2,895) 
 
 
In order to deliver a balanced outturn position the CCG has included in its budget  
a QIPP requirement of £3.5m and has to date identified schemes to the value of 
£2.9m.  Work is on-going to identify the additional QIPP schemes required to 
deliver the remaining shortfall and progress against planned savings will be 
reported to the Governing body during the year.   
 
In future to ensure that the Governing Body receives full assurance that the 
relevant QIPP schemes are delivering the intended financial outcomes, the 
above financial information will be applied to the relevant budget lines.   

 
5. Implementation plan / next steps 

 
GP practice level budgets (Appendix 1) have been calculated using the 100% fair 
shares methodology developed by the Department of Health as part of Practice 
Based Commissioning as approved by the Council of Practices on 8 May 2013.  
These budgets will be further refined using up to date practice data and formally 
issued to practices after which monthly budget information will be provided via the 
RAIDR system, highlighting the controllable expenditure to enable practices to 
manage their budget. 
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6. Conclusions /Recommendations 
 
At this time of the financial year, with the lack of hospital activity datasets, it is not 
possible to accurately forecast a year-end financial position.  The assumption has 
been made that the CCG will break even on existing budgets although a number of 
potential risk areas have been brought to the attention of the Governing body. 
 
The Governing body is requested to note the financial position and associated risks 
for the period 1 April 2013 to 31 May 2013. 

 
 
Part 2: Appendices and further information    

7. Appendices  
Appendix 1 - GP Practice Budgets as at 31May 2013 
 
 

8. Further information relevant to the report 
 
Governing Body Budget 2013/14 Report presented 30 April 2013 
NHS England Gateway Reference 00136 

 
 
Part 3: Governance and Compliance   
 

9. Consultation and engagement 
 
The Clinical Executive have 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. 

 
10. 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 up to £1m for 2013/14 
performance to be received in 2014/15. 
 
 

11. 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 it’s right to access Quality Premium payments. 
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12. Equality assessment 

No impact 
 
 

13. Environment and sustainability assessment  
No impact 

 
 
Report author: Jeff Goldthorpe, Head of Finance 
Report date:  12 June 2013 



Finance Position Report May 2013 - Appendix 1

GP Practice Budgets May 2013

Annual 
Budget

YTD 
Budget

YTD 
Actual

YTD 
Variance

Forecast 
Outturn

Forecast 
Variance

£000's £000's £000's £000's £000's £000's
WEST FARM SURGERY 7,541 1,277 1,277 0 7,539 -3
LANE END SURGERY 9,755 1,646 1,645 -1 9,751 -3
SWARLAND AVENUE SURGERY 5,990 1,018 1,018 0 5,988 -2
SPRING TERRACE HEALTH CENTRE 11,267 1,899 1,898 -1 11,263 -4
PORTUGAL PLACE HEALTH CENTRE 17,777 2,984 2,984 0 17,770 -6
COLLINGWOOD SURGERY 23,395 3,920 3,919 -1 23,387 -8
WHITLEY BAY HEALTH CENTRE 14,656 2,463 2,462 -1 14,651 -5
49 MARINE AVENUE 7,032 1,192 1,191 -1 7,030 -2
FOREST HALL HEALTH CENTRE 14,127 2,375 2,375 0 14,122 -5
MARINE AVENUE MEDICAL CENTRE 8,199 1,386 1,385 -1 8,196 -3
PRIORY MEDICAL GROUP 18,417 3,090 3,090 0 18,410 -7
BEAUMONT PARK SURGERY 7,163 1,214 1,214 0 7,161 -3
WIDEOPEN MEDICAL CENTRE 9,456 1,596 1,596 0 9,453 -3
BEWICKE MEDICAL CENTRE 14,512 2,440 2,439 -1 14,507 -5
EARSDON PARK MEDICAL PRACTICE 5,231 892 892 0 5,229 -2
APPLEBY SURGERY 8,639 1,461 1,461 0 8,636 -3
THE VILLAGE GREEN SURGERY 13,842 2,328 2,327 -1 13,837 -5
WOODLANDS PARK HEALTH CENTRE 6,964 1,181 1,180 -1 6,962 -2
NELSON MEDICAL GROUP 8,554 1,446 1,445 -1 8,551 -3
MONKSEATON MEDICAL CENTRE 9,437 1,593 1,592 -1 9,434 -3
SHIREMOOR RESOURCE CENTRE 7,050 1,195 1,194 -1 7,048 -3
THE SMITH PRACTICE 7,975 1,349 1,348 -1 7,972 -3
GARDEN PARK SURGERY 9,696 1,636 1,635 -1 9,692 -3
PARK ROAD MEDICAL PRACTICE 6,841 1,160 1,159 -1 6,838 -2
REDBURN PARK MEDICAL CENTRE 7,037 1,193 1,192 -1 7,035 -3
PARK PARADE PRACTICE 5,086 868 868 0 5,084 -2
WELLSPRING MEDICAL PRACTICE 6,947 1,178 1,177 -1 6,945 -2
PRESTON & AUSTIN PRACTICE 5,865 998 998 0 5,863 -2
BATTLE HILL HEALTH CENTRE 2,862 497 497 0 2,861 -1

TOTAL 281,313 47,475 47,458 -17 281,213 -100
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Report to NHS North Tyneside CCG Governing Body  

Date: 25 June 2013      Agenda item:  10.1 

Title of report: CCG Corporate Objectives 2013/14 
Sponsor: Ms Maurya Cushlow, Chief Officer 
Author: Pauline Fox, Head of Governance  
Purpose of the report: This report invites the CCG governing body to 
endorse the CCG corporate objectives for 2013/14  
 
Executive summary:   
The CCG has an agreed vision - Working together to maximise the 
health and wellbeing of North Tyneside communities by making the 
best use of NHS resources  – and three strategic principles which guide 
our commissioning plan:  
• Preventative healthcare and promoting wellbeing;  
• Delivering care locally in primary, community and home settings and 
• Promoting self- care and care planning.  
To support this, it is proposed that the CCG adopts five succinct corporate 
objectives. The governing body will be able to refer to the corporate 
objectives throughout the year and receive assurance that the organisation 
is delivering against them.  
Links to corporate objectives: the proposed corporate objectives reflect 
the commissioning intentions, statutory functions and duties of the CCG 
and the NHS constitution  
Actions required by members: This report is for decision. The CCG 
governing body to endorse the CCG corporate objectives for 2013/14 
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NHS NORTH TYNESIDE CLINICAL COMMISSIONING GROUP  

 

Corporate Objectives  - 2013/14  

 
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 

 

 
 
Draft, pending the approval of the governing body.  
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Report to NHS North Tyneside CCG Governing Body 
Date:  25 June 2013     Agenda item:  10.2 
Title of report: Proposed Planning Process for 2014/15 onwards 

Sponsor:  Phil Clow, Director of Commissioning 
Author:     Carol Nicholson, Head of Planning, Performance and Business 
Development 
 
Purpose of the report: To seek comments upon the proposed planning 
process for 2014/15 onwards. 
 

Executive summary:   
Following the establishment of NHS North Tyneside CCG in April, it is 
timely to revisit the organisation’s vision and strategy to set the context for 
the development of commissioning intentions and planning for 2014/15 
onwards.   
It should be recognised that the Plan for 2014/15 onwards will be built upon 
the CCG’s current Commissioning Plan for 2013-16.  The main change in 
emphasis this year is that we wish to start earlier with a more strategic 
review of where we are now against where we would like to be in the mid to 
long term.  The Council of Practices is responsible for establishing the 
CCG’s strategic direction and local priorities, which will need to be set into 
the national context.  
 
Links to corporate objectives:  This process will facilitate delivery of the 
CCG duty to plan, agree and monitor services, and the commissioning of 
high quality services for the local population. 
     
Actions required by members: 
The Governing Body is asked to: 

a) consider and assure the proposed planning process for 2014/15 
onwards. 
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Proposed Planning Process for 2014/15 onwards  
 
Part 1 
 
1. Executive summary 

 
Following the establishment of NHS North Tyneside CCG in April, it is timely to revisit 
the organisation’s vision and strategy to set the context for the development of 
commissioning intentions and planning for 2014/15 onwards.   
It should be recognised that the Plan for 2014/15 will be built upon the CCG’s current 
Commissioning Plan for 2013-16 onwards.  The main change in emphasis this year is 
that we wish to start earlier with a more strategic review of where we are now against 
where we would like to be in the mid to long term.  The Council of Practices is 
responsible for establishing the CCG’s strategic direction and local priorities, which will 
need to be set into the national context.  
 

2. Purpose of the report  
 
The purpose of this paper is to describe the proposed planning process for 2014/15 
onwards and seek assurance from the Governing Body for recommendation of 
approval by the Council of Practices.     

 
3. Background 

 
Following the establishment of NHS North Tyneside CCG in April, it is timely to revisit 
the organisation’s vision and strategy to set the context for the development of 
commissioning intentions and planning for 2014/15 onwards.  The aim is to achieve an 
integrated and collaborative planning process, built upon solid foundations of 
engagement with our member practices and stakeholders, particularly patients and the 
public. 
All organisations, whether large or small, public or private undertake some form of 
medium to long term planning, with an annual reassessment of priorities and 
investments.  Planning creates certainty, which is particularly important in a challenging 
and complex NHS environment.  The DH document The functions of a clinical 
commissioning group, published in June 2012, sets out the legislative requirement.  
Section 2 covers the duties on CCGs to plan, agree and monitor services – attached in 
Appendix A.  
The current challenges facing North Tyneside CCG are: 

• Minimal growth in financial allocations 
• Aging population with increasing health needs 
• Health inequalities between different localities 
• Very high use of hospital based services 
• The need for early identification and intervention to prevent the onset of 

disease, ensuring services are more joined up around the needs of individual 
patients in the community.   
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It should be recognised that the Plan for 2014/15 will be built upon the CCG’s current 
Commissioning Plan for 2013-16 onwards.  The progress of existing initiatives and their 
impact upon our key challenges will inform this year’s process.  The main change in  
emphasis this year is that we wish to start earlier with a more strategic review of where 
we are now against where we would like to be in the mid to long term.  The Council of  
Practices is responsible for establishing the CCG’s strategic direction and local 
priorities, which will need to be set into the national context.  
 
The planning process will take account of the Health and Wellbeing Strategy, and the 
ongoing work and plans of the Joint Partnership Boards, which will promote integration 
and consistency across the health and social care economy.   
 

4. NHS England Seven Steps for CCG Planning 
 
On an annual basis and usually in December, NHS England will publish planning 
guidelines.  These set out the following year’s national priorities to be implemented by 
CCGs, the financial context and associated changes to the national contract to be 
agreed by CCGs with their providers.  This year’s national priorities are set out in the 
NHS Constitution, CCG Health Outcomes and Quality Premium.  It is unlikely that 
these will change significantly in 2014/15, but there may be a change in emphasis. 
The national planning guidance for 2013/14 Everyone Counts sets out seven steps that 
constitute robust local planning: 

 Ensuring all local partners are contributing to the strategy 
 Understanding how local performance compares with that of peers 
 Understanding which groups of people within the community are getting a raw 

deal 
 Engaging in open and creative ways with local communities to identify what 

matters most to them about their health and care, particularly disadvantaged 
groups 

 Using information to develop shared priorities based on outcomes that are in 
greatest need of improvement 

 Considering where and how commissioning budgets can be integrated 
whenever it will advance shared priorities 

 Aligning contracting around the shared priorities and putting in place mutual 
accountability across partners.    

Throughout the planning process, we will need to be cognisant of the above.  
         

5. Proposed Planning Process 2014/15 onwards  
 

The overall planning process is illustrated overleaf. 
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Proposed planning process 
 

 
Timelines 

April/May  
• 2013/14 Commissioning Plan and Prospectus published on CCG website. 
• Delivery plans established and tracking of progress commenced, e.g. QIPP 

schemes, quality premium, health outcomes.   
May/June 
• Consider whether the CCG’s vision is still appropriate and establish values 

through workshops with Council of Practices, Governing Body and all staff. 
July/August 
• Undertake strategic analysis to inform future commissioning of the following 

health care groupings: 
 
 Public health and prevention 
 Planned care 
 Urgent care 
 Long term conditions  
 Mental health 
 Learning disabilities 
 Children and families 

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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 Continuing healthcare 
 End of life care 
and cross cutting themes: 
 Experience of care – cross cutting themes including communication and 

seamless care, informed by patient surveys, including the Friends and 
Family Test, Healthwatch, etc.  

