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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 28 January 2014, 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 Chair 

10:15 
Verbal       

2 Apologies for Absence Chair 

3 Confirmation of Quoracy Chair 

4 Declarations of Interest Chair/ P Fox 

5 Minutes of the previous meeting held on 26 
November 2013  Chair 10:20 

Enclosures 
 6  Matters arising from the previous meeting held on 

26 November 2013 Chair  

7 Report from Chair and Chief Officer  M Coyle /M Cushlow 
10:25 
Verbal       

8 Quality Items  

8.1 Report from the meetings of the Quality and 
Safety Committee 

Dr M Wright/Dr L 
Young-Murphy 

10:30 
  Verbal 

8.2 Report on HealthCare Acquired Infections Dr L Young-Murphy 
10:35 

Enclosure 

8.3 Performance Report 2013/14 A Thompson  
10:40 

Enclosure  

9 Finance and Contracting   

9.1 Financial Position Report A Thompson   
10:50 

Enclosure 

9.2 Better Care Fund P Clow 
11:00 

Enclosure 

10 Public and Patient Involvement  

10.1 Report from the meeting of 13 November 2013 E Hayward 
11:05 
Verbal 
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11 Strategic Items  

11.1 Towards a strategic and operation plan 2014/15 – 
2018/19 P Clow 

11:10 
Enclosure 

12 Commissioning  

12.1 Planned procurements 2013/14: progress against 
plan P Clow 

11:25 
Enclosure 

12.2 CCG Assurance Framework 2014/15 P Clow 
11:30 

Enclosure 

12.3 Maternity services:  Consultation progress update P Clow 
11:40 

Enclosures 

12.4 Local Enhanced Services P Clow 
11:45 

Enclosure 

13 Governance and Assurance  

13.1 Risk Management Policy P Fox 
11:50 

Enclosure 

13.2 Risk Appetite P Fox 
 

Enclosure 

13.3 Risk Assurance Framework P Fox 
 

Enclosure 

13.4 Management of Conflicts of Interest P Fox 
 

Enclosure 

14 Items for information   

 No Items   

15 Date of next meeting  

 Tuesday 25 March 2014, 10.15am  
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North Tyneside CCG Governing Body   

 
Minutes of the Governing Body meeting held on 26 November 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 Finance Officer 
David Willis Lay Member 
Dr Martin Wright Medical Director 
Dr Lesley Young-Murphy Director of Transformation and Change and Executive 

Nurse  
  
In Attendance:   
Philip Clow Director of Commissioning  
Pauline Fox Head of Governance 
  
Apologies for Absence: 
Marietta Evans North Tyneside Council Director of Public Health 
  
NTGB/13/052 Welcome  

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

  
NTGB/13/053 
 

Declarations of Interest (Agenda Item 3) 
It was noted that all declarations of interest were recorded in the register of 
interests, on the public website. There were no additional declarations to 
make for this meeting.  

  
NTGB/13/054 Confirmation of Quoracy 

It was confirmed that the meeting was quorate.  
  
NTGB/13/055 Minutes of the Previous Meeting held on 24 September 2013 (Agenda 

Item 4) 
The minutes of the meeting held on 24 September were accepted as a true 
record of the meeting.  

  
NTGB/13/056 Matters Arising from the Previous Meeting held on 25 June 2013  

(Agenda Item 5) 
Dr Matthews confirmed that both Action 1 and Action 2 from the previous 
meeting were complete. In respect of minute reference NTGB/13/044, Dr 
Matthews requested that the Governing Body be informed about progress on 
the proposed meeting between Public Health and the CCG regarding the 
report of poor performance on mortality of under 75 year olds from liver 
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disease. In the absence of Mrs Evans, it was agreed that this information 
would be reported to the next meeting of the Governing Body.  
 
Action 1: Mrs Evans be asked to report on the meeting between Public 
Health and the CCG regarding the reported rates of mortality from liver 
disease, as discussed at the meeting of the Governing Body on 24 
September 2013.  

  
NTGB/13/057 Report from the Chair and Chief Officer (Agenda Item 6) 

Dr Matthews, Clinical Chair, reported that he had attended the CCG 
Commissioners National Assembly. He advised on the importance of the 
recently announced Integration Transformation Fund, introduced to support 
closer working across health and local authority organisational boundaries. 
He advised that CCGs were being encouraged to look beyond the 1 year time 
frame and to work on a 3 to 5 year planning cycle.  
 
Ms Cushlow, Chief Officer, reported on the recently announced 2013 national 
HSJ awards. She noted that two local NHS Foundation Trusts had been 
successful in being awarded national recognition. Newcastle upon Tyne 
Hospitals NHS FT has been awarded the Quality and Productivity award and 
Northumbria Healthcare NHS FT has been awarded ‘Provider Trust of the 
Year 2013’. The congratulations of the CCG were to be extended to both 
organisations.  
 
Ms Cushlow highlighted the NHS Mandate, an agreement between NHS 
England and the Government, set out in 8 key areas. It would be important to 
reflect this in the CCG Commissioning Intentions.  
 
Ms Cushlow referred to the recent announcement made by Dr Bruce Keogh, 
NHS England’s national Medical Director regarding the transformation of 
urgent and emergency care. Locally, this would be overseen by the Urgent 
Care Working Group. It was noted that Mr Kyee Han would have an 
important contribution to make with his specialist accident and emergency 
skills and knowledge.  
 
Finally, Ms Cushlow drew the attention of members to the Government 
response to the Francis report, advising that the CCG action plan would be 
revised accordingly. This work was being overseen by the CCG Quality and 
Safety Committee.  

  
NTGB/13/058 Report from the meetings of the Quality and Safety Committee 

(Agenda Item 7.1)   
Dr Wright and Dr Young-Murphy gave a verbal report.  
 
Dr Wright highlighted the work of the Quality Review Groups (QRGs), 
referring to the progress being made by the Newcastle upon Tyne Hospitals 
NHS FT QRG, the Northumbria Healthcare NHS FT QRG and the 
Northumberland, Tyne and Wear (NTW) NHS FT QRG. Dr Wright referred to 
the NTW’s work on ‘prone restraint’ as identified in the MIND report.  
 
Dr Young-Murphy highlighted the joint work being undertaken to address 
Healthcare Acquired Infections (HCAI). She referred to the excellent work of 
the North Tyneside patient forum sub group, noting that their work under the 
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banner of ‘keep calm and look after yourself’ was being adopted region-wide.  
 
Dr Young-Murphy updated the Governing Body on the joint work the CCG 
was engaged in with the Local Authority to support quality services in local 
nursing homes. Following the completion of the joint quality visits, a formal 
report was being prepared, which would include quality improvement action 
plans, developed with the nursing homes.  
 
Dr Young-Murphy and Dr Wright referred to the further development of the 
CCG Francis action plan, to reflect the government’s response. Dr Wright 
and Dr Young-Murphy echoed the congratulations of the CCG Chief Officer 
to the two NHS FTs for the national HSJ awards.  
 
Ms Coyle asked for clarification about ‘prone restraint’. Dr Wright explained 
that NTW report higher rates than other FTs and that this is being explored in 
detail and reported to the QRG. The reasons include NTW’s excellent 
reporting mechanisms and also the particular in-patient group cared for by 
NTW.  Mr Han advised that he was aware that prone restraint tends to be 
used in forensic mental health services.  
 
Ms Cushlow referred to the apparently high rates of pressure ulcers reported 
at the FTs and sought clarification about local work to address this. Dr 
Young-Murphy explained that this is a standing agenda item at the QRGs, 
part of the safety thermometer and the subject of robust, concerted effort; 
she was keen to assure the Governing Body that pressure ulcers are closely 
monitored and actively managed in all settings.  
 
Ms Coyle remarked that, in her capacity as Chair of the Quality and Safety 
Committee she wished to assure the Governing Body the ‘never events’ are 
robustly managed.  

  
NTGB/13/059 Performance Report 2013/14 (Agenda Item 7.2) (Paper reference) 

Mrs Thompson, Chief Finance Officer, presented the report, referring to the 
matters highlighted in the executive summary. These included the 18 week 
targets, cancer waits, achieving the Friends and Family test, healthcare 
associated infections, Learning Disability Health Checks and A&E activity 
trajectories. Mrs Thompson commented that the performance reports going 
forward will also include reference to management of winter pressures.  
 
Mrs Thompson advised that the CCG is on track for the performance 
measures relating to the Quality Premium payments, but noted that achieving 
this was dependent on achieving financial break even. Mr Willis asked for 
clarification on the Quality Premium (QP) payments, querying what 
assumptions were being made in financial forecasting. Mrs Thompson replied 
that the CCG was not assuming QP payments within current financial plans.  
 
Mr Willis sought clarification on what work was being undertaken to improve 
the position on the family and friends test as the Governing Body had been 
assured that this was being addressed, but there was no sign of 
improvement. Dr Young-Murphy described some of the local work being 
undertaken, including the use of ‘tokens’ for patients/families to give instant 
feedback.  
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Ms Cushlow asked for more detail on the assurances that the learning 
disability health check targets would be achieved; this was an important, 
locally agreed target. Mr Clow said that he would raise it again when he 
attends the next meeting of the Practice Managers, but that practice 
managers advised this work is generally undertaken in the last quarter of the 
financial year.  Dr Young-Murphy said that she understood that Dr Claire 
Scarlett (the lead GP) had discussed this with each Practice and Mrs 
Thompson said that she would raise it again with the Council of Practices.  
 
Ms Coyle observed that although the health care associated infections do not 
adversely affect North Tyneside residents at present, this nevertheless 
remains an area of concern. Dr Young-Murphy was asked to bring further 
information on HCAI to the next meeting of the Governing Body, to elaborate 
on what had been said in the verbal report.  
 
Action 2: Dr Young-Murphy to bring further information on HCAI to the next 
meeting of the Governing Body. 

  
NTGB/13/060 Financial Position Report (Agenda Item 8.1)  (Paper reference) 

Mrs Thompson, Chief Finance Officer, presented the report. She advised that 
at the end of month 6 the CCG was forecasting a year end deficit of 
£2million. This had been reported in the press, with the CCG named in a list 
of 24 CCGs forecasting year-end deficit. The CCG was required to break 
even and a detailed financial recovery plan was in place.  
 
Mrs Thompson described changes to the resources available including year-
end and legacy issues and further re-calculations in respect of specialised 
services commissioning funding.  
 
Mrs Thompson referred to the activity against contract, as described in the 
report. She noted that the CCG’s performance on Quality, Innovation, 
Productivity and Prevention (QIPP) appears to be strong, however, as the 
financial pressures on the CCG continue to mount, this will remain under 
close scrutiny.  
 
Mrs Thompson said that detailed work on continuing health care funding 
pressures continues, with some contracts being terminated to achieve better 
rates. Dr Young-Murphy stressed that conventional rates for continuing health 
care were being agreed across the region, with clear agreement about the 
responsibilities of all parties to meet the needs of the patient.  
 
Mr Willis commented on the very complex financial position facing CCGs and 
the poor opening balances for North Tyneside CCG in particular. He noted 
that this had been discussed in detail at the Audit Committee meeting on 15 
November 2013.  He commented favourably on progress made with the 
QIPP plans. He asked whether the financial recovery plan addresses all of 
the known outstanding financial pressures. Mrs Thompson assured him that it 
did, and indeed if the financial recovery plan was fully realised then £4million 
of savings could be generated. Mrs Thompson emphasised that she and Ms 
Cushlow, Chief Officer, had met with the director colleagues at the NHS 
England Area Team to discuss the CCG’s financial position in detail.   
 
Mr Willis queried what risk share arrangements were being agreed, especially 
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relating to specialised services. Mrs Thompson explained that further 
meetings were scheduled on this topic in early December. Ms Coyle asked if 
all the CCGs in the North East were in a similarly difficult financial position 
and Mrs Thompson advised that they were not reporting any pressures at this 
stage.  
 
Dr Matthews commented that the CCG was being asked to contribute to a 
risk share against a budget that is not a CCG budget but is an NHS England 
Area Team responsibility. He was most concerned that the CCG could not 
subscribe to a methodology that potentially disadvantaged the patient 
population served by the CCG. Mr Willis requested that Mrs Thompson and 
Ms Cushlow continue to maintain a robust stance in terms of NHS England’s 
budget pressures in respect of specialised services and he sought the 
approval of the Governing Body for that. Ms Coyle, Dr Matthews and other 
members of the Governing Body indicated their full support for this.  
 
Ms Cushlow commented on the reduced budget flexibility faced by CCGs, as 
the different commissioning responsibilities of the former PCTs had been 
dispersed to several organisations. On top of the current pressures, winter 
often brings additional pressures. She emphasised that turning the financial 
position round was clearly the responsibility of everybody in the CCG.   
 
The Governing Body noted the detailed discussion at the Audit Committee, 
the current financial position and the financial recovery plan now in place. 

  
NTGB/13/061 Report from the Audit Committee (Agenda Item 8.2) (Verbal) 

Mr Willis reported on the Audit Committee meeting of 15 November 2013, 
referring to the written briefing note he had sent to Governing Body members 
immediately after the meeting.  
 
Mr Willis advised that the auditors and Chief Finance Officers had all worked 
together to resolve the issues on assurances from the Commissioning 
Support Unit (NECS).  
 
The audit committee had received an internal audit report on risk 
management, giving ‘significant assurance’. The CCG Risk Management 
Policy had been reviewed, the Audit Committee had considered and 
commented on this and a revised policy would be presented to the Governing 
Body for approval in January.  
 
The Counter Fraud Officer had assessed the CCG’s approach to the 
management of conflicts of interest and gave significant assurance but with 
one issue of note, that the CCG register of member interests was not yet 
finalised. Dr Matthews requested a paper on the management of conflicts of 
interests be provided for the next meeting of the Governing Body.  
 
The external auditors had advised the Audit Committee about their Value for 
Money work for the year end, including reference to as assessment of CCG 
risks. Mr Willis had asked Mrs Thompson and Mrs Fox to work with their 
Director colleagues to undertake preliminary assessment against the generic 
list of CCG risks as provided by the Audit Commission and to report back to 
the Audit Committee on this.  
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Action 3: The revised Risk Management Policy to be presented to the next 
meeting of the Governing Body for consideration and approval.  
Action 4: Mrs Fox to provide a report on CCG management of conflicts of 
interest for the next meeting of the Governing Body. 

  
NTGB/13/062 Report from the Patient Forum (Agenda Item 9.1) (Verbal) 

Mrs Hayward reported on the November meeting of the Patients Forum. The 
work programme is aligned to the CCG priorities and there are active working 
groups. Mrs Hayward highlighted the work on ‘self-care’ advising that the 
region wide campaign ‘keep calm and look after yourself’ was based on work 
led by the North Tyneside patients forum sub group.  
 
To build on the development of the forum over the past 12 months, a half-day 
stock-take session was planned for January 2014. Mrs Hayward had 
discussed with the forum the need to expand the representation on the 
forum. The forum is made up of GP Practice Patient Participation Group 
(PPG) representatives. The patient forum was very keen to develop a more 
diverse membership of the sub groups.   
 
Dr Young-Murphy commented on the involvement of the patient forum in the 
collection and collation of ‘patient stories’ which is an important qualitative 
project. She also advised that the patient forum had been very helpful in 
supporting the development of the new CCG website. She commented 
further on work with local schools to help the CCG make better use of social 
media.  
 
Mr Han asked if the patient forum would be interested in being involved in the 
crucial work of transforming urgent and emergency care. Mrs Hayward 
replied that there was a sub group that would be well placed to assist.  

  
NTGB/13/063 Winter Planning Update (Agenda Item 10.1) (Paper reference) 

Mr Clow, Director of Commissioning Development presented the report. Local 
work to co-ordinate services across the health and social economy was being 
overseen by the Urgent Care Working Group. He explained how group 
members had worked together using the NHS England assurance framework 
to prepare and review the inter-linked winter plans. He described the daily 
monitoring and reporting arrangements now in place. In response to 
questions, Mr Clow explained the escalation process.  
 
Mr Clow asked the Governing Body to note the progress. He was thanked for 
this report, which the Governing Body agreed provided assurance on this 
important aspect of CCG work. 

  
NTGB/13/064 Commissioning Intentions for 2014/15 – progress report (Agenda Item 

11.1) (Paper reference) 
Mr Clow reported progress in developing the commissioning intentions for 
2014/15. He reminded members of the planning cycle and summarised the 
process to date.  
 
Commissioning intentions indicate to current and potential new providers 
how, as a commissioning organisation, the CCG intends to shape the 
healthcare system for the population of North Tyneside. They have been 
developed as part of a three stage planning process, including a strategic 
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review of each care group, informed by an assessment of the national and 
local planning context, best practice and local health needs; engagement with 
the Council of Practices, stakeholders and the public at a series of public 
engagement events in September, and community and voluntary sector in 
November; and the prioritisation and alignment of initiatives.   
 
The commissioning intentions reflect the increasingly challenging times 
ahead, in the context of an increasingly elderly population, health inequalities 
and a tight financial environment.  In order to ensure best use of the capacity 
and capability of the CCG, three key priority areas have been identified, with 
a series of initiatives aligned to each: urgent care, care for older people and 
commissioning for quality and value.   
 
Mr Clow advised that the paper as circulated with the agenda remains a draft, 
subject to further discussion. He noted that the national planning priorities will 
be incorporated following recent publication of the 2014/15 NHS Mandate in 
November and the national planning guidance to follow in December. 
 
Ms Coyle commented that the report was very helpful and clear, but that 
greater clarity was needed on the phrase ‘commissioning for value’. There 
was potential confusion with ‘value for money’ ‘value based commissioning’ 
and ‘commissioning for value’. Mr Clow noted the potential confusion and 
agreed to revise the documents to make the intention clearer. Ms Coyle also 
commented that it would be important for the CCG to have a means of 
assessing progress against plan.  
 
It was noted that the draft was subject to further discussion at the Council of 
Practices and that Governing Body members would receive an updated 
document in due course.   

  
NTGB/13/065 Planned procurements 2013/14: Progress against plan (Agenda Item 

11.2) (Paper reference) 
Mr Clow gave an update on planned procurements, referring to the GP Out of 
Hours procurement, the talking therapies procurement, the social prescribing 
procurement (which was a Local Authority lead) and the falls service 
development and procurement.  
 
Mr Willis asked Mr Clow to report, by exception, any issues including 
slippage. Mr Clow confirmed that all were progressing according to the 
agreed timetable.  

  
NTGB/13/066 Maternity Services – proposal to proceed to consultation (Agenda Item 

11.3) (Paper reference) 
Mr Clow presented this item, advising the Governing Body on progress with 
the review of maternity services and seeking approval to proceed to public 
consultation.  
 
Mr Clow summarised the review of maternity services since early summer 
2013, against the background of the development of the new Northumbria 
Specialist Emergency Care Hospital being developed in Cramlington. 
 
The review had looked at all aspects of maternity care – antenatal, 
intrapartum (labour and delivery) and postnatal. It had covered consideration 
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of data from over the past 12 years, looking at where women are delivering 
their babies, workforce issues, national guidance and best practice on 
maternity care, and the outcome of previous engagement and consultations 
relating to maternity care. The review has also included independent 
research had been carried out in North Tyneside during August 2013, 
involving more than 1,100 women of child bearing age and had also 
considered key public health information, for example around maternal 
obesity, breast feeding rates, teenage conceptions and smoking in 
pregnancy.  
 
Mr Clow summarised that the key issues arising from the review. There has 
been a significant change in the pattern of where women from North 
Tyneside are delivering their babies. There are fewer women now eligible to 
deliver at a midwifery-led unit. There are increasing challenges for the 
foundation trusts to ensure the recommended levels of cover for midwives on 
labour wards. Since 2007 there has been a trend of women delivering their 
babies at the RVI or Wansbeck General Hospital, being discharged and then 
being admitted to the midwifery-led unit at North Tyneside for postnatal care 
and support; this does not happen in other parts of the country. He 
emphasised that there was a consistent message from women that while 
they value the involvement of midwives, a priority for them is to give birth in a 
unit where the full team is available in case of any complications.  

 
Mr Clow went on to explain that the Clinical Executive was now at the stage 
of developing proposals for formal public consultation, in line with national 
requirements. A consultation period of 14 weeks is proposed, to meet the 
statutory 12 week requirement and build in additional time due the period 
including Christmas and New Year.  
 
Ms Coyle commented that the collation of the views of local women, the 
national reports and the partner foundation trusts into this succinct report was 
very helpful and brought the current situation into sharp focus. Ms Cushlow 
explained that there is a tremendous amount of detailed work behind the 
report and much work lay ahead to understand the views of local people and 
balance this with clinical evidence to develop the right service for North 
Tyneside.  
 
Mrs Hayward observed that there has been a major change over a short 
period of time in where women were delivering their babies and that it was 
helpful to have the different factors influencing this so clearly explained. Mr 
Willis referred to recent changes in maternity services in neighbouring areas 
over recent years and emphasised the importance of working with local 
people and local politicians to achieve the right service model.  
 
Dr Young-Murphy, Dr Wright and Ms Cushlow each spoke about the 
importance of the CCG leading the development of the best quality maternity 
services for the local population.  
 
Mrs Hayward invited Mr Clow to meet the Patient Forum to brief members 
about this important issue; Mr Clow accepted that invitation and said that the 
Patient Forum would be a key group in the proposed forthcoming public 
consultation.  
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Ms Cushlow asked that the Governing Body receive a formal progress report 
at each meeting and that members are also briefed between meetings as 
necessary.  
 
Dr Matthews thanked Mr Clow for the summary and for the detailed report 
that had been provided and confirmed that the Governing Body was happy 
with the process to date. Dr Matthews confirmed that the Governing Body 
was happy for the Clinical Executive to finalise plans and proceed to public 
consultation.  
 
Action 5: Mr Clow and Ms Cushlow to work with the Clinical Executive to 
progress plans for public consultation on the future of maternity services in 
North Tyneside.  
 
Action 6: Mr Clow to meet the Patient Forum to brief members about the 
progress report on maternity services. 
 
Action 7: Mr Clow to present a formal progress report on maternity services 
at each meeting of the Governing Body and to brief members between 
meetings as necessary.  

  
NTGB/13/067 Date of next meeting 

The meeting closed at 12 noon. Dr Matthews thanked the members of public 
in attendance. He advised that the next meeting of the Governing Body would 
be held on Tuesday 28 January 2014, 10:15am 
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North Tyneside Governing Body               
(Public) 

Date Minute Action 
No. Action Resp. Officer Target 

Date Status 

26 Nov 
2013 NTGB/13/056 1 

Mrs Evans to be asked to report on the 
meeting between Public Health and the CCG 
regarding the reported rates of mortality from 
liver disease, as discussed at the meeting of 
the Governing Body on 24 September 2013. 

Mr Clow Jan 
2014 Complete 

26 Nov 
2013 NTGB/13/059 2 

Dr Young-Murphy to bring further information 
on HCAI to the next meeting of the 
Governing Body 

Dr Young-Murphy Jan 
2014 Complete 

26 Nov 
2013 NTGB/13/061 3 

The revised Risk Management Policy to be 
presented to the next meeting of the 
Governing Body for consideration and 
approval. 

Mrs Fox Jan 
2014 Complete 

26 Nov 
2013 NTGB/13/061 4 

Mrs Fox to provide a report on CCG 
management of conflicts of interest for the 
next meeting of the Governing Body 

Mrs Fox Jan 
2014 Complete 

26 Nov 
2013 NTGB/13/066 5 

Mr Clow and Ms Cushlow to work with the 
Clinical Executive to progress plans for 
public consultation on the future of maternity 
services in North Tyneside. 

Ms Cushlow and Mr 
Clow  Complete 

26 Nov 
2013 NTGB/13/066 6 

Mr Clow to meet the Patient Forum to brief 
members about the progress report on 
maternity services. 

Mr Clow  Ongoing 

26 Nov 
2013 NTGB/13/06 7 

Mr Clow to present a formal progress report 
on maternity services at each meeting of the 
Governing Body and to brief members 
between meetings as necessary. 

Mr Clow  Ongoing 
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Report to:  Governing Body 
Date:  28 January 2014 Agenda item:  8.2 

Title of report:  Health Care Associated Infections Action Plan 
Sponsor:  Lesley Young – Murphy, Executive Director of Nursing and 
Transformation 
Author:  Carol Nicholson, Head of Planning, Performance and Business 
Development / Gary Charlton, Planning & Performance Manager 
Purpose of the report and action required: To note the current progress made 
in delivery of the CCG health care associated infection action plan. 

Executive summary:   
 
The CCG will be held to account by the NHS England Area Team for delivery of 
the CCG Health Outcomes and Quality Premium, which include the health care 
associated infections (HCAI) of Methicillin-resistant Staphylococcus Aureus 
(MRSA) and Clostridium Difficile (C-Diff).   
 

MRSA – To the end of October 2013, Newcastle upon Tyne Hospitals NHS 
Foundation Trust has reported 5 cases of MRSA, and Northumbria Healthcare 
NHS Foundation Trust has reported 1. None of the MRSA cases relate to the 
responsible population of North Tyneside CCG although MRSA still remains a 
high risk indicator for the CCG due to the national zero tolerance approach. 

C-Diff - To the end of November 2013, the CCG is performing within its trajectory 
of 44, with 38 cases.  21 of these (55%) were community acquired which have 
gradually reduced since April and suggests that actions within the HCAI action 
plan are starting to have a positive impact. Northumbria Healthcare NHS 
Foundation Trust is performing strongly in this area with only 20 C-Diff cases 
against a year to date trajectory of 27. The Newcastle upon Tyne Hospitals NHS 
Foundation Trust is breaching its trajectory in the year to date with 62 C-Diff 
cases against a trajectory of 44. Many CCGs across the North East have 
breached the trajectory and as a result, NHS England is hosting a series of 
teleconferences (WebEx) to provide support and guidance with CCG actions. 
Although the CCG is within its trajectory for C-Diff, it remains a delivery risk due 
to the current exposure of C-Diff across the region and because of this an action 
plan has been developed. 

The CCG’s action plan triangulates our activity with fellow CCGs and acute 
providers and will help mitigate the risk of not meeting the Health Outcomes and 
Quality Premium, whilst assuring we have the correct processes and 
mechanisms in place to safeguard North Tyneside residents from infectious 

http://www.google.com/url?sa=t&rct=j&q=c-diff&source=web&cd=1&cad=rja&ved=0CEYQFjAA&url=http%3A%2F%2Fen.wikipedia.org%2Fwiki%2FClostridium_difficile&ei=RqwtUprxIPSf7AaUvYDQCQ&usg=AFQjCNG1P6cQ-pokgaoz0F17WSGFugdfLw
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disease. 
 
  
The key actions to note are: 
 

• Ensuring robust internal mechanisms for the  monitoring of HCAI 
• Maximising learning from HCAI investigations 
• Ensuring robust performance criteria for inclusion in contracts for 14/15 
• Completing a range of hospital quality monitoring visits 
• Reducing antibiotic prescribing across North Tyneside 
• Reducing the incidence of C Difficile particularly in the community. 
• Minimising the incidence of MRSA bacteraemia   
• Promoting prevention and implementing multi-agency management plans for 

potential Norovirus outbreaks. 
• Minimising the impact of outbreaks on the wider population 
• Agreeing a process for the management of any post infection review 

incidents. 
 