 Safety – health care associated infections, safeguarding, etc.   
 

The analysis will include all services commissioned across primary, community, 
secondary, with a link into social care.  The aim will be to answer the following 
questions: 
 Where do we want to be?  What are the national policy requirements 

and what does best practice look like?  How are organisations in the top 
25th/10th percentile performing? 
 

 Where are we now against these benchmarks?  What is the size of the 
strategic gap?  What are the areas in need of improvement as highlighted 
by our: 

 
 health needs analysis as identified in the Joint Strategic Needs 

Assessment and Health and Wellbeing Strategy, and informed by 
Public Health intelligence;  

 current levels of performance against the deliverables identified 
in the 2013-16 Commissioning Plan 

 current service configurations – market analysis and choice 
agenda  

 stakeholders - member practices (formal and informal feedback), 
patients and the public (through surveys, complaints, patient 
forums, public meetings, LINks/Healthwatch engagement), Local  
Authority (particularly public health and social care), Health and 
Wellbeing Board, and health and social care providers.   

 
Helpful tools will be a SWOT (strengths, weaknesses, opportunities and 
threats) and PEST (political, economic, social and technical) impact 
analysis, with supporting business intelligence and benchmarking 
provided by the North of England Commissioning Support (NECS). 

 How do we get there?  What actions need to be taken to address this 
gap?  What are the relative priorities and timescales for existing and new 
initiatives across a 1, 3 and 5 year period.  Which services should we 
consider for redesign, re-procurement or decommissioning?  
Considerations will be the health impact for patients, opportunity for 
efficiency improvement, strategic fit, and deliverability of the initiative.  
Areas with the greatest return on capacity and financial investment will be 
targeted. 

 
• The Council of Practices will be key to this process, with opportunity for 

discussion and feedback at regular meetings throughout the year - see attached  
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timetable in Appendix B.  Also all visits to practices by CCG staff should seek 
feedback on service priorities.  A feedback process via a standard proforma 
would also allow early input into the developing priorities.   

• The output will be a set of high level priorities to be addressed across the 
organisation and by care group across the next five years.   
 

September 
• Seek comments upon our proposed priorities through a series of public events, 

which will provide an opportunity for the population of North Tyneside to help 
shape the development of local health services.  We would wish to undertake 
this process in partnership with Healthwatch, with the support of the NECS 
Communications and Involvement Team.   

October 
• Taking on board these comments, develop draft commissioning intentions for 

2014/15, including priorities for CQUIN initiatives. 
November 
• Building on the earlier involvement of providers in the strategic assessment 

process, formally share the 2014/15 commissioning intentions with providers.  
This will highlight any service changes which will impact upon contract 
discussions, as well as setting out the overall direction for future commissioning.  

• Commence development of 2014/15 Commissioning Plan.  Internal CCG 
discussions will take place on the content, format and style of the final plan. 

December 
• National planning guidance for the following year is generally issued in the third 

week of December and will need to be factored into the commissioning 
intentions and planning priorities.  The guidance will describe the process for 
submission of plans to the Area Team from January to the March sign off, which 
includes activity and target trajectories, and financial plans.  There may also be 
early sight of changes to the national provider contract documentation for 
2014/15.  

• Agree contract negotiation process to run between January and March, working 
with lead commissioning CCGs across North of Tyne and NECS provider 
management colleagues.  

January 
• Building on discussions across the year with providers and in the context of the 

revised national form of contract, consolidate the position through detailed 
contract negotiations. 

• Present draft Commissioning Plan to the Council of Practices, Governing Body 
and Health and Wellbeing Board, and agree the further actions required to 
finalise the Plan by March.  

• Submit draft Plan and associated templates to the NHS England Area Team. 
February 
• Submit second draft Plan and associated templates to the NHS England Area 

Team. 
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March 
• Contracts agreed and signed.  
• Consider Plan at the Health and Wellbeing Board and present final draft Plan to 

Governing Body for assurance and Council of Practices for approval.  
• Submit final draft Plan and associated templates to the NHS England Area 

Team. 
• Commence development of delivery plans and performance reporting 

processes. 
April 
• Publish Plan following NHS England Area Team approval.  

 
6. Next steps 

 
Subject to assurance by the Governing Body and approval of this overall process by 
the Council of Practices, an action plan will be developed which will identify the leads 
(clinical, managerial and NECS support).  Discussions will commence regarding 
support for the process with NECS Service Planning, Communications and Information 
leads.  The engagement timetable will need further development, working closely with 
partners in the Borough, such as Healthwatch, North Tyneside Council (Public Health 
in particular), the Health and Wellbeing Board and providers.   

 
7. Recommendations  
 

The Governing Body is asked to: 
a) Consider and assure the proposed planning process for 2014/15 onwards. 
 

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

Development 
Report date:  14 June 2013  
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Part 2: Appendices and further information    
8. Appendices  

 
Appendix A – Extract from The functions of clinical commissioning group (DH, June 
2012) 
Appendix B -  Draft Outline Engagement Process 
 

9. Further information relevant to the report 
 
• Department of Health – Planning for Patients (December 2012) 
• North Tyneside CCG Commissioning Plan 2013-16  

 
Part 3: Governance and Compliance   
 

10. Consultation and engagement 
 
A full engagement plan will be developed for discussion with key partners.  A draft 
outline is attached in Appendix B.     

 
11. Resource implications 

 
The planning process will inform the budget setting processes for 2014/15 onwards for 
the allocation of £280m on the commissioning services for the population of North 
Tyneside. The process will require input from the planning, commissioning, information 
and communications functions within the CCG and the North of England 
Commissioning Support.    
 

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

13. 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.       
 

14. Environment and sustainability assessment  
 
There are no environmental or sustainability issues arising from this report.  
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Appendix A 
 
Extract from The Functions of Clinical Commissioning Group (DH, June 
2012) 
 
2. Planning, agreeing and monitoring services 
 
Duties 
 
• To contribute to the Joint Strategic Needs Assessment (JSNA) and the Joint Health and 

Wellbeing Strategy (JHWS) led by the Health and Wellbeing Board(s) on which the CCG has a 
representative, and to have regard to any JSNA or JHWS to which they have contributed which 
is relevant to the exercise of any of their functions. 

 
• To prepare and publish a commissioning plan before the start of each financial year, explaining 

how the CCG intends to exercise its functions. In particular the plan must set out how the CCG 
proposes to: 
 

o secure improvement in the quality of services and outcomes for patients, 
o reduce inequalities in access to services and outcomes achieved, 
o involve the public in the planning of, and proposed changes to, commissioning 

arrangements, 
o fulfil its financial duties. 

 
• To consult patients and the public in developing, or making significant revisions to, the 

commissioning plan. To ensure that any published commissioning plans (including revised 
plans) include a summary of views expressed during consultation and an explanation of how 
the CCG took account of those views. 
 

• To involve each relevant Health and Wellbeing Board in preparing or making significant 
revisions to the commissioning plan; consult them on whether the draft plan takes proper 
account of each relevant JHWS; and ensure that any published commissioning plans (including 
revised plans) include a statement of their final opinion. 

 
• To comply with the requirements of any ‘standing rules’ set out in regulations, e.g. to include 

specific terms and conditions in commissioning contracts. 
 
• To comply with regulations governing best practice in relation to procurement, protecting and 

promoting patient choice, and anti-competitive conduct. 
 
• To comply with public law requirements in relation to entering into contracts concerning 

commissioning arrangements and the use of public monies. 
 
• To take appropriate steps to ensure that the CCG is properly prepared to deal with 

emergencies that might affect it 
 
• To provide information, where required, to the Information Centre, e.g. to support publication of 

national data on healthcare services. 
 
Powers 
 
• Power to make facilities, which the group arranges for a service provider to provide, available 

to another service provider or to an eligible voluntary organisation. 
• Power to make direct payments to patients (instead of commissioning services for them), 

subject to regulations. 
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Appendix B 
 

Draft Outline Engagement Process  
 

Date Forum Desired Outcome 

28 May 2013   Governing Body  
Development Session 

Draft set of values 

12 Jun 2013 Clinical Executive Planning process agreed 

19 Jun 2013 Council of Practices Planning process agreed 
Strategic vision by service 

25 Jun 2013 Governing Body Planning process approved 

23 Jul 2013 Heath & Wellbeing Board Understanding of and feedback on 
planning process and strategic vision 

30 Jul 2013 Governing Body Development 
Session 

Prioritisation of strategic initiatives 

31 Jul 2013 Council of Practices Prioritisation of strategic initiatives 

Sep 2013 Public meetings Feedback upon strategic issues and 
proposed priorities 

24 Sep 2013 Governing Body  Planning process update 

24 Sep 2013 Heath & Wellbeing Board Feedback upon proposed priorities 

23 Oct 2013 Council of Practices Approval of commissioning intentions 

Nov 2013 Providers and stakeholders Commissioning intentions shared 

Jan 2014 Hospital and community providers 2014/15 contract negotiations 
commenced 

14 Jan 2014 Heath & Wellbeing Board Feedback upon draft Plan 

15 Jan 2014 Council of Practices Feedback upon draft Plan 

28 Jan 2014 Governing Body Feedback upon draft plan 

Jan 2014 NHS England Area Team First draft Plan submitted 

26 Feb 2014 Council of Practices Approval of draft Plan (to be 
rearranged in March if possible) 

Feb 2014 NHS England Area Team Second draft Plan submitted 

18 Mar 2014 Heath & Wellbeing Board Consideration of final draft Plan 

25 Mar 2014 Governing Body Final draft Plan assurance 

Mar 2014 Hospital and community providers Provider contracts signed 

Mar 2014 NHS England Area Team Final draft Plan submitted 
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Report to:  NHS North Tyneside CCG Governing Body  

Date: 25 June 2013      Agenda item: 11.1 
 
Title of report: Quality Innovation Prevention & Productivity (QIPP) project 
monitoring and governance 
Sponsor:  Maurya Cushlow 
Author:  Phil Clow 
Purpose of the report: This report updates the Governing Body on the CCG’s 
processes for monitoring and governing the QIPP projects.  
 
Executive summary:   
 
Our proposed health system changes are set out as a series of QIPP projects, and have 
been identified and presented on the CCG’s ‘plan on a page’. The QIPP projects will 
drive system improvement and deliver financial efficiencies.  
 
Delivery of the system changes and QIPP related savings are key to the CCG’s 
success, and therefore progress and impact of each project is monitored by NECS on a 
monthly basis.  
 
Governance arrangements for the monitoring reports are in place to ensure the CCG is 
informed and can take improvement action appropriately.   
 
Links to corporate objectives:  
 
Supports the delivery of all Corporate Objectives 
 
Actions required by members: 
 
This report is to report progress and invite comment. 
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Quality Innovation Prevention & Productivity (QIPP) project monitoring and 
governance 
 
Part 1 
 
1. Executive summary 

 
Our proposed health system changes are set out as a series of QIPP projects, and 
have been identified and presented on the CCG’s ‘plan on a page’. The QIPP 
projects will drive system improvement and deliver financial efficiencies.  
 
Delivery of the system changes and QIPP related savings are key to the CCG’s 
success, and therefore progress and impact of each project is monitored by NECS 
on a monthly basis.  
 
Governance arrangements for the monitoring reports are in place to ensure the CCG 
is informed and can take improvement action appropriately.   
 

2. Purpose of the report  
 
This report is to report progress and invite comment  

 
3. Background / introduction /context 
 

North Tyneside CCG aims to deliver health system improvements and commission 
healthcare within budget. Our proposed health system changes are set out as a 
series of QIPP projects, and have been identified and presented on the CCG’s ‘plan 
on a page’. The QIPP projects will not only drive system improvement but deliver 
financial efficiencies enabling us to commission within budget. 

 
North Tyneside CCG has a projected deficit for 2013/14 of £3.5 million; the QIPP 
projects will help enable us to reduce this projected deficit and manage within 
budget.  
 
Delivery of the system changes and QIPP related savings are key to the CCG’s 
success, and therefore the progress against each project and the impact each 
project has on the health system is monitored. There are governance arrangements 
in place to ensure that the CCG receives the monitoring reports, is appropriately 
informed and can take improvement action when necessary.  
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Monitoring is carried out by NECS and reported to the CCG on a monthly basis. The 
monitoring reports are received and considered on a monthly basis by the 
Commissioning Development Group (to review and ensure progress) and the 
Contract, Finance and Performance Group (to review system impact and delivery of 
savings); both groups are sub committees of the Clinical Executive. The monitoring 
can also be brought to the Governing Body meetings.  
 

4. Work undertaken to date 
 
NECS have reported progress of each QIPP project to the end of April 2013, this is 
shown in appendix 1. CCGs and CSUs are awaiting access to patient identifiable 
data, there have been national problems for CCG’s and CSU’s accessing this data 
during 2013/14, and therefore we do not have a report showing the impacts that the 
projects are having on the health system; it is understood that this information will be 
available for the next report to the Governing Body. 
 
There is naturally a delay in reporting progress and impact due to the availability of 
data on systems after each month has ended, therefore we will typically review 
progress and impact with a lag time of two months. 
 
NECS and the CCG are working together to identify a robust system for reporting 
progress which will hold project information and create monitoring reports for the 
CCG. This change is likely to take place during the summer.   

 
5. Recommendations  

 
The Governing Body are asked to note the QIPP monitoring and governance 
arrangements and approve the proposed approach. 

 
Part 2: Appendices and further information    
 
6. Appendices  

 
Appendix 1 - QIPP monitoring report for April 2013. 

 
 
 
 
Report author: Phil Clow, Director of Commissioning Development 
Report date:  June 2013 



Appendix 1 NTCCG QIPP MILESTONE TRACKER SHOWING PROGRESS AGAINST MILESTONES

Reason for red rating 

QIPP PROJECT

Process 

milestones

Financial 

impact 

Social Prescribing Service Milestone date still to be confirmed.

Sick & Injured Child Urgent Care Pathway

Support to carers

Extend referral refinement

Improving Access to Primary care

Develop a single point of access and structured pathway for older people.

Deliver new community nursing specification

Implement the 111 service

Improve transition from children to adult mental health services

Medicines Optimisation improving the use of medicines

Introduce advance care planning at end of life in nursing homes

Enhancing quality of life for people who have Long Term Conditions

Develop an action plan with local authority for high quality care and support 

services for people who have a Learning Disabilities.

Develop a fall strategy

Deliver an improved Psychological Therapies service for patients

Improve care for people with dementia

Securing Compliance with the NCB CCG Safeguarding Assurance Framework

Complete Tracker
N/A

Action is behind schedule
Action not started

Action is on schedule
Action is complete (ongoing monitoring)

RAG rating
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North Tyneside CCG - Local Commissioning Plan Milestones 2013/14 Action is behind schedule

Action not started

Action is on schedule

Action is 

complete

CCG 

Lead

NECS 

Lead

Planned FYE saving Actual Gros

s 

savin

g

NT01

Social Prescribing Service Anya 

Paradis 

TBC Reduction in non-elective care for 

patients

To increase resilience through 

community engagement and 

participation, for those at risk of Mental 

Health 

Procure new service TBC Local Authority led- No current support 

from NECS SPR requested

NT02

Sick & Injured Child Urgent Care 

Pathway

Aileen 

Fitzgerald

TBC Evidence that a high quality, best 

practice Sick and Injured Child Urgent 

Care Pathway is in place that provides 

North Tyneside children, young people 

and their families with access to the 

‘right services’, at the ‘right time’ and in 

the ‘right place’. 

1:  Improving strength of primary care to 

reduce unnecessary referrals.

2:  Ensuring urgent care system can 

respond appropriately to meet the urgent 

care needs of children and young people 

once Cramlington ECU opens.

1:  Understand activity data.

�  Set methods and outcomes for 

respiratory diseasem asthma, diabetes 

and epilepsy, visit practices, run 

education session.

�  Embed practice.

�  Progress report.

�  Review/refresh plan for 2014

2:  April 2015: Opening of Cramlington 

ECU

May 13

July 13

Oct 13

Dec 13

Feb 14

1:  Project progressing as planned.  

Education session planned.  Information 

leaflet tested.

2:  Commissioner/provider dialogue to 

continue via North of Tyne Paediatric 

Group.  Key issues that need to be 

progressed are:

-  review and define local access to walk-

in centre/minor injury unit.

-  understand where NT children will 

attend for urgent care. Initial work 

suggests Newcastle/RVI will be nearer 

in miles with better transport links for 

many local people. Wendy Burke from 

Public Health has been asked to explore 

the local issues.

On Schedule • % of North Tyneside GP’s completing 

Spotting Sick Child Training as part of 

their CPD.

• % NDUC GP’s compliant with Spotting 

Sick Child CPD requirement.

• 111 Minimum Data Set: North 

Tyneside System Impact Metrics.

• % Paediatric 0-16 Hospital 

Attendances/Non Elective Admissions 

as compared with the National Average.  

TBD

D
A

T
A

 N
O

T
 A

V
A

IL
A

B
L

E

Refresh local carers strategy action plan May-13 Complete

Deliver local carers strategy action plan Jun-13 Complete

Referral refinement project, forecast 

QIPP savings and expected outcomes 

reviewed

On Schedule

Future aims defined and agreed On Schedule
CoP consulted and engaged On Schedule
2013/14 Referral Improvement scheme 

in place

Scheme defined and implemented Aug-13

Performance report specified and 

agreed

On going monthly monitoring Aug-13 On Schedule

Innovation Fund confirmed Sep-12 Complete
GP access programme launched Dec-12 Complete
Project evaluated Jun-13

Service specification agreed

Activity reporting agreed

Service mobilised Integrated pathway in place that allows 

quick and responsive access to geriatric 

assessments and diagnostics

Jul-13

New community nursing service 

specification agreed

TBC TBC Action not 

started
Additional community nursing resource 

recruited and in place

TBC TBC

Delivery of multidisciplinary team 

assessment and care planning

TBC TBC

LA nursing contracts to include detailed 

health standards  

TBC TBC

Pathway developed for nursing homes 

and supporting protocols

TBC TBC

Development of pathway / matrix to join 

up avoidance of admission initiatives 

TBC TBC

Collection of data TBC TBC

111 service go live Apr-13 Complete
Quarterly reports due Jun-13

NT09

Improve transition from children to adult 

mental health services

Aileen 

Fitzgerald

Rhianna 

Nelson

Increase the number of young people 

securing a well-managed, integrated 

package of care as they enter 

adulthood, evidenced by:

• The % of 16-18 year old CAMHS 

clients known to the service that have a 

transition plan in place.

• The number of transition plans 

escalated to the Transition Management 

Group for resolution.

The new arrangements have been 

implemented during 2012-13 therefore 

2013-14 will involve quarterly monitoring 

to ensure that the expected impact can 

be evidenced.

Quarterly reports due Jun-13 Mapping exercise taking place, will have 

draft implementation plan by August 

2013.

On Schedule
Action not started • 25% savings from Patent Expiry

Action not started • 25% savings from Cost per Capita

D
A

T
A

 N
O

T
 A

V
A

IL
A

B
L

E

Jul-13PID and detailed delivery plan 

developed

Continue to embed pathway to dieticians Jul-13

Make best use of Scriptswitch and 

Practice Pharmacists to eliminate 

Jul-13

No QIPP savings expected

No QIPP savings expected

D
A

T
A

 N
O

T
 

A
V

A
IL

A
B

L
E

No QIPP savings expected

Oral Nutrition

Cost per capita -Improve variations 

across NT population and target high 

Implementation and monitoring of 111 Gary Collier to submit ongoing quarterly 

performance reports

NT10

Medicines Optimisation improving the 

use of medicines

Tom 

Dunkerton

Helen 

Seymour

Improve health outcome and well-being 

through medicine optimisation.

Ensure best value for money to support 

delivery of financial balance.

Work being led by NECS Medicines 

Optimisation team, will request support 

from SPR team as and when required. 

Helen Seymour to liaise with Tom 

NT08
Implement the 111 service Anya 

Paradis

Gary 

Collier 

Reduction in hospital 

attendance/admissions and or primary 

care visits.

NT07
Deliver new community nursing 

specification

TBC TBC Community nursing specification in place 

that meets the needs of patients and 

primary care; reducing reliance on 

hospital attendance

No current support from NECS SRP 

requested subject to internal review and 

prioritisation process highlighted in NT04

NT06
Develop a single point of access and 

structured pathway for older people.

Helen 

Steadman

Mark 

Girvan

Reduction in unnecessary emergency 

admissions that should not usually 

require hospitalisation.

Increased response rate for those most 

at risk of an A&E admission.

Reduction in emergency readmissions 

within 30 days of discharge

No current support from NECS SRP 

requested- Background; Existing AART 

service operational. Additional elements 

(ECPs and Elderly Assessment Centre) 

being mobilised by the provider. Bi-

monthly meetings scheduled with 

provider to oversee the mobilisation and 

communications and enagagement plan 

to promote utilisation. Ongoing 

monitoring following implementation.

• Reductions in unnecessary non-

elective admissions for those aged over 

65 years at NHCFT compared to 12/13 

outturn.

£1,081,447

Improved access to the Admission 

Avoidance Resource Team by extending 

Jun-13 On Schedule

No current support from NECS SRP 

requested

• 20% reduction in A&E attendances for 

participating practices

£0

Project not expected 

to make a financial 

saving in 2013/14. 0

NT05 Improving Access to Primary care
Wally 

Charlton

Mark 

Girvan

Increased availability of appointments in 

primary care

TBC

No QIPP savings expected

No QIPP savings expected

NT04 Extend referral refinement

Helen 

Steadman

Janine 

Ogilvie

Reduction in planned care new 

outpatient attendances. Publication of 

named consultants on the Directory of 

Services.

Increased capacity of community based 

vasectomy services.

Increased numbers of GP advice and 

guidance requests.

Helen Steadman requested support to 

build PID to refine outcomes for referral 

refinement work streams.  Janine 

Ogilvie working with Helen to develop 

PID and identify ongoing workstreams. 

The outcomes currently listed may not 

reflect the work going forward due to 

internal review in NT CCG.

• Reduction in GP referred new 

outpatient attendances in the following 

specialities based on 12/13 out turn; 

Orthopaedics, Ophthalmology, Urology, 

Gynaecology, Neurology, Cardiology, 

Dermatology and ENT.

£450,000

D
A

T
A

 N
O

T
 

A
V

A
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A
B

L
E

RAG

NT03

Support to carers Tom 

Dunkerton 

Mark 

Girvan

Carers strategy action plan is delivered - 

carers feel more supported as a result. 

Update and implementation of local 

carers strategy

Carers Action Plan completed in 

collaboration with the Local Authority 

and the Carers Centre. New timescales 

agreed

Delivery 

Date

Progress as at end May 2013 RAG Impact 

to start 

(month

)

Impact as at end April 2013Ref Initiative Who Outcome Project(s) Milestone



CCG 

Lead

NECS 

Lead

Planned FYE saving Actual Gros

s 

savin

g

RAGDelivery 

Date

Progress as at end May 2013 RAG Impact 

to start 

(month

)

Impact as at end April 2013Ref Initiative Who Outcome Project(s) Milestone

• 25% generic savings including oral 

nutrician, Brown list

Phase I evaluation Jun-13 Complete

Phase II analysis and ongoing review Mar-14

Mark 

Girvan

Revised GP Local enhanced service to 

reflect full care planning approach

Revised LES implemented Sep-13 No current support from NECS SRP 

requested- Background; 

Incentivisation scheme to increase No. 

and quality of care plans for patients 

with diabetes

On Schedule

Review of Northumberland pilot Apr-13 Complete
Review of best practice guidance May-13 Complete
Submission of paper Jun-13 On Schedule
Decision re future provision Jul-13

Review of best practice (NICE) 

guidance

May-13 On Schedule

Draft LTC PID Jun-13 On Schedule
Submission of PID Jun-13 Complete
Initiation of work packages Jul-13 On Schedule
Draft LTC PID Jun-13 On Schedule
Submission of PID Jun-13 On Schedule
Initiation of work packages Jul-13 On Schedule
Review of best practice (NICE) 

guidance

May-13 On Schedule

Draft LTC PID Jun-13 On Schedule
Submission of PID Jun-13 On Schedule
Initiation of work packages Jul-13 On Schedule

Coordinate a schedule of visits for CCG 

Clinical Lead to complete practice visits 

Jun-13 On Schedule

Carry out joint visit to all NT practices Mar-13

Develop action plan Sep-13

Support delivery of action plan Mar-14

Horizon Scanning/scoping including 

provider engagement 

Nov-12 Complete

Benchmarking current provision against 

NICE standards and evidence base 

research

Nov-12 Complete

Data collection on current costs and 

activity 

Nov/Dec 

2012

Complete

Gap analysis and areas of need 

identified

Nov/Dec 

2012

Complete

Draft Falls Strategy for consultation Jun-13

Implementation Plan developed

-       Service model agreed

-       Service specifications produced 

including quality standards

-       Proposed variations to existing 

contracts

-       Procurement for new 

developments

-       Information intelligence including 

dashboard and data sets agreed

Final Draft including proposed changed 

to pathway

Mar-14

Draft procurement timetable May-13 Complete
Initiation of procurement Nov-13

Preferred provider identified Jan-14

Initiation of service Apr-14

Completion of service review Dec-13

Dec-13

• % of people with a Learning Disability 

receiving an Annual Health Check. 