No Objective Action Deadline Days 
Remaining Lead Progress Complete 

(Y/N)

1 Ensure there is clear board leadership for 
HCAIs 31/06/2013 Complete Lesley Young-

Murphy

Within Executive Director of 
Nursing and Transformation job 
description

Y

2
Active member of Gateshead and North of Tyne 
Health Care Acquired Infection Reduction 
Partnership

Ongoing Complete
Lesley Young-
Murphy/Gary 

Charlton

LYM is deputy chair of the group 
and a Performance representative 
also attends

Y

3 Ensure weekly HCAI reporting system in place 
by CCG and provider  31/06/13 Complete Carol Nicholson Established by NECS Y

4
Monthly analysis of HCAI data  reviewed 
through North Tyneside CCG Quality and Safety 
Committee and Governing Body

31/06/2013 Complete Carol Nicholson

Reported as part of the Integrated 
Governance Report to the Quality 
and Safety Committee and 
Performance Report for the 
Governing Body

Y

5 Ensure all employees complete the e-
learning/face to face infection control module. 31/10/2013 Complete Lesley Young-

Murphy

Statutory and mandatory training 
sessions undertaken for all staff 
throughout October 2013

Y

6 Develop an infection prevention control section 
on GP Team Net and new web-site. 31/03/2014 69 Lesley Young-

Murphy

Being refreshed through 
collaborative work with the North of 
Tyne HCAI Reduction Partnership

N

7
Agree the overarching principles for working in 
partnership with local FT Microbiology services 
and IPC teams

31/10/2013 Complete Lesley Young-
Murphy

Agreed through the Gateshead and 
North of Tyne HCAI Reduction 
Partnership

Y

8

9

10
Assess infection prevention control as part of 
the nursing and residential care home visits with 
the Local Authority

06/12/2013 Complete Teresa Davis

Findings presented to Adult 
Safeguarding Board and full report 
scheduled for Quality & Safety 
Committee

Y

11 Maximise learning from 
HCAI investigations

Seek assurance that mechanisms are in place 
to share learning across all care services 31/08/2013 Complete Lesley Young -

Murphy

Discussed at monthly Gateshead 
and North of Tyne Health Care 
Acquired Infection Reduction 
Partnership

Y

12 Review existing FT SLAs for infection prevention 
control service 31/12/2014 344 Lesley Young -

Murphy

To be undertaken as part of the 
review of the community service 
specifications

N

13
2014/15 contracts to include reporting 
requirements in relation to HCAIs at the point 
transfer/discharge 

28/02/2014 38 Carol Nicholson To be reviewed once new national 
contract for 2014/15 available N

Receive assurance from the announced and 
unannounced visits the level of cleanliness with 
various care environments at NHCFT

Ongoing Complete Lesley Young-
Murphy 

Feedback from internal 
Northumbria Healthcare Governors 
and 15 step challenge shared at 
Quality Review Group and 
scheduled for future meetings.  
CQC assurance on cleanliness and 
infection via outcome 8

Y

Ensure robust internal 
assurance mechanisms in 
place

Ensure robust performance 
criteria for inclusion in 
contracts for 14/15 

Ensure external 
mechanisms in place to 
promote and provide 
assurance regarding 
infection prevention control 

 Health Care Associated Infections Action Plan 



15

Review with medicine management team / GP 
Prescribing lead evidence of antibiotic 
prescribing audit in primary care, and agree 
actions to be taken

31/08/2013 Complete Neil Frankland 
(NECS)

Evidence within Medicines 
Optimisation dashboard and action 
plan

Y

16
Review prescribing audits completed in 
NUTHFT and NHCFT, benchmarking against 
national data

31/03/2014 69 Neil Frankland 
(NECS)

To be undertaken via the 
Gateshead and North of Tyne 
HCAI Reduction Partnership

N

17
Seek assurance from the respective Foundation 
Trusts in relation to progress against their C 
Difficile action plan

Ongoing Complete Lesley Young-
Murphy 

Discussed at monthly Gateshead 
and North of Tyne HCAI Reduction 
Partnership

Y

18 Gain assurance regarding the quality of the 
Trust RCA documentation 31/03/2014 69

Lesley Young-
Murphy / Martin 

Wright
Dip sample of RCAs from both FTs N

19 Map demographics and other related factors for 
evidence of patterns/trends 28/02/2014 38 NECS / Gary 

Charlton

An initial review has shown no 
evidence of patterns/trends.  This 
will be re-examined with data from 
April to December 2013

N

20

Work with Northumbria Healthcare to improve 
communications with GPs and other care 
providers when patients are diagnosed with C 
difficile

Ongoing Complete Lesley Young-
Murphy 

Working with Northumbria 
Healthcare Foundation Trust to 
promote the C Diff notification card 
scheme

Y

21
Seek assurance from the Foundation Trusts 
regarding the action plan for management of C 
difficile

31/08/2013 Complete Lesley Young-
Murphy

Discussed at monthly Gateshead 
and North of Tyne Health Care 
Acquired Infection Reduction 
Partnership

Y

22 Monitor compliance with infection prevention 
control training in nursing homes Ongoing Complete Teresa Davis

Training offered and attendance 
records held by NHCFT. Included 
in LA/CCG review visits and CQC 
assessment

Y

23 Monitor compliance with infection prevention 
control training in domiciliary social care 30/09/2014 252 Lesley Young-

Murphy

New contracts are being 
developed, which will incorporate 
the approach adopted for care 
homes

N

24 Monitor compliance with infection prevention 
control training in primary care 28/02/2014 38 Gary Charlton

Responsibility lies with Area Team 
and CQC.  Assurance will be 
sought

N

25 Work with NECS regarding the implementation 
of the e-learning package for C-Diff 31/03/2014 69  Neil Frankland 

(NECS) Under development N

26 On-going monitoring of incidence by FT 
compared to national and regional rates Ongoing Complete NECS/Gary 

Charlton
Regular reports made available 
NHS England Y

27
Work with the Foundation Trust Infection 
Prevention Control team to agree shared actions 
to minimise the incidence of MRSA

Ongoing Complete Lesley Young-
Murphy Post RCA lessons learnt Y

28

Work with provider organisations to agree a 
workable process for investigating and resolving 
incidents as when they occur, including joint 
attendance at any future arbitration meetings

Ongoing Complete Lesley Young-
Murphy

Agreed as part of the Gateshaed 
and North of Tyne HCAI Reduction 
Partnership Group

Y

29

As part of the route cause analysis and 
information gathering, ensure key pieces of 
information available: admission and discharge 
dates, MRSA colonisation on the ward at the 
time of the incident

Ongoing Complete Lesley Young-
Murphy

No cases of MRSA occurred 
following the implementation of the 
new PIR process.  Key pieces of 
information will be reviewed

Y

30

Ensure effective communication processes 
including the use of being open policy are in 
place on the discharge of patients who have had 
an MRSA contamination to ensure consistency 
of care

31/01/14 Complete Lesley Young-
Murphy

The root cause analyses evidence 
that this policy is in operation.  A 
review of RCAs is to be 
undertaken.

Y

Reduce the incidence of C 
Difficile particularly in the 
community

Minimise the incidence of 
MRSA and establish 
process for the management 
of any PIR incident

Audit antibiotic prescribing 
across North Tyneside



31 Actively participate in the multi-agency Norovirus 
Summit 31/09/2013 Complete Lesley Young-

Murphy
Sue Craggs and Gary Charlton 
attended on behalf of CCG Y

32
Develop and agree an action plan for the 
management of Norovirus during the winter 
period

Ongoing Complete Lesley Young-
Murphy

Initial plan developed at Norovirus 
summit.  Implementation ongoing Y

33 Undertake publicity through public engagement 
to promote the key prevention messages 01/11/2013 Complete NECS

Keep Calm' campaign 
implemented, designed by NT self-
care group

Y

34 Ensure key messages are shared with nursing 
and residential homes and  home care providers 01/11/2013 Complete Lesley Young-

Murphy

Letter to Directors of Care Homes 
regarding segregation and 
equipment (and flu vaccination).  
Public Health England process in 
place with care homes for 
notification of suspected viral 
outbreaks of diarrhoea and 
vomiting, with telephone support on 
risk assessment and control 
measures

Y

35 Minimise the incidence of 
MSSA

On-going monitoring of incidence by FT 
compared to national and regional rates 31/03/2014 69 NECS / Gary 

Charlton N

36
Participate in the work and outcomes of the 
Gateshead and North of Tyne Task and finish 
group

31/03/2014 69 Lesley Young-
Murphy

Sub-group coordinated by Brian 
Marshall, NHCFT.  Initial report of 
findings shared with the HCAI 
Reduction Partnership

N

37 Agree key actions for the CCG 31/03/14 69 Lesley Young-
Murphy N

38 Ensure key messages are shared with nursing 
and residential homes and  home care providers 31/03/14 69 Teresa Davis N

39
Ensure nursing and residential care homes have 
taken up educational opportunities in relation to 
catheter care to minimise the risk of infection

31/03/14 69 Teresa Davis N

40
Minimise the impact of 
outbreaks on the wider 
population

Work with Public Health England on a case by 
case basis to manage any major outbreak 
instances

31/03/14 69 Lesley Young-
Murphy N

Minimise the incidence of E-
coli to include E-coli 
bacteraemia

Promote prevention and 
Implement multi-agency 
management plans for 
potential Norovirus 
outbreaks
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NHS UNCLASSIFIED 

 

Report to:  Governing Body  
Date:  28.01.14 Agenda item:  8.3 

Title of report:  Performance Report  
Sponsor:  Alison Thompson, Chief Finance Officer 
Author:  Gary Charlton, Planning & Performance Manager / Carol Nicholson, Head of 
Planning, Performance and Business Development 
Purpose of the report and action required: To report progress against the CCG 
performance measures, for data available up to 24 December 2013.  Members are 
asked to note the latest performance and that locally calculated data has been included 
due to the long time lags to the availability of nationally published data.  

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

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

• Cancer Waits – These are being achieved in the year to date across our two local 
Foundation Trusts. 

• Friend and family test - Performance in both A&E and inpatients at NHCFT has 
fallen. NUTHFT continues to perform strongly with the F&FT and although uptake in 
A&E remains below the 15% threshold, it is improving month on month. 

• Healthcare associated infections – Cases of MRSA have been identified at both 
local FTs, although none relate to the North Tyneside CCG responsible population.  
The Newcastle upon Tyne Hospitals NHS FT is breaching its C. Difficile trajectory. 

• Emergency admissions and readmissions – The CCG is on target to achieve 
these elements of the Quality Premium. 

• Learning Disabilities - In the year to date preliminary data is indicating 
performance at 60% of the required trajectory.  This equates to an average of 38 
health checks per month, which is well below the required rate of 63, however 
significant improvement has been made over the last two months and assurances 
have been given from GP practices that this indicator will be met by the year end. 

• Activity trajectories – The CCG is performing above the expected level for A&E 
attendances. Although Non-Elective activity is under contract, SUS data shows that 
the budget is performing above trajectory. 
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Executive Summary 
The performance report for North Tyneside CCG provides an overview of progress against the key measures of success as identified 
by NHS England and highlighted to the Governing Body in April 2013.  It includes delivery of the NHS Constitution, CCG Health 
Outcomes and Quality Premium.  The linkages between these different performance areas have been identified in the relevant 
dashboards.   

The systems for the reporting of performance data are being established and incorporated into the Reporting Analysis and Intelligence 
Delivering Results (RAIDR) tool by the North of England Commissioning Support for all CCGs in the North East. Due to national data 
reporting time lags, some published data for 2013/14 will not be available until 2014/15.  Where possible, locally calculated data has 
been included for the most recent period, for example, emergency admissions to hospital. 

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

NHS Constitution 
 

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

 

Northumbria Healthcare NHS Foundation Trust (NHCFT)  Oral surgery Clinical Neurophysiology  

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

 
Action plans have been received from NUTHFT and timescales agreed for delivery across 2013/14.  An action plan for oral surgery 
has been received from NHCFT and shared with the Area Team, the lead commissioner for this service. The main issue has related to 
staffing and recruitment and so a locum is being appointed in the short term, to be followed by the recruitment of a joint post across 
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NHCFT and NUTHFT in March.  Performance against the incomplete target for clinical neurophysiology also dipped below the 92% 
target to 88.8% for the percentage of people waiting less than 18 weeks, which is being pursued with the Trust. 
 
Cancer waits – North Tyneside CCG, NHCFT and NUTHFT have met all cancer targets in October.  
 
CCG Health Outcomes 
 

Indicators rated amber - A simple RAG rating has been applied to these indicators and there are currently 5 amber rated indicators. 
No in-year data is available in relation to mortality rates, but the latest published figures are showing an increase in mortality from 
cancer and liver disease between 2011 and 2012.  These areas are being reviewed with Public Health colleagues and a report of the 
findings and actions being taken will be presented to a future Clinical Executive meeting.  Patient feedback is showing a lower 
performance in relation to ‘people feeling supported to manage their long term condition’ and a very small reduction for the experience 
of GP services.  The data relates to March 2013 and actual Performance is only 0.1% lower than target which is already set at a high 
level. The patient service is bi-annual and we expect to find out the results of September 2013’s survey in March 2014. Finally, 
performance for the friends and family test in NHCFT has dropped below the threshold set within their Q1 2013/14 performance and 
as detailed below. 
 
Unplanned hospitalisation for asthma, diabetes and epilepsy (under 19s) is no longer an amber indicator with October year to date 
data showing a decrease in the rate. A recent deep dive review into this indicator had been completed and is being considered by the 
Commissioning Director and Manager. Their findings will be reported to the Clinical Executive in the near future.  Although, 
performance is currently within trajectory, it is still recognised as a high risk area due to the small numbers and a recent fluctuation 
with the data. 
 
Dementia diagnosis rate – Of the number of people estimated to have dementia in North Tyneside, 61.7% have been diagnosed to 
the end of November against an end of year target of 56.3%.  Therefore this target has been achieved already. 
 
Friends and Family Test (Also within the Quality Premium) – Performance in both A&E and inpatients at NHCFT has fallen. The 
results are being triangulated against wider patient experience feedback and presented to the next Quality Review Group.  NUTHFT 
continues to perform strongly and although uptake in A&E remains below the 15% threshold, it is improving month on month. 
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Healthcare associated infections (Also within the Quality Premium) – To the end of November, the CCG remains within trajectory for 
the number of Clostridium Difficile cases, although Newcastle upon Tyne Hospitals NHS Foundation Trust (NUTHFT) has exceeded its 
trajectory for both the number of Clostridium Difficile and MRSA cases.  NUTHFT has reported 5 cases of MRSA between April and 
October, and NHCFT has reported 1. None of the MRSA cases relate to the responsible population of North Tyneside CCG. 
 

Quality Premium 

Emergency readmission – At the end of September 2013, the CCG is on target to achieve this element of the Quality Premium and 
is now 27% below the year to date target for emergency readmissions within 30 days of discharge from hospital. 
 
Learning Disabilities – In the year to date preliminary data is indicating performance at 60% of the required trajectory.  This equates 
to an average of 38 health checks per month, which is well below the required rate of 63, however significant improvement has been 
made over the last two months and assurances have been given from GP practices that this indicator will be met by the year end. 
 
Work continues with NECS to populate data relating to the remaining two indicators in the quality premium – potential years of life lost 
from causes amenable to healthcare and the proportion of people dying in their usual place of residence. 
 
Financial breakeven or better – Against the financial position to November, the CCG is forecasting a £2m pressure at the end of the 
year to the Area Team, and if this remains the case at the year end, the CCG would not be eligible for any quality premium funding 
incentive. A financial recovery plan is in place to address the funding shortfall. 
 
Activity Trajectories  
 

• Monthly Activity Return (MAR) data is indicating that A&E attendances are performing above trajectory which is supported by local 
contract monitoring (SUS). Although MAR Non-Elective activity is under contract, SUS data shows that the budget is performing 
above trajectory. 
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This performance report is based upon data available up to 24 December 2013. 
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 
• Mortality rate from liver disease (increasing trend) 
• Unplanned hospitalisation for asthma, diabetes and epilepsy 

(under 19s) 
 
Quality Premium 
• Number of MRSA cases (QP) 
• Number of Clostridium Difficile cases (QP)  
 
 

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

 
Health Outcomes 
• Mortality rate from cancer  
• Emergency admissions for children with respiratory tract 

infections 
• Patient reported outcome measures - all 
 
Quality Premium 
• Potential years of life lost through causes amenable to 

healthcare 
• Friends and family test 
• 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  
 

 

Health Outcome 
Domains Indicator Frequency Previous 

Data
Previous Data 

Actual Latest Data Desired 
Movement Actual Linked 

to

Reduction in potential years of life lost from causes amenable to health care Annual 2011 2511.6 2012 2067.8* QP

Under 75 mortality rate from cardiovascular disease Annual 2011 75.0 2012 67.5* -

Under 75 mortality rate from respiratory disease Annual 2011 34.9 2012 26.7* -

Under 75 mortality rate from liver disease Annual 2011 18.5 2012 19.6* -

Under 75 mortality from cancer Annual 2011 138.6 2012 145.4* -

Health related quality of life for people with long-term conditions TBC Awaiting National 
Data -

Proportion of people feeling supported to manage their long term condition Sep 2012 88.1% Mar 2013 75.3% -

Unplanned hospitalisation for chronic ambulatory care sensitive (ACS) conditions (adults) Monthly Oct 2012 ytd 574.2* Oct 2013 ytd 492.5* -

Unplanned hospitalisation for asthma, diabetes and epilepsy (under 19s) Monthly Oct 2012 ytd 205.7* Oct 2013 ytd 199.0* -

Estimated diagnosis rate for people with dementia Monthly 2012/13 55.6% Nov 2013 61.7% -

Improving access to psychological therapies (IAPT) coverage Monthly Trajectory 8.7% Nov 2013 ytd 10.7% -

Emergency admissions for acute conditions that should not usually require hospital admission Monthly Oct 2012 ytd 975.4* Oct 2013 ytd 821.6* _

Rate of emergency readmissions within 30 days of discharge from hospital Monthly 2010/11 13.4 Awaiting National 
Data QP

Total health gain as assessed by patients for elective procedures i) hip replacement ii) knee 
replacement iii) groin hernia iv) varicose veins

Annual 
Survey 2011/12

i) 0.388 ii) 0.295   
iii) 0.108   iv) 0.108 2012/13

i) 0.46 ii) 0.34   iii) 
n/a   iv) 0.05 -

Emergency admissions for children with lower respiratory tract infections Monthly Oct 2012 ytd 150.2* Oct 2013 ytd 68.2* -

Patient experience of GP services Sep 2012 91.4% Mar 2013 91.3% -

Patient experience of GP out of hours services Sep 2012 73.3% Mar 2013 76.6% -

Patient experience of hospital care 2011/12
NUTHFT - 79.4 
NHCFT - 80.3 2012/13

NUTHFT - 81.7 
NHCFT - 80.6 -

Friends and Family Test (NHCFT average score) Monthly Q1 2013/14
IP- 76: A&E - 56 
Combined - 58 Oct 2013

IP- 73: A&E - 51 
Combined - 54 QP

Friends and Family Test (NUTHFT average score) Monthly Q1 2013/14 IP- 77: A&E - 70 
Combined - 75

Oct 2013 IP- 81: A&E - 64 
Combined - 78

QP

Incidence of healthcare associated infection: MRSA Monthly Trajectory 0 Oct 2013 ytd 0 QP

Incidence of healthcare associated infection: Clostridium difficile Monthly Trajectory 44 Nov 2013 ytd 38 QP

Bi-annual 
survey

Bi-annual 
survey

Safe environment

Preventing people 
from dying 

prematurely

Enhancing  quality 
of life for people 

with LTC

Helping people to 
recover from 
episodes of ill 

Health

Ensuring people 
have a positive 

experience of care

 

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

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

Aggregated Performance Results 

 

 

 

 

 

 

 

 

• Northumbria Healthcare NHS Foundation Trust’s score has decreased to 54 in October 2013 which is a significant fall on the previous 
month and is now under the average score across England.   
 

• Newcastle upon Tyne Hospitals NHS Foundation Trust continues to perform strongly in this area with a score of 78 for October 2013, 
which is consistent with other months. NUTHFT’s uptake has also improved again and is now at 19.8%, above the England average. 

 

0.0%

20.0%

40.0%

60.0%

80.0%

100.0%

0

20

40

60

80

100

Apr-13 May-13 Jun-13 Jul-13 Aug-13 Sep-13 Oct-13

F&
F 

U
pt

ak
e 

F&
F 

Sc
or

e 

Apr-13 May-13 Jun-13 Jul-13 Aug-13 Sep-13 Oct-13
England Score 63 65 64 64 65 63 64
Northumbria Score 47 58 64 68 57 68 54
Newcastle Score 74 77 76 75 80 79 78
England Uptake 10.9% 13.2% 15.9% 16.1% 17.1% 18.6% 19.6%
Northumbria Uptake 11.5% 27.0% 32.3% 32.9% 29.8% 24.9% 23.1%
Newcastle Uptake 15.5% 16.5% 12.3% 11.6% 15.1% 15.6% 19.8%

Friends and Family Test - Aggregated Results 
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A&E Performance Results 
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Apr-13 May-13 Jun-13 Jul-13 Aug-13 Sep-13 Oct-13
Northumbria Score 40 55 63 67 54 67 51
Newcastle Score 70 72 71 58 72 58 64
England Score 49 55 54 54 56 52 55
Northumbria Uptake 13.2% 34.2% 41.8% 42.2% 37.4% 31.6% 29.3%
Newcastle Uptake 9.5% 6.7% 3.4% 2.6% 2.8% 2.8% 5.6%
England Uptake 5.6% 7.5% 10.3% 10.4% 11.3% 13.2% 13.8%

Friends and Family Test - A&E  

• Northumbria’s score has decreased to 51 in October 2013 which is a significant fall on the previous month and is lower than both the 
Newcastle and England average.  Although Newcastle’s uptake rate remains well above the 15% threshold at 29.3% it has been 
decreasing from July 2013 and is now at its lowest since April 2013. 
  

• Newcastle’s score has increased to 64 in October 2013. The Trust’s uptake rate for A&E has improved to 5.6% although it is still well 
below the 15% threshold. A change in the data collection methodology should enable further improvements in the coming months. 
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Inpatient Performance Results

 

0.0%
5.0%
10.0%
15.0%
20.0%
25.0%
30.0%
35.0%
40.0%
45.0%

64
66
68
70
72
74
76
78
80
82
84

Apr-13 May-13 Jun-13 Jul-13 Aug-13 Sep-13 Oct-13

U
pt

ak
e 

Sc
or

e 

Apr-13 May-13 Jun-13 Jul-13 Aug-13 Sep-13 Oct-13
Northumbria Score 73 80 75 83 82 77 73
Newcastle Score 76 79 77 77 81 81 81
England Score 71 72 72 71 72 72 72
Northumbria Uptake 7.7% 10.0% 8.3% 7.9% 10.7% 9.1% 10.0%
Newcastle Uptake 25.4% 32.0% 26.0% 26.0% 33.9% 37.2% 42.9%
England Uptake 21.7% 24.4% 27.1% 27.8% 28.9% 29.4% 30.4%

Friends and Family Test - Inpatient  

• The two Trusts continue to perform strongly in this area with scores higher than the England average although Northumbria’s performance has 
fallen slightly in October 2013. 
 

• Newcastle’s uptake rate is well above the 15% threshold in October and is increasing. Northumbria’s uptake remains below this level although 
there is a small increase in October. 
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Safe Environment - Healthcare Associated Infection (C.Difficile) 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Apr May Jun Jul Aug Sep Oct Nov

NTCCG Actual 11 14 14 22 28 32 34 38

NTCCG Trajectory 6 12 18 24 29 34 39 44
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North Tyneside CCG C.Diff Cases vs Trajectory  
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NUTHFT C.Diff vs Trajectory 

 

Apr May Jun Jul Aug Sep Oct Nov

NHCFT Actual 2 4 5 9 10 13 17 20

NHCFT Trajectory 4 8 12 15 18 21 24 27
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NHCFT C.Diff Cases vs Trajectory  

• NHS North Tyneside CCG is currently performing within its trajectory 
of 44 in the year to date, with 38 cases.  55% (21) of these cases were 
community acquired.  The proportion is gradually reducing over time 
which suggests that actions within the HCAI action plan are starting to 
have a positive impact. 
 

• Northumbria Healthcare NHS Foundation Trust is performing strongly 
in this area with only 20 C. Diff cases against a year to date trajectory 
of 27. 

 

• Newcastle upon Tyne Hospitals NHS Foundation Trust is breaching its 
trajectory in the year to date with 62 C. Diff cases against a trajectory 
of 44. 
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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 

Requirement Period Threshold Actual Passing / 
Failing Weighting Value Funding 

calculation
Linked 

to
Potential years of lost life from causes 
amenable to healthcare

3.2% Reduction in 
2013 against 2012 Annual 2012

No data 
available Passing 12.5% £135,005 £135,005 OF

Emergency admissions composite measure Reduction in 2013/14 
against 2012/13 

Oct 2013 ytd 1569.6* 1323.4* Passing 25.0% £270,010 £270,010 OF

Friends and family roll out plan Delivery of national 
roll-out plan

Annual
IP/A&E - Apr

Maternity - Oct
Other tbc - Mar

IP/A&E in place Passing

Friends and family improvement
Improvement

Q1 13/14 to 14/15 Oct 2013
Q1 2013/14 
NHCFT - 58 
NUTHFT - 75

NHCFT - 54 
NUTHFT - 78 Failing

Number of MRSA cases 0 cases Nov 2013 0 0 Passing

Number of C.Diff cases 64 cases Nov 2013 <44 38 Passing

Reducing emergency readmissions within 30 
days of discharge from hospital 

5% Reduction in 
2013/14 against 

2011/12
Sep 2013 ytd </=2305 1,673 Passing 12.5% £135,005 £135,005 OF

% of people dying in their usual place of 
residence

>51.5% >51.5% No data 
available

Passing 12.5% £135,005 £135,005 CP

% of eligible adults with a learning disability, 
receiving a NHS health check

>70% (756 health 
checks)

Nov  2013 ytd 504 health 
checks

303 health 
checks (60%)

Failing 12.5% £135,005 £0 CP

£1,080,040 £810,030 75.0%

Pass / Fail Weighting Value Funding 
calculation Passing Failing

Failing
Passing

Organisation Period Threshold Year to date Passing / 
Failing Weighting Adjustment Funding 

calculation
Linked 

to

CCG Oct 2013 ytd 92.0% 94.7% Passing 25% £0 £0 C

CCG mapped Nov 2013 ytd 95.0% 97.7% Passing 25% £0 £0 C

CCG Oct 2013 ytd 85.0% 88.9% Passing 25% £0 £0 C

NEAS Oct 2013 ytd 75.0% 78.7% Passing 25% £0 £0 C

£0 £0

OF

OF

Adjusted total

Financial breakeven or better
Significant quality failure

NHS Constitution measures

% patients waiting for initial treatment on incomplete 
pathways within 18 weeks 
% patients spending 4 hours or less in A&E or minor injury 
unit 

CAT A Red 1 calls responded with 8 mins

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

100% £1,080,040 £0

£135,005

£0

£135,005

£135,005

Pre-conditions

Local

Total Value

12.5%

12.5%

Measure

National
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Quality Premium – Number of Emergency Readmissions within 30 days of Hospital Discharge 
 

 
Definition – NHS England/Information Centre 
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Readmissions Target Trend

• In 2011/12, North Tyneside PCT was ranked 
in the bottom 5% of PCTs nationally for the 
rate of emergency readmissions, which was 
therefore selected as a local Quality 
Premium indicator for 2013/14.   
 