£0

Led by Tracy Hickman (procurement at 

NECS) - first project meeting arranged 

for first week of June.

£0

D
A

T
A
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O

T
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V
A
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B
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variation across practices 

No QIPP savings expected

No QIPP savings expected in 2013/14

Michael Lydon reviewing and linking in 

with Tom Dunkerton. Review to include; 

NICE guidance, public health prevalence 

data and pros and cons of specialist 

service versus mainstream 

psychological services

£465,734

D
A

T
A
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O
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A
V

A
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A
B

L
E

cost prescribing drugs

Anya Kim Reah Improved diagnosis rates and reduce Review of old age psychology services

NT15
Deliver an improved Psychological 

Therapies service for patients

Anya 

Paradis

Tracey 

Hickman / 

Rebecca 

Eadie

Significantly improve performance 

against agreed action plan to meet 

commissioner requirements

No current support from NECS SRP • Increase in the % of people diagnosed 

Implementation of appropriate 

psychological therapies service 

NT14 Develop a fall strategy

Tom 

Dunkerton 

TBC Reduction in unplanned/emergency 

admissions.

Development and implementation of 

reviewed falls pathway

No current support from NECS SRP 

requested- To be taken forward 

internally by CCG. NECS may be 

required to support future procurement

AG has met with the commissioning 

lead and clinical lead to develop an 

action plan.

NT13

Develop an action plan with local 

authority for high quality care and 

support services for people who have a 

Learning Disabilities.

Tom 

Dunkerton 

Anthony 

Gowland

Increased number of health checks and 

health action plans Improved access to 

diagnostic pathways for Autism 

Spectrum Disorder.

Co-ordinated approach to 

commissioning of services for people 

with the most complex needs.

Oversee expensive packages of care 

from a clinical and social perspective.

Improved transitional pathways from 

paediatrician to primary care and adult 

health and social care.

Increased number of health checks for 

people registered with LD

Michael 

Lydon

Janine 

Ogilvie

Janine 

Ogilvie

Janine 

Ogilvie

Psychological support for stroke 

services strengthened 

Cost analysis and service specification 

in place for BP 24hr monitoring service 

developed –June 2013
Cost analysis and service specification 

for spirometery developed- September 

2013

NT12
Enhancing quality of life for people who 

have Long Term Conditions

Tom 

Dunkerton 

Increased number of people who have a 

care plan in diabetes and COPD.

Increased access to psychological 

interventions for stroke. Improved level 

of correct diagnoses for COPD through 

early access spirometry.

Increased uptake of educational 

programmes for patients with long term 

conditions.

Development of Locally Integrated 

Networks in place to target and deliver 

proactive case/care management for 

those patients with complex or rapidly 

changing needs.

Development of a service specification 

and local guidelines for a 24 hour blood 

pressure service.

Improve disease registers in primary 

care

• Under 75 mortality rates from 

respiratory disease 

• % Emergency admissions for acute 

conditions that should not usually 

require hospital admission

£100,000
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Evaluation paper written for June Exec. 

Kevin Allan evaluating quantitative data

• Number of people on palliative care 

registers admitted to hospital from 

nursing homes

• Number of people dying in place of 

choice

•Reduction in in non-elective 

admissions

£798,000
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NT11A

Introduce advance care planning at end 

of life in nursing homes

Tom 

Dunkerton 

Mark 

Girvan/ 

Kim Reah

Increased number of people who die in a 

setting of their choice – reduction in the 

percentage of people who die in an 

acute hospital 

Evaluation of Nursing Home Programme 

and decision re future provision

Review of COPD pathway in North 

Tyneside completed- June 2013

Janine Ogilvie developing a Long Term 

Conditions wide PID in collaboration with 

Tom Dunkerton including; task and 

finnish review of COPD pathway NHFT, 

Review of variation in spirometery, 

home oxygen therapy improvement plan 

and pulmonary rehab. Development of 

work packages to be agreed following 

joint review of PID A commissioning 

hub/project group for LTC has been 

identified and Janine has drafted a 

terms of reference.  Seperate PIDs are 

in development with Tom to inform work 

packages to commence in June.

NT10
Minimise avoidable waste in medicine 

supply system.

Dunkerton to confirm meds optimisation 

priorities and subsequently develop a 

work plan



CCG 

Lead

NECS 

Lead

Planned FYE saving Actual Gros

s 

savin

g

RAGDelivery 

Date

Progress as at end May 2013 RAG Impact 

to start 

(month

)

Impact as at end April 2013Ref Initiative Who Outcome Project(s) Milestone

Service review presented to CCG board 

for decision on how to proceed.

Dec-13

Increase in the % of people diagnosed 

with Dementia

TBC Mar-14 NECS provided analysis to 

commissioning and clinical lead of 

diagnosis rate by practice.

Establish appropriate governance and 

assurance systems 

Jun-13

Monitor and review compliance progress 

and effectiveness of new governance 

and assurance systems through each 

quarter

Jun-13

Evidence full compliance and levels of 

compliance achieved through 2013/14

Mar-14

Planned saving total £2,895,181 Gross saving total £0

NT17

Securing Compliance with the NCB 

CCG Safeguarding Assurance 

Framework

Aileen 

Fitzgerald

TBC Evidenced adoption of NCB mandated 

Safeguarding, LAC governance and 

payment by results guidance to ensure 

that the quality and safety of care 

commissioned into these vulnerable 

cohorts of children and young people 

meets national standards

Securing compliance with safeguarding 

assurance framework

NT16 Improve care for people with dementia

Paradis the use of antipsychotic medicines.

Structure in place to develop the role of 

dementia champions in care homes to 

work with the challenging behaviour 

teams to reduce the use of 

antipsychotics.

Improved quality of Old Age Psychiatry 

Services in North Tyneside

No current support requested from 

NECS, possible future involvement 

from the quality team 

Evidenced adoption of NCB mandated 

Safeguarding, LAC governance and 

payment by results guidance to ensure 

that the quality and safety of care 

commissioned into these vulnerable 

cohorts of children and young people 

meets national standards, measured 

by:

% of Safeguarding and LAC designated 

or specified roles that can be evidenced 

as having sufficient capacity and robust 

job descriptions/contractual 

specifications in place.

% completion of the Children’s 

Safeguarding & Looked After 

Children’s, Inspection Action Plan.

Metrics drawn from the developing LAC 

Health Dashboard.

D
A
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O

T
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V
A
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B
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£0
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£0

requested- Baseline assessment of 

current service provision. Anya to 

receive data from FT and clarify 

with Dementia
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Report to:  NHS North Tyneside CCG Governing Body  

Date: 25 June 2013     Agenda item: 11.2 

Title of report: Planned Procurements 2013/14 
Sponsor:  Maurya Cushlow, Chief Officer 
Author:  Phil Clow, Director of Commissioning Development 
Purpose of the report: To inform the Governing Body of NTCCG’s 
planned procurements in 2013/14 
 
Executive summary:   
 
NTCCG are planning four service procurements in 2013/14, which 
contribute to the delivery of the CCG’s commissioning plan. The table 
below shows the services that will be procured and the existing service 
situation.  
 
Each procurement exercise involves developing a service specification, 
advertising the service on the NHS Procurement website (Supply2Health) 
and inviting applications from suitably qualified bodies to run these 
services.  
 
Each procurement process will be led by the CCG, and supported by 
NECS. The Social Prescribing service is the exception and this 
procurement exercise will be led by North Tyneside Council, with NTCCG 
as a partner. 
 
Links to corporate objectives:  
 
The procurement plan contributes to all of the CCG’s corporate 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 
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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 
 
Actions required by members: 
This report is for information about the specified topic 
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Planned procurements for North Tyneside CCG, 2013/14: 
 
 
Service Current service status  Reason for procurement New service 

start date 
Leads 

GP Out of Hours  Service in place provided by 
Northern Doctors Urgent Care 

Contract period has come to 
an end 

July 2014 Helen Steadman & 
Dr Shaun Lackey 

Psychological 
Therapies  

Service in place provided by 
Northumbria Healthcare 

Current service does not 
meet commissioner 
requirements 

April 2014 Anya Paradis & Dr 
Ruth Evans 

Social Prescribing Pilot provided by Taking Part Existing service is a pilot January 2014 Anya Paradis & Phil 
Clow 

Falls Prevention  Pilot provided by Norprime Existing service is a pilot September 
2014 

Tom Dunkerton & 
Dr Caroline Sprake 
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Report to NHS North Tyneside CCG Governing Body 

Date: 25 June 2013      Agenda item:  11.3 

Title of report: North Tyneside Urgent Care Board 
Sponsor:  Maurya Cushlow 
Author:  Phil Clow, Director of Commissioning Development 
Purpose of the report:  
 
To inform the Governing Body of the national requirement for an Urgent 
Care Board to be established, and progress in North Tyneside to set this 
up.   
 
Executive summary:   

 
In response to pressure on A&E departments across the country, NHS 
England has required CCGs to set up Urgent Care Boards for their local 
community/A&E department with the objective of managing the urgent care 
system. 
 
North Tyneside CCG has taken the lead to establish the North Tyneside 
Urgent Care Board in collaboration with its Local Authority and Foundation 
Trust partners.  
 
Links to corporate objectives:  
 
Links to all five corporate objectives. 
Actions required by members: 
 
This report is for information  
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North Tyneside Urgent Care Board 
 
Part 1 
 
1. Executive summary 

 
In response to pressure on A&E departments across the country, NHS England has 
required CCGs to set up Urgent Care Boards for their local community/A&E 
department with the objective of managing the urgent care system. 
 
North Tyneside CCG has taken the lead to establish the North Tyneside Urgent 
Care Board in collaboration with its Local Authority and Foundation Trust partners.  
 

2. Purpose of the report  
 
This report is for information  

 
3. Background / introduction /context 

 
During May 2013, it was widely reported that A&E departments across the country 
were experiencing significant pressure and some were unable to achieve their 
operational standard of 95% of patients being seen and discharged within 4 hours. 
 
In response to these reports, NHS England required Urgent Care Boards to be 
convened for all communities which feed into individual A&E departments. The aim 
is for the Board to manage the urgent care system. This request was communicated 
in NHS England Gateway reference 00062. 
 
CCGs were required to submit their Urgent Care Board Improvement Plan to NHS 
England by 31st May 2013. 
 

4. Work undertaken to date 
 
North Tyneside CCG has taken the lead for establishing an Urgent Care Board for 
the North Tyneside community and A&E at North Tyneside General Hospital. 
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The Urgent Care Board has been planned, and appendix 1 sets out the proposed 
Terms of Reference for the Board, which has been shared with NHS England by the 
required deadline. 
 
The Urgent Care Board will replace and take on the work of the Alternatives to 
Hospital Admission Partnership Board which was established in 2010 and chaired by 
Dr John Matthews with the aim of reducing unnecessary A&E attendance and 
hospital admission by planning and implementing alternative health and social care. 
This decision has been taken in collaboration with our partners at North Tyneside 
Council and Northumbria Healthcare Foundation Trust. The good work from the 
existing Board will be continued by the Urgent Care Board, whilst also taking on new 
responsibilities required by NHS England. 

 
5. Implementation plan/next steps 
 

The change to the Boards has been communicated in writing to our partner 
organisations week beginning 3rd June, with a request to nominate the appropriate 
attendee for the new Urgent Care Board which will meet from July 2013. 

 
6. Recommendations  

The Board are asked to note the work led by North Tyneside CCG, following the 
requirements set out by NHS England. 

 
Part 2: Appendices and further information    

7. Appendices  
Appendix 1 - Proposed Terms of Reference for the North Tyneside Urgent Care 
Board 
 

 
Report author: Phil Clow, Director of Commissioning Development 
Report date:  June 2013 
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Urgent Care Board 
 
 

Problem 
 
National breaches of the NHS Constitution – a minimum of 95% of patients to be admitted, 
transferred or discharged within 4 hours of their arrival, this must be met and maintained 
whilst continuing to achieve a reduction in avoidable admissions. 
 