• Since May 2012 there has been a reducing 
trend in the number of readmissions, 
although no data is available since 
September due to information governance 
issues.  It is hoped that this will be resolved 
by the next report. 

 
• The main reductions have occurred at 

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

 
• The maximum threshold set for 2013/14 was 

4610.  1673 cases have occurred in the first 
six months of the year, with a forecast 
outturn of 3346.  The CCG is on target to 
achieve this element of the Quality Premium.  
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Quality Premium – Percentage of eligible adults with a learning disability receiving a NHS 
health check 
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% of eligible adults with a learning disability, receiving a NHS health check 

Actual CCG Trajectory Practice Trajectory

• NHS North Tyneside CCG has set a local quality premium target of 70% of adults with a moderate or severe learning disability to receive a 
health check in 2013/14. Altogether 1080 people have a learning disability in North Tyneside. 

• In the year to date preliminary data is indicating performance at 60% of the required trajectory.  This equates to an average of 38 health 
checks per month, which is still below the required rate of 63, although it is showing significant improvement with 87 health checks carried 
out in November. 

• The practice trajectory has been established following discussions with GP practices, which suggests the majority of LD health checks are 
undertaken within Quarter 4. Practices are confident that this measure will be met in by March 2014. 

• Learning disability health checks form part of the GP practice quality dashboard, which has been and continues to be discussed and 
assured with practices during Finance and Performance visits in December and January 2014, with close monitoring until the year end. 
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2013/14 Activity Trajectories 
NHS North Tyneside CCG Assurance 2013/14 

  

Activity Trajectories Elective FFCEs Non-Elective FFCEs First Outpatient Attendances A&E Attendances mapped 

Month Target Actual Variance % Variance Target Actual Variance % Variance Target Actual Variance % Variance Target Actual Variance % Variance 

Apr-13 3,336 3,399 63  1.9 2,373 2,096 -277  -11.7 7,079 7,120 41  0.6 6,195 5,966 -229  -3.7 

May-13 3,336 3,370 34  1.0 2,373 1,998 -375  -15.8 7,079 6,439 -640  -9.0 6,569 7,303 734  11.2 

Jun-13 3,177 3,178 1  0.0 2,260 1,879 -381  -16.9 6,742 6,042 -700  -10.4 6,238 5,818 -420  -6.7 

Jul-13 3,653 3,511 -142  -3.9 2,599 2,028 -571  -22.0 7,754 6709 -1,045  -13.5 6,474 6,279 -195  -3.0 

Aug-13 3,336 3,194 -142  -4.3 2,373 1,873 -500  -21.1 7,079 5,870 -1,209  -17.1 6,152 7,257 1,105  18.0 

Sep-13 3,336 3,304 -32  -1.0 2,373 1,909 -464  -19.6 7,079 6,321 -758  -10.7 6,066 5,707 -359  -5.9 

Oct-13 3,653 3,625 -28  -0.8 2,599 2,071 -528  -20.3 7,754 7,970 216  2.8 6,130 7,101 971  15.8 

YTD Total 23,827 23,581 -246  -1.0 16,950 13,854 -3,096  -18.3 50,566 46,471 -4,095  -8.1 43,824 45,431 1,607  3.7 
 

Source: Provider Monthly Activity Returns (MAR) 

 

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

• Elective FFCEs: under-contract  
• Non-elective FFCEs: under-contract for activity – over contract on budget 
• First outpatient attendances: under-contract 
• A&E attendances: over-contract   
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Report to:  Governing Body 
Date:  28 January 2014 Agenda item:  9.1 

Title of report:  Finance Position Report - December 2013 
Sponsor:    Alison Thompson, Chief Finance Officer, NHS North Tyneside CCG 
Author:     Jeff Goldthorpe, Head of Finance, NHS North Tyneside CCG 
  Emma Kelly, Finance Manager, NHS North Tyneside CCG 
 
Purpose of the report and action required: 
 
This report presents the NHS North Tyneside Financial Position for the period April 
2013 to December 2013 
 
Members are asked to note the financial position of the CCG as at 31 December 
2013 
 
Executive summary:  
 
Many of the key risk areas remain the same as at month 8 and relate to pressures on 
the commissioned services budgets, particularly over performance on the two main 
acute contracts with Northumbria Healthcare and Newcastle Hospitals, Mental Health 
Services and Continuing Healthcare. 
 
These are discussed in detail in the performance report. 
 
This report is intended to provide a brief update on the reassessed financial position 
as at 31 December 2013. 
 
North Tyneside CCG is reporting a forecast over performance of £2.6m at month 9 
against the total commissioned services budget of £280.6m.   
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Report to:  Governing Body 

Date:  28 January 2014 Agenda item:  9.1a 
Title of report:  Finance Position Report – December 2013 
Sponsor:    Alison Thompson, Chief Finance Officer, NHS North Tyneside CCG 
Author:     Jeff Goldthorpe, Head of Finance, NHS North Tyneside CCG 
  Emma Kelly, Finance Manager, NHS North Tyneside CCG 
Purpose of the report and action required:   
 
This report presents the NHS North Tyneside Financial Position for the period 
April 2013 to December 2013. 
Members are asked to note the financial position of the CCG as at 31 December 2013 

 
1. Background / introduction / context 

 
As a clinical commissioning group North Tyneside CCG has a statutory requirement 
to ensure expenditure in a financial year does not exceed its allocated resource.  
The Governing Body requires the information in this report to ensure this statutory 
responsibility is met. 
 
This report explains how the CCG financial resources are made up and details 
current and forecast performance against those resources. 
 
Actual financial information from April 2013 to December 2013 has been utilised to 
report the running costs position.   
 
The current position on the commissioned services budget includes the actual 
position on the commissioning contracts as at 31 October 2013 with accruals for 
November and December based on the year to date position as at the end of 
October. 
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2. Key points   
 
2.1 Resources Available 

 
2.1.1 Revenue – Commissioned Services 

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

 Specialised Services transfer to Area Team       (378) 
 Additional Specialist Services to Area Team       (740) 
 Confirmed additional surplus            11  
 TOTAL      280,584 
 
 
2.1.2 Revenue – Running Costs  

 £000’s 
Initial Allocation           5,280 
 

2.1.3 Capital 
  £000’s 

Initial Allocation                 0 
 
A number of capital bids have been submitted to the Area Team to support the future 
requirements commitments in respect to GP IT and Community Services IT. 
 
A capital allocation of £10k has been awarded for 2014/15 in respect of IM&T upgrades 
at Hedley Court. 
 

2.2 Financial Analysis 
 
2.2.1 Running Costs Analysis 

 
Table 1 
 

Running Costs £000's £000's £000's £000's   £000's £000's 
Running Costs - Pay 2,104  1,578  1,473  (105)   2,114  10  
Running Costs - Other 976  732  430  (302)   664  (312) 
Running Costs - NECS 2,200  1,650  1,650  0    1,900  (300) 
Running Costs Sub Total 5,280  3,960  3,553  (407)   4,678  (602) 

  
 
The CCG is reporting an underspend against the running costs allocation.  This 
underspend reflects the outcome from the discretionary spend review that was 
presented to the Clinical Executive on 8 January 2014 and the discussions with NECs in 
respect to contractual arrangements.   
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2.2.2 Commissioned Services Analysis 

 
Table 2 

  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 169,889  127,416  130,582  3,166    174,111  4,222  
Community Health Services 25,598  19,198  19,293  95    25,724  126  
Continuing Care Services 18,316  13,737  14,240  503    18,986  670  
Mental Health Services 23,475  17,606  18,260  654    24,347  872  
Other Programme Services 1,813  1,360  1,321  (39)   1,761  (52) 
Prescribing 35,999  26,999  27,121  122    36,161  162  
Out of Hours 2,319  1,739  1,755  16    2,340  21  
Local Enhanced Services to GP's 1,169  876  906  30    1,208  39  
Reablement 650  487  488  1    650  0  
Reserves 1,357  1,018  (1,575) (2,593)   (2,101) (3,458) 
Healthcare Commissioned Services Sub 
Total 280,584  210,436  212,392  1,956    283,186  2,602  

 
 
North Tyneside CCG is reporting a forecast over performance of £2.6m at month 9 
against the total commissioned services budget of £280.6m.   
 
 Northumbria Healthcare 
 
Discussions have taken place with the Trust as to how to manage over activity and 
reduce the risk over the year end position. 
 

Newcastle Hospitals 
 

Discussions have taken place with the Trust and a proposal for a year end deal is 
expected after quarter 2 cash up. 
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A further detailed analysis of acute services is shown in the table below: 
 
Table 3 
 

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 100,432 75,324 78,400 3,076 104,533 4,101
NEWCASTLE UPON TYNE HOSPITALS FT 58,050 43,537 43,670 133 58,227 177
NE AMBULANCE SERVICES NHST 6,196 4,647 4,855 208 6,474 278
GATESHEAD HEALTH NHS FT 688 516 441 (75) 588 (100)
CO DURHAM DARLINGTON NHS FT 155 116 119 3 159 4
NON CONTRACTED ACTIVITY 2,465 1,849 1,411 (438) 1,881 (584)
OTHERS 15 11 11 0 15 0
Acute Services NHS Commissioned Sub Total 168,001 126,000 128,907 2,907 171,877 3,876

Acute Services Non NHS £000's £000's £000's £000's £000's £000's
RAMSAY HEALTHCARE UK 1,461 1,096 1,331 235 1,775 314
NUFFIELD HEALTH 288 216 240 24 320 32
OTHERS 139 104 104 0 139 0
Acute Services Non NHS Commissioned Sub Total 1,888 1,416 1,675 259 2,234 346

Total 169,889 127,416 130,582 3,166 174,111 4,222  
 
 

Mental Health Services 
 
As part of the service line review, the CCG was able to identify some budget that had 
originally been set aside for small community or voluntary providers.  These services 
were decommissioned at the end of 2012/13. The month 9 position has been adjusted 
to reflect a release of £229k from these budgets. 
 
The service line review also identified saving on the Learning Disabilities agreement 
with the Local Authority of £73k. 
  
However, significant pressures continue to exist in respect to the NTW contract and 
S117 Agreements held with the Local Authority, which are contributing to an overall 
over performance on mental health contracts.  This is as a result of increased activity 
and a better understanding of costs. 
 

Continuing Healthcare (CHC)/ Funded Nursing Care (FNC) 
 

Continuing Healthcare has increasing costs as a result of a rising elderly population. A 
decision has been made to serve notice on all contracts and move to the commercial 
spot rate prices enabling patient choice as part of a phased approach.  
 
Notice has already been served on the Northridge contract for Seaview nursing home 
as the notice period is for 2 years.  
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Notice has also been served on the block bed arrangement at Swan Lodge which is 
effective from 1st December 2013.  This will generate a saving of £46k by 31 March 
2014 and is included in the financial recovery plan. 
 
All other contractual arrangements will not be enacted until 2014/15. 
 
As part of the service line review, NECS are analysing expenditure by the different 
packages of care, providing the CCG with a greater understanding of the risks, potential 
flexibilities and opportunities that may exist with the CHC budget. 
 
The CCG is piloting personal health budgets with two high cost patients. As well as 
giving individual patients greater choice, flexibility and control over the health care and 
support they receive, initial findings suggest that there may be an economic benefit to 
the CCG of commissioning using personal health budgets.  This is also included in the 
financial recovery plan. 
 

Other Services 
  
Additional savings were identified in other programme services as part of the initial 
service line review.  This saving relates specifically to long term conditions services and 
the release of a £74k budget originally allocated to the Alzheimer’s Society contract 
which was decommissioned at the end of 2012/13, but this is offset slightly by 
increasing cost elsewhere.  
 
As well as identifying some potential savings in acute, mental health and other 
programme services the review also identified some additional pressures on community 
services. 
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2.2.3 Reserves Utilisation Analysis 

 
Table 4 
 

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)

Reserve balance as at 31 May 2013 1,974
Property charges as per Dept of Health June (354)
Collaborative Fees - Mental Health June (47)
Additional surplus from PCT 10
Specialised Services transfer to Area Team (M7) (740)
Newcastle Hospitals 514

Reserve Budget 1,357  
 
 
The reserve balance has increased from Month 8.  £514k was allocated for investment 
and service developments, but to support the financial recovery plan it is now agreed 
that this funding will not be utilised in 2013/14. 
 

Contribution to Specialised Services from Reserves 
 
At the start of financial year, 2013/14, North Tyneside CCG along with other North East 
and Cumbria CCG’s entered into a risk share agreement with the Area Team to 
minimise the financial impact of the recent changes in respect to the commissioning of 
specialised services. 
 
As part of this risk share arrangement, at month 6 the CCG was required to contribute 
an additional £740k to the risk share, over and above the initial £378k contributed in 
April.  This additional contribution was required as analysis at month 6 suggested that 
first estimates of the specialised services gap were too low and the actual risk facing the 
Area Team had increased.   
 
NECS are undertaking a full review of the specialised services baseline and budget 
allocation exercise that was completed in 2012/13, to ensure the budgets were correctly 
aligned.  The outcome of this review was expected 12 December, however due to the 
volume of work required this has now been extended to 20 January. 
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Due to the current levels of over performance on specialist services in the North East 
and Cumbria there remains a potential risk that North Tyneside CCG will be asked to 
contribute further amounts to the risk share arrangement. 

 
The Area Team has been notified that the risk share arrangement is unaffordable to 
North Tyneside CCG.  The Area Team have been asked to consider this in making 
future decisions about the implementation of the risk share.  This is included in the 
financial recovery plan. 
 

2.2.4 Statement of Financial Position 
 
Table 5 
 

December November 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 368 224 144
Cash and cash equivalents 126 363 (237)

Total Current Assets 494 587 (93)

Total Assets 494 587 (93)

Current Liabilities Trade and other payables (8,530) (11,007) 2,477
Other liabilities 0 0 0
Provisions 0 0
Borrowings 0 0 0

Total Current Liabilities (8,530) (11,007) 2,477

Non-Current Assets plus/less Net Current Assets/Liabilities (8,036) (10,420) 2,384

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 (8,036) (10,420) 2,384

Financed by Taxpayers Equity

Capital & Reserves General Fund (8,036) (10,420) 2,384
Revaluation Reserve 0 0 0
Other reserves 0 0 0

TOTAL TAXPAYERS EQUITY (8,036) (10,420) 2,384  
 
 
The Statement of Financial Position does not currently include any legacy balances 
from the former Primary Care Trust.  
 
NHS England has published revised guidance regarding the transfer of legacy balances 
to CCG’s and other receiving organisations.  In accordance with this revised guidance, 
“CCGs will not account in the 13/14 financial year for any legacy balances other than 
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their fixed assets and any associated financial liabilities (e.g. finance leases) and 
revaluation reserves”.  This represents a change to previous guidance and means that 
the 2012/13 CHC liability of £250k reported in earlier finance reports will not pass to the 
CCG. 
 
The CCG expected to receive a provision of £2.2m to cover the CHC restitution costs. 
The calculation of this provision included estimates for a staff resource to support the 
process for resolving the restitution claims along with the cost of settling any successful 
claims.  
 
Currently the balance on this provision is £2.03m. The reduction in the provision reflects 
the total restitution payments made to date of £95k for 5 cases, and the costs 
associated with the staff required to manage the case load. 
  

2.2.5 Better Payment Practice Code 
 

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

 
Table 6 
 
Better Payment Practice Code - 30 Days NUMBER £000's 
      
Non-NHS     
Total Non-NHS Trade Invoices Paid in the Year  4952 22,698 
Total Non-NHS Trade Invoices Paid Within 30 Day Target 4873 22,552 
Percentage of Non-NHS Trade Invoices Paid Within 30 Day Target 98.40% 99.36% 
      
NHS      
Total NHS Trade Invoices Paid in the Year  641 162,607 
Total NHS Trade Invoices Paid Within 30 Day Target 616 162,567 
Percentage of NHS Trade Invoices Paid Within 30 Day Target 96.10% 99.98% 

 
 

2.3 Other Finance Matters 
 

Initial contract negotiations are now taking place to secure services for 2014/15. 
 
The financial recovery plan is being implemented and monitored on a weekly basis by 
the Chief Officer.  To date £3,073k has been realised.  The Audit Committee will monitor 
the progress at each meeting. 
 



NHS UNCLASSIFIED 

Page 9 of 10 
 

3. Recommendations 
 
The Governing Body is requested to note the financial position and associated risks 
for the 9 month period from 1 April 2013 to 31 December 2013. 

 

Appendices and further information    

4. Appendices  
 
None 
 

5. Further information relevant to the report 
 
None 

 
Governance and Compliance   
 
6. Links to corporate objectives  

2013/14 corporate objectives  Item links to 
objectives √ 

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

  

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

 

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

 

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

 

5. Deliver financial balance   
 
 

7. Consultation and engagement 

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

 
The Council of Practices and Governing Body receive financial updates at their 
meetings. 
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8. Resource implications 
 

It is a pre-qualifying criterion for CCGs to receive the Quality Premium payment that 
the CCG will manage within its total resources envelope; if this is achieved up to 
£1m for 2013/14 performance could be received in 2014/15. 
 
Based on the reported financial position as at Month 9 should the CCG have an over 
spend of £2m at the end of the financial year then the Quality Premium payment 
would not be received in 2014/15. 

 
9. Risks 
 

As discussed above: 
 
The CCG is requires by statute to ensure that expenditure does not exceed the 
aggregate of its allotments or commissioning budgets for the financial year.  
 
The CCG will also forfeit its right to access Quality Premium payments to be paid in 
2014/15 for performance in 2013/14 
 

10. Equality assessment 
 
No impact 
 

11. Environment and sustainability assessment  
 
No impact 
 

 
 
Report author: Jeff Goldthorpe, Head of Finance  

Emma Kelly, Finance Manager 
 

Report date:  14 January 2014 
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Report to:  Governing Body 
Date:  28 January 2014 Agenda item:  9.2 

Title of report: Contracting Intentions 2014/15  
Sponsor & Author:  Phil Clow, Director of Commissioning Development 
 
Purpose of the report and action required:  This report is for information and to 
report progress.   
Executive summary:   
 
The Better Care Fund is a national programme to move investment from acute care 
into community and social care, providing better care to patients and driving 
integration across health and social care. 
 
The attached paper sets out the background to the Better Care Fund in North 
Tyneside, the implications for the local health and social care system, and how the 
CCG is working with partners to develop our plan to implement the Better Care 
Fund. 
 
This report is for information and to report progress.   
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Report to:  Governing Body 
Date:  28 January 2014 Agenda item:  9.2a 
Title of report:  Better Care Fund  
Sponsor:  Phil Clow, Director of Commissioning Development 
 
Purpose of the report and action required: This report is for information and to 
report progress.   
 
Full report   
 
1. Background / introduction /context 
 

The Department of Health and the Department for Communities and Local 
Government have announced the creation of a £3.8billion Better Care Fund1 
in 2015/16, with a preparatory £200m in 2014/15, to facilitate the development 
of integrated health and social care.  
 
Health and Wellbeing Boards are expected to sign off the plan for use of the 
North Tyneside share of this fund, which amounts to £16.597m in 2015/16  
 
National guidance requires us to invest £16.597m per annum in the Better 
Care Fund, starting in 2015/15. The Better Care Fund will replace some 
existing funding streams and it is expected that services of the type currently 
funded through s256 agreements between the Clinical Commissioning Group 
(CCG) and the Council will be funded through the Better Care Fund, subject 
to agreement of the parties.  

The CCG is expected to contribute to the fund by making savings on existing 
expenditure, including services commissioned from NHS Foundation Trusts, 
in order to shift expenditure from acute health services towards community 
health and social care services. 

 
2. Work undertaken to date 
 

How the plan has been developed 

Development of the plan has been overseen by a Better Care Fund group 
which is chaired by the CCG Director of Commissioning Development and 
includes the Head of Adult Social Care; the Head of Commissioning and Fair 

                                                           
1 Previously known as the Integration Transformation Fund 
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Access (local authority children and young peoples’ services); and 
finance/business planning managers from Northumbria Healthcare NHS 
Foundation Trust, Newcastle upon Tyne Hospitals NHS Foundation Trust, and 
Northumberland, Tyne and Wear NHS Foundation Trust.  

The content of the plan has been: 

• Based upon the principles set out in the Health and Wellbeing Strategy 
• Informed by the Joint Strategic Needs Assessment 
• Aligned to CCG Commissioning Intentions 

 

Overview of the content of the plan 

NHS England set out its’ vision for integrated care in planning guidance2 for a 
“modern model of integrated care”: 

 

“...For the 5 per cent of patients with multiple, often complex, mental or 
physical long-term conditions, often compounded by being elderly and 
perhaps frail, we need a modern model of integrated care with a senior 
clinician taking responsibility (through a personal relationship) for active 
coordination of the full range of support from lifestyle help to acute care 
...  

... there will be a specific focus during 2014/15 on those patients aged 
75 and over and those with complex needs. The new GP contract 
secures specific arrangements for all patients aged 75 and over to 
have an accountable GP and for those who need it to have a 
comprehensive and co-ordinated package of care. Our expectation is 
that similar arrangements will apply to increasing numbers of people 
with long-term conditions in future years.” 

 In tune with this guidance, the proposals in the draft Better Care Fund submission 
are largely focussed on strengthening integrated services for the elderly and those 
with multiple long term conditions, whilst maintaining and growing mental health 
services, services for people with learning disabilities, and children with disabilities 
and additional needs. 

 

 
3. Key points  

 
Impact on the acute sector 

                                                           
2 “Everyone Counts- Planning for patients 2014/15 to 2018/19”  
http://www.england.nhs.uk/wp-content/uploads/2013/12/5yr-strat-plann-guid.pdf  

http://www.england.nhs.uk/wp-content/uploads/2013/12/5yr-strat-plann-guid.pdf
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The Better Care Fund does not represent new money and includes 
(nationally) £2.7bn which is being removed from CCG allocations, with the 
intention that CCGs are able to reduce expenditure on acute hospital services 
in order to invest in out-of-hospital services.  

The plan will identify the impact on local NHS Foundation Trusts, which would 
arise from reductions in the numbers of emergency admissions and length of 
stay.. 

There may be opportunities to tender for some new out-of-hospital services as 
a result of the transfer of funds to community health and social care. 

National conditions for access to the fund 

Plans must meet the following national criteria, in order to gain access to the 
fund: 

• Plans to be jointly agreed; signed off by the Health and Wellbeing 
Board, the Council, and the CCG 

• Protection for social care services (not spending) 
• As part of agreed local plans, 7-day services in health and social 

care to support patients being discharged and prevent unnecessary 
admissions at weekends  

• Better data sharing between health and social care, based on the 
NHS number  

• Ensure a joint approach to assessments and care planning and 
ensure that, where funding is used for integrated packages of care, 
there will be an accountable professional  

• Agreement on the consequential impact of changes in the acute 
sector  

 

Linkage of payment to outcomes 

Ministers have agreed that £1bn of the total £3.8bn allocation (26% of the 
total) will be released conditional upon performance:.  

• £250m to be released in April 2015, conditional upon prior performance 
in four of the six national conditions 

• £250m to be released in April 2015, conditional upon prior performance 
related to a number of national indicators and one local indicator in 
2014/15.  

• £500m to be released in October 2015, condition upon further 
performance improvement against the indicators. 

 
4. Implementation plan/next steps 
 

The CCG is continuing to work with partners, including the local authority and 
Foundation Trusts to develop a plan to implement the Better Care Fund in 
North Tyneside. 
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5. Recommendations  
 

6.1 The Governing Body are asked to note the requirements for the Better 
Care Fund. 

6.2 The Governing Body are asked to receive an update on the Better Care 
Fund progress at the next meeting. 

 
 
Governance and Compliance   
 
6. Links to corporate objectives  
 

2013/14 corporate objectives  Item links to 
objectives √ 

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

√ 

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

√ 

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

√ 

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

√ 

5. Deliver financial balance √ 
 

 
 
 
Report author: Phil Clow, Director of Commissioning Development 
Report date:  January 2014 
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Report to:  Governing Body 
Date:  28 January 2014 Agenda item:   11.1 

Title of report: Towards a strategic and operational plan 2014/15 - 
2018/19 
Sponsor:  Phil Clow, Director of Commissioning 
Author:  Carol Nicholson, Head of Planning, Performance and Business 
Development 
Purpose of the report and action required:   
• Provide assurance to the Governing Body regarding the process for development 

of the Strategic and Operational Plans; 
• Share the output to date, in the form of a draft ‘plan on a page’, for comments; 
• Note that the draft Strategic Plan and final draft Operational Plan for 2014/15-

2018/19 will be presented in March for assurance. 
 

Executive summary:  
 Alongside other Clinical Commissioning Groups, North Tyneside CCG is required by 
NHS England to develop a two year operational plan by April 2014 and a five year 
strategic plan by June 2014.  NHS England planning guidance was published on 20 
December 2013 (http://www.england.nhs.uk/wp-content/uploads/2013/12/5yr-strat-
plann-guid-wa.pdf).  Everyone Counts: Planning for Patients 2014/15 to 2018/19 sets 
out the national requirements in terms of national priorities, process and 
deliverables.  Also a Better Care Fund of £16.6m is required to be established in 
2015/16, designed to integrate health and social care and move the emphasis of 
patient care away from hospital, and towards community and social care.  

 
CCG has considered its local commissioning priorities in the challenging context of 
an increasingly elderly population, health inequalities and a tight financial 
environment across the whole of the public sector.  A strategic review has been 
completed for each service and the proposed priorities for change shared with the 
public through a three week engagement process in September. 
 
Since the presentation of the draft commissioning intentions to the Governing Body 
at its November meeting, the three priorities have been amended to reflect the 
challenging financial context, and their associated initiatives identified (see the ‘plan 
on a page’ on page 13.  The proposed three strategic priorities are: 
 

• Urgent care 
• Care for older people 
• High quality affordable health care. 

 
The next step in the planning process is to ensure that the national priorities are fully 
reflected in our plan and that trajectories are set for the levels of ambition to be 
achieved over the next five years.  The draft strategic plan, final draft operational 
plan and draft Better Care Fund Plan will be presented for assurance at the March 
Governing Body meeting. 

 

http://www.england.nhs.uk/wp-content/uploads/2013/12/5yr-strat-plann-guid-wa.pdf
http://www.england.nhs.uk/wp-content/uploads/2013/12/5yr-strat-plann-guid-wa.pdf
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Appendices and further information 
  
1. Appendices  

 
Appendix A - Health needs and patient feedback 
Appendix B – Planning timelines 
 

2. Further information relevant to the report 
 

• North Tyneside Joint Health and Wellbeing Strategy 2013-2023 
• North Tyneside Joint Strategic Needs Assessment 2013 
• A Call to Action (NHS England, July 2013) 
• NHS Mandate 2014/15 (Department of Health, November 2013) 
• Everyone Counts: Planning for patients 2014/15 to 2018/19 (NHS 

England, December 2013) 
• Quality Premium 2014/15 (NHS England, December 2013) 

 
Governance and Compliance   
 
3. Links to corporate objectives  
 

2013/14 corporate objectives  Item links to 
objectives √ 

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

√ 

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

√ 

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

√ 

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

√ 

5. Deliver financial balance 
 

√ 

 
4. Consultation and engagement 
 

A three week public engagement process was held between 16 September 
and 7 October 2013 during which time many different opportunities for 
feedback were provided, including four public drop-in sessions, on-line and 
paper surveys, and focus groups.  In total, comments were received from over 
150 people, with more than one-third of comments being positive.  The 
feedback has influenced the commissioning priorities and associated 
initiatives identified. 

 
5. Resource implications 

 
The development of CCG commissioning priorities will directly influence the 
future spend of £287.5m resources on health care in 2014/15 for the 
population of North Tyneside.  Where commissioning initiatives are dependent 
upon additional resources, business cases will be required for approval by the 
Clinical Executive. 
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6. Risks 
 

A risk assessment will be undertaken and incorporated into the final draft 
commissioning plan for approval in March 2014. 

 
 
7. Equality assessment 
 

An equality and diversity impact assessment will be undertaken prior to the final 
draft commissioning plan being presented for assurance in March 2014. 

 
 
8. Environment and sustainability assessment  
 

An assessment will be undertaken for the March meeting. 
 
 
 
Report author: Carol Nicholson, Head of Planning, Performance and Business 
Development 
Report date:  16 January 2013 
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Towards a Strategic and Operational Plan 
2014/15 – 2018/19 
  
 

1. Introduction 
 
North Tyneside CCG is required to develop a two year operational plan by April 2014 
and a five year strategic plan by June 2014.  The national planning guidance, 
Everyone Counts: Planning for Patients 2014/15 to 2018/19 published on 20 
December 2013, sets out the requirements from NHS England in terms of national 
priorities, process and deliverables. 
 
In advance of this guidance, the CCG has been considering its local commissioning 
priorities in the challenging context of an increasingly elderly population, health 
inequalities and a tight financial environment. The CCG’s planning process was 
shared with the Governing Body at the June meeting.   
 
The local priorities have been identified as part of a planning process involving: 

• A strategic review of each care group, informed by an assessment of the 
national and local planning context, best practice, local health needs and the 
Health and Wellbeing Strategy; 

• Engagement with the Council of Practices, Health and Wellbeing Board, key 
stakeholders and the public, including a series of public engagement events in 
September, and a community and voluntary sector event in November.   

 
The purpose of this paper is to: 
• Provide assurance to the Governing Body regarding the process for development 

of the Strategic and Operational Plans; 
• Share the output to date, in the form of a draft ‘plan on a page’, for comments; 
• Note that the draft Strategic Plan and final draft Operational Plan for 2014/15-

2018/19 will be presented in March for assurance. 
 
 
 

2. Our Vision for the Future   
 
The CCG’s vision is: 
 
“Working together to maximise the health and wellbeing of North 
Tyneside communities by making the best possible use of NHS 
resources” 
 
A particular priority within this vision is to make measurable improvements in 
reducing the health inequality gap between the affluent and more deprived areas of 
North Tyneside. 
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3. Our Ambition 
 
Our two stated ambitions are as follows: 
 
 Year on year improvement in CCG health outcomes performance 
 Performance in the top 25% of CCGs  
 
 

4. Our Commissioning Principles 
 
For 2014/15 our commissioning principles have been expanded to take on board the 
integration agenda across health and social care, as follows: 
 

• Promoting wellbeing and prevention 
• Delivering care locally in primary, community and home settings 
• Supporting self-care and care planning 
• Integrating health and social care. 

 
 

5. Context – the Case for Change 
 
5.1 National Context 
 
NHS Mandate 
The government’s Mandate to the NHS sets out five areas for improvement in health 
outcomes: 

• Preventing people from dying prematurely; 
• Enhancing quality of life for people with long term conditions; 
• Helping people to recover from episodes of ill health or following injury; 
• Ensuring that people have a positive experience of care; 
• Treating and caring for people in a safe environment, and protecting them 

from avoidable harm. 
 
Seven ambitions 
For 2014/15 onwards, the five health outcome domains have been translated into 
seven specific measurable ambitions against which the progress of CCGs can be 
measured: 
 

• Securing additional years of life for the people of England with treatable 
mental and physical health conditions;  

• Improving the health related quality of life of the 15 million+ people with one or 
more long-term condition, including mental health conditions;  

• Reducing the amount of time people spend avoidably in hospital through 
better and more integrated care in the community, outside of hospital;  

• Increasing the proportion of older people living independently at home 
following discharge from hospital;  

• Increasing the number of people having a positive experience of hospital care; 
• Increasing the number of people with mental and physical health conditions 

having a positive experience of care outside hospital, in general practice and 
in the community;  

• Making significant progress towards eliminating avoidable deaths in our 
hospitals caused by problems in care.  
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Additionally three more measures have been highlighted by NHS England as vitally 
important to be addressed: 
 

• Improving health, as well as treating illness, working with the Public Health 
function locally; 

• Reducing health inequalities, ensuring the most vulnerable in society 
receive better care and services; 

• Parity of esteem, ensuring a focus on improving mental as well as physical 
health. 

 
A Call to Action 
Finally, ‘A Call to Action’ was launched in July 2013, which sets out the funding 
challenges for the NHS and establishes a programme of patient and public centred 
engagement to contribute to the debate about the future of health and care provision 
in England.   This highlighted that the funding gap could grow to £30bn between 
2013/14 and 2020/21, and emphasises the need for whole scale change in the way 
NHS services are provided. 
 
The CCG’s operational and strategic plan will need to demonstrate that all of the 
above national priorities are being addressed.  
 
5.2 Local Context 
 
The challenges in North Tyneside are as follows: 
 

• Ageing population with increasing needs - the key messages from the 2013 
Joint Strategic Needs Assessment are listed in Appendix A 

• Health inequalities between localities 
• Overuse of hospital based services 
• Increasing high cost drugs and medical technologies 
• Minimal growth in financial allocations. 

 
Incremental change will be inadequate to manage these competing demands upon 
resources.  Large scale transformational change is needed to deliver the significant 
shift in productivity and quality of care required.  For this to be achievable a small 
number of key priorities need to be identified upon which CCG capacity and 
capability can be focused. 
   
The feedback from stakeholders, patients and the public received as part of the 
engagement process in September highlights issues around access to services, 
confusion about urgent care pathways, and the need for integrated pathways across 
health, social care and the voluntary sector.  Further feedback is provided in 
Appendix A.   
 
 

6. Local Commissioning Priorities  
 
The proposed three local strategic priorities and their associated initiatives 
(hexagons) are summarised in the form of a ‘plan on a page’ overleaf.
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2014/15 will be a challenging year in terms of managing rising health care needs due 
to an aging population and increasing patient expectations, set in the context of 
limited resources.  If services continue to be delivered in the same way, this will 
exacerbate the current funding challenges.  Two major service transformation 
priorities have been identified regarding Urgent Care and Care for Older People, 
identified to drive up the quality of care and experience for patients, whilst delivering 
efficiency savings. Our third priority is High Quality Affordable Health Care, owing to 
the need to ensure high quality services within a tight financial environment.   

 
6.1 Urgent Care 
 
We will commission a clear system of urgent care that patients can understand and 
easily navigate. 
 
For people with less serious and non-life threatening needs, we will commission 
highly responsive, effective and personalised services outside the hospital accident 
and emergency setting.  Care will be delivered in or as close to people’s homes as 
possible, for example, through pharmacies, general practice, and other community 
based facilities, with a formal review of the role that the walk-in centre plays in this 
part of the care.  Together with the promotion of self-care support, this model will 
help to relieve the pressure on our hospital based services.  
 
People with more serious or life threatening emergency needs should be treated 
in hospital emergency departments with the specialist expertise and facilities in order 
to reduce risk and maximise their chances of survival and recovery.   
 
Specific care pathways will also be developed, for example, relating to the care of 
sick children, and involvement of liaison psychiatry to ensure an individual’s mental 
health needs are met as well as their physical needs.  Alcohol-related conditions are 
a particular issue in North Tyneside, on which Public Health is working with 
ourselves in a number of areas including early identification, screening, brief 
intervention and advice, and supporting people dependent upon alcohol.    
 
For people with long term conditions, we will ensure the completeness of practice 
disease registers through case finding in primary and secondary care, increase the 
number of health checks undertaken for patients at risk in deprived areas and 
develop services to promote healthy living.  Early identification and diagnosis of 
people with cancer is a priority to ensure that treatment is provided as speedily as 
possible, and to address the inequalities gap between the more affluent and 
deprived communities. 
 
6.2 Care for Older People 
 
We will commission care to proactively support older people to maintain their health, 
wellbeing and independence for as long as possible, managing and/or receiving care 
in their home and local community wherever possible.   
 
‘My care, my way’ will bring together health and social care across a whole pathway 
from prevention and maintenance of wellbeing, through to admission and 
assessment for acute episodes of ill health and transition to home whether this is to 
their own home with appropriate domiciliary support or to nursing or residential care 
(see schematic overleaf).   
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Care plans will be expanded for all those with long term conditions, in addition to 
those with the most complex needs as part of the high risk patient programme. 
Increasing the number of people on disease registers in primary care and 
implementing telehealth will be important, with a particular focus on COPD and 
hypertension, whilst also supporting self-management and carers.   
 
Where people require Continuing Healthcare, the assessment process will be 
improved, more cost effective and clinical outcome based provider contracts 
developed, and personal health budgets established.  The quality of care in nursing 
homes, care for people at the end of life and care for those with dementia will 
continue to be priority areas of focus. 
 
6.3 High Quality Affordable Health Care  

 
 Our stated vision is to maximise the health and wellbeing of North Tyneside 

communities by making the best possible use of the £287.5m of NHS resources 
allocated to us (in 2014/15).  Pressures are increasing upon this allocation due to 
increasing health needs arising from an aging population, rising patient expectations, 
technological changes, and limited financial allocations.  Service lines in all contracts 
will be scrutinised to ensure they are delivering high quality outcomes and providing 
value for money.  This will be informed by national and local benchmarking, including 
the ‘Commissioning for Value’ CCG data packs, the Spend and Outcome Tool 
(SPOT) and NHS Comparators, which will be effectively utilised to highlight areas 
requiring particular attention. 

 
 

In addition, service reconfiguration and redesign will continue in other key areas to 
deliver improved quality and productivity.  We will review musculoskeletal services to 
ensure high quality care and affordability.  We will work with providers to ensure 
service reconfigurations meet commissioning intentions and maintain high quality at 
an affordable level, including the move by Northumberland Tyne and Wear NHS 
Foundation Trust towards more community based mental health services and the 
new Northumbria Specialised Emergency Care Hospital being developed by 
Northumbria Healthcare NHS Foundation Trust by June 2015, with consequent 
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implications across a wide range of services, in particular, urgent care, paediatric 
and maternity services.     
 

7. Better Care Fund 
 
The Better Care Fund is designed to integrate health and social care and move the 
emphasis of patient care away from hospital, and towards community and social 
care. The plan is being formulated between the CCG, North Tyneside Council and 
health and social care providers.  The Fund comprises a pooled budget of £16.6m 
(£15.2m from the NHS), which will be created for 2015/16. A first-cut plan has been 
developed, based upon the principles of the Health and Wellbeing Strategy, informed 
by the JSNA, and aligned with the CCG’s commissioning intentions.  It focuses on 
strengthening integrated services for the elderly, whilst maintaining and growing 
mental health services, services for people with learning disabilities, and children 
with disabilities and additional needs. 
 
The success of the Fund will be assessed against one locally selected indicator and 
the following national indicators: 
 

• Delayed transfers of care 
• Emergency admissions 
• Admissions to residential and nursing care 
• Effectiveness of reablement 
• Patient/service user experience. 

 
 

8. Impact of Commissioning Priorities 
 
8.1 For Providers 
 

 Reduction in emergency activity 
 Improved appropriateness and quality of referrals 
 Decommissioning of some services, particularly where they do not offer value 

for money 
 Procurement/re-procurement of some services 
 Changes to care pathways to ensure patients are seen in the most 

appropriate setting by the most appropriate clinician 
 Increase in the proportion of services delivered locally 
 Increase in the number of integrated care pathways 

 
8.2  For Patients 
 
 Earlier identification and diagnosis of disease resulting in improved outcomes 
 Improved access to services with treatments being provided in the least 

intensive setting where it is appropriate to do so 
 Better clinical and self-management, with improved outcomes for people with 

long term conditions 
 Improved quality and patient experience of care 
 Improved coordination of care, with less fragmentation and duplication 
 Patients being able to remain independent for as long as possible 
 Reduction in the need to attend secondary care settings 
 Improved choice for patients in relation to their care 
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9. Financial assumptions 
 
There is a national £30bn challenge for the NHS by 2020/21, as set out as part 
of the NHS England ‘Call to action’ initiative. The CCG has received its financial 
allocations for the next 2 years, which incorporate growth of 2.14% in 2014/15 
and 1.7% in 2015/16. In 2014/15 the money available to commission healthcare 
services in North Tyneside is £287.5m, which is the equivalent of £1,323 per 
registered patient in the borough.  
 
In 2014/15 there will be investment in supporting GP practices to transform the 
care of patients aged 75 or older by ensuring there is an accountable GP who 
can focus on improving the quality of care for older people.  
 
In 2015/16 the funding increases to £297.1m (the equivalent of £1,335 per 
registered patient).  This includes £15.2m set aside for the Better Care Fund 
which will integrate health and social care to provide better services to patients.  
Providers of healthcare will be required to deliver 4% efficiency savings across 
their services which is offset by a 2.3% cost inflation in 2014/15 and 2.2% 
inflation in 2015/16. The net effect is a tariff deflator of 1.7% in 2014/15 and 
1.8% in 2015/16. 
 
 

10. Commissioning for Quality 
 
National guidance regarding the Quality Premium for 2014/15 was received in 
December 2013.  There will be one local priority (rather than three in 2013/14) 
to be selected and supported through the Health and Wellbeing Board, with the 
threshold for performance improvement to be set locally for most of the other 
indicators: 
 

• Potential years of life lost from causes amenable to healthcare – no less 
than 3.2% reduction 2013 to 2014 

• At least 15% of people receiving psychological therapies of those who 
need it by March 2015 

• Reduction in avoidable emergency admissions between 2013/14 and 
2014/15 

• Continued roll-out of Friends and Family Test, reduced negative 
responses  between Q1 and Q4 of 2014/15 and improved average score 
in a patient improvement indicator from Domain 4 of the CCG health 
outcomes   

• Specified increase in reporting of medication-related safety incidents from 
specified local providers 

• One local measure to be agreed with the Health and Wellbeing Board. 
 
Providers will be able to earn up to 2.5% of their annual contract outturn for 
delivery of CQUIN (Commissioning for Quality & Innovation) initiatives in 
2014/15.  One fifth of the CQUIN scheme will be for achievement of national 
improvement goals relating to the Friends and Family Test, improvement 
against the NHS Safety Thermometer particularly pressure sores, improving 
dementia care, and improving diagnosis in mental health.  Local CQUIN 
initiatives will be aligned to our commissioning priorities, covering the areas of 
clinical effectiveness, patient experience and patient safety.   
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11. Next Steps 
 

Operational Plan 
 
The first submission of the draft operational plan is required by 14 February, 
which will include the ‘plan on a page’ and the following: 
 

Segment Covering: 
 
 
 
 
 
 
 

Outcomes 

Improvement against the measures to support the 
seven outcome ambitions: 

 
● Trajectory for Clostridium difficile reduction. 

 
● Trajectory for dementia diagnosis. 

 
● Trajectory for IAPT coverage and recovery. 

 
● Trajectory for seven outcome ambition measures. 

 
● Trajectory for Quality Premium measures (where 

different from seven outcome ambitions). 
 
 
 

 
NHS 

Constitution 

Self-certification of the delivery of all NHS Constitution 
rights and pledges. 

 
 
 
 
 

Activity 

Draft trajectories for: 
 

● Elective FFCEs. 
 

● Non elective FFCEs. 
 

● Outpatient attendances. 
 

● A&E attendances. 
 

● Referrals 
 

Better Care 
Fund 

 
Draft BCF templates, specifying the level of improvement 
against the BCF measures. 
 
 
 
 
 
 
 

 
Financial Plan 

 
 Draft financial templates 

 
 

In order to achieve this, work is underway to: 
• consider the implications of the national guidance upon the local planning 

priorities identified so far; 
• undertake baseline data analysis to assess the current national 

benchmarked position of the CCG to inform the trajectory setting process 
• undertake impact assessment of commissioning initiatives 
• develop draft trajectories for the required indicators (as above) and Better 

Care Plan  
• align financial plan.   
 
The above will be presented, together with the draft Strategic Plan, for 
assurance to the Governing Body in March, ahead of the submission to NHS 
England in April.   
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Strategic Plan 
 

The first draft submission of the Strategic Plan is required by 4 April, which will 
comprise: 
 

Segment Covering: 

 

System vision 
A statement describing what the desired state would be for the health 
economy in 2018/19 – this should ideally describe the health and care 

system rather than an individual organisation view. 

Improving quality 
and outcomes 

Looking at the seven improving outcome ambitions identified in 
Everyone counts: planning for patients, how does the health 

economy plan to improve these and, where appropriate, what level 
of improvement does it expect? 

 
What other local quality improvement plans are in place and how 

do these align with the local strategic needs assessments? 

 
Sustainability 

In five years, what are the health economy goals for sustainability 
including reference to financial position, other resources and points of 

service delivery? This work should reference the do nothing gap 
calculated for the system by 2018/19 that aligns to the challenges 

identified in A Call to Action21. 

 
Improvement 
interventions 

To achieve the desired end state what are the key improvement 
interventions planned at an organisational level and how will these 

deliver the quality and sustainability outcomes required? 

 
Governance 

overview 

A summary of the governance processes in place to oversee the 
delivery of the plans, including high level description of what 
success looks like and who is responsible for measuring it. 

 
Key values and 

principles 

A summary of the agreed values and principles that underpin the 
system wide working required to deliver the vision. 

 
   
The overall vision and Strategic Plan is to be developed with all stakeholders 
across North Tyneside, and beyond for major strategic changes impacting 
across a number of geographical areas.  A significant amount of progress has 
been made in developing the strategy through the joint integration programme in 
place across North Tyneside health and social care commissioners and 
providers.  A draft of the overall Strategic Plan will be presented to the March 
meeting, with the final version to be completed by June.     
 
A summary of the planning timelines is shown overleaf, and the full reporting 
schedule is shown in Appendix B. 
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Planning timetable summary 
 

Activity Deadline 
1st submission to NHS England 
CCG draft strategic and operational plan, including the first 
cut Better Care Plan template 

14 February 2014 

Contracts signed with providers 
 

28 February 2014 

Refresh of plan post contract sign off 
 

5 March 2014 

Plan signed off by the CCG Council of Practices and Health 
and Wellbeing Board 

31 March 2014 

2nd submission to NHS England 
Finalised 2 year operational plan and draft 5 year strategic 
plan including the revised version of the Better Care Plan 

4 April 2014 

3rd submission to NHS England 
Finalised 5 year plan 

 
20 June 2014 

 
 
 

12. Recommendations 
 
The Governing Body is asked to: 
a)  Note the progress made to date on the development of the CCG’s 

operational and strategic plan, and the actions required to deliver them by 
the national timescales; 

b) Consider the priorities and associated initiatives highlighted in the form of a 
draft ‘plan on a page’; 

c) Note that the draft Strategic Plan and final draft Operational Plan for 
2014/15-2018/19 will be presented in March for assurance. 
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Appendix A 
Health Needs and Patient Feedback 
 
1. Population demographics and health profile 

 
Health inequalities are a major challenge, requiring a new and innovative approach. The gap 
between our most affluent and least affluent communities remains wide and has not 
narrowed in the last decade.  
 
The key messages from the 2013 Joint Strategic Needs Assessment are as follows: 
 
• The population of North Tyneside is projected to grow by 9.8% by 2030 with an 

increasingly ageing population. 
• The borough of North Tyneside as a whole is now one of the least deprived areas in the 

North East of England. However, stark inequalities persist within the borough in relation to 
income, unemployment, health and educational attainment. 

• The economic downturn and the current welfare reforms are impacting on the income of 
residents with the inevitable consequences for their health and wellbeing. 

• The principal cause of premature death in North Tyneside is cancer, followed by 
cardiovascular disease.  

• People are living longer with the average life expectancy for North Tyneside being 79 
years (77 years for males and 81 for females).  

• The gap in life expectancy within the borough is wide (11.6 years for males and 9.2 years 
for females) and has also remained constant throughout the last decade. 

• At 65 years the disability free life expectancy (DFLE) in North Tyneside is significantly 
lower compared to England, in addition DFLE is significantly lower in the most deprived 
populations of North Tyneside. 

• Smoking is the major contributor to cancer and cardiovascular disease mortality and 
morbidity and accounts for half the gap in life expectancy between the most and least 
affluent groups. 

• Poor mental health and wellbeing in parts of the borough are inextricably linked to socio 
economic deprivation and vulnerability. 

• Alcohol is the second biggest lifestyle health risk factor after tobacco use. Alcohol misuse 
is a major problem within North Tyneside in terms of the health, social and economic 
consequences which affect a wide cross section of the borough at a considerable cost. 

• 1 in 5 children and young people live in poverty in North Tyneside. 
• Vulnerable children and young people in the borough suffer from poorer outcomes 

socially, educationally, economically and educationally. 
• The number of people aged 85 and over is projected to increase in North Tyneside by 

46% by the year 2030 creating additional demand for social care, housing, support, and 
health services. 

• Long term conditions and dementia will be among our biggest challenges going forward. 
• The proportion of people with a disability is also likely to increase with an ageing 

population creating additional demands for service provision. 
 
 
2. Key messages from public engagement 

 
A three week public engagement process was held between 16 September and 7 October 
2013 during which time many different opportunities for feedback were provided, including 
four public drop-in sessions, on-line and paper surveys, and focus groups.  In total, 
comments were received from over 150 people, with more than one-third of comments being 
positive. Positive comments were made across all areas of care, including healthy living 



NHS UNCLASSIFIED 

17 

centre services, primary care, emergency care and district nursing services.  Some key 
themes regarding areas in need of improvement were as follows: 
 
• Access to primary care appointments at GP practices 
• Waiting times for talking therapies, hospital care and, in particular, x-ray and scan results 
• A desire for more convenient hospital appointments at weekends and evenings, outside 

of work and school hours, with the ability to Choose and Book  
• Confusion around who to contact for urgent care in and out of hours 
• Concerns about the future Northumbria Specialist Emergency Care Hospital in terms of 

transportation and ambulance response times 
• The need for more joined up health and social care, and working in partnership with the 

voluntary sector 
• The quality of care in nursing homes 
• Greater education on self-management of conditions, minor illnesses and following 

recovery from illness 
• The need for greater signposting and awareness of services for carers and people long 

term conditions, including dementia and learning disabilities. 
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Appendix B 
 
Planning timelines – Strategic and Operational Plan 2014/15 – 2018/19  
Date Activity Outcome 
20 Dec 2013 National planning guidance 

published 
Distribution across CCG 

8 Jan 2014 Clinical Executive 
 

Summary of main implications of 
national planning guidance 

14 Jan 2014 Health & Wellbeing Board 
 

Draft plan on a page signed off 

22 Jan 2014 Clinical Executive Actions agreed for strategic and 
operational plan 

29 Jan 2014 Council of Practices Vision discussion to inform strategic 
plan 

12 Feb 2014 Clinical Executive Draft operational plan for approval 
 

14 Feb 2014 1st submission to NHS England 
 

CCG draft plan on a page, 
trajectories, financial plan and 1st cut 
Better Care Plan template 

26 Feb 2014 Clinical Executive 
 

Strategy development session 

28 Feb 2014 Contracts signed with providers 
 

Activity schedules available 

5 Mar 2014 Refresh of plan post contract sign 
off 

Plan updated ready for sign off 

18 Mar 2014 Health & Wellbeing Board 
 

Draft operational plan and outline 
strategic plan sign up 

25 Mar 2014 Governing Body Draft operational plan and outline 
strategic plan assurance 

26 Mar 2014 Council of Practices Draft operational and outline strategic 
plan sign off 

4 Apr 2014 2nd submission to NHS England 
 

Finalised operational plan, draft 
strategic plan and revised Better Care 
Plan 

1,7,11 Apr 2014 CCG staff lunch and learn events 
 

CCG staff understanding of the 
strategic and operational plan and key 
deliverables 

7 May 2014 
 

Council of Practices Draft strategic plan reviewed 

May/Jun 2014 
Date TBC 

Health & Wellbeing Board 
 

Draft strategic plan shared for 
comments 

3 Jun 2014 Governing Body Development 
Session 

Shared understanding of the strategy  

11 Jun 2014 Clinical Executive 
 

Strategic plan approval  

18 Jun 2014 Council of Practices 
 

Strategic plan sign off 

20 Jun 2014 3rd submission to NHS England 
 

Finalised strategic plan 

24 Jun 2014 Governing Body 
 

Strategic plan assurance 
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Report to:  Governing Body 
Date:  28 January 2014 Agenda item:  12.1 

Title of report:  Planned Procurements 2013/14  
Author:  Philip Clow, Director of Commissioning Development 

Purpose of the report and action required:  This report is to report progress and is 
for information.  Members are asked to note progress with our planned procurements.   
Executive summary:   
 
The summary table below provides an update on our procurements. 
 
Service Partners 

involved 
Progress to date New 

service 
start date 

Leads 

GP Out of 
Hours  

Newcastle North 
& East CCG 

Northumberland 
CCG 

Procurement process has 
now completed. There has 
been a legal challenge to the 
procurement process, 
however it is not expected 
that this will impact on North 
Tyneside CCG. 

April 2014 Helen 
Steadman 
& Dr 
Shaun 
Lackey 

Talking 
Therapies  

N/A CCG are in discussions with 
the preferred bidders 
regarding mobilisation for the 
new service start date. 

April 2014 Anya 
Paradis & 
Dr Ruth 
Evans 

Social 
Prescribing 

North Tyneside 
Council 

Evaluation of bids is ongoing 
with completion of the 
evaluation expected by the 
end of January. 

April 2014 Anya 
Paradis & 
Phil Clow 

Falls 
Prevention  

N/A A revised service 
specification will be 
considered at the 
Procurement Group in 
January. 

September 
2014 

Tom 
Dunkerton 
& Dr 
Caroline 
Sprake 
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Report to:  Governing Body  
Date:  28 January 2014 Agenda item:  12.2 

Title of report:  CCG Assurance Framework October 2013 Onwards 
Sponsor: Maurya Cushlow, Chief Officer 
Author:  Carol Nicholson, Head of Planning, Performance and Business Development 
Purpose of the report and action required: To describe the changes made nationally 
by NHS England to the CCG Assurance Framework, for information. 

Executive summary:   
 

An interim CCG assurance framework (published in May 2013) set out NHS England’s 
process of quarterly checkpoints to inform an annual assessment.  This process has 
been in place for the first two quarters of 2013/14.  A balanced scorecard assessment is 
agreed with the Area Team as part of a quarterly assurance meeting and published on 
our CCG web-site.  A copy of the quarter 2 balanced scorecard is attached for 
information in Appendix A.  Please note that in Domain 3 NHS England is not using our 
CCG trajectory agreed with the Area Team for C. Difficile, and has concluded that the 
number of cases exceeded the expected level in quarter 2.  However, against our plan, 
the CCG is performing within trajectory in the year to date.  
 