Objective 
 
To develop and implement an Urgent Care Improvement Plan to ensure effective 
operation of the Urgent Care System 
 
Key areas of focus  
 
1. Urgent Care system performance  

 
Monitor using an Urgent Care dashboard updated monthly, including: 

 
a. Overall volume of A&E attendances 
b. Overall volume of emergency admissions 
c. Volume of admissions for conditions which should not normally require 

hospitalisation 
d. Volume of readmissions within 30 days 
e. 111 performance and impact on the health and social care system. 
f. Effectiveness of adult and paediatric primary care (including Out of Hours care) 

from an urgent care perspective. 
g. Effectiveness of the ambulance service. 
h. Effectiveness of A&E and ambulatory care. 
i. Effectiveness of community services that support the urgent care system, 

including Battlehill walk in centre, PNPs, AART, District Nurses. 
j. Effectiveness of interventions to support patients with a mental health or alcohol 

related admission. 
 

2. Urgent Care Strategy 
 
Develop a vision for changing/improving the urgent care system in North Tyneside to 
better meet the needs of the public, in light of the pressures we are experiencing, 
focussing on three stages: 
 
a. Prior to A&E 
b. Flow within hospital 
c. Discharge from hospital 
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3. System Improvement/Alternatives to Hospital Admission 

 
Performance and or progress of existing planned interventions to improve the urgent 
care system or introduction of an alternative to hospital admission, currently 
including: 

 
a. AART  
b. HRPP 
c. Managing/reducing alcohol related admissions 
d. 111 
e. Access to Primary Care  
f. Reablement 
g. Nursing Home support 
h. Intermediate care 

 
4. Winter Planning in preparation for increased seasonal pressure on the urgent care 

system  
 

 Attendance 
• Northumbria Healthcare (clinician representing hospital and community urgent 

care services)  
• Social Care (representing services preventing admission and discharge 

support) 
• CCG (Chair, Clinical Director for urgent care and managerial support) 
• Healthwatch 
• Public Health 
• Out of Hours Primary Care Provider 
• Area Team representing Primary Care commissioning 
• Project Manager  
• CCG Clinical Lead for 111  

 
Frequency 
Monthly 
 
Guidance - Urgent Care system improvement areas:  
 
A. Prior to A&E: 
• Strengthening primary and community care for frail and elderly patients. 
• Use of community diversion schemes. 
• Strengthening GP out-of-hours services. 
• Use of virtual wards in the community. 
• Support to care homes to avoid emergency referrals. 
• Peer review of GP emergency referrals. 
• Reducing ambulance conveyance rates. 
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• Patient education on appropriate use of emergency services. 
• Roll-out arrangements for NHS 111. 
 
B. Flow within the hospital: 
• Prompt booking of patients to reduce ambulance turnaround delays. 
• Full see-and-treat in place for minors. 
• Prompt initial senior clinical assessment within A&E and rapid referral if 

admission is needed 
• Prompt initiation of blood and radiological tests with rapid delivery of test result. 
• Prompt access to specialist medical opinion. 
• Full use of computer-aided patient tracking and system for progress-chasing. 
• Regular seven-day analysis should be in place for rapid identification and 

release of bottlenecks. 
• Bed base management 
• Daily consultant ward rounds. 
• Provision of specific services for patients groups such as those with mental 

health problems. 
 
C. Discharge and out of hospital care: 
• Designation of expected date of discharge (EDD) on admission. 
• Maximisation of morning and weekend discharges. 
• Full use of discharge lounges. 
• Minimisation of outliers. 
• Delayed transfers of care reduced. 
• Flexing of community service capacity to accept discharges. 
• Review of continuing care processes. 
• Assessment of use of reablement funding by local authorities. 
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Report to:  NHS North Tyneside CCG Governing Body  

Date:  25 June 2013     Agenda item:  12.1 

Title of report: CCG Assurance Framework 
Sponsor:  Maurya Cushlow, Chief Officer 
Author:  Philip Clow, Director of Commissioning Development 
Purpose of the report: To provide the Governing Body with a summary of 
the CCG Assurance Framework issued by NHS England in May 2013.  
Executive summary:   
The CCG Assurance Framework has been released by NHS England, it is 
a national framework against which our performance and organisational 
development will be assessed. This paper sets out how we will plan and 
prepare a system to report our performance to NHS England on a quarterly 
basis. Our performance will also be made available to the public via our 
website. 
Links to corporate 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 
Actions required by members: 
This report is to report progress and invite comment 
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CCG Assurance Framework 2013/14 
 
Part 1 
 
1. Executive summary 

The CCG Assurance Framework has been released by NHS England, it 
is a national framework against which our performance and 
organisational development will be assessed. 
 
This paper sets out how we will plan and prepare a system to report our 
performance quarterly. Our performance will also be made available to 
the public via our website. 
 

2. Purpose of the report  
This report is to report progress and invite comment. 

 
3. Background / introduction /context 

NHS England released the CCG Assurance Framework in May 2013 
(see appendix 1). The purpose of the Framework is to set criteria 
against which CCG performance will be assessed and monitored.    
 
The Area Team (AT) will assess CCG performance quarterly. In 
preparation for this the CCG will need to provide data to show 
performance and evidence to demonstrate progress against criteria, 
followed by an assurance meeting with the AT. 

 
The criteria that CCGs will be monitored against can be found on page 
25 – 30 of the appendix. 
 
Following quarterly meetings, our performance will be shared with the 
public via the CCG website. 

 
4. Work undertaken to date 

To date, we have identified that the data required against the criteria set 
out in Appendix 1, Annex A on pages 25 – 28 is available to us, we are 
working on a process to collate this within the timescales required for 
reporting to the AT. The reporting areas are as follows: 
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Reporting area Governance 
Are local people getting good quality 
care? 

Reported to the Quality & Safety sub 
committee of the Governing Body 

Are patient rights under the NHS 
Constitution being promoted? 

Reported to the Governing Body as part 
of the performance report 

Are health outcomes improving for local 
people? 

Reported to the Governing Body as part 
of the performance report 

Are CCGs commissioning services within 
their financial allocations? 

Reported to the Governing Body as part 
of the finance report 

 
We are awaiting further guidance to understand the reporting 
requirements in Annex C of Appendix 1. Annex C sets out the proposed 
domains for assurance of organisational health and capability. There are 
a series of national events being held throughout July, and attended by 
CCGs, to develop this. Our interim arrangements are to assign a lead 
Director to each of the domains, each Director will take responsibility to 
gather evidence against each domain to demonstrate our organisational 
development, in a similar way to the CCG Authorisation process in 2012. 
The table below shows the Directors with responsibility for each domain 
within Annex C: 
 

 

CCG Assurance Domain Lead 
Domain 1: A clinical and multi-professional focus, with quality 
central to the organisation 

Lesley Young 
Murphy / Martin 
Wright 

Domain 2: Good engagement with patients and the public, 
listening to what they say and truly 
reflecting their wishes 

Lesley Young 
Murphy  

Domain 3: A clear and credible plan over the medium-term to 
deliver great outcomes within budget, which has been determined 
in partnership locally, and reflects the priorities of the health and 
wellbeing strategy 

Phil Clow 

Domain 4: Proper constitutional and governance arrangements, 
and the capacity and capability to deliver all their duties and 
responsibilities including: 

Pauline Fox 

Domain 5: Collaborative arrangements with other CCGs, local 
authorities and NHS England, appropriate commissioning support 
and good partnership relationships with their providers 

Phil Clow 

Domain 6: Great leaders who individually and collectively can 
make a real difference 

Lesley Young 
Murphy 
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5. Implementation plan/next steps 

Next steps will involve preparing for the first ‘checkpoint’ in July. 
 
Part 2: Appendices and further information    

6. Appendices  
 Appendix 1 - CCG Assurance Framework 

2013/14 http://www.england.nhs.uk/wp-content/uploads/2013/05/ccg-af.pdf. 
 
Part 3: Governance and Compliance   
 
7. Resource implications 
 Resources will be required to establish a system of gathering and 

reporting this information, followed by attendance at a quarterly 
assurance meeting with the AT. 

 
8. Risks 

The CCG’s performance and organisational development will be 
measured through this process. The Balanced Scorecard on page 24 
will be used to RAG rate our CCG, Annex B on page 29 sets out the 
process following RAG rating with the Balanced Scorecard. The process 
will be a transparent one, with information published quarterly. 

 
Report author: Philip Clow, Director of Commissioning Development 
Report date:  June 2013 
 
 
 

http://www.england.nhs.uk/wp-content/uploads/2013/05/ccg-af.pdf


NHS UNCLASSIFIED 

1 
 

 
 

Report to NHS North Tyneside CCG Governing Body 

Date: 25 June 2013     Agenda item:  12.3 

Title of report: Changes to the CCG constitution    
Sponsor: John Matthews, Clinical Chair 
Author: Pauline Fox, Head of Governance  
Purpose of the report: The CCG Governing Body is asked to note the 
requirement to review the wording in the CCG constitution in relation to 
whistleblowing and, to note the guidance issued on 24 May 2013 on the 
procedure for applying to make a change to the CCG constitution.  
Executive summary: NHS England has recently advised that CCG 
constitutions should be revised to reflect stronger wording on ‘whistle 
blowing’ and has subsequently advised on the procedure to be followed 
by a CCG to apply to make changes to its constitution. The timetable is 
such that applications must be submitted by 1 June or 1 November each 
year.  The Clinical Chair and Head of Governance reviewed the NTCCG 
constitution and recommend that this is reworded to reflect the continued 
commitment for all staff and CCG members to make a protected 
disclosure should they wish to do so. 
Links to corporate objectives: The CCG is required under the Health 
and Social Care Act 2012 to have and to publish a constitution and to 
follow the relevant procedure to request amendments to that 
constitution.  http://www.england.nhs.uk/wp-content/uploads/2013/05/Procedures-for-CCG-
constitution-change-merger-or-dissolution-FINAL2.pdf. 

Actions required by members: This report is for decision. It is 
recommended that the CCG governing body notes the revised wording 
in respect of whistleblowing and approves preparatory work to apply to 
NHS England for changes to the CCG constitution by the 1 November 
2013 deadline.  
Relevant information relating to resource implications, consultation and 
engagement, equality assessment, environment and sustainability 
implications and management are set out in the report.  
 

http://www.england.nhs.uk/wp-content/uploads/2013/05/Procedures-for-CCG-constitution-change-merger-or-dissolution-FINAL2.pdf
http://www.england.nhs.uk/wp-content/uploads/2013/05/Procedures-for-CCG-constitution-change-merger-or-dissolution-FINAL2.pdf
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Changes to the CCG constitution  

Part 1 
 
1. Executive summary 

NHS England has recently advised that CCG constitutions should be revised to 
reflect stronger wording on ‘whistle blowing’ and has subsequently advised on the 
procedure to be followed by a CCG to apply to make changes to its constitution. 
The timetable is such that applications must be submitted by 1 June or 1 
November each year. 
 

2. Purpose of the report  
This report is to advise the CCG governing body of the recent guidance from 
NHS England on changes to the CCG constitution. . 

 
3. Context and work undertaken to date 

The CCG is required to have a constitution. NHS North Tyneside CCG has a 
constitution based on the model constitution provided by the NHS Commissioning 
Board. It was subject to the approval of all member practices. The CCG 
constitution met the requirements of the CCG authorisation process in full.  
 

4. Key points  
5.1 Whistleblowing  
In a letter dated 2 May 2013 NHS England provides advice and information 
relating to the sensitive and complex issues relating to whistleblowing in the NHS 
and perceptions around the use of ‘gagging clauses’.  
 
The North Tyneside CCG Constitution was drafted using NHS England’s Model 
Constitution Framework. The CCG Constitution therefore includes (under Section 
9 – The Group As Employer) at paragraph 9.9:  
 
“The group will adopt a code of conduct for staff and will maintain and promote 
effective ‘whistleblowing’ procedures to ensure that concerned staff have means 
through which their concerns can be voiced”.  
 
To ensure that all members of the Governing Body and its committees and 
individuals employed by the CCG feel that they are protected and can raise 
concerns in an environment that is safe and that values openness and 
transparency the following statement is recommended by NHS England and 
proposed for adoption:  

 
“The group recognises and confirms that nothing in or referred to in this 
constitution (including in relation to the issue of any press release or other public 
statement or disclosure) will prevent or inhibit the making of any protected 
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disclosure (as defined in the Employment Rights Act 1996, as amended by the 
Public Interest Disclosure Act 1998) by any member of the group, any member of 
its governing body, any member of any of its committees or sub-committees or 
the committees or sub-committees of its governing body or any employee of the 
group or of any of its members, nor will it affect the rights of any worker (as 
defined in that Act) under that Act”.  