Following stakeholder engagement, the national CCG assurance process has been 
revised in guidance, published on 28 November (Appendix B), for the quarter 3 
(October-December 2013) assessment onwards. This reflects the findings of the Keogh 
review into hospital mortality rates and the Berwick review into patient safety.  The main 
changes are that the balanced scorecard will be renamed the ‘delivery dashboard’ and 
used to inform commissioning discussions, and the assessment will be made under six 
assurance domains: 

Domain 1 Are patients receiving clinically commissioned, high quality services? 
Domain 2 Are Patients and the public actively engaged and involved? 
Domain 3 Are CCG plans delivering better outcomes for patients? 
Domain 4 Does the CCG have robust governance arrangements? 
Domain 5 Are CCGs working in partnership with each other? 
Domain 6 Does the CCG have strong and robust leadership? 

 

There will be two outputs from the process – a quarterly report and an annual 
assessment letter from the Area Team to the CCG Governing Body.  The quarterly 
report will include a headline assessment of ‘assured’ or ‘not assured’, and a summary 
report with assessments made under each domain.  Where there are concerns to be 
addressed, support will be agreed and clear trajectories for improvement set. 
 

It is expected that CCGs will publish the output and NHS England will publish the results 
of the annual assessment as required by statute.  To ensure transparency and 
openness to patients and the public, both CCGs and Area Teams should agree 
proposals to embed lay people and independent scrutiny into their relationships. This 
could include Healthwatch, members of the Health and Wellbeing Board, CCG lay 
members or local patient engagement representatives.  Training will be developed by 
NHS England to support this process, ensuring involvement can be meaningful as a 
developmental and productive part of assurance conversations. 
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Domain 1 - Are local people getting good quality care?  

 
    

  Please note that this Domain will be pre-populated through the self-certification carried out by the CCG 

 
PROV1 PROV2 PROV3 PROV4 

Indicator  

NORTHUMBRIA 
HEALTHCARE NHS 

FOUNDATION TRUST 

THE NEWCASTLE 
UPON TYNE 

HOSPITALS NHS 
FOUNDATION TRUST 

NORTHUMBERLAND, 
TYNE AND WEAR 

NHS FOUNDATION 
TRUST 

NORTH EAST 
AMBULANCE 
SERVICE NHS 
FOUNDATION 

TRUST 
Providers (where CCG commissioning constitutes more 

than 5% of the providers income): RTF RTD RX4 RX6 

Please identify the percentage of provider income for CCG: 28 7 6 7 

What type of service is commissioned from this provider? Acute Acute MH Ambulance 

Has local provider been subject to local enforcement action by 
the CQC?  

No No No No 

Has local provider been flagged as a 'quality compliance risk' by 
Monitor and/or are requirements in place around breaches of 
provider licence conditions?  No No No No 

Has local provider been subject to enforcement action by the 
NHS TDA based on 'quality' risk?  No No No No 
Does feedback from the Friends and Family test (or any other 
patient feedback) indicate any causes for concern?  No No No No 

Has the provider been identified as a 'negative outlier' on SMHI 
or HSMR? Yes – Action plan in place No No No 
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Do provider level indicators from the National Quality 
Dashboard show that MRSA cases are above zero? Yes – Action plan in place 

Yes – Action plan in 
place No No 

Do provider level indicators from the National Quality 
Dashboard show that the provider has reported more C difficile 
cases than trajectory? No 

Yes – Action plan in 
place No No 

Do provider level indicators from the National Quality 
Dashboard show that MSA breaches are above zero? No No No No 
Does provider currently have any unclosed Serious Incidents 
(SIs)? Yes – Action plan in place 

Yes – Action plan in 
place 

Yes – Action plan in 
place 

Yes – Action 
plan in place 

Has the provider experienced any 'Never Events' during the last 
quarter? Yes – Action plan in place 

Yes – Action plan in 
place No No 

     CCG: 
   

Clinical Governance    
   

Concerns about quality issues being discussed regularly by the 
CCG governing body No 

   Has the CCG self-assessed and identified any risks associated 
with the following: 

    

Concerns about the arrangements in place to proactively 
identify early warnings of a failing service No 

 

 

 

Concerns around the arrangements in place to deal with and 
learn from serious untoward incidents and never events? No 

   

Concerns around being an active participant in its Quality 
Surveillance Group? No 

   EPRR  
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If there was an emergency event in the last quarter, has the 
CCG self assessed and identified any areas of concern on the 
arrangements in place for dealing with such an event?  No 

   Winterbourne View  
    

identified any risk to progress against its Winterbourne View 
action plan? No 

   

 
0 

 
Domain 1 - RAG Criteria 

Domain 1 Status AMBER-GREEN 
 

Green - all 'No' responses 
 
Amber-Green - One or more 'Yes - Action in 
place' 
 
Amber-Red - One or more 'Yes - No action in 
place' 
 
Red - One or more 'Yes - Enforcement action' 

 
  

   Please select option 
  

Yes - Action plan in place 

Self-certification 
complete 

 
Yes - No action plan in place 
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Domain 2 - Are patient rights under the NHS Constitution being promoted?   
    

 

NHS North 
Tyneside 
CCG 

 
2013-14 2013-14 September 

  Indicator  Operationa
l Standard Lower Threshold 

Current QTD 
Performanc

e 

YTD 
Performanc

e 
 

13-14 Q2 
13-14 
YTD2 

Referral to Treatment waiting times 
for non urgent consultant led 
treatment          

 

2013-14 Q2 

  Admitted patients to start treatment 
within a maximum of 18 weeks from 
referral  

90% 85% 94.03% 94.07% 

 

 

  Non-admitted patients to start treatment 
within a maximum of 18 weeks from 
referral 

95% 90% 97.24% 97.24% 

 

 

  Patients on incomplete non emergency 
pathways (yet to start treatment) should 
have been waiting no more 

92% 87% 94.71% 94.71% 

 

 

  Number of patients waiting more than 52 
weeks 0 10 0 0 

 
 

  Diagnostic test waiting times    
 

 
  Percentage of Patients waiting 6 weeks or 

more for a diagnostic test 1% 6% 0.11% 0.11% 

 

 

  A & E waits    
 

 
  [Provider 1]Patients should be admitted, 

transferred or discharged within 4 hours of 
their arrival at an A&E department  

95% 90% 97.77% 97.79% 
NORTHUMBRIA 

HEALTHCARE NHS 
FOUNDATION TRUST 
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[Provider 2]Patients should be admitted, 
transferred or discharged within 4 hours of 
their arrival at an A&E department  

95% 90% 97.66% 97.57% 
THE NEWCASTLE UPON 
TYNE HOSPITALS NHS 
FOUNDATION TRUST 

[Provider 3]Patients should be admitted, 
transferred or discharged within 4 hours of 
their arrival at an A&E department  

95% 90% 0.00% 0.00% 
NORTHUMBERLAND, 
TYNE AND WEAR NHS 
FOUNDATION TRUST 

Cancer patients - 2 week wait    
 

 
  Maximum two-week wait for first 

outpatient appointment for patients 
referred urgently with suspected cancer by 
a GP  

93% 88% 97.43% 97.42% 

 

 

  Maximum two week wait for first out 
patient appointment for patients referred 
urgently with breast symptoms (where 
cancer was not initially suspected)  

93% 88% 95.11% 95.62% 

 

 

  Cancer waits - 31 days    
 

 
  Maximum one month (31 day) wait from 

diagnosis to first definitive treatment for 
all cancers  

96% 91% 98.71% 99.16% 

    Maximum 31 day wait for subsequent 
treatment where that treatment is surgery  94% 89% 100.00% 100.00% 

 
 

  Maximum 31 day wait for subsequent 
treatment where the treatment is an anti-
cancer drug regimen 

98% 93% 100.00% 100.00% 

 

 

  Maximum 31 day wait for subsequent 
treatment where the treatment is a course 
of radiotherapy  

94% 89% 100.00% 99.47% 

 

 

  Cancer waits - 62 days    
 

 
  Maximum two month (62 day) wait from 

urgent GP referral to first definitive 
treatment for cancer  

85% 80% 89.15% 87.83% 

 

 

  Maximum 62 day wait from referral from 
an NHS screening service to first definitive 
treatment for all cancers 

90% 85% 100.00% 100.00% Cancer Waits 62 days 
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Maximum 62 day wait for first definitive 
treatment following a consultants decision 
to upgrade the priority of the patients (all 
cancers) 

No 
operational No operational 73.33% 77.78% 

 

 

  Category A ambulance calls     NE Amblnce 
 

 
  Category A calls resulting in an emergency 

reponse arriving within 8 minutes (Red 1) 75% 70% 80.36% 78.48% 

    
Category A calls resulting in an emergency 
reponse arriving within 8 minutes (Red 2) 75% 70% 79.89% 79.95% 

    Category A calls resulting in an ambulance 
arriving at the scene within 19 minutes 95% 90% 97.46% 97.46% 

    Mixed sex accomodation breaches   
    Minimise breaches 0 10 0 0 

    Cancelled Operations     
    All patients who have operations 

cancelled, on or after the day of admission 
(including the day of surgery), for non-
clinical reasons to be offered another 
binding data within 28 days, or the 
patient's treatment to be funded at the 
time and hospital of the patient's choice 

Not Rated Not Rated     

     
      
      
Mental Health   

    Care Programme Approach (CPA): The 
proportion of people under adult mental 
illness specialities on CPA who were 
followed up within 7 days of discharge 
from psychiatric in patient care during the 
period 

95% 90% 100.00% 98.90% 
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 N    Domain 2- RAG 

Criteria 

 
  

  
Green - No 

indicators rated 
Red 

 
Amber-Green - 
No indicators 
rated Red but 

future concerns 
 

Amber-Red - 
One indicator 

rated Red 
 

Red - Two or 
more indicators 

rated Red 

 

 
  GREEN  

 
 

  
   

 
 

Domain 2- Indicator RAG 
Criteria 

   
Please select Y/N   

   Yes   
   No   
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Domain 3 - Are health outcomes improving for local people? 

        NHS Outcomes Framework measures which the NHS Commissioning Board and CCGs will use in annual assurance as described in 
Annex A of Everyone Counts 

  

2013-
14 

13-14 
Q2 

13-14 
YTD2 September 

  Indicator  Baseline 
position 

Curre
nt 
QTD 
Indic
ator 
Value 

YTD 
Indicat
or 
Value 

Unit Indicator 
used in 
quarterly 
checkpoint
s 

Indic
ator 
inclu
ded 
in 
Quali
ty 
Prem
ium 

Threshold 

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

Incidence of healthcare associated infection (HCAI) i) MRSA 0 0 0 Number 
of Cases Yes Yes 

A CCG will 
earn this 
position of 
the quality 
premium if 
there are no 
cases of 
MRSA 
bacteraemia 
for the CCG's 
population. 

Incidence of healthcare associated infection (HCAI) i) C 
difficile 15.99 18 32 Number 

of Cases Yes Yes 

A CCG will 
earn this 
position of 
the quality 
premium if C. 
difficile cases 
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are at or 
below 
defined 
thresholds 
for CCG's. 

6. Others               

Are providers (defined in Domain 1) meeting the 15% 
response rates on FFT ?  No 0 0   Yes No 

"To earn this 
portion of 
the quality 
premium, 
there will 

need to be:  
1)  assurance 

that all 
relevant local 
providers of 

services 
commissione

d by a CCG 
have 

delivered the 
nationally 

agreed roll-
out plan to 

the national 
timetable 

2) an 
improvemen
t in average 
FFT scores 
for acute 
inpatient 

care and A&E 
services 

between Q1 
2014/15 for 

acute 
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hospitals 
that serve a 

CCG's 
population" 

Is the CCG progressing as expected in the IAPT tragectory 
submitted during the planning round? Yes 1     Yes No   

        
        
FFT RESPONSE RATE ORDER BY ACUTE TRUST SELFCERT 
PROVIDERS         

 
0 

  

NORTHUMBRIA HEALTHCARE NHS FOUNDATION TRUST Acute 
29.39

% 26.52% 
 

YTD C.DIFF 
OBJECTIVE 

  
THE NEWCASTLE UPON TYNE HOSPITALS NHS FOUNDATION 
TRUST Acute 

14.03
% 14.41% 

 
31.98 

  
NORTHUMBERLAND, TYNE AND WEAR NHS FOUNDATION 
TRUST MH 

NO 
DATA 

NO 
DATA 

    NORTH EAST AMBULANCE SERVICE NHS FOUNDATION 
TRUST Ambulance 

NO 
DATA 

NO 
DATA 

    

No Provider No Provider 
NO 

DATA 
NO 

DATA 
    

No Provider No Provider 
NO 

DATA 
NO 

DATA 
    

No Provider No Provider 
NO 

DATA 
NO 

DATA 
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No Provider No Provider 
NO 

DATA 
NO 

DATA 
    

No Provider No Provider 
NO 

DATA 
NO 

DATA 
 

Domain 3 
– RAG 
Rating 

 

Domain 
Status 

No Provider No Provider 
NO 

DATA 
NO 

DATA 
 

Green - No 
indicators 
rated Red 

 

AMBER-
RED 

Local priorities (Self-Certification) 
Are you on track to deliver against 
this local priority? 

 

Amber-Red - 
One rated Red 

  

LOCAL PRIORITY 1 Yes 
   

Red - Two or 
more 
indicators 
rated Red 

 

Self-
certification 
complete 

LOCAL PRIORITY 2 

Further 
development 
required 

      

LOCAL PRIORITY 3 

Further 
development 
required 
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Domain 4 - Are CCGs delivering services within their financial plans? 

 

NHS North 
Tyneside CCG   2013-

14 September 
   Financial Performance Individual indicator RAG rating threshold 

No. Indicator Primary/Supporting 
Indicator 

2013/1
4 Q2 
Perfor
mance 

Green Amber-
Green Amber-Red Red 

1 
Undelying recurrent 
surplus on exit of 
2013/14 

Primary 
R 

 >= 2%  1% - 1.99%  0% - 0.99%  < 0% 

2 
Plan - Year to date 
(variance to plan as 
% of YTD allocation) 

Primary 
R 

Variance <= 
0.1% 

0.1% > 
variance <= 

0.25% 

0.25% > variance < 0.5% Variance 
=> 0.5% 

3 
Plan - full year  
(variance to plan as 
% of YTD allocation) 

Primary 
R 

Variance <= 
0.1% 

0.1% > 
variance <= 

0.25% 

0.25% > variance < 0.5% Variance 
=> 0.5% 

4 
Management of 2% 
NR funds within 
agreed processes 

Supporting 
G 

Yes 
    

No 

5 QIPP** - year to 
date delivery Primary AG 

 >= 95% of 
plan 

 >= 80% of 
plan 

 >= 50% of plan < 50% of 
plan 

6 QIPP** - full year 
forecast Primary AG 

 >= 95% of 
plan 

 >= 80% of 
plan 

 >= 50% of plan < 50% of 
plan 

7 Activity trends - year 
to date Supporting   

< 101% of 
plan 

< 102% of 
plan 

< 103% of plan >= 103% of 
plan 

8 Activity trends - full 
year forecast Supporting   

< 101% of 
plan 

< 102% of 
plan 

< 103% of plan >= 103% of 
plan 

9 Running costs Primary G <= RCA     > RCA 
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10 

Clear Identifications 
of risks against 
financial delivery 
and  mitigations 

Primary 

R 

Indicator 
met in full 

Indicator 
partially 

met - 
limited 

uncovered 
risk 

Indicator partially met - material uncovered 
risk 

Indicator 
not met 

 

**QIPP to include transactional and 
transformational schemes 

             Financial Management  Individual indicator RAG rating threshold 

No. Indicator Primary/Supporting 
Indicator 

2013/1
4 Q2 
Perfor
mance 

Green Amber-
Green Amber-Red Red 

11 

Assessment of 
internal and external 
audit opinions and 
on the timeliness 
and quality of 
returns  

Supporting G 

No non-
satisfactory 

audit reports 
in relation to 

finance 
related 

systems and 
processes 

and all 
finance 
returns 

submited on 
time and of 
satisfactory 

quality.  

One or two 
non-

satisfactory 
audit 

reports in 
relation to 

finance 
related 
systems 

and 
processes 

and/or 
finance 
returns 

sometimes 
submited 

late and/or 
of a poor 
quality.  

A number of non-satisfactory audit 
reports in relation to finance related 

systems and processes and/or finance 
returns often submited late and/or of a 

poor quality.  

Significant 
number of 

non-
satisfactory 

audit 
reports in 
relation to 

finance 
related 

systems and 
processes 

and/or 
finance 
returns 

consistently 
submited 

late and/or 
of a poor 
quality.  

12 

Balance sheet 
indicators including 
performance against 
planned Cash Limit  

Supporting 

Q3 To be 
defined 

To be 
defined To be defined To be 

defined 
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and BPPC 
performance 

13 

Financial plan meets 
the 2013 surplus 
planning 
requirement Supporting AR 

>=1% 
surplus but 
planned 

<1% 
surplus but 
>=0.5% 
surplus 
planned 

>=breakeven position but <0.5% surplus 
planned Deficit plan 

 

Overiding rule: Qualified audit opinion would lead to 
an overall RED rating 

Self-certification 
incomplete 

   
     

Green - All Primary indicators are green 
 
Amber-Green - <= 3 Primary indicator are amber-red 
 
Amber-Red - One Primary indicator rated Red or >3 
are amber-red 
 
Red - Two or more  Primary indicator rated Red  

  

 

Domain 
4 Status 

RED 

 

Domain 4 - 
RAG rating 

 
RED 

 

  
     

 
  

     
       

  

Self-certification complete 
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Domain 5 - Are conditions of CCG authorisation being addressed and removed (where relevant)? 

             
  NORTH CCG: NHS North 

Tyneside CCG 
              2013-14 Q2 

            
2013-14_September 

Domain 1: A strong clinical and multi-professional focus which brings real added value 
Total number of 
outstanding conditions in 
Domain 1 

Quality is at the heart of governance, decision-making and planning arrangements, with examples of CCGs delivering 
local quality improvements. Member practices are involved in making and implementing decisions, and views and 
input are sought, heard and valued from a range of professionals across all providers, not just GPs. 

0 

             

Domain 2: Meaningful engagement with patients, carers and their communities 
Total number of 
outstanding conditionsin 
Domain 2 

CCG is an active member of its Health and Wellbeing Board, and sees engagement with patients, carers and 
members of the public and developing an open and transparent culture, as intrinsic to what it does. Examples of 
how CCG systematically monitors and acts on patient feedback, particularly in identifying quality issues. 

0 

             Domain 3: Clear and credible plans which continue to deliver the QIPP challenge within financial 
resources, in line with national requirements (including excellent outcomes) and local joint health 
and wellbeing strategies 

Total number of 
outstanding conditions in 
Domain 3 

CCG has detailed financial plan that delivers against the financial business rules, sets out how it will manage within 
its management allowance and is integrated with its commissioning plan, and CCG can demonstrate progress and 
delivery against its plan. There are ongoing discussions between CCG, its neighbouring CCGs and provider 
organisations about long-term strategy and plans, and member practices understand their local plans and priorities 
and are engaged in their delivery. 

0 
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Domain 4: Proper constitutional and governance arrangements, with the capacity and capability to 
deliver all their duties and resposibilities including financial control, as well as effectively 
commission all the services for which they are responsible 

Total number of 
outstanding conditions in 
Domain 4 

a) ability to manage all aspects of quality 
b) ability to commission the full range of services 
c) use of information to deliver an open and transparent culture 
d) financial control and capacity 

0 

             
Domain 5: Collaborative arrangements for commissioning with other CCGs, local authorities and 
the NHS CB, as well as apporpriate external commissioning support 

Total number of 
outstanding conditions in 
Domain 5 

CCG has deep collaborative ties to their local authority, clinical senates and area teams, with shared governance of 
joint comissioning with area teams and, where relevant, strong integrated commissioning with their local authority 
partner. The CCG has developed a strong and insightful working partnership with their local Health and Wellbeing 
Board. CCG has contract in place with an assured commissioning support services provider, and can articulate clear 
plans for its commissioning support services between 2013 and 2016. 

0 

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

outstanding conditions 

CCG has individual and collective leadership who demonstrate commitment to partnership working and have the 
necessary skillset to lead commissioning and drive transformational change. Distributed leadership throughout the 
culture of the CCG and the governing body means that there is extensive engagement and communication across 
practices, with effectie processes for two-way accountability in use. 

0 

             

           

Total number of outstanding 
conditions 0 

          
  

 
Fully Authorised 

 



CCG Assurance 
Framework

England



	  

NHS England  INFORMATION  READER  BOX

Directorate
Medical Operations Patients and Information
Nursing Policy Commissioning Development
Finance Human Resources

Publications Gateway Reference: 00816

Document Purpose

Document Name
Author

Publication Date
Target Audience

Additional Circulation 
List

Description

Cross Reference

Action Required

Timing / Deadlines
(if applicable)

---

London Road
London

Chris Garrett
Head of Delivery
NHS England
Skipton House

This document outlines the final proposal for CCG Assurance for Q3 
2013/14 onwards. This final framework supersedes the CCG Assurance 
Framework Interim Proposal 2013/14 (Publications Gateway Ref No.00072)  
It is the product of the engagement efforts and reflects views gathered from 
across the stakeholder community.

By  00 January 1900

NHS England

28th November 2013

CCG Chief Officers, NHS England Regional Directors, NHS England Area 
Directors

CSO Managing Directors, Communications Leads

Everyone Counts: Planning for Patients 2013/14

CCG Assurance Framework Interim Proposal 2013/14 

0

CCG Assurance Framework

Superseded Docs
(if applicable)

Contact Details for 
further information

Document Status
SE1 6LH

This is a controlled document.  Whilst this document may be printed, the electronic version posted on the 
intranet is the controlled copy.  Any printed copies of this document are not controlled.  As a controlled 
document, this document should not be saved onto local or network drives but should always be accessed 
from the intranet



CCG Assurance Framework 

First published: November 2013



Contents

Introduction and context 1

Principles and behaviours 2

Mutual accountability 3

The assurance process 4

Possible key sources of  evidence 7

National insight 8

Local insight 9

Attendance at the quarterly assurance conversations 11

A commitment to ongoing development 12

Development, Support and Intervention Framework 13

A continuously evolving process 15

Annex A: Development, Support and Intervention Framework 16

Annex B: CCG annual report requirements 17



CCG Assurance Framework 2013/14  1

Introduction and context

The interim clinical commissioning group (CCG) assurance framework1 (published 

in May 2013) set out NHS England’s initial proposals to ensure that CCGs, following 

their significant achievements through authorisation, were continuing to meet their 

ongoing responsibilities to patients and the public. The interim framework set out how 

quarterly checkpoints would contribute to an annual assessment focussed on broader 

measures of  organisational health with a commitment to testing and co-development 

over the first half  of  the year to produce a final framework that was fit for purpose. 

The final CCG assurance framework is the product of  these engagement efforts 

and reflects views gathered from across the stakeholder community including at 

convened CCG development events which resulted in detailed discussions with 

CCGs across the country. The feedback from this engagement has been integral 

to the development of  the final framework and the accompanying CCG assurance 

engagement report sets out in more detail the engagement journey and the 

feedback received. Operational guidance has also been developed and published 

alongside the assurance framework which sets out in more detail the assurance 

process itself  and identifies the key elements of  assurance which are linked to the 

planning framework and which will be monitored on an in-year basis. The intention 

is to retain the overarching structure of  the assurance process in future years and 

republish the operational guidance to reflect any changes to the planning guidance 

where appropriate.  

The CCG assurance engagement process resulted in some strong messages about 

the importance of  developing a final framework which is more evenly balanced 

across the year - summative in nature, proportionate in delivery and reinforcing of  

the developing relationships between CCGs and NHS England area teams. There 

were also strong feelings about the importance of  assurance conversations that 

were genuinely tailored to local needs and flexible in delivery to take account of  

broad sources of  evidence underpinned by a commitment to support and ongoing 

development throughout. 

As a result, the quarterly checkpoints established through the interim assurance 

framework will become quarterly assurance meetings and will focus across the 

breadth of  the assurance framework. The balanced scorecard will be renamed 

to reflect its role in the process as a delivery dashboard and will be refocused 

to become a source of  intelligence which informs assurance conversations. The 

delivery dashboard will not guide the outcome of  the process or any decisions about 

intervention; however, it will remain a consistent and useful piece of  national insight 

which both CCGs and area teams can use to inform assurance conversations.  

1 http://www.england.nhs.uk/wp-content/uploads/2013/05/ccg-af.pdf
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Whilst the CCG assurance engagement has been taking place, the publication 

of  the Keogh review2 into hospital mortality rates and the Berwick review3 into 

patient safety have made important contributions to the national debate about the 

quality of  NHS services. The final CCG assurance framework has been written in 

the context of  these reports, reflecting the need for evidence-based enquiry and 

the fundamental need to better reflect patient and public opinion in assurance 

conversations and assessment methodologies. 

Why assurance?

The CCG assurance process has been designed to provide confidence to internal 

and external stakeholders and the wider public that CCGs are operating effectively 

to commission safe, high-quality and sustainable services within their resources.  

This framework sets out six broad ‘assurance domains’ under which this assessment 

will be made – allowing for sophisticated conversation to take place locally which 

results in an assessment which meets statutory requirements but also contributes to 

ongoing ambitions for development.  

As co-commissioners of  healthcare, CCGs and NHS England need to work together 

to contribute jointly to improving services for patients and each organisation has a 

mutual responsibility to identify areas for improvement. Assurance conversations 

provide the opportunity to underpin a supportive and developmental approach 

that helps CCGs to become the best commissioning organisations they can be, 

building on what CCGs are already doing to hold themselves accountable to their 

communities, members and stakeholders. 

Principles and behaviours

The CCG assurance engagement has resulted in the development of  a set of  

broad principles which should set the benchmark for the way assurance should 

be delivered. 

1. Assurance should be transparent and demonstrate to internal and external 

stakeholders and the wider public the effective use of  public funds to 

commission safe and sustainable services

2. Assurance is primarily about providing confidence

2 http://www.nhs.uk/NHSEngland/bruce-keogh-review/Documents/outcomes/keogh-review-final-report.pdf

3 https://www.gov.uk/government/publications/berwick-review-into-patient-safety
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3. Assurance should build on what CCGs are already doing to hold themselves 

accountable locally to their communities, members and stakeholders, for both 

statutory requirements and for national and local priorities

4. Assurance should minimise bureaucracy and additional reporting requirements 

by drawing on available data and aligning with other regulatory and planning 

processes – there should be minimal additional paperwork

5. Assurance should be proportionate and respect the time and priorities of  CCGs 

and NHS England area teams

6. Assurance should be summative and take place over the year as ongoing, adult 

to adult conversations

7. The tone, process and outcomes need to help CCGs unlock their potential – 

there should be no discussion about performance without a discussion about 

development and vice versa

8. Accountability, learning and development between CCGs and area teams will be 

integral to the process

9. The framework will be based on a nationally consistent methodology and format 

whilst allowing room for local context and variation

Beyond these principles, it is also important that assurance is a model for the mature 

relationships which we aspire to build between NHS England and CCGs. To ensure 

that this commitment is met, NHS England will undertake a benchmarking exercise 

which will identify a development programme for area teams to ensure that the 

same attention is given to the development of  our own functions as a commissioning 

organisation as has been given through authorisation to the development of  CCGs. 

The direct commissioning assurance framework which is published alongside the 

CCG assurance framework sets out further detail on this commitment and also 

outlines how we will meet our commitment to deliver equal transparency for our own 

direct commissioning functions and the timescales for this to happen.

Mutual accountability

To reinforce the reciprocal nature of  assurance conversations and to reinforce our 

mutual responsibility for the commissioning of  local services and accountability to 

patients, direct commissioning assurance has been developed with comparable 

principles and standards. Direct commissioning assurance will also be based around 

the six assurance domains and will involve quarterly meetings to discuss a set of  

locally agreed areas for discussion. The evidence base to feed these meetings needs 

more development, acknowledging the different positions we are in with the different 

elements of  direct commissioning, compared to that of  CCG assurance. 
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However, we know that what is important is that practical, mutual assurance takes 

place at the same time through a unified and coherent process, and that both 

assurance processes can join together to ensure that commissioners are working in 

unison to address any concerns around the quality of  care across the whole local 

health economy.

The assurance process

Figure 1: The assurance cycle

 

The final CCG assurance framework recognises that assurance is continuous and 

takes place through every local interaction. The annual assessment will be the 

product of  these interactions. It will be balanced and summative in nature, with ‘no 

surprises’, based on a mature relationship between CCGs and area teams. Together 

they are engaged are engaged in a range of  discussions around assurance and 

development throughout the year and the frequency and nature of  these will vary 

dependent on local circumstances. This framework sets out an overall context for 

assurance and development discussions and describes the formal elements of  

assurance that will be in common for all CCGs and area teams. 

The assurance proposals which were previously described in the interim framework 

have been significantly refined as a result of  CCG engagement. Assurance is 

now structured around six assurance domains which have been jointly developed 

and agreed with CCGs through engagement. For the first year, assurance and 

development conversations will continue to take place on a quarterly basis, and will 

be proportionate and minimally burdensome in both their design and delivery.  
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The CCG assurance domains reflect the key elements of  an effective clinical 

commissioner which were integral to CCG authorisation.

Figure 2: CCG assurance domains

Domain 1:  Are patients receiving clinically commissioned, high quality services?

The CCG consistently demonstrates a strong clinical and multi-professional focus which brings 
real added value, with quality at the heart of  governance, decision-making and planning 
arrangements to commission safe, high quality and compassionate care for patients. 

Domain 2: Are patients and the public actively engaged and involved?

The CCG demonstrates active and meaningful engagement with patients, carers and their 
communities which is embedded in the way that the CCG works.

Domain 3: Are CCG plans delivering better outcomes for patients?

The CCG is delivering improved outcomes within financial resources, supported by clear and 
credible plans which are in line with national requirements (including excellent outcomes), and 
local Joint Health and Wellbeing Strategies.

Domain 4: Does the CCG have robust governance arrangements?

The CCG has effective and appropriate constitutional, corporate, clinical and information 
governance arrangements in place, with the capacity and capability to deliver all its duties and 
responsibilities, including financial control, as well as effectively commission all the services for 
which it is responsible.

Domain 5: Are CCGs working in partnership with others?

The CCG has strong collaborative arrangements in place for commissioning with other CCGs, 
local authorities and NHS England, as well as appropriate external commissioning support 
services and wider stakeholders including regulators.

Domain 6: Does the CCG have strong and robust leadership?

The CCG has in place great leaders who individually and collectively make a real difference.

The process of  CCG authorisation set a static benchmark for safe operation under 

each of  these domains to establish CCGs as statutory organisations. Assurance 

represents a dynamic process which takes the baseline established through 

authorisation and tests it against CCG planning and delivery in the context of  

progressive improvement and development. 
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For the purposes of  assurance, drawing on a rich range of  evidence sources, 

area teams will shape a proposed agenda with areas for discussion across the six 

domains. In line with the principle of  minimising additional bureaucracy, assurance 

conversations will be on the basis of  rich and varied sources of  existing information 

and intelligence - reflecting a balance of  national and local data sources - including 

the published documents which CCGs use to demonstrate assurance to their 

own governing bodies (an important indicator of  robust internal governance 

arrangements). This means that each assurance meeting will be structured around a 

nationally consistent framework but with content that is specific to each CCG.

Underpinning the assurance domains are the statutory duties that each CCG 

has to meet and the need for NHS England to comply with guidance issued by 

the Secretary of  State for Health under 14Z16 or 14Z8 of  the NHS Act 2006 (as 

amended by the Health and Social Care Act 2012). CCG governance was a core 

component of  the CCG authorisation assessment and as established statutory 

bodies, CCGs will use these internal structures to monitor their own delivery against 

statutory requirements, for example towards improving quality, reducing inequalities, 

obtaining advice and engaging patients and the public. NHS England’s assessment 

of  a CCG’s statutory compliance will use these internal assurances as the basis for 

the annual assurance assessment. However, where evidence indicates that these 

duties are not being met then this should form one of  the areas for discussion.

Whilst the development of  areas for discussion will be subject to local discretion, 

there are a number of  areas which should be consistently considered for discussion 

across the country, including: 

 ● Any performance concerns identified by the quarterly delivery dashboard 

 ● Any evidence to suggest that CCGs are not delivering against their statutory duties 

 ● The annually commissioned 360 degree stakeholder survey which will give 

insight into both CCGs and area teams, providing another national source of  

intelligence and insight into the strength of  local relationships. 

The emphasis of  the conversations at each quarter may also change during the 

year to reflect the stage of  the CCG’s annual planning and delivery cycle – for 

example the discussion of  the planning process around the quarter 3 assurance 

conversation. In this way, the assurance process aims to align with the annual 

functioning of  a CCG, complementing and supporting the work being undertaken, 

rather than adding another layer of  process.  

Quarterly assurance meetings will ensure that formal assurance discussion 

is continuous throughout the year, and the evidence from these meetings will 

contribute to the final annual assessment. Following the first full year of  assurance, 

when CCGs will have developed a track record of  delivery, the frequency of  
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assurance meetings could be subject to more local discretion and could be less 

frequent on the agreement of  both the CCG and area team where the CCG has 

demonstrated strong performance across the assurance domains. Where assurance 

concerns remain, conversations should continue to take place at a minimum on a 

quarterly basis and where evidence emerges that the delivery of  statutory duties 

are at risk, it is expected that these would be raised with the CCG, including the 

reassessment where necessary of  the agreed frequency of  meetings. 

The result of  the quarterly assurance conversations will inform the annual 

assessment and will also encourage discussions about further development or 

support required. Where concerns remain following assurance conversations, 

support to address these should be agreed and clear improvement trajectories set 

which should be subject to further monitoring and discussion. 

This assurance approach recognises that the concept of  support can be broadly 

drawn on a continuum which ranges from providing information and advice to 

providing additional expertise and capacity to resolve specific performance 

concerns. Support would include activity to help CCGs develop as organisations 

and is not restricted to work to help address quality or performance concerns 

through assurance. Development and support should be the default response and it 

is only in the exceptional circumstances where these are not sufficient that we would 

expect statutory intervention to take place, in line with the development, support 

and intervention framework shown at annex A. Further detail about the continuum 

between development and support, and the exceptional exercise of  statutory 

intervention powers is set out in the operational guidance. 

Possible key sources of evidence

There are a number of  key documents that may be used in the development of  

the areas for discussion that underpin assurance conversations but these will be 

dependent on local circumstances. The framework is intentionally not prescriptive 

in this area, and area teams and CCGs are encouraged to be creative in the use 

of  robust, reliable and diverse sources of  evidence to contribute to a supportively 

challenging assurance conversation.
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Figure 3: Examples of key sources of evidencePrepara3on	  for	  discussion	  

National insight

National data flows give a consistent insight into a wide range of  performance areas 

and are an important source of  evidence to provide assurance across a number of  

the domains of  assurance. As a general principle, where national insight indicates 

areas of  concern, to ensure consistency of  approach these should become areas 

for discussion in the assurance conversation. 

NHS England will continue to produce a quarterly delivery dashboard which is 

aligned to a number of  potential areas for discussion under the assurance domains. 

This dashboard will be based on the balanced scorecard which was proposed 

under the interim CCG assurance framework but will be further refined to improve 

content and also to develop better insight into key indicators of  good public and 

patient involvement. In future years, the delivery dashboard will be further amended 

to reflect revisions to national planning and delivery priorities in line with CCG plans. 

The revised delivery dashboard is included in the operational guidance which is 

published alongside the CCG assurance framework. 

National analysis from policy teams will also inform the assurance assessment 

through routine information and intelligence which can be generated and provided 

to area teams on a regular basis.  This will help with evidence to highlight areas 

under the planning framework where local performance is presenting a risk to the 

achievement of  the NHS Mandate or the continued delivery of  statutory duties.  
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A nationally commissioned 360 degree stakeholder survey will also be made 

available each year to inform the annual assessment, augmenting existing local 

governance and information about the strength of  local stakeholder relationships. 

The content and core participants for the 360 degree survey will be subject to 

further engagement with CCGs and area team representatives but in principle 

will be developed to represent a rich view of  both CCGs and area teams for the 

purposes of  insight and mutual assurance. NHS England will also work to develop 

the survey to generate more specific local insights in agreement with CCGs. 

Local insight

Areas for discussion will also be generated from the information which CCGs 

produce and make available locally to patients and the public such as CCG 

board papers and the CCG constitution - including internal and external audits 

and financial and strategic plans. Each of  these documents demonstrate CCG 

accountability and contain additional supporting information which provide insight 

across the domains of  assurance with a particular focus on CCG governance. 

Another key source of  insight will be intelligence received from local partners 

and other organisations, such as the Care Quality Commission, the NHS Trust 

Development Authority and Monitor reviews and reports, plus relevant local Joint 

Strategic Needs Assessments (JSNA), Joint Health and Wellbeing Strategies (JHWS) 

and insights from quality surveillance groups. Local Healthwatch organisations 

also play a crucial role in highlighting issues of  local concern and opportunities 

for improving services. This intelligence will also give insight into concerns about 

delivery and an opportunity to provide constructive challenge to ensure that 

CCGs are meeting their statutory responsibilities. Key local partners, including 

local authority and Health and Wellbeing Board members, will also be important 

contributors to the 360 degree stakeholder survey. 

In addition, CCGs also have a statutory obligation on an annual basis to develop 

and publish an annual report. In addition to the explicit areas which CCGs need 

to include in their annual report, as set out in statute and detailed through the 

forthcoming CCG Annual Reporting Manual, NHS England would expect CCGs to 

make a formal statement about their delivery against their statutory duties. Further 

detail is included at annex B. This would then form an additional key source of  

insight to inform assurance conversations following publication.  
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Figure 4: Overview of the assurance process
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Output of assurance
The output of  assurance should respect the principle to minimise the bureaucratic 

impact of  the assurance process. 

There will be two headline outputs from the assurance assessment which the area 

team should produce and share with the CCG – a quarterly report which contains 

both a headline assessment and summary report, following quarterly assurance 

conversations and an annual letter from the area team to the CCG governing body 

which summarises the annual assessment. 

Within the quarterly report, the headline assessment should be a clear assessment 

of  whether NHS England is ‘assured’ or ‘not assured’ on the basis of  the assurance 

domains. Informing this headline assessment, there should also be a brief  

summary report which identifies the assessments made under each domain (see 

Development, Support and Intervention Framework at annex A) and includes 

references to the information which informed these judgements. It should also 

reference particular areas of  best practice identified through discussion. In addition, 

where assurance requires agreed support, the summary report should also contain 

any agreed improvement trajectories. 

The annual letter should summarise assurance conversations throughout the year 

and also identify any agreed improvement required and ambitions for further 

development. This letter may be supported by annexes, including key evidence 

used to make assurance judgements.  
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To ensure transparency in the output of  assurance conversations, we would expect 

that CCGs will want to make these materials available for public review. In addition, 

to meet statutory requirements, NHS England will publish the results of  the annual 

assessment as required by statute as part of  the summary from its Authorisation and 

Assurance Committee.

Attendance at the quarterly assurance conversations

In recognition that each conversation will be unique and different, the agenda and 

attendance at the quarterly assurance meeting should be agreed locally. However, 

we would expect that attendance should be appropriate for a comprehensive 

discussion of  the agenda. This could include requesting specific expertise where 

necessary e.g. lay representation, nursing representatives.

A key lesson from the approach taken to the mortality review undertaken by Sir 

Bruce Keogh was the importance of  the involvement of  lay people in assessment. 

To ensure transparency and openness to patients and the public, it has been 

suggested that public participation is built into CCG assurance meetings. To ensure 

transparency and openness with patients and the public both CCGs and area teams 

should locally agree proposals to embed lay people and independent scrutiny into 

their relationships. 

Options to do this could include, but would not be limited to, inviting a representative 

from Healthwatch, involving members of  the Health and Wellbeing Board, CCGs 

including their lay members in their representation at the meetings or accessing 

local patient engagement arrangements that have been developed by CCGs.  NHS 

England area teams will work locally with CCGs to further develop these proposals 

which should contribute further evidence to the domains of  assurance. Further work 

will be done by NHS England to support this lay input into the process, including 

developing training for lay members to ensure that involvement can be meaningful 

as a developmental and productive part of  assurance conversations. 

CCG development and support

Every assurance conversation should be an opportunity to identify further areas 

for development and for NHS England to support CCGs to continue to meet their 

own self-determined development needs and continue to pursue excellence in 

commissioning. The assurance process and its outcomes need to help CCGs 

unlock their potential – there should be no conversation about assurance without 

development and vice versa.
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One of  the key elements of  the annual assessment should be an agreement 

between CCGs and NHS England about development needs which should be used 

to set development priorities in the year ahead. Similarly, each quarterly meeting 

should be an opportunity for CCGs and area teams to discuss areas for support 

and development, to inform conversations and CCG ambitions, and develop the 

relationship between the two over the coming quarter. These quarterly meetings 

should also be used as a way of  identifying notable practice, where a CCG is 

excelling or has developed practice that should be showcased more broadly. 

As support is on a continuum it is not possible to develop a check list of  potential 

support options because flexibility is required in order to deliver a tailored response. 

As has been described, support can include every action from providing information 

and advice to providing additional expertise and capacity to resolve performance 

concern. Support should be the default response to any performance challenge. It 

is not an indication that a CCG is failing and should not be viewed as such. Many 

of  the concerns raised through assurance will have a system-wide impact and 

the response requires both the CCG and NHS England as a direct commissioner 

to act. Shared problems (for example, provider quality concerns) require shared 

solutions.  In these cases, agreed support will ensure that NHS England is equally 

as accountable for agreed improvement. Through support, the collective efforts of  

local partners can be mobilised. Support conversations should drive creative and 

innovative responses and should include a much greater focus on the identification 

of  peer support and shared learning in addition to more established approaches.

A commitment to ongoing development

NHS England is strongly committed to working collaboratively with CCGs to deliver 

continuous improvement in clinical commissioning in the pursuit of  excellence. 

Throughout the development of  the CCG assurance proposals, work has been 

ongoing with the NHS Commissioning Assembly, its CCG development working 

group and external partners to develop a strategic framework for CCG development.  

Based on the views and feedback from CCGs across the country, a number of  key 

areas of  work are being taken forward to support continued CCG development.  

These include:

 ● The identification and presentation of  insight into notable practice in clinical 

commissioning, across the six assurance domains, based on international 

examples, academic research, and the codified best practice of  leading CCGs 

 ● Listening to CCGs and marshalling resources at scale, where it makes sense to 

do so (for example, from within NHS England itself, NHS Improving Quality and 
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the NHS Leadership Academy) to respond to the development needs that have 

been identified by CCGs

 ●  Making more visible the wider range of  support available and encouraging a 

vibrant, innovative market of  support for CCGs to meet their specific needs

 ●  The development of  practical offers of  real help for CCGs in response to specific 

identified needs and gaps

 ●  Exploring the specific shared development needs of  CCGs and their local 

partners within Health and Wellbeing Boards, including area teams, public health 

and local government, as local system leaders and fellow commissioners for their 

populations

 ●  Supporting the creation of  a national learning network designed around CCG 

preferences for adopting and spreading learning and innovation

To complement both assurance and development activity, further work will be 

undertaken in collaboration with CCGs and area teams to test a proposal for a 

programme of  local health and care summits—strategic stocktakes for local health 

economies aimed at strategic alignment of  commissioning plans and objectives 

across a local patch.  The purpose, costs and benefits will be carefully explored in 

the design phase of  the programme before a pilot is undertaken.

Development, Support and Intervention Framework

Following each assurance conversation, area teams will make an assessment 

under each assurance domain on the basis of  the evidence presented. These 

assessments will be individual to each conversation but should be made in 

accordance with the development, support and intervention framework set out 

in more detail at annex A. The assessment should also take into account any 

information which the area team has received following the assurance conversation 

as a result of  any request for further information or improvement trajectories. 

The assessment should be documented in the summary report published as 

supplementary evidence to the headline assessment in the quarterly report (see 

output from assurance above). 

Where the CCG can demonstrate that they are continuing to show good performance 

across the domain, the assessment should be that the domain is ‘assured’. 

Where the CCG has quality performance concerns which can be mitigated by 

mutually agreed support from NHS England, the assessment should be that the 

domain is ‘assured with support’.
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In both of  these circumstances, subject to monitoring of  any performance 

improvement and moderation of  whether support is being provided consistently 

across the country, there should be no further intervention action taken at that time. 

The assessment of  these domains, and the overall assessment of  each CCG, will 

be based on a CCG’s capacity and capability as an organisation. Although the 

environment in which the CCG is operating will be relevant to the CCG’s ability to act 

effectively, this is an assurance process for CCGs as organisations rather than of  

local health and care systems.

In some circumstances, assurance will identify concerns where CCGs cannot 

provide evidence that they are capable of  giving assurance under the assurance 

domain, or may have demonstrated over time that support is not sufficient to deliver 

agreed improvement. Where these serious concerns arise, NHS England has the 

ability to exercise statutory powers of  intervention where it is satisfied that (a) a 

CCG is failing or (b) is at risk of  failing to discharge its functions. In these limited 

circumstances, the assessment should be that the domain is ‘not assured’ and 

appropriate intervention action would be proposed. 

We expect that statutory intervention powers will be used rarely and only where 

NHS England is satisfied that a CCG is failing or is at risk of  failing to discharge its 

functions. The assurance approach should be characterised by a regular dialogue 

with a focus on development and support.

NHS England will continue to work to develop the application of  this framework.  

This work will include the development of  a shared understanding of  the range 

of  support offers, how these are linked to the assurance discussions, how an 

assessment of  a CCG would result in it moving from ‘assured’ to ‘not assured’ and 

how a view is taken that NHS England would move from supporting a CCG to an 

intervention with legal directions.

Nothing within the assurance framework should prevent a CCG from acting to avoid 

a significant quality breach and likewise nothing should prevent NHS England taking 

steps to ensure that this quality oversight is in place including acting to ensure that 

patient care is not compromised. 
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Figure 5: Moderation process

 

In common with the interim assurance process, appropriate checks and balances 

will be put in place to ensure that the assurance framework is applied fairly. Support 

proposals will be discussed at regional level to ensure that they are applied 

consistently and to identify any gaps in existing support offers to CCGs. Any 

proposals for intervention will continue to need agreement by the Authorisation and 

Assurance Committee of  NHS England. 

A continuously evolving process

This CCG assurance framework is the product of  a significant engagement exercise 

and represents a point in time, but acknowledges that relationships are continuing 

to develop and both CCGs and area teams evolving over time. This framework will 

therefore necessarily also continue to improve. It has been developed to provide a 

framework that is resilient to change but NHS England are committed to ensuring 

that the process of  assurance and the key sources of  information which inform it 

continue to develop as relationships mature in the spirit of  ongoing co-production 

with CCGs. 
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Annex A: Development, Support and Intervention Framework
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Annex B: CCG annual report requirements

Under section 14Z15 of  the NHS Act 2006 (as amended by the Health and Social 

Care Act 2012), CCGs have a duty to prepare an annual report for each financial 

year on how they have discharged their functions. Further detail on the requirements 

set out for annual reporting will be included in the CCG Annual Reporting Manual.   

A full list of  CCG statutory duties was produced to support the CCG authorisation 

process4.  The annual report will be an important source of  local insight to inform the 

annual assessment of  CCGs, particularly regarding compliance with statutory duties 

including the publication of  financial information. CCGs are therefore expected to 

include a section on statutory compliance within their annual report which makes 

a self  certification about continued delivery of  statutory duties.The CCG Annual 

Reporting Manual will set out further information about this certification. Whilst NHS 

England will not be prescriptive about the narrative to support the certification, it is 

expected that it will specifically cover how the CCG has:  

 ● Acted with a view to ensuring that health services are provided in a way which 

promotes the NHS Constitution, and that it has promoted awareness of  the NHS 

Constitution among patients, staff  and members of  the public  

 ● Assisted and supported NHS England in discharging its duties relating to 

securing the continuous improvement in the quality of  primary medical services

 ● Promoted the involvement of  patients, their carers and representatives in 

decisions that relate to the prevention or diagnosis of  illness in the patient, their 

care and treatment 

 ● Enabled patients to make choices with respect to the aspects of  health services 

provided to them

 ● Promoted innovation, research, education and training

 ● Consulted widely when devising its commissioning plans

 ● Taken appropriate steps to secure that it is properly prepared for dealing with a 

relevant emergency

 ● Cooperated with its Health and Wellbeing Board in relation to the discharge of  

the Health and Wellbeing Board’s functions

 ● Discharged its functions with regard to the need to safeguard and promote the 

welfare of  children

 ● Cooperated in relation to the preparation of  Joint Strategic Needs Assessments

4 http://www.england.nhs.uk/wp-content/uploads/2013/03/a-functions-ccgs.pdf
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The publication timescales for the production of  annual reports runs in parallel with 

the quarter 4 annual assurance conversations. It is expected that at a minimum, 

annual reports be used as a key source in generating the areas for discussion at 

this meeting.   
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Report to:  Governing Body 
Date:  28 January 2014 Agenda item:  12.3 

Title of report:  Maternity services: consultation progress update 
Sponsor:  Phil Clow, director of commissioning 
Author: Steve Rundle, commissioning manager 
Purpose of the report and action required: To report progress on the public 
consultation currently taking place about future arrangements for maternity care. 
Executive summary:   
Public consultation on a proposal that the free-standing midwifery-led unit at North 
Tyneside General Hospital should no longer provide a service for deliveries and 
inpatient postnatal care began on 9 December 2013 and will run for 14 weeks until 14 
March 2014. 
 
Consultation documents, a summary leaflet and posters have been shared with key 
partner organisations and with a wide range of organisations and venues that are 
visited by women of childbearing age.  The summary leaflet is also being distributed 
to all households and to high street businesses.  Some of the partner organisations, 
including North Tyneside Council, HealthWatch and the Community and Healthcare 
Forum have cascaded the information through their own networks.  Information about 
the consultation is also available on the CCG’s website. 
 
There has been a small amount of media interest following the launch and there has 
been further contact with the regional and local media to promote the four public 
events which will take place between 23 January and 12 February. 
 
Representatives from the CCG have attended meetings of the HealthWatch Board, 
the Health & Wellbeing Board and will also be attending a meeting of the Adult Social 
Care, Health and Wellbeing Committee on 30 January 2014.  Representatives from 
the CCG are also attending a range of mother and toddler groups to seek views from 
local women. 
 
A meeting took place with staff in the midwifery-led unit at North Tyneside General 
Hospital on the day that the consultation was launched and a second meeting will 
take place on 24 January 2014. 
 
All comments made at meetings where the proposal is discussed are being logged to 
include in a feedback report which will be prepared at the end of the consultation. 
 
For the duration of the consultation, the CCG’s maternity services working group has 
been extended to include colleagues from the two foundation trusts, neighbouring 
CCGs, HealthWatch and the CCG patient forum.  This group is meeting every 
fortnight and provides an opportunity for issues to be raised in relation to the 
consultation process. 
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Report to: Governing Body 
Date:  28 January 2014 Agenda item:  12.3a 
Title of report:  Maternity services: consultation progress update 
Sponsor: Phil Clow, director of commissioning 
Author:  Steve Rundle, commissioning manager 
Purpose of the report and action required: To report progress on the public 
consultation currently taking place about future arrangements for maternity care. 
 
Full report   
 
1. Background 
 

1.1 The Governing Body was updated at its meeting on 26 November 2013 
about the outcome of the review of maternity services that had been taking 
place since early summer. 
 
The Governing Body was advised that following the review, the Clinical 
Executive was developing proposals which would be the subject of formal 
public consultation, in line with national requirements.  The Governing Body 
assured the process to date and agreed next steps in terms of public 
consultation.  This matter was discussed and agreed at the CCG Council of 
Practices meeting.  

 
1.2 Arrangements were made accordingly to begin consultation on a proposal 
that:  
 
The free-standing midwifery-led unit at North Tyneside General Hospital 
should no longer provide a service for deliveries and inpatient care. 
 
This change would happen when the new Northumbria Specialist Emergency 
Care Hospital at Cramlington opens in 2015. 
 
This means that when a woman becomes pregnant, no matter whether she is 
considered to be low or high risk she will be able to choose to deliver her baby 
at either Northumbria Specialist Emergency Care Hospital or RVI.  The RVI 
already has both a midwifery-led unit (Newcastle Birthing Centre) and a 
medical-led unit on the same site, as will Northumbria Specialist Emergency 
Care Hospital.  
 
Women would receive as much of their antenatal and postnatal care as 
possible in North Tyneside in a range of local settings. 

 
1.3 The care the CCG would like to commission for each stage of pregnancy is 
outlined as follows: 
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• Antenatal 

Wherever possible, the CCG wants to deliver antenatal care locally to women 
in North Tyneside, for example, doctors’ surgeries, children’s centres, etc.  
However, for some women this may mean combining antenatal care locally with 
additional care at hospital if their clinical condition requires this.  If women need 
to be admitted for care during their pregnancy, this will be provided at 
Northumbria Specialist Emergency Care Hospital or RVI so that they have 
access to consultants and other medical staff who can monitor their condition.  
The CCG would also like to explore with its partner organisations, such as the 
NHS foundation trusts and the council, what opportunities might exist to 
encourage and support women to be healthier during their pregnancy as this 
can impact on their labour and delivery and also the health of the baby. 
 
• Labour and delivery 

As now, when women book with their midwife, there will be a discussion about 
place of birth and the choices available to them, depending on their clinical 
condition (for example, whether they are eligible for a home birth, delivery in a 
midwifery-led unit or whether they will require medical-led care, i.e. where 
obstetricians and other clinicians are available in case of complications).  
Women classed as ‘low risk’ are eligible to give birth at home, in a midwifery-
led unit or they may choose to give birth in a medical-led unit.  ‘High risk’ 
women need to give birth in a medical-led unit. 
 
Some women change their mind during their pregnancy or sometimes their 
clinical condition changes which means that a home birth or a midwifery-led 
unit birth is no longer an option.  The choice a woman makes will always be in 
discussion with the professionals who are supporting her to ensure that this 
choice is informed and safe for her depending on how her pregnancy 
progresses. 
 
The CCG wants to make sure that women are supported to give birth in the 
venue of their choice, which depending on their clinical condition could be: 
 
• Medical-led maternity unit at Northumbria Specialist Emergency Care 

Hospital in Cramlington 
• Midwifery-led unit at Northumbria Specialist Emergency Care Hospital in 

Cramlington 
• Medical-led maternity unit at RVI in Newcastle 
• Midwifery-led unit (Newcastle Birthing Centre) at RVI in Newcastle  
• Home delivery 

 
This means there would be no deliveries at North Tyneside General Hospital 
(once Northumbria Specialist Emergency Care Hospital opens). 
 