 
Guidance recommends that the above statement is included in each CCG’s 
Constitution to clarify the situation with respect to whistleblowing making it clear 
that nothing in the Constitution alters the right to make a protected disclosure.  
 
5.2 National procedure for CCG constitution change, merger or dissolution  
On 24 May 2013 NHS England provided guidance on the procedures for CCG 
constitution change, merger and dissolution. The guidance indicated (page 7) 
that applications from CCGs to vary their constitution can be made to the relevant 
Regional Director of Operations at NHS England by 1 June or 1 November each 
year. Emergency applications can be made out with this timetable. The guidance 
also includes a checklist of information for the CCG to include in the application 
for variation.  
 
5.3 Local procedure for CCG constitution change  
The North Tyneside CCG constitution states that: 
 
1.4. Amendment and Variation of this Constitution  

 
1.4.1. The member practices of the Group and/or committees acting on 

their behalf may want to propose a variation to this constitution. Such 
proposals can be made at any time. Any proposal to vary the 
constitution will be considered by and will be subject to the approval 
of the Council of Practices, as set out in the scheme of reservation 
and delegation.  

 
1.4.2. If a proposal to vary the constitution is approved by the Council of 

Practices, application will be made to the NHS Commissioning 
Board.  

 
1.4.3. This constitution can only be varied in two circumstances. 

 
a) where the Group applies to the NHS Commissioning Board and that 

application is granted; or 
 

b) where in the circumstances set out in legislation the NHS 
Commissioning Board varies the Group’s constitution other than on 
application by the Group. 

 
5. Next steps 

The next steps are for the Head of Government to undertake preparatory ready 
for a formal application to NHS England for changes to the CCG constitution by 
the 1 November 2013 deadline. This would include (but would not be limited to) 
the requirement to clarify the situation with respect to whistleblowing by adopting 
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the recommended paragraph. Other changes that may be required should be 
identified over the summer with a paper to the Council of Practices and CCG 
Governing Body in September / October 2013.  
 
 

6. Recommendations  
This report is for decision. It is recommended that the CCG governing body notes 
the revised wording in respect of whistleblowing and approves preparatory work 
to apply to NHS England for changes to the CCG constitution by the 1 November 
2013 deadline.  
 
 

Part 2: Appendices and further information    

7. Appendices  
‘Procedures for CCG constitution change, merger and dissolution’ is attached in 
full.  
 

8. Further information relevant to the report 
The North Tyneside CCG constitution is available on the CCG website, 
reference:  
http://www.northtynesideccg.nhs.uk/key-publications/ 
Procedures for CCG constitution change, merger and dissolution’  the national 
guidance is on the NHS England website, reference:  
http://www.england.nhs.uk/wp-content/uploads/2013/05/Procedures-for-CCG-
constitution-change-merger-or-dissolution-FINAL2.pdf  
 

 

Part 3: Governance and Compliance   

9. Consultation and engagement 
The CCG constitution was subject to full consultation with member practices as 
part of CCG authorisation.  Any proposed changes would also be subject to full 
consultation with member practices.  

 
10. Resource implications 

There are no additional resources identified.  
  

11. Risks 
There are no additional risks identified as a result of this report.  

 
12. Equality assessment 

This issue has not been subject to an equality assessment. 
 

13. Environment and sustainability assessment  

http://www.northtynesideccg.nhs.uk/key-publications/
http://www.england.nhs.uk/wp-content/uploads/2013/05/Procedures-for-CCG-constitution-change-merger-or-dissolution-FINAL2.pdf
http://www.england.nhs.uk/wp-content/uploads/2013/05/Procedures-for-CCG-constitution-change-merger-or-dissolution-FINAL2.pdf
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There are no environmental, social and economic implications of the 
recommendation.  
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Report to NHS North Tyneside CCG Governing Body  

Date: June 2013    Agenda item:  12.4 

Title of report: NT CCG Policies 
Sponsor: Lesley Young-Murphy, Executive Director Nursing & 
Transformation. 
Author: Janine Lutz,  Head of NECS HR/ Lesley Young- Murphy 
Purpose of the report:  
This paper provides an update on ratification, implementation and 
associated actions in respect to employment related policies. 
 
Executive summary:    
It was agreed at the NECS Customer Reference Group in February 2013 
that a suite of NECS HR policies would be amended for adaptation and 
adoption by the CCGs.  The policies have been agreed in partnership with 
the trade unions.  Where policies are still being discussed the existing PCT 
policies will continue to apply to staff that have transferred as part of the 
Transfer Order. 
 
The CCG Partnership Forum discussed in principle the adoption of the 
BSA HR policies. The benefits of adopting North of England wide CCG 
Policies were discussed in February 2013 and these remain as the focus 
for harmonisation. 
 
The CCG declared in their proposed measures that they would intend to 
consult on the review of HR policies with a view to having a harmonised set 
of policies across the North of England for staff transferring and employed 
by the CCG post April 2013.  Any changes will need to be agreed in 
partnership, by the organisation and be referenced in a Memorandum of 
Understanding to support the Staff Transfer Order. 
 
Further consultation with the CCG Partnership Forum will take place over 
coming months on any outstanding areas of policy development and to 
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agree the Memorandum of Understanding. 
 
The current Major Organisational Change Policy (and Payment Protection) 
from North of Tyne and from South of Tyne remain in operation at this time 
(We employ staff transferring from both of these organisations). 
 
The governing body attention is drawn in particular to the Whistle Blowing 
policy HR35 which ensures that all employees are encouraged to raise 
concerns that they may have about the conduct of others or the way in 
which the organisation is run. It protects employees from possible reprisals, 
subsequent discrimination, victimisation or disadvantage if they have a 
reasonable belief that they have made any disclosure in good faith. 
 
NTCCG Governing Body is required to ratify the HR 07 Disciplinary Policy 
in line with the requirements set out in its constitution and therefore cannot 
delegate this to its subcommittees.  
 
The following policies  went to NTCCG Clinical Executive on 22 May 2013 
for ratification: See Appendix 1 

 
Links to corporate objectives: Compliance with employment law is a part 
of the CCG statutory duty and positive workforce practices are a central 
part of the NHS constitution  
 
Actions required by members: 
This report is for decision members are requested to: 

• Receive and ratify the Disciplinary Policy HR 07. 
• Note that the other policies were ratified by the Clinical Executive on 

22 May 2013. 
• Note the Whistle Blowing policy HR35 and its importance in 

promoting and ensuring a positive open transparent organisational 
culture. 

• Note the continuation of the 2 existing organisational change and pay 
protection policies for the CCG “home team” staff. 
 

Relevant information relating to resource implications, consultation and 
engagement, equality assessment, environment and sustainability 
implications and management are set out in the report.  
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Appendix 1: CCG Policies   

Policy Number Policy Title Proposed Lead committee Proposed Lead officer Date approved  Date issued Review Date 

CCG HR02 Absence Management Clinical Executive  Lesley Young Murphy  22 May 2013 01-Apr-13 01 May 2015 

CCG HR03 Adoption Clinical Executive Lesley Young Murphy 22 May 2013 01-Apr-13 01 May 2015 

CCG HR04 Annual Leave Clinical Executive Lesley Young Murphy  22 May 2013 01-Apr-13 01 May 2015 

CCG HR05 Career Break Clinical Executive Lesley Young Murphy 22 May 2013 01-Apr-13 01 May 2015 

CCG HR07 Disciplinary Governing Body  Lesley Young Murphy 
Awaiting CCG 
Board approval 01-Apr-13 TBC 

CCG HR08 Equality & Diversity Clinical Executive Lesley Young Murphy 22 May 2013 01-Apr-13 01 May 2015 

CCG HR09 Flexible Working Clinical Executive Lesley Young Murphy  22 May 2013 01-Apr-13 01 May 2015 

CCG HR11 Grievance Clinical Executive Lesley Young Murphy 22 May 2013 01-Apr-13 01 May 2015 

CCG HR12 Harassment & Bullying at Work  Clinical Executive Lesley Young Murphy  22 May 2013 01-Apr-13 01 May 2015 

CCG HR14 Job Evaluation Clinical Executive Lesley Young-Murphy 22 May 2013 01-Apr-13 01 May 2015 

CCG HR16 Managing work performance Clinical Executive Lesley Young Murphy  22 May 2013 01-Apr-13 01 May 2015 

CCG HR17 Maternity Clinical Executive Lesley Young Murphy 22 May 2013 01-Apr-13 01 May 2015 

CCG HR20 Parental Leave Clinical Executive Lesley Young Murphy  22 May 2013 01-Apr-13 01 May 2015 

CCG HR22 Paternity Leave Clinical Executive Lesley Young Murphy 22 May 2013 01-Apr-13 01 May 2015 

CCG HR24 Professional Registration Clinical Executive Lesley Young Murphy  22 May 2013 01-Apr-13 01 May 2015 

CCG HR25 Recruiting Ex-Offenders Clinical Executive Lesley Young Murphy 22 May 2013 01-Apr-13 01 May 2015 

CCG HR26 Recruitment & Retention Premia Clinical Executive Lesley Young Murphy  22 May 2013 01-Apr-13 01 May 2015 
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CCG HR27 Recruitment & Selection  Clinical Executive Lesley Young Murphy 22 May 2013 01-Apr-13 01 May 2015 

CCG HR28 Redeployment Clinical Executive Lesley Young Murphy 22 May 2013 01-Apr-13 01 May 2015 

CCG HR29 Retirement Clinical Executive Lesley Young Murphy 22 May 2013 01-Apr-13 01 May 2015 

CCG HR30 Secondment Clinical Executive Lesley Young Murphy 22 May 2013 01-Apr-13 01 May 2015 

CCG HR31 Substance Misuse Clinical Executive Lesley Young Murphy 22 May 2013 01-Apr-13 01 May 2015 

CCG HR32 Temporary Promotion Clinical Executive  Lesley Young Murphy 22 May 2013 01-Apr-13 01 May 2015 

CCG HR35 Whistleblowing Clinical Executive Lesley Young Murphy 22 May 2013 01-Apr-13 01 May 2015 

CCG HR36 Working Time Directive Clinical Executive  Lesley Young Murphy 22 May 2013 01-Apr-13 01 May 2015 
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1.  POLICY STATEMENT  
  
1.1  The Disciplinary Policy applies to all staff and is in accordance with all legal requirements 

and ACAS guidance. The policy aims to encourage employees to achieve and maintain the 
required standards of conduct, performance and attendance.  It ensures fairness and 
consistency in the treatment of individuals.  In cases where an employee fails to attain the 
required standard the disciplinary policy will be instigated and this may result in disciplinary 
action.   

  
1.2  Disciplinary issues concerning the Accountable Officer or Senior Officers will be referred to 

the Board of the CCG.  Cases will be progressed by the Board in accordance with the 
principles and procedures set out in this policy.   

  
 
2.  PRINCIPLES  
  
2.1  Alleged breaches of conduct, performance or attendance will be fully investigated before 

any disciplinary action is taken and wherever possible, the manager will attempt to resolve 
the matter through informal discussion with the employee.   

  
2.2  Managers considering whether or not an issue should be progressed to a disciplinary 

hearing should discuss the matter with an HR Representative before making a decision.  
  

2.3  All cases of suspected fraud within the CCG must initially be referred to the Chief Finance 
Officer and Local Counter Fraud Specialist prior to a full investigation being initiated as 
required under the Standing Financial Instructions.  This is to assess the case and exercise 
discretion as to the need to involve others or whether to allow the matter to be dealt with 
internally.  If the latter is preferred, the following procedure will apply (Please refer to the 
Bribery, Fraud, Corruption and Whistleblowing Policy). 

  
2.4  No disciplinary action will be taken against a trade union representative without firstly 

discussing with the relevant full time officer.  
  
2.5  Employees will be informed in writing of the issues causing concern and will be given the 

opportunity to present their views before any decision is made at a disciplinary hearing.  
  

2.6  Employees are entitled to be accompanied at all formal meetings by a Trade Union 
Representative or work colleague.  

 
If the employee has been requested to attend a disciplinary hearing they must inform the 
Chair of the Disciplinary Panel of their chosen companion, at least 2 working days in 
advance of the meeting.  
 
The employee may not insist on being accompanied by a colleague whose presence would 
prejudice the meeting or who might have a conflict of interest. It would also be 
unreasonable for an employee to ask to be accompanied by a colleague from a remote 
location when someone suitably qualified was available on site. If there is any dispute 
regarding the chosen companion that cannot be resolved, advice should sought from HR.   

 
2.7  Employees are required to attend all meetings relating to the disciplinary process.  If they, 

or their companion, are unable to attend the arranged meeting, they must give notice and 
reasons why they are unable to attend.  The meeting will then be rescheduled to a mutually 
convenient time, within 10 working days of the original date wherever possible. However, 
where an employee fails to attend such meetings without reasonable grounds, the meeting 
may be held in their absence. The employee will be informed of this in writing.   
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2.8  If an employee has a valid objection to the person appointed to undertake the investigation 

or to hear the case, they must raise this objection in writing, clearly stating their reasons, to 
the Head of HR.  

 
2.9  The level of disciplinary action to be taken will be determined according to the seriousness 

and nature of the alleged misconduct.  Once the formal disciplinary procedure has been 
initiated, subsequent misconduct within the warning period may lead to further, and perhaps 
more serious disciplinary action, which may ultimately lead to dismissal.  

 
 2.10  Warnings are active from the date of issue for the periods detailed in Section 7.1, except in 

exceptional circumstances.   
  

2.11  No employee will be dismissed for a first instance of misconduct.  Summary dismissal may 
occur in the case of Gross Misconduct.  

  
2.12  The employee will have the right of appeal against any disciplinary warning or sanction 

issued in the formal stages of the procedure. Please refer to Part 2, Section 6 of the 
procedure – Appeals. 

 
2.13  The CCG will ensure that all managers who are responsible for disciplinary issues are 

suitably trained and have the necessary knowledge and skills.   
  
2.14  Should an employee raise a complaint either under the Grievance Policy or the Prevention 

of Harassment and Bullying at Work Policy whilst subject to action under this policy, the 
disciplinary process may be temporarily suspended in order to deal with the grievance. 
Where an initial investigation into the complaint, conducted by another manager, finds that 
the grievance and disciplinary cases are related, it may be appropriate to deal with both 
issues concurrently.  If the grievance complaint is found to have no bearing on the matters 
being investigated under this policy then the disciplinary proceedings will continue from the 
point at which they were suspended. In any event, advice should be sought from a HR 
representative  

 
2.15  Data should be held and destroyed in accordance with the provisions of the Data Protection 

Act 1998 and any Authority policy which derives from that Act.    
 
 2.16 All matters relating to any part of this procedure will be treated in strict confidence. Any 

breach of this confidentiality may render those responsible liable to disciplinary action. 
However, it must be remembered that legislation requires the accused to be made aware of 
the allegations against them and the name(s) of those making the allegations, along with 
witnesses. 

 
 
3.  PROCEDURE  
 
 This procedure is detailed in PART 2 and should be read in conjunction with the flow chart.  
 
 
4.  SCHEME OF DELEGATION 
 

 
Informal procedure 
 

 
Line Manager or equivalent level manager from 
elsewhere within the organisation. 

Formal procedure 
 

Line manager or equivalent level manager from 
elsewhere within the organisation or the line 
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managers direct manager if the line manager 
has been previously involved or implicated. 
 

 
Appeal following formal 
procedure 

Line Managers manager or equivalent who has 
not previously been involved or implicated. 

 
Dismissal Hearings 

Chaired by a senior manager or equivalent plus 
one other manager and a HR representative. 
 

 
Appeal against dismissal 

Chaired by a Chief Officer plus one other 
manager and a HR representative. 
 

 
 
5. EQUAL OPPORTUNITIES 
 
5.1 In applying this policy, the organisation will have due regard for the need to eliminate 

unlawful discrimination, promote equality of opportunity, and provide for good relations 
between people of diverse groups, in particular on the grounds of the following 
characteristics protected by the Equality Act (2010); age, disability, gender, gender 
reassignment, marriage and civil partnership, pregnancy and maternity, race, religion or 
belief, and sexual orientation, in addition to offending background, trade union membership, 
or any other personal characteristic.  

 
5.2 As part of the CCG’s equal opportunities monitoring, all disciplinary hearings are monitored 

on a rolling annual basis.  Subsequently information may be held on the disciplinary 
monitoring register longer than the duration of the warning itself.     

 
6. MONITORING 
  
6.1  The policy and procedure will be reviewed periodically by Human Resources in conjunction 

with operational managers and Trade Union representatives. Where review is necessary 
due to legislative change, this will happen immediately.  
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PART 2 – DISCIPLINE PROCEDURE 
 
1.  PROCEDURE  
 
1.1  If an employee fails to meet the required standards of performance, conduct or attendance, 

they may be subject to this disciplinary procedure. At all stages the employee will be told of 
the reason for using the procedure.  Management will ensure that the changes in 
performance, conduct or attendance required and the timescales involved are reasonable, 
achievable and where possible agreed by all parties.  Please refer to the Absence 
Management Policy and the Managing Work Performance Policy for further information and 
guidance.  Further misconduct, or expiry of the review period without improvement, may 
lead to progressive disciplinary action which may ultimately result in dismissal.  This 
procedure may also apply where cases of unacceptable conduct take place outside the 
working environment.   

  
2. INFORMAL STAGES  
  
2.1  Where there is an identified failure in performance, the procedure in the Managing Work 

Performance Policy will be implemented. Where unsatisfactory progress is made towards 
the agreed performance level, the formal stages of the Disciplinary Policy will apply.  

  
2.2  Where levels of attendance are a cause for concern, the procedure in the Absence 

Management Policy will be implemented. If absence levels continue to cause concern, and 
the employee does not have an underlying medical condition, the formal stages of the 
Disciplinary Policy will apply.  

  
2.3  In cases of suspected minor misconduct in relation to conduct or behaviour, the following 

process will be followed:-  
  
2.3.1  The employee’s line manager will speak to the individual, in private, as soon as possible 

after an issue comes to light. This will be a two-way discussion aimed at establishing the 
circumstances and encouraging improvement.  

 
2.3.2  If, during the discussion, it becomes evident that there is no problem the manager will 

confirm to the employee that no formal disciplinary action will be taken.  
 
2.3.3  Where an improvement in conduct is required, the manager will make sure the employee 

understands what needs to be done, and over what period of time. The required 
improvement, the length of the review period and any sanctions imposed, for example 
withdrawal of flexi time, will be confirmed in writing following the meeting and the letter will 
also include the consequences of a failure to improve.   

 
2.3.4  Further meetings will be held to review progress during, and at the end of, the review 

period. Notes of all meetings will be taken and agreed.    
 
2.3.5  If, during the initial discussion, it becomes obvious that the matter may be more serious, the 

meeting will be adjourned and the employee advised that an investigation will be instigated 
under the formal stages of the disciplinary procedure.  

 
If managed informally there is no right to be accompanied by a staff side representative or 
workplace colleague to the meeting with the line manager.  
   

3. FORMAL STAGES  
  

3.1  Before any disciplinary hearing is held, an investigation will take place to establish the facts 
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of the case. This will normally be in the form of a fact find meeting where notes will be 
taken.  However in exceptional circumstances and with advice from an HR Representative, 
other forms of evidence may be sufficient. For example in the case of short-term persistent 
absence, absence records, return to work interviews and Occupational Health reports may 
be used as the basis for disciplinary proceedings.  

 
3.2  Normally the investigation process should take no longer than 4 weeks.  Where it is not 

possible to complete the process within this timescale, the reasons for the delay will be 
recorded and the expected date for completion of the investigation process communicated 
in writing to all parties involved.  

 
An employee is entitled to be accompanied at the investigation meeting by a Trade Union 
representative or a workplace colleague. 

  
 Managers Authorised to Take Disciplinary Action 

  
3.3  To ensure fairness and impartiality, where reasonably practicable, the disciplinary panel 

should consist of no less than two members. The meeting will be led by a manager who 
has not been previously involved in the matter, in consultation with either another impartial 
manager or an HR Representative.  Where dismissal is a possibility, the disciplinary 
hearing will be conducted by a manager authorised to dismiss and an HR representative.  
(Please refer to Part 1, Section 4 of the Policy – Scheme of Delegation). 

  
3.4  The outcome of a disciplinary hearing will generally fall into one of the following categories:-  

 
• Case dismissed  
• No action required  
• The employee is required to attend counselling or retraining  
• First written warning  
• Final written warning  
• Dismissal  

  
Also see 3.12 of the procedure for further sanctions.  

  
    First Written Warning  
  

3.5  If the issue is serious, a First Written Warning will normally be issued and will be kept on 
the employee’s personal file for 12 months.  A copy of the written warning will be kept on 
file but should be disregarded for disciplinary purposes after 12 months from the date of 
issue.  

  
Final Written Warning  

  
3.6  If the issue is more serious or if there is a still an active First Written Warning in place and 

insufficient improvement has been made or further misconduct occurs, a Final Written 
Warning will normally be issued and will be kept on the employee’s personal file for 24 
months.  A copy of the written warning will be kept on file but should be disregarded for 
disciplinary purposes after 24 months from the date of issue.  

   
Dismissal with Notice  

  
3.7  If, within 12 months of the issue of a Final Written Warning, further misconduct occurs or 

insufficient improvement has been made, the employee will normally be dismissed with 
notice.  
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3.8  The employee will be provided with written reasons for dismissal, the date on which the 
employment will terminate, their entitlement to pay, and the right of appeal. (Please refer to 
Part 2, Section 6 of the procedure – Appeals) 

  
3.9  The organisation reserves the right to make a payment in lieu of notice.    

  
Summary Dismissal  

  
3.10  Where behaviour or misconduct is sufficiently serious to constitute gross misconduct (see 

examples in Appendix A) the employee will normally be summarily dismissed - i.e. without 
notice.  In exceptional cases an alternative sanction may be applied.   Please refer to 
section 3.12 of the procedure.  

  
3.11  The employee will be provided with written reasons for dismissal, the date on which the 

employment will terminate and the right of appeal. (Please refer to Part 2, Section 6 of the 
procedure – Appeals) 

  
Potential Additional Sanctions   

  
3.12  Additional sanctions may be included after full discussion with a HR representative who will 

be able to advise on the appropriateness, equity and viability of any further sanction.  
These can include, but are not limited to:-  

  
• Demotion or transfer to another job or location  
• Deferred increment  
• Loss of privileges e.g. removal of right to self-certificate absence and the requirement 

for all absences to be covered by a medical certificate, removal of flexi-time.  
 

  
4.  SUSPENSION  

  
4.1  Suspension does not constitute disciplinary action or sanction.  It is only to be invoked 

when an individual's continued presence at work places themselves/other person(s) at risk, 
or hampers any investigation.  If appropriate, suspension should be effected as soon as 
possible after the matter to be investigated comes to light or a need for suspension is 
identified.  Suspension will always be on full pay and should be for as brief a period as 
possible. It is expected that suspension will be no longer than 4 weeks, but may be 
extended in exceptional circumstances.  Employees who are suspended will be informed in 
writing of the reasons for the suspension.  The necessity or otherwise for suspension, will 
be agreed between the manager and a HR representative.  
  

4.2  Should it be concluded, following investigation, that no further action is necessary, a 
briefing session should be held between the individual, their trade union representative or 
work colleague if required, and their manager prior to a return to work.  

  
 
5.  THE DISCIPLINARY HEARING 

  
5.1 A disciplinary hearing (see Appendix B) will normally be held by a panel consisting of a 

manager, who has not been previously involved in the matter, who will act as the Panel 
Chair.  They will either be accompanied by another appropriate manager or a HR 
representative, or in some cases both. Should the attendance of a HR representative be 
required, their role will be to provide advice on HR policies and employment legislation and 
to ask questions to obtain clarification on any issues that are discussed or new relevant 
information disclosed (Please refer to Part 1, Section 4 of the Policy – Scheme of 
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Delegation).   
 
5.2 Before the disciplinary hearing the employee will be advised in writing of the purpose of the 

meeting and details of the complaint or allegation being considered, covering all issues to 
be discussed. The individual will be given a minimum of 5 working days notice of the 
disciplinary hearing. If the individual, or their chosen companion, is not available to attend 
on the date proposed, the organisation will endeavour to offer an alternative reasonable 
date within 10 working days of the original date wherever possible. This meeting will 
normally only be re-arranged once, except in exceptional circumstances.  

  
5.2  Should either party wish to call any witnesses to the disciplinary hearing they must give at 

least 2 working days notice to the Disciplinary Panel, and have full responsibility for 
arranging the attendance of these witnesses.  