For women who choose to have a midwifery-led birth at either Northumbria 
Specialist Emergency Care Hospital or RVI, should any complications arise 
during the labour or delivery, or if their labour does not progress as it should, 
they will be transferred to the medical-led units on the same sites.  Currently 
women who choose to deliver in the free-standing midwifery-led unit at North 
Tyneside are transferred by ambulance to RVI in the event of any 
complications. 
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• Postnatal 
Once women have had their baby in hospital they will be discharged home to 
have their postnatal care and support in or close to their home provided by 
community midwives.  If women and their babies need to stay in hospital for 
clinical reasons, this will be at either Northumbria Specialist Emergency Care 
Hospital or RVI. 
 
This changes the current situation where some women deliver their babies at 
one hospital, for example, Wansbeck General Hospital or RVI and are then 
discharged but instead of going home, are admitted to North Tyneside 
General Hospital for postnatal care and support.  This doesn’t happen in other 
parts of the country.  The CCG would expect women to stay in the hospital 
where the birth took place if they need clinical care following delivery until they 
are clinically well enough to be discharged home into the care of the 
community midwives. 
 
As for antenatal care, the CCG would also like to explore with its partner 
organisations, such as the NHS foundation trusts and the council, what 
opportunities might exist to encourage and support women to be healthier 
following the birth of their babies as this can impact on both the mother and 
her child. 
 

2. Work undertaken to date 
 

2.1 Over the summer months the review of maternity services was discussed 
on a number of occasions at the Clinical Executive and Council of Practices.  
The review of maternity services was last discussed by the Governing Body on 
26 November 2013. 
 
2.2 Following that meeting, arrangements were made for formal consultation, 
on the proposal outlined above.  The consultation was launched on 9 
December 2013 and will run over 14 weeks to 14 March 2014. 
 
Consultation documents, a summary leaflet and posters have been shared with 
key partner organisations and with a wide range of organisations and venues 
that are visited by women of childbearing age.  The summary leaflet has also 
been distributed to all households and to high street businesses.  Some of the 
partner organisations, including North Tyneside Council, HealthWatch and the 
Community and Healthcare Forum have cascaded the information through their 
own networks.  Information about the consultation is also available on the 
CCG’s website. 

 
2.3 When the consultation was launched there was some media interest.  Since 
then there has been further contact with the regional and local media to 
promote the four public events which are scheduled to take place as follows: 
 
Thursday 23 January, 1pm at Linskill Centre, Linskill Terrace, North 
Shields, NE30 2AY 

 
Thursday 30 January, 1pm at Howdon Community Centre, Denbigh 
Avenue, Howdon, Wallsend, NE28 0PP 
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Thursday 6 February, 6.30pm at Shiremoor Centre, Earsdon Road, 
Shiremoor, NE27 0HJ 

 
Wednesday 12 February, 6.30pm at John Willie Sams Centre, Market 
Street, Dudley, NE23 7HS 

 
2.4 Meetings have been attended of the HealthWatch board on 7 January 
2014, the Health & Wellbeing Board on 14 January 2014 and representatives 
from the CCG will be attending a meeting of the Adult Social Care, Health and 
Wellbeing Committee on 30 January 2014. 

 
Representatives from the CCG are also attending a range of mother and 
toddler groups to seek views from local women. 
 
The Community and Healthcare Forum is seeking the views of people from 
protected groups and specific communities of interest. 

 
A meeting took place with staff in the midwifery-led unit at North Tyneside 
General Hospital on the day that the consultation was launched and a second 
meeting will take place on 24 January. 

 
3. Key points  

 
3.1 For the duration of the consultation, the CCG’s maternity services working 
group has been extended to include colleagues from the Newcastle upon Tyne 
Hospitals NHS Foundation Trust and Northumbria Healthcare NHS Foundation 
Trust, neighbouring CCGs, HealthWatch and the CCG patient forum.  This 
group is meeting every fortnight and provides an opportunity for issues to be 
raised in relation to the consultation process. 

  
3.2 The consultation process follows extensive engagement during 
August/September 2013 to seek the views of women of childbearing age in 
North Tyneside.  This involved independent research, when discussions took 
place with more than 1,100 women.  During the consultation, although 
information is being widely shared with the public, a concerted effort is being 
made to seek views about the proposals from women of childbearing age, who 
have fairly recent experience of using maternity services or who may use them 
in the future.  This includes targeting organisations and venues attended by 
women of childbearing age, including attendance by representatives from the 
CCG at mother and toddler groups.  A survey, which will be independently 
evaluated, is also available, online and as hard copies, for this group of women.  
 
3.3 From early summer, information about the review of maternity services was 
provided to key partners within the borough, including North Tyneside Council 
(including two all-members’ briefings and the Adult Social Care, Health and 
Wellbeing Committee), the MPs, Health & Wellbeing Board and HealthWatch. 
 
3.4 The Council of Practices has received regular updates on the review and 
most recently was updated on the consultation process at its meeting on 4 
December 2013.  All GP practices have received copies of the consultation 
materials, information has been included in the CCG’s GP bulletin and the 
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practice managers will receive an update on the process at their January 
meeting. 

 
3.5 All comments made at the meetings where the proposal is discussed are 
being logged to include in a feedback report which will be prepared at the end 
of the consultation. 

 
3.6 Since the consultation started, discussions that have taken place at partner 
organisations and with members of the public have been constructive. 

 
4.    Next steps 
 

The consultation will conclude on 14 March 2014.  The intention is to prepare 
reports on the outcome for the Governing Body on 25 March 2014 and for the 
Council of Practices 26 March 2014. 

 
5. Recommendations  
 

The Governing Body is asked to note the progress on the consultation process.  
 

 
Appendices and further information 
  
6. Appendices  
 

Consultation document – Making sure that women in North Tyneside have 
access to the best and safest possible maternity services 
 
Summary leaflet - Making sure that women in North Tyneside have access to 
the best and safest possible maternity services 

 
7. Further information relevant to the report 
 

North Tyneside Clinical Commissioning Group Commissioning Plan 2013/14 to 
2015/16 
North Tyneside Joint Health and Wellbeing Strategy 
Maternity Matters (Department of Health, 2007) 
National Institute for Health and Care Excellence – guidelines for 
recommendations in antenatal care (2008), intrapartum care (2007) and 
postnatal care (2006) 
The Birthplace Cohort Study (National Perinatal Epidemiology Unit at the 
University of Oxford, 2011) 
Safer Childbirth. Minimum Standards for the Organisation and Delivery of Care 
in Labour (Royal Colleges of Obstetricians and Gynaecologists, Midwives, 
Anaesthetists and Paediatrics and Child Health, 2007) 
Maternity Services in England (National Audit Office, 8 November 2013)  
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Governance and Compliance   
 
8. Links to corporate objectives  
 

2013/14 corporate objectives  Item links to 
objectives √ 

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

√ 

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

√ 

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

√ 

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

√ 

5. Deliver financial balance  
 

9. Consultation and engagement 
 
The above report sets out a comprehensive process of formal consultation in 
line with national requirements.  This follows an extensive period of 
engagement, including independent research involving more than 1,100 women 
of childbearing age. 
 

10. Resource implications 
 
Costs associated with the public consultation are being met from within existing 
CCG budgets. 

  
11. Risks 

 
The key risk is failing to carry out a robust process of public consultation which 
could result in a legal challenge or a referral to the Secretary of State for 
Health. 
 

12. Equality assessment 
 
An equality impact assessment of the consultation proposal has been 
completed.  This is available from Phil Clow, director of commissioning.  An 
equality impact assessment will also be carried out on the actual consultation 
process. 
 

13. Environment and sustainability assessment  
 

An environment and sustainability assessment has not been done.  
 
 
Report author: Steve Rundle, commissioning manager 
Report date:  16 January 2014 
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Public consultation on future arrangements for maternity care

Introduction
We are NHS North Tyneside Clinical 
Commissioning Group (CCG) and it’s our job 
to commission – to plan and buy - hospital and 
community health services for people living in 
North Tyneside.

The CCG is led by GPs and other clinicians and 
is supported by experienced NHS managers. We 
have been in place formally since 1 April 2013 
following the government’s reforms of the NHS, 
although for the previous 18 months we were 
preparing to take on our new responsibilities.

Our vision is ‘working together to maximise 
the health and wellbeing of North Tyneside 
communities by making the best use of 
resources’. To realise this we are committed 
to working with partner organisations to 
achieve priorities in the North Tyneside Joint 
Health and Wellbeing Strategy, of which the 
first is ‘improving the health and well-being of 
families’.

Our early work has included a review of 
maternity services which has taken place 
against the background of the development 
of the new Northumbria Specialist Emergency 
Care Hospital in Cramlington, which will open 
in 2015 and which will include maternity 
services. Given that the opening of this new 
hospital is now in sight we think there is a real 
opportunity to look at what services currently 
exist for women when they become pregnant 
to see if any changes should be made to ensure 
that they receive the best possible services 
throughout their pregnancy and following the 
birth of their baby.  

This means making sure that the maternity 
services available to women and their families 
are safe, effective and meet their needs and, 
as far as possible, their wishes, within available 
resources.   

We have been looking at antenatal care, 
labour and delivery and postnatal care as well 
as whether there is more we can do, working 
with our partners, to help improve the health of 
women before they become pregnant, during 
their pregnancy and after the baby is born.

The following three pages explain the 
proposals we are consulting you about. 
Pages six and seven set out the existing 
maternity services available for North 
Tyneside women. Pages eight to 16 outline 
the case for change i.e. the issues we have 
considered in developing these proposals. 
On page 19 you will find information 
about how you can find out more or make 
your views known.

Working together to maximise 
the health and wellbeing of 
North Tyneside communities 
by making the best use of 
resources.
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What we are consulting you about
We are proposing that: 

The free-standing midwifery-led unit at
North Tyneside General Hospital should no
longer provide a service for deliveries and
inpatient postnatal care.

This change would happen when the new 
Northumbria Specialist Emergency Care Hospital 
in Cramlington opens in 2015. 

This means that when a woman becomes 
pregnant, no matter whether she is considered 
to be low or high risk she will be able to choose 
to deliver her baby at either Northumbria 

Antenatal

Wherever possible, we want to deliver antenatal care locally to women in North 
Tyneside, for example, doctors’ surgeries, children’s centres, etc. However, for some 
women this may mean combining antenatal care locally with additional care at hospital 
if their clinical condition requires this. If women need to be admitted for care during 
their pregnancy, this will be provided at Northumbria Specialist Emergency Care Hospital 
or RVI so that they have access to consultants and other medical staff who can monitor 
their condition. 

We would also like to explore with our partner organisations, such as the NHS 
foundation trusts and the council, what opportunities might exist to encourage and 
support women to be healthier during their pregnancy as this can impact on their 
labour and delivery and also the health of the baby.

Specialist Emergency Care Hospital, Cramlington 
or Royal Victoria Infirmary (RVI), Newcastle. 

The RVI already has both a midwifery-led unit 
(Newcastle Birthing Centre) and a medical-
led unit on the same site, as will Northumbria 
Specialist Emergency Care Hospital.

Women would receive as much of their 
antenatal and postnatal care as possible in 
North Tyneside in a range of local settings.

The following two pages describe how we see 
this model of care working, for all stages of 
pregnancy.
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Labour and delivery

As now, when women book with their midwife, there will be a discussion about place 
of birth and the choices available to them, depending on their clinical condition (for 
example, whether they are eligible for a home birth, delivery in a midwifery-led unit or 
whether they will require medical-led care, i.e. where obstetricians and other clinicians 
are available in case of complications). Women classed as ‘low risk’ are eligible to give 
birth at home, in a midwifery-led unit or they may choose to give birth in a medical-led 
unit. ‘High risk’ women need to give birth in a medical-led unit.

Some women change their mind during their pregnancy or sometimes their clinical 
condition changes which means that a home birth or a midwifery-led unit birth is no 
longer an option. The choice a woman makes will always be in discussion with the 
professionals who are supporting her to ensure that this choice is informed and safe for 
her depending on how her pregnancy progresses.

We want to make sure that women are supported to give birth in the venue of their 
choice, which depending on their clinical condition could be:

• Medical-led unit at Northumbria Specialist Emergency Care Hospital  
 in Cramlington

• Midwifery-led unit at Northumbria Specialist Emergency Care Hospital  
 in Cramlington

• Medical-led unit at RVI in Newcastle

• Midwifery-led unit (Newcastle Birthing Centre) at RVI in Newcastle 

• Home delivery

This means there would be no deliveries at North Tyneside General Hospital (once 
Northumbria Specialist Emergency Care Hospital opens).

For women who choose to have a midwifery-led birth at either Northumbria Specialist 
Emergency Care Hospital or RVI, should any complications arise during the labour or 
delivery, or if their labour does not progress as it should, they will be transferred to the 
medical-led units on the same sites. Currently women who choose to deliver in the free-
standing midwifery-led unit at North Tyneside are transferred by ambulance to RVI in the 
event of any complications.
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We know from local discussions that some people will ask why it is not possible to 
bring back medical-led maternity care to North Tyneside General Hospital, i.e. to the 
model of care that existed before the free-standing midwifery-led unit was opened.

We need to make it clear that this was never an option. It was agreed in 2009 that 
Northumbria Healthcare NHS Foundation Trust’s medical-led maternity services would 
be at Northumbria Specialist Emergency Care Hospital, where other support services 
would be available, should they be needed. It would not be viable for the trust to 
provide the level of medical cover that would be needed at two units. The reason why 
medical-led maternity services were removed from North Tyneside was because of the 
challenges facing the trust in providing the level of medical cover necessary at both 
Wansbeck and North Tyneside General Hospitals.

Postnatal

Once women have had their baby in hospital they will be discharged home to have their 
postnatal care and support in or close to their home provided by community midwives. 
If women and their babies need to stay in hospital for clinical reasons, this will be at 
either Northumbria Specialist Emergency Care Hospital or RVI.

This changes the current situation where some women deliver their babies at one 
hospital, for example, Wansbeck General Hospital or RVI and are then discharged but 
instead of going home, are admitted to North Tyneside General Hospital for postnatal 
care and support. This doesn’t happen in other parts of the country. We would expect 
women to stay in the hospital where the birth took place if they need clinical care 
following delivery until they are clinically well enough to be discharged home into the 
care of the community midwives.

As for antenatal care, we would also like to explore with our partner organisations, 
such as the NHS foundation trusts and the council, what opportunities might exist to 
encourage and support women to be healthier following the birth of their babies as this 
can impact on both the mother and her child.

During the consultation we are very keen to hear your views on the above 
proposed model of care. Page 19 tells you about how you can comment.
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Maternity services for North Tyneside women 
are generally provided by two NHS foundation 
trusts:
 
• The Newcastle upon Tyne Hospitals NHS  
 Foundation Trust 

• Northumbria Healthcare NHS Foundation  
 Trust

The current arrangements have been in place 
since 2007, when following public consultation:

• The service at North Tyneside General Hospital  
 became free-standing midwifery-led

• The service at Wansbeck General Hospital  
 became the only medical-led unit for 
 Northumbria Healthcare NHS Foundation  
 Trust

• The service at RVI remained a medical-led  
 unit

The midwifery-led Newcastle Birthing Centre 
at RVI opened in 2011, which means that 
medical-led and midwifery-led services are on 
the same site.

The Newcastle upon Tyne Hospitals NHS 
Foundation Trust has a neonatal intensive 
care unit and a special care baby unit at RVI, 
and Northumbria Healthcare NHS Foundation 
Trust has a special care baby unit at Wansbeck 
General Hospital. 

Women classed as ‘low risk’ are eligible to 
give birth at home, in a midwifery-led unit or 
they may choose to give birth in a medical-led 
unit. ‘High risk’ women need to give birth in a 
medical-led unit.

The current arrangements for maternity care

Low risk case study

Linda is 26 years old. She and her partner 
Lenny already have one baby, Leanne, aged 
three. That was a straightforward pregnancy, 
with a planned delivery in a midwifery-led 
unit in a hospital which also has a medical-
led unit nearby.

In July 2012 Linda and Lenny started thinking 
about another baby. They knew that Linda 
should start taking folic acid (Vitamin B) as 
soon as contraception was stopped. Linda 
does not smoke, and it was not hard to stop 
alcohol altogether. She is a normal weight 
and exercises regularly.

By August 2012 Linda had a positive 
pregnancy test. She contacted the GP and 
arranged to meet with the local midwife, 
Mary, who she met when pregnant with 
Leanne.

Linda attended a local early pregnancy 
information session and following this met 
her named community midwife to undertake 
her pregnancy booking appointment. In 
October Linda had her 12 week dating scan 
which was normal. There were regular check-
ups by the community midwife throughout 
the pregnancy and all remained well.

In February 2013, at 28 weeks, Linda decided 
that she would prefer to go back to the same 
midwifery-led unit where she had Leanne, so 
the booking was made for delivery in that unit.

In May, at 40 weeks Linda went into labour 
and delivered a healthy boy, Leo. Mother 
and baby stayed in the unit for breastfeeding 
support and transferred home the following 
day to the on-going care of the community 
midwife.
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Midwifery-led units are run totally by midwives; 
while there is access to gas and air and 
pethidine / diamorphine injections, women are 
not able to have epidurals and the emphasis is 
on ‘natural’ childbirth. The evidence shows that 
women who are low risk and who have chosen 
to deliver in midwifery-led units require less 
analgesia and fewer interventions, including 
forceps, with consequent benefits for the 
mother and baby. 

The National Childbirth Trust cites the 
advantages of a midwifery-led unit as 
including:

•	 Being	in	surroundings	where	you	may	feel	 
 more relaxed and able to cope with labour

•	 You’re	more	likely	to	be	looked	after	by	a	 
 midwife that you have got to know during  
 your pregnancy

•	 You	will	usually	be	able	to	be	in	the	same	 
 room for your whole stay, with your partner.

•	 You	are	more	likely	to	have	a	 
 straightforward birth without medical  
 interventions

If a woman who is delivering in a midwifery-led 
unit requires specialist care, or if her labour is 
not progressing well, she is transferred to the 
nearest medical-led unit. 

At medical-led units while much of the care 
is provided by midwives, specialist doctors 
(including obstetricians and anaesthetists) are 
on hand in case of complications. 

Women living in North Tyneside receive the 
majority of their antenatal and postnatal care 
locally and this is provided by community 
midwives and health visitors. 

High risk case study

Rosie is 36 years old and was not planning 
to become pregnant. In July 2012 she had a 
period, but began to feel tired and unwell. 
Rosie is quite overweight and a smoker. Her 
job is stressful so she tends to have a glass 
or two of wine most nights.

When she missed her period in August, Rosie 
did a pregnancy test and was concerned to 
find it positive. She contacted the GP, and 
after discussion decided to continue with the 
pregnancy, which was her first.

In September Rosie met the local midwife 
and following a full risk assessment was 
advised that her pregnancy would be classed 
as high risk due to her medical history.  The 
midwife discussed options for place of birth 
and she was advised that she would need 
to be delivered in a unit which had medical-
led care, which means that the consultant 
obstetrician would be involved in care 
through pregnancy and delivery. 

In October Rosie had her 12 week scan 
at hospital which was normal. There 
were regular check-ups throughout 
her pregnancy at either the hospital or 
community clinics.

In February 2013, at 28 weeks, Rosie had 
high blood pressure readings so she had 
additional appointments at the hospital.

In May, at 40 weeks Rosie went into labour 
and delivered a small, but healthy boy, Rory. 
It was three days before they were ready 
to go home. Rosie’s blood pressure took 
time to settle and there were some feeding 
difficulties. When they were discharged 
they went home to the on-going care of 
community midwives and health visitors.
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The following nine pages set out the information we have considered before developing the 
proposals for consultation. 

Birth rate in North Tyneside

While the birth rate in North Tyneside has increased over the past 10 years, recently there has been 
a reduction.

Where women are delivering their babies

There has been a sharp decline in the number of deliveries in the free-standing midwifery-led unit 
at North Tyneside General Hospital, with deliveries there now standing at around four a week.

2006 (last full year as medical-led)

2008 (first full year as free-standing 
midwifery-led)

2012 (last full year of data available)

2013 prediction (extrapolation from 
1/1/13 - 30/9/13 data)

Year Total  
deliveries

Deliveries by North 
Tyneside women

1,571

507 

236

194

1,417

462 

207

176

The case for change
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The graph below shows how the pattern of where women are having their babies is changing:

More than 90% of women now deliver their babies outside North Tyneside. In 2012 more than 
three-quarters (76.6%) of North Tyneside women delivered their babies at RVI in Newcastle - see 
table below:

Homebirths remain a less popular choice. Eight North Tyneside women delivered their babies at 
home during 2012. From 1 January to 30 September 2013, there were six home deliveries.

RVI

Wansbeck

North Tyneside

Other
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200
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1/1/13 – 30/9/13 2012 (full year)
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1.6%

 -

 200

 400

 600

 800

 1,000

 1,200

 1,400

 1,600

 1,800

 2,000

2005 2006 2007 2008 2009 2010 2011 2012

N
um

be
r o

f D
el

iv
er

ie
s 

Selected Sites of Delivery by North Tyneside PCT Residents 

THE ROYAL VICTORIA INFIRMARY

WANSBECK HOSPITAL

NORTH TYNESIDE GENERAL HOSPITAL

Other Provider Subtotal

 -

 200

 400

 600

 800

 1,000

 1,200

 1,400

 1,600

 1,800

 2,000

2005 2006 2007 2008 2009 2010 2011 2012

N
um

be
r o

f D
el

iv
er

ie
s 

Selected Sites of Delivery by North Tyneside PCT Residents 

THE ROYAL VICTORIA INFIRMARY

WANSBECK HOSPITAL

NORTH TYNESIDE GENERAL HOSPITAL

Other Provider Subtotal

 -

 200

 400

 600

 800

 1,000

 1,200

 1,400

 1,600

 1,800

 2,000

2005 2006 2007 2008 2009 2010 2011 2012

N
um

be
r o

f D
el

iv
er

ie
s 

Selected Sites of Delivery by North Tyneside PCT Residents 

THE ROYAL VICTORIA INFIRMARY

WANSBECK HOSPITAL

NORTH TYNESIDE GENERAL HOSPITAL

Other Provider Subtotal

 -

 200

 400

 600

 800

 1,000

 1,200

 1,400

 1,600

 1,800

 2,000

2005 2006 2007 2008 2009 2010 2011 2012

N
um

be
r o

f D
el

iv
er

ie
s 

Selected Sites of Delivery by North Tyneside PCT Residents 

THE ROYAL VICTORIA INFIRMARY

WANSBECK HOSPITAL

NORTH TYNESIDE GENERAL HOSPITAL

Other Provider Subtotal

 -

 200

 400

 600

 800

 1,000

 1,200

 1,400

 1,600

 1,800

 2,000

2005 2006 2007 2008 2009 2010 2011 2012

N
um

be
r o

f D
el

iv
er

ie
s 

Selected Sites of Delivery by North Tyneside PCT Residents 

THE ROYAL VICTORIA INFIRMARY

WANSBECK HOSPITAL

NORTH TYNESIDE GENERAL HOSPITAL

Other Provider Subtotal

 -

 200

 400

 600

 800

 1,000

 1,200

 1,400

 1,600

 1,800

 2,000

2005 2006 2007 2008 2009 2010 2011 2012

N
um

be
r o

f D
el

iv
er

ie
s 

Selected Sites of Delivery by North Tyneside PCT Residents 

THE ROYAL VICTORIA INFIRMARY

WANSBECK HOSPITAL

NORTH TYNESIDE GENERAL HOSPITAL

Other Provider Subtotal

 -

 200

 400

 600

 800

 1,000

 1,200

 1,400

 1,600

 1,800

 2,000

2005 2006 2007 2008 2009 2010 2011 2012

N
um

be
r o

f D
el

iv
er

ie
s 

Selected Sites of Delivery by North Tyneside PCT Residents 

THE ROYAL VICTORIA INFIRMARY

WANSBECK HOSPITAL

NORTH TYNESIDE GENERAL HOSPITAL

Other Provider Subtotal

Hospital Number Number PercentagePercentage

Data taken from Secondary Uses Service (SUS) and Northumbria Healthcare NHS Foundation Trust

Data taken from Secondary Uses Service (SUS), a data warehouse that provides access 
to anonymous patient-based data for purposes other than direct clinical care. 



10

Public consultation on future arrangements for maternity care

The following graph shows the pattern of deliveries by hospital site since 2001 for women living 
across North Tyneside, Newcastle and Northumberland.

Changing trends in antenatal 
and postnatal care

Community midwives, employed by the 
NHS foundation trusts, provide much of the 
antenatal care for most women in doctors’ 
surgeries and other community settings.

Antenatal care is influenced and developed 
through national clinical guidelines. In the past 
decade, the emphasis on health promotion, 
screening, provision of information and the 
development of individualised care plans for 
pregnancy, delivery and postnatal care has 
grown. 

The need for choice, continuity and knowing 
the healthcare professionals who are in charge 
and, if possible, the midwife who will be with 
a woman during labour and delivery has been 
considered best practice and recommended in 
policy for many years. 

Postnatal care is provided mainly by community 
midwives and health visitors who visit women 
at home following delivery. Since the opening 
of the free-standing midwifery-led unit at 
North Tyneside there has been a trend of 
women giving birth at RVI or Wansbeck 
General Hospital and then transferring to North 
Tyneside for inpatient postnatal care closer to 
home.  
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In other parts of the region and across the 
country the trend has been for shorter hospital 
stays for women following delivery with 
postnatal support provided at home and in the 
community.

Discussions are currently taking place with the 
NHS foundation trusts about what steps might 
be possible to further develop antenatal and 
postnatal services, to ensure they provide the 
best possible care depending on a woman’s 
needs. Also, midwives, obstetricians, GPs and 
others involved in the provision of maternity 
care across Gateshead, Newcastle, North 
Tyneside and Northumberland are involved 
in a maternity partnership and are working 
together on the development of a joint service 
specification to ensure the highest standards of 
care for women at all stages of their pregnancy.

Some of the public health issues 
we need to consider

NHS organisations in North Tyneside, the local 
authority and Healthwatch have a Joint Health 
and Wellbeing Strategy. Priority 1 in this strategy 
is ‘Improving the Health and Wellbeing of 
Families’. 

At a time when we are looking at future 
arrangements for maternity services we feel it 
would be a missed opportunity not to consider 
if there is anything else we can do to improve 
the health of women and their babies. We know 
that the health of a woman before and when she 
becomes pregnant has a major bearing on how 
well she will be during her pregnancy, labour and 
delivery and that this obviously impacts on the 
health of the baby. 

We have therefore looked at a range of public 
health factors which can impact on pregnancy and 
on the health of women and children generally. 
The maternity partnership covering Gateshead, 
Newcastle, North Tyneside and Northumberland 
is also looking at what more can be done in 
maternity services and by working with other 
agencies to tackle some of these issues. 

Obesity
It is estimated that at the start of their 
pregnancy more than 15% of women 
in England are obese and therefore face 
an increased risk of complications during 
pregnancy and childbirth. Their babies also face 
health risks. 

Obese women may also experience reduced 
choices about where and how they give birth. 
There may be restrictions on home births, 
the use of birthing pools and types of pain 
management that can be given.

Obese women who are pregnant are likely 
to spend longer in hospital than those with 
a healthy weight because of illness during 
pregnancy and labour related to their weight. In 
the longer term, weight control after pregnancy 
may reduce the woman’s risk of coronary heart 
disease, some cancers and type 2 diabetes.

Breastfeeding
The benefits of breastfeeding are well 
established. Evidence suggests that breast 
milk provides all the energy and nutrients that 
a child needs in its first few months of life. It 
leads to slower, healthier weight gain, reducing 
the chance of obesity later in life. It provides 
greater protection from infectious and chronic 
disease. Babies breastfed for a minimum of 
six months are less likely to experience colic, 
constipation, sickness / vomiting, diarrhoea, 
chest infections and thrush.

Breastfeeding has also been shown to 
reduce the risk of ovarian and breast cancer 
in mothers. Breastfeeding mothers have an 
increased likelihood of returning to their pre-
pregnancy weight.

However, while more women are starting to 
breastfeed, many do not continue beyond a 
few days. We believe structured programmes to 
encourage and support women to breastfeed 
should be made available.



12

Public consultation on future arrangements for maternity care

In North Tyneside the percentage of women 
who begin breastfeeding their babies following 
delivery (the initiation rate) in 2012/13 was 
64%, significantly lower than the rate for 
England (74%). 

At the first visit by the health visitor to the 
mother and new baby, local breastfeeding data 
for 2012/13 showed that the rate dropped to 
48%, and by six weeks was 43% (there is no 
national data to use as a comparison).  

Smoking
Stopping smoking in pregnancy is the single 
most important change a woman can make 
to help stay well. Smoking during pregnancy 
can cause serious pregnancy-related health 
problems. These include complications during 
labour and an increased risk of miscarriage, 
premature birth, still birth, low birth-weight 
and sudden unexpected death in infancy.

Children exposed to tobacco smoke in the 
womb are more likely to have wheezy illnesses 
in childhood. In addition, infants of parents 
who smoke are more likely to suffer from 
serious infections such as bronchitis and 
pneumonia, symptoms of asthma and problems 
of the ear, nose and throat (including glue ear). 

In North Tyneside in 2012/13, 15.3% of 
pregnant women were smoking at time of 
delivery. This figure is significantly higher than 
the rate for England (12.7%). We believe that 
pregnant women should be encouraged to stop 
smoking with ongoing support throughout 
pregnancy and after the birth of the baby. This 
would include encouraging the use of nicotine 
replacement therapy and supporting others in 
the household to stop smoking.

What local women have told us 

We already have a lot of information to help 
us understand what is important to local 
women and their families when they need to 
use maternity services. During summer 2013 
we commissioned some independent research 
about maternity care which involved more than 
1,100 mothers and future mothers living in 
North Tyneside. This built on earlier research by 
our predecessor, the former NHS North of Tyne, 
during 2012.

Feedback about maternity care is available from 
the public consultation in 2009 on proposals 
to develop the new Northumbria Specialist 
Emergency Care Hospital. 

A consistent message has been that women 
value the support they receive from midwives 
but that a priority for them is to have the 
full maternity team available (including 
obstetricians, anaesthetists and paediatricians) 
just in case there is a problem. This emerged 
during the research carried out in 2012 and 
more recently during summer 2013.  

Unplanned teenage pregnancies
Young	parents	need	additional	support	to	
improve the health and social outcomes for 
them and their children.

Rates of under-18 conceptions have continued 
to fall in North Tyneside, although in some 
areas of the borough the rates are higher than 
in others. The rate in North Tyneside in 2011 
was 32.4 per 1,000 compared with a rate of 
30.7 per 1,000 in England as a whole.
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strongly disagree and 10 is strongly agree, their 
responses are shown in the chart at the bottom 
of the page.

Over 61% of the women involved in this 
research said they would opt for a maternity 
care unit in the future (i.e. a medical-led unit 
where the full maternity team is present and 
where a range of pain relief is available).

However, there are many other messages from 
women about their maternity care and it is 
clear that most are looking for a package of 
care tailored to meet their own needs.

In recent months during discussions with 
councillors and others about our review it has 
become clear that transport is an issue for some 
and, in particular, concerns have been raised 
about the perceived difficulties of travelling 
to the new Northumbria Specialist Emergency 
Care Hospital in Cramlington. Northumbria 
Healthcare NHS Foundation Trust is working on 
a transport plan for the new hospital and we 
will be talking to the trust about what this will 
include.

It was also a key message during the 2009 
consultation on the new Northumbria Specialist 
Emergency Care Hospital when more women 
said they would prefer the midwifery-led 
service to be at the new hospital alongside the 
medical-led unit, than remain as a free-standing 
unit at North Tyneside General Hospital. Overall, 
57% said they would prefer it to be at the new 
hospital compared with 43% who said they 
would prefer for it to stay at North Tyneside.

The availability of different types of pain 
management is also a high priority for women.

Another key message has been that women 
are looking for consistency in terms of the 
healthcare professionals they see during their 
antenatal and postnatal care.

During the independent research in North 
Tyneside during summer 2013 high levels of 
agreement were found across the maternity 
care journey about what local women want 
from services. When women were given a series 
of statements and were asked to rate their level 
of agreement on a scale of 1 to 10, where 1 is 
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National context

Workforce issues
The national publication in 2011 Our Vision of 
Midwifery 2020 outlines the key expectations 
and aspirations for midwives. It said assessment 
of the future workforce requirements needs 
to acknowledge that midwives are involved in 
the care of all women and at all stages in the 
maternity care pathway. Women with more 
complex needs may require senior medical staff 
involvement and leadership but continuity of 
care should be provided by midwives for all 
women. 

The document Safer Childbirth published in 
2007 by the Royal Colleges of Anaesthetists, 
Midwives, Obstetricians and Gynaecologists 
and Paediatrics and Child Health recommended 
a ratio of 35 births to 1 midwife in birthing 
centres / midwifery-led units and on labour 
wards 1 to 1.4 midwives for each woman in 
established labour.

We know that both of the local NHS 
foundation trusts have been taking steps to 
make sure they have the recommended levels 
of cover by midwives.
 
National guidance and policy 
The National Institute for Health and Care 
Excellence (NICE) has issued guidelines for 
recommendations in antenatal care (2008), 
intrapartum care (2007), and postnatal care 
(2006; reviewed 2012). NICE guidance is 
developed after careful consideration of all 
the evidence available relating to a specific 
aspect of care and healthcare professionals 
are expected to take this guidance fully into 
account.

This guidance has been used to inform 
pathways for antenatal, intrapartum (labour 
and delivery) and postnatal care. All of the 
guidance that we have considered is available 
on our website at www.northtynesideccg.nhs.uk

Some of the guidance has led to fewer women 
having their babies in free-standing midwifery-
led units. This is because more women are 
now classed as high risk, for example, whether 
a pregnant woman is a healthy weight for 
her height must now be taken into account 
at the time of booking. There must also be a 
risk assessment for deep vein thrombosis and 
women with high blood pressure and diabetes 
must now deliver their babies in a unit where 
there is an obstetrician present alongside the 
full range of services, in case problems arise 
which could put the mother at risk.

In 2007 the Department of Health published 
Maternity Matters which made a national 
commitment to women using maternity 
services. This guaranteed that by the end of 
2009 four choices would be available to all 
women and their partners:

• Choice of how to access maternity care –  
 When they first learn that they are pregnant,  
 women and their partners will be able to go  
 straight to a midwife if they wish, or to their  
 GP. Self-referral into the local midwifery  
 service is a choice that speeds up access to  
 maternity services

• Choice of type of antenatal care –  
 Depending on their circumstances, women  
 and their partners will be able to choose  
 between midwifery care or care provided  
 by a team of maternity health professionals  
 including midwives and obstetricians. For  
 some women, team care will be the safest  
 option

• Choice of place of birth – Depending on  
 their circumstances, women and their  
 partners will be able to choose where they  
 wish to give birth. In making their decision,  
 women will need to understand that their  
 decision will affect the choice of pain relief  
 available to them. For example, epidural  
 anaesthesia will only be available in hospitals  
 where there is an around the clock obstetric  
 anaesthetic service
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 The options for place of birth are:

 • Birth supported by a midwife at home

 • Birth supported by a midwife in a local  
  midwifery facility such as a designated  
  local midwifery-led unit:

  • The unit might be based in the  
   community, or in a hospital; patterns  
   of care vary across the country to  
   reflect different local needs 

 • Birth supported by a maternity team in a  
  hospital. The team may include midwives,  
  obstetricians, paediatricians and  
  anaesthetists. For some women, this type  
  of care will be the safest option but they  
  too should have a choice of hospital 

• Choice of place of postnatal care - After  
 going home women and their partners will  
 have a choice of how and where to access  
 postnatal care. This will be provided either  
 at home or in a community setting, such as a  
 children’s centre

Findings of national study 
The most recent national study and research, 
The Birthplace Cohort Study published in 2011 
by the National Perinatal Epidemiology Unit at 
the University of Oxford compared the safety of 
births planned in four settings: 

• Home 

• Free-standing midwifery units (such as the  
 unit at North Tyneside General hospital) 

• Midwifery-led units on the same site as  
 medical-led units (such as the  
 Newcastle Birthing Centre at RVI, and that  
 planned for Northumbria Specialist  
 Emergency Care Hospital in Cramlington) 

• Medical-led units (such as the units  
 at RVI and Wansbeck General and that  
 planned for Northumbria Specialist Emergency  
 Care Hospital in Cramlington)

The main findings relate to healthy women with 
straightforward pregnancies who meet the NICE 
criteria for a low risk birth. 

They show that giving birth is generally very safe 
and that for low risk women the incidence of 
adverse events is very low (4.3 events per 1000 
births).

They show that midwifery-led units appear to 
be safe for the baby and offer benefits for the 
mother, and that women delivering in such units 
have significantly fewer interventions, including 
substantially fewer caesarean sections, and more 
‘normal births’ than women who planned birth 
in a medical-led unit.

They also show that for women having a second 
or subsequent baby, home births and midwifery 
unit births appear to be safe for the baby and 
offer benefits for the mother. These included 
substantially reduced odds of having a caesarean 
section, instrumental delivery or episiotomy (a 
planned cut to assist a vaginal delivery).

However, for women having a first baby, a 
planned home birth increases the risk for the 
baby. There were 9.3 adverse outcome events 
per 1000 planned homebirths compared 
with 5.3 per 1000 births for births planned in 
medical-led units.

Also, the findings show that for women having 
a first baby there is a fairly high probability of 

Figures available show that during 2012, 
there were 236 deliveries at the free-
standing midwifery-led unit at North 
Tyneside. A total of 42 women (18%) who 
began labour at the unit were transferred 
by ambulance to a medical-led unit due to 
complications. Although this is not as high as 
the figures reported in The Birthplace Cohort 
Study, we recognise that any transfer in 
labour by ambulance can be uncomfortable 
and stressful for women.
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Report by National Audit Office

A report was recently published by the National 
Audit Office called Maternity Services in England 
(8 November 2013) which examined the 
performance and management of maternity 
services. 

This showed that in 2012:

• 87% of women gave birth in medical-led units 

• 9% in midwifery-led units that are on the  
 same site as medical-led units

• 2% in free-standing midwifery-led units 

• 2% at home

The report commented on the increase in recent 
years in the proportion of ‘complex’ births, such 
as multiple births (for example twins) and those 
involving women over 40 or women with obesity 
or pre-existing health conditions. It said these 
complexities increase the risks of childbirth, 
meaning care often requires greater medical 
involvement.

It continued that women’s experiences of 
continuity of care are mixed. In 2010, 92% of 
women reported having a named midwife who 
they could contact during pregnancy. However, 
22% stated that they had been left alone, 
during or shortly after birth, at a time when it 
worried them. In 2013, 78% of maternity units 
reported that they provided one-to-one care for 
at least 90% of women.

It said that efficiency in terms of lengths of 
stay has improved in recent years but local bed 
occupancy levels vary significantly and some 
small maternity units are unlikely to be viable 
in the long term unless occupancy is better 
managed.

The report also highlighted the importance of 
improving safety. It noted the costs associated 
with clinical negligence and said maternity 
care accounted for one third of the clinical 
negligence bill in 2012-13. As in other parts of 
the NHS, litigation for maternity care is rising 
– the number of claims increased by 80% in 
the five years up to 2012-13. Nearly one fifth 
of spending on maternity services is for clinical 
negligence cover. Nationally, the cost of litigation 
cover for maternity-related claims totalled 
£482m in 2012-13.

The report concluded that for most women, 
NHS maternity services provide good outcomes 
and positive experiences. Since 2007 there have 
been improvements in maternity care, with 
more midwifery-led units, greater consultant 
presence, and progress against the government’s 
commitment to increase midwife numbers.

However, it said that the Department of Health’s 
implementation of maternity services ‘has not 
matched its ambition’. It made a number of 
recommendations including the development 
of a framework to gain assurance about the 
performance of maternity services and the 
assessment of the affordability of implementing 
the various commitments in the Department of 
Health’s strategy for maternity services.

Another recommendation was that clinical 
commissioning groups and trusts should agree 
long-term, sustainable plans for the distribution 
and capacity of maternity services in their 
locality. The plans should include agreements on 
how neighbouring trusts and maternity units will 
cooperate, for example, through networks, and 
arrangements for ensuring that resources are 
used efficiently if expected occupancy levels are 
not met. 

transferring to a medical-led unit during labour 
or immediately after birth. The transfer rate 
was 45% for planned home births, 36% for 
planned free-standing midwifery-led unit births 
and 40% for planned co-located midwifery-led 
unit births i.e. on the same site as medical-
led units. For women having a second or 
subsequent baby, the transfer rate was around 
10% (12% for planned home births, 9% for 
planned free-standing midwifery-led unit births 
and 13% for planned births in midwifery-led 
units on the same site as medical-led units).
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We believe we have a real opportunity to make 
sure that in the future women in North Tyneside 
receive the best possible care at all stages of 
their pregnancy and following the birth of their 
baby. We want to explore if there is anything 
else we can do, working with local partner 
organisations, to help women to be healthier 
before, during and after their pregnancy. And 
we want to make sure that services available 
to them are high quality, safe and effective 
and meet their needs within the resources we 
have available, with as much choice as possible 
depending on their clinical condition.  

We feel that the time is right for change. 
We are already seeing a change in place of 
delivery, with over three-quarters of women 
in North Tyneside now delivering at RVI 
where there is both a medical-led unit and 
the midwifery-led Newcastle Birthing Centre. 
The number of women delivering at the free-
standing midwifery-led unit at North Tyneside 
is decreasing year on year. Further change is 
inevitable. This is line with national trends: the 
recent report by the National Audit Office also 
showed that nationally only 2% of women give 
birth in free-standing midwifery-led units such 
as that at North Tyneside. With the opening 
of Northumbria Specialist Emergency Care 
Hospital in 2015, that hospital will be able to 
provide both medical-led and midwifery-led 
services.

The change in pattern in place of delivery is in 
line with extensive feedback from local women 
over several years, including from independent 
research during summer 2013 involving 
more than 1,100 women of childbearing 
age.  A consistent message has been that 
while they value midwifery-led care, their 
preference would be to go to a unit where 
the full maternity team is present in case of 
complications i.e. as is provided now at RVI and 
as will be provided at Northumbria Specialist 
Emergency Care Hospital from 2015. 

Summary
However, while some of the changes we 
have seen in place of delivery will be women 
choosing to deliver in a unit where the full 
medical team is present (or available on one 
site) we recognise that changes in national 
guidance also mean that, for clinical reasons, 
fewer women are eligible to give birth in a 
free-standing midwifery-led unit because of the 
care they may need during delivery. National 
guidance means that more women are now 
classed as high risk, for example, due to their 
weight, or health conditions such as high blood 
pressure or diabetes and are therefore not 
able to choose to deliver in a midwifery-led 
unit. This was also noted by the National Audit 
Office in its recent report.

We also believe that the trend of women 
delivering at Wansbeck General Hospital and 
RVI, being discharged within hours of the birth 
and then being admitted to North Tyneside 
General Hospital for postnatal care and support 
does not provide optimum care and does not 
represent the most effective use of resources. In 
other parts of the country the trend has been 
for shorter hospital stays with postnatal support 
provided at home and in the community. Again, 
the National Audit Office alluded to lengths of 
stay and efficient use of resources.

The Birthplace Cohort Study tells us that 
midwifery-led units appear to be safe for the 
baby and have benefits for the mother with 
significantly fewer interventions including 
caesareans and more normal births than in a 
medical-led unit. However, it also tells us that 
for first time mothers there is a fairly high 
probability of transferring to a medical-led 
unit during labour or immediately after birth. 
Women who choose to deliver their baby at the 
midwifery-led unit at North Tyneside General 
Hospital are transferred by ambulance to RVI 
if their labour does not progress as it should. 
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Although the number of transfers from North 
Tyneside is not as high as those included in The 
Birthplace Cohort Study, we recognise that 
any transfer in labour by ambulance can be 
uncomfortable and stressful for women.

We also need to be mindful of the requirements 
to ensure the right levels of cover on labour 
wards to achieve the highest possible levels of 
safety.

A choice for us would have been to do nothing 
but to wait for numbers to reduce further 
at the free-standing midwifery-led unit at 
North Tyneside which means it would become 

unviable. The current deliveries at the unit now 
equate to around four a week. We need to ask 
ourselves if this is a good use of resources.

We would rather make any changes now in a 
planned way and use the opportunity to look 
at care not just around labour and delivery, 
but the antenatal and postnatal care a woman 
receives.

We hope that people in North Tyneside will 
respond to this consultation and help us to 
shape the best and safest possible services for 
local women and their babies.

After the public consultation we will compile all 
of the feedback received and prepare a report 
for our governing body. This will also need to 
include our response to four tests, which are 
set out nationally, that we must meet before 
any major services changes can be made:

• Strong support from GP commissioners for  
 any proposed change

• Evidence of strengthened public involvement

• Clarity over the clinical evidence base for  
 change

Next steps
• Consideration over the availability of choice  
 for people using the services.

As commissioners we are also required to 
demonstrate that we are using the resources 
available to us efficiently, effectively and 
economically.  

We will ensure that once a decision is made, it 
will be communicated as widely as possible.
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How you can make your views known
During the consultation process, from 9 December 2013 to 14 March 2014, there will be 
many opportunities for you to make your views known. 

We will be holding meetings in public to give people the opportunity to find out more and 
to give comments. Details of these meetings are on the back cover. We will also be 
writing to local groups and organisations, including North Tyneside Council, Healthwatch 
and community and voluntary sector groups to ask if they would like us to attend their 
meetings to talk about the consultation. This will include targeting groups attended 
by mothers and young families. We will also be making sure that we contact particular 
communities of interest within North Tyneside to seek their views.

Information is being shared widely and is available at: www.northtynesideccg.nhs.uk

All views are welcome. We particularly want to hear any thoughts or concerns you may 
have on the proposal that the free-standing midwifery-led unit at North Tyneside General 
Hospital should no longer provide a service for deliveries and inpatient postnatal care. This 
change would happen when the new Northumbria Specialist Emergency Care Hospital 
in Cramlington opens in 2015. Any views you may have on the antenatal and postnatal 
services we describe would also be welcome, along with any thoughts on what we might 
do, working with our partner organisations to help improve the health of women before 
they become pregnant, during their pregnancy and after the baby is born.

People can email us at: ContactNorthTynesideCCG@northoftyne.nhs.uk 

Write to us at:
FREEPOST RLSH-KHYU-YREH
NHS (NECSU) Maternity Consultation
Riverside House
Newburn
Newcastle
NE15	8NY

Or ring us on: 0191 217 2670.

As indicated earlier in this document we have already spent a lot of time gathering the 
views of women of childbearing age, who either have experience of maternity services or 
who may use them in future. We would now like to seek their views on these proposals 
and are encouraging them to complete an online survey at www.northtynesideccg.nhs.uk

Hard copies of this survey are also available by contacting us as above. The survey will be 
independently evaluated.
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12 Hedley Court, Orion Business Park, North Shields, NE29 7ST

Public events to discuss the proposals:

Linskill	Centre,	Linskill	Terrace,	North	Shields,	NE30	2AY
Thursday 23 January, 1pm

Howdon Community Centre, Denbigh Avenue
Howdon, Wallsend, NE28 0PP
Thursday 30 January, 1pm

Shiremoor Centre, Earsdon Road, Shiremoor, NE27 0HJ 
Thursday 6 February, 6.30pm

John Willie Sams Centre, Market Street, Dudley, NE23 7HS
Wednesday 12 February, 6.30pm

Everyone is welcome to attend – if you have any special requirements 
please let us know using the contact details on page 19 of this document.

This document is available in large print and other 
languages on request:  
Telephone: 0191 217 2670  
Email: ContactNorthTynesideCCG@northoftyne.nhs.uk
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Introduction

At NHS North Tyneside Clinical Commissioning Group (CCG) it’s our 
job to plan and buy hospital and community health services for our 
local population. As such we aim to make sure that people receive 
the best possible healthcare and as much as possible, that services 
are in line with their wishes.

We have been considering future arrangements for maternity care 
for North Tyneside women and have been looking at what changes 
might be needed to antenatal care, labour and delivery services and 
postnatal care. 

What are we proposing?

We are proposing that: The free-standing midwifery-led unit at 
North Tyneside General Hospital should no longer provide a 
service for deliveries and inpatient postnatal care.

This change would happen when the new Northumbria Specialist 
Emergency Care Hospital at Cramlington opens in 2015.

This means that there would be no deliveries at North Tyneside 
General Hospital and no inpatient stays there for women following 
the birth of their baby at another hospital.

When a woman becomes pregnant, no matter whether she is 
considered to be low risk or high risk she will be able to choose 
to deliver her baby at either Northumbria Specialist Emergency 
Care Hospital or at Royal Victoria Infirmary (RVI) at Newcastle. 
The RVI already has both a midwifery-led unit (The Newcastle 
Birthing Centre) and a medical-led unit on the same site, as will 
Northumbria Specialist Emergency Care Hospital. Low risk women 
will also be supported to have home deliveries.

Women would receive as much of their antenatal and postnatal 
care as possible closer to home in a range of local settings. For 
antenatal care these could include North Tyneside General Hospital, 
doctors’ surgeries and children’s centres. The majority of postnatal 
care would be provided at home and in doctors’ surgeries and 
children’s centres. 

We will also be talking to our partner organisations, such as the NHS 
foundation trusts and the council, about whether there is more we 
can do to help improve the health of women before they become 
pregnant, during their pregnancy and after the baby is born.  

Why do we think changes are needed?

• More than nine out of ten local women now deliver their babies  
 outside North Tyneside. More than seven out of ten give birth at  
 RVI in either the Newcastle Birthing Centre or the medical- 
 led unit, and the remainder mainly deliver at Wansbeck General  
 Hospital with a small number - around four a week - at the free- 
 standing midwifery-led unit at North Tyneside General Hospital

• There has been a trend of women having their baby at RVI or  
 Wansbeck General Hospital, being discharged within hours of  
 the birth and then being admitted to North Tyneside General  
 Hospital for postnatal care and support. We would expect  
 women to stay in the hospital where the baby has been born for  
 as long as they have a clinical need to do so and then for them  
 to go home where they are supported by community midwives

• National guidance means that fewer women are able to have  
 their babies in free-standing midwifery-led units. This is because  
 more women are now classed as high risk and must now have  
 their babies in a unit where there is an obstetrician alongside the  
 full range of services in case of problems

NHS North Tyneside Clinical Commissioning Group 

• During the summer we asked more than 1,100 North Tyneside  
 women who either had young children or who may become  
 pregnant in the future for their views on what maternity services  
 would be important to them. A consistent message was that  
 while they value the role of midwives, a priority is to have the  
 full maternity team available in case of complications. Any  
 woman in labour at the free-standing midwifery-led unit at  
 North Tyneside who develops problems needs to be transferred  
 by ambulance to the medical-led unit at RVI

• From 2015 both low and high risk women living in North  
 Tyneside will have a choice of having their babies at either  
 Northumbria Specialist Emergency Care Hospital or RVI

How can you find out more? 
During the consultation, from 9 December 2013 to 14 March 2014, 
there will be many opportunities for you to make your views known. 

We will be holding public events to give people the opportunity to find 
out more and to make comments. These will take place as follows:

Thursday 23 January, 1pm  
Linskill Centre, Linskill Terrace, North Shields, NE30 2AY

Thursday 30 January, 1pm 
Howdon Community Centre, Denbigh Avenue, Howdon,  
Wallsend, NE28 0PP

Thursday 6 February, 6.30pm  
Shiremoor Centre, Earsdon Road, Shiremoor, NE27 0HJ

Wednesday 12 February, 6.30pm  
John Willie Sams Centre, Market Street, Dudley, NE23 7HS
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Everyone is welcome to attend these meetings – if you have any 
special requirements please let us know using the contact details 
below. We will also be visiting groups attended by mothers and 
young families. Information is being shared widely and is available 
at: www.northtynesideccg.nhs.uk 

How can you make your views known?

We have already spent a lot of time gathering the views of women 
who either have experience over the past few years of maternity 
services or who may use them in future. We would now like to 
seek their views on these proposals and are encouraging them to 
complete an online survey at: www.northtynesideccg.nhs.uk  
 
Hard copies of this survey are also available by contacting us as 
shown below. The survey will be independently evaluated.  

However, all views about the consultation are welcome: 

People can email us at:  
ContactNorthTynesideCCG@northoftyne.nhs.uk

Write to us at:
FREEPOST RLSH-KHYU-YREH 
NHS (NECSU) Maternity Consultation 
Riverside House 
Newburn 
Newcastle 
NE15 8NY

Or ring us on: 0191 217 2670.

12 Hedley Court, Orion Business Park, 
North Shields, NE29 7ST

This document is available in large print 
and other languages on request:  

Telephone: 0191 217 2670  
Email: ContactNorthTynesideCCG@

northoftyne.nhs.uk

What are the next steps?
After the public consultation we will compile all of 
the feedback that we receive and prepare a report for 
our governing body. This report will be made public 
and we will make sure that any decisions following 
the consultation are communicated widely. 

Making sure that women 
in North Tyneside have 

access to the best and safest 
possible maternity services

A public consultation on future 
arrangements for maternity care 

 

9 December 2013 to 14 March 2014 
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Report to:  Governing Body 
Date:  28 January 2014 Agenda item:  12.4 

Title of report:  Review of Local Enhanced Service Agreements  
Sponsor:   Phil Clow, Director of Commissioning Development 
Author:   Helen Steadman/Tom Dunkerton, Commissioning Managers 
Purpose of the report and action required  

• To assure the Governing Body that a robust process has been undertaken to 
review the existing LES agreements adhering to NHS England guidance; and 

• To note the contents of the report 
Executive summary:   
 
1. Background 
 
This report is concerned with local enhanced services (LES); these are schemes that 
were locally agreed between PCTs and primary care contractors (GPs, community 
pharmacists, community optometrists) to meet identified needs and priorities. 

 
Responsibility for commissioning local enhanced services transferred to NHS 
England following the enactment of the Health and Social Care Act 2012. NHS 
England devolved the management, administration and funding of LES’ to CCGs on 
a transitional basis during 2013-14.   
 
The six services delivered by LES agreements are: 

− Near Patient Testing Rheumatology Drug Monitoring (level 3); 
− Shared Care Rheumatology Drug Monitoring in Primary Care (level 4); 
− Diabetes; 
− Inter-Practice Minor Surgery;  
− Nursing Homes; and 
− Innovation Practice Based