  
5.3  All relevant facts and evidence will be made available to the employee at least 5 working 

days prior to the disciplinary hearing.  Additional information gathered by the employee, that 
they wish to present at the meeting, must also be made available to the disciplinary panel 
at least 2 working days prior to the meeting.  

 
5.4  Either party may present evidence including details of previous relevant warnings, witness 

statements, call witnesses and have the opportunity to ask questions.   
  
5.5  Adjournments may be called by the panel at any time during the hearing should new facts 

emerge which require investigation or clarification. If the employee becomes distressed an 
adjournment may be called in order for them to regain their composure. Should the 
employee be unable to continue, the meeting will be adjourned to a later date.   

 
5.6  An adjournment must be held in order that there can be a period of dispassionate reflection 

by the Disciplinary Panel to consider what action, if any, is to be taken.  Where possible, 
both parties will be verbally informed of the outcome after the adjournment.  

  
5.7  The employee will be advised in writing of the outcome of the disciplinary hearing within 7 

working days unless a longer period is specified and can be justified.  If disciplinary action 
is taken, the employee will be informed of the required improvements which are necessary 
and if applicable, details of timescales for achievement, the duration of the warning and the 
consequence of a failure to improve performance as required, in line with Section 3.1. The 
letter must include the date of the disciplinary hearing, the reason for issuing the warning as 
well as details of any sanctions which may be imposed.  It should also be noted whether 
the employee invoked their right to be accompanied. The right of appeal will also be 
included.  

 
 
6.  APPEALS  

  
6.1  An employee in receipt of a disciplinary warning or notice of dismissal has the right of 

appeal.  
  
6.2  Appeals, outlining the grounds on which the appeal is being made, must be lodged in 

writing to the person specified in the notification letter within 5 working days of the receipt of 
the written notice of disciplinary action or dismissal. The letter must include details of their 
grounds for appeal. In exceptional circumstances this period may be extended.  

 
6.3  The employee must submit details of their grounds for appeal, plus any new evidence they 

wish to present, to the Appeal Hearing Panel at least 2 working days prior to the appeal 
meeting.  
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6.4  Appeals will be heard within 5 weeks of receipt of the letter requesting the appeal but either 

party may, with the consent of the other and in exceptional circumstances, be entitled to 
extend this period.  

  
6.5  The employee must be given at least 5 working days’ notice of the date of the appeal 

hearing.  
  

6.6  The Appeals Hearing Procedure (Appendix C) must be followed.  
  

6.7  Appeals will normally be heard by a more senior manager to the person taking the first 
instance disciplinary action unless directed otherwise by the Chief Officer.  All appeals will 
include a representative of the Human Resources Department wherever possible.  

 
6.8 The employee will have the right to be accompanied at the Appeal Hearing by either a staff 

side representative or workplace colleague. 
  
6.9  Both parties must provide to the Appeal Hearing Panel, a full written statement of case 

including the grounds upon which the appeal is presented/resisted, with copies of any 
documents the party concerned intends to use in evidence, and, the identities of any 
witnesses the party concerned intends to call, at least 2 working days prior to the Appeal 
Hearing.  

 
6.10 The decision of the panel will be communicated to both parties verbally, following the 

adjournment wherever possible, and in any case will be confirmed later in writing (again to 
either party), no later than 5 working days after the Appeal Hearing.  

 
6.11 The decision of the appeal panel is final and there is no further internal appeal. 

 
 

7.  DURATION OF WARNING / RECORDS  
  
7.1  The duration of warnings will normally be as follows:-  
 

   First written warning     12 months  
Final written warning     24 months   
  
In exceptional circumstances and in conjunction with advice from an HR Representative, a 
longer timescale may be specified at the outcome of the disciplinary meeting.  

  
7.2  A copy of the warnings will be kept on file but should be disregarded for disciplinary 

purposes after 12/24 months from the date of issue.  
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APPENDIX A  
  

Examples of Gross Misconduct  
  
Please note this list is not exhaustive and there are other examples of gross misconduct.  

• Behaviour bringing the organisation into disrepute  
• Physical violence  
• Contravention of the organisations Equality and Diversity policy, including bullying and 

harassment  
• Fraud or falsification of records (e.g. application forms, CVs, sickness forms, overtime and 

expenses claims)  
• Theft or fraudulent misuse of the organisations property or name (e.g. phones, cars or 

computers)  
• Deliberate damage to organisations property  
• Incapability to work through substance misuse  
• Negligence which causes loss or damage to organisations property or injury to other 

personnel  
• Illegal activity on the organisations premises or with the organisations property  
• Infringement of health and safety rules  
• Breaches of confidence  
• Soliciting or accepting a bribe or secret commission  
• Improper use of email or Internet facilities or other methods of communication and 

contravention of internal divisional policies in place.  
• Sharing commercially sensitive business data/intellectual property rights outside of the 

Organisation 
• Anything which calls into question an employee’s honesty or integrity.  
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APPENDIX B 
CONDUCTING A DISCIPLINARY HEARING     
  
A disciplinary hearing will normally be held by a panel consisting of a manager, who has not been 
previously involved in the matter, who will act as the Panel Chair.  They will either be accompanied 
by another appropriate manager or a HR representative, or in some cases both. Should the 
attendance of a HR representative be required, their role will be to provide advice on HR policies 
and employment legislation and to ask questions to obtain clarification on any issues that are 
discussed or new relevant information disclosed.   
  
The Disciplinary Hearing has the following stages:  
  
1.  Opening the meeting by Panel Chair  
2. Management side present their case (summary of allegation by the investigating officer), 

including calling of any witnesses  
3.  Employee side, then the Disciplinary Panel, will have the opportunity to ask questions  
4.  Employee side to present their case, including calling of any witnesses  
5.  Management side, then the Disciplinary Panel, will have the opportunity to ask questions  
6.  Summing up by management side, then by employee side  
7.  Adjournment   
8.  Action to be taken (if any)  
9.  Establishment of a review date (if appropriate)  
 
Opening the Disciplinary Hearing  
  
All employees are entitled to be accompanied by their Trade Union representative or a work 
colleague.  Where an employee is not accompanied, the employee must be reminded of this right, 
and if declined, this must be recorded.    
  
Those ‘hearing’ the disciplinary must introduce those present and outline the reasons for the 
disciplinary meeting taking place (the reason/s outlined in the invite to disciplinary letter) and the 
format the meeting will take.  
  
Summary of Allegation  
  
At this stage the investigating officer(s) must summarise the case on behalf of management.  The 
investigating officer(s) presenting the case must adhere to the facts and not introduce opinions, 
hearsay or issues that have not previously been mentioned.  All documentation that will be used as 
evidence (including previous relevant warnings and witness statements where applicable) will 
already have been made available to the individual prior to the disciplinary hearing taking place 
(copies will have been sent with the invite to disciplinary meeting letter).    
  
Should a new matter arise during the course of the disciplinary meeting then the Disciplinary Panel 
should adjourn in order that consideration may be given to the appropriateness of the introduction 
of this new matter. To avoid unnecessary duplication of the process as well as ensuring fairness, it 
may be more beneficial to adjourn the disciplinary meeting in order that further investigations may 
be carried out in relation to the new matter.  
  
The aim of the disciplinary meeting is to seek verification and clarification about the issues of 
concern, through questions.    Where it is appropriate to call witnesses, either party may call and 
question them.  
  
After the investigating officer has stated their case the employee will be given the opportunity to 
ask questions and state their case.  The employee’s representative will be able to ask questions for 
clarification purposes.   
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If the disciplinary hearing is dealing with multiple issues, each issue should be addressed in turn 
and the employee and/or their representative be allowed to state their case in relation to each 
issue as it is addressed.   
  
Exploration of any differences in facts, as they appear to the manager and employee should be 
carried out in a constructive manner in order to gain an understanding of the facts which are, as far 
as possible, acceptable to both manager and employee.  
  
The investigating officer should remain present during the disciplinary hearing to allow for any 
questions.  
  
Both parties will be given the opportunity to sum up their case if they so wish.  The summing up 
shall not introduce any new matter.  If at any stage new facts are alleged or new evidence 
produced, the Disciplinary Panel may adjourn the meeting (of its own volition or at the request of 
one of the parties) for so long as it thinks fit.  
  
Adjournment  
  
Before any decision is taken, it is necessary to adjourn the disciplinary hearing to give adequate 
consideration to the facts as they have been presented and the responses that have been given to 
the allegations, including any mitigating circumstances.  At this stage both parties will be asked to 
leave the room and the panel must decide the facts of the case, with advice from a HR 
representative, where appropriate, and whether the behaviour requires disciplinary action to be 
taken and if so, at what level.  
  
Where possible, an indication of the length of time of the adjournment should be given, including 
the reasons for the adjournment, i.e. to consider what action to take, if any.  
  
The disciplinary hearing may also be adjourned to consider other issues, e.g. to direct further 
investigations to take place or to investigate new information/facts that have been brought to light.  
  
There is no set time for an adjournment and adjournments can be called at any time during the 
disciplinary meeting, by either party.  
  
Taking disciplinary action is not a matter to be taken lightly and should only be taken if it is to be 
constructive in attempting to produce the desired behaviour.  Managers will also need to consider, 
if disciplinary action is to be taken, whether any other sanctions will be attached to the warning 
(see Section 3.14).   
 
Action   
  
When the disciplinary hearing is reconvened the Panel Chair should explain that consideration has 
been given to all of the issues raised at the beginning of the hearing, and all of the facts and issues 
raised during the course of the hearing.  The Panel Chair must then outline what action, if any, will 
be taken including any sanctions.  
  
It is important that where a warning/sanction is given, the employee is informed of the length of 
time it will remain on their record, their right of appeal, the procedure that will be followed in relation 
to confirming the action in writing and any arrangements for the review of sanctions imposed.  
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APPENDIX C  
  
APPEALS HEARING PROCEDURE  
  
Appeals will normally be heard by a more senior manager to the person taking the first instance 
disciplinary action. All appeals will include a representative of the Human Resources service, in an 
advisory capacity, wherever possible.  
  
An employee may choose to appeal if, for example:  

• They think a finding or penalty is unfair  
• New evidence comes to light  
• They think the disciplinary procedure was not used correctly  

  
Should either party require an adjournment, this request should be made to the Appeal Hearing 
Panel, with an indication of the length of time required.  
  
The procedure for an Appeal Hearing is as follows:  
  

1. The appellant will present their case first, detailing the grounds for their appeal including the 
calling of any witnesses.  

 
2. The management side will then be able to ask any questions about the case the appellant 

has presented 
 

3. The appeal panel members will also have an opportunity to ask any questions.  
 

4. The management side will then be asked to present their case, explaining the reasons for 
the action taken, including the calling of any witnesses.    

 
5. The appellant may then wish to ask management side any questions about the case.  

 
6. The appeal panel members will also have the opportunity to ask any questions.  

 
7. Both parties will have the chance to sum up their case.  

 
8. There will then be an adjournment when both sides will be asked to leave the room while 

the appeal panel consider the information they have heard and reach their decision.  
 

9. The decision of the panel will be communicated to both parties verbally, following the 
adjournment wherever possible, and in any case will be confirmed later in writing (again to 
either party), no later than 5 working days after the Appeal Hearing.  
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APPENDIX D 
Equality Analysis Initial Assessment    

 
Title of the change proposal or policy:    
  
 Discipline Policy 
 
  
 
Brief description of the proposal:    
  
 To ensure that the policy amends are fit for purpose, that the policy is legally compliant, complies 
with NHS LA Standards and takes account of best practice. 
  
  
  
  
Name(s) and role(s) of staff completing this assessment:  
  
  
 Paula Dale: - HR Consultant – Cheshire HR Service 
Theresa Gavin – HR Management Trainee – Cheshire HR Service 
  
  
  
Date of assessment:  12th December 2012 
   
Please answer the following questions in relation to the proposed change:  
  
Will it affect employees, customers, and/or the public? Please state which.  
  
  
 Yes, it will affect all employees. 
 
  
Is it a major change affecting how a service or policy is delivered or accessed?  
  
 No  
  
Will it have an effect on how other organisations operate in terms of equality?  
  
No 
  
If you conclude that there will not be a detrimental impact on any equality group, caused by 
the proposed change, please state how you have reached that conclusion:  
  
 No anticipated detrimental impact on any equality group.  The policy adheres to the NHS LA 
Standards and best practice.  Makes all reasonable provision to ensure equity of access to all staff. 
There are no statements, conditions or requirements that disadvantage any particular group of 
people with a protected characteristic. 
 
   
Please return a copy of the completed form to the Equality & Diversity Manager   
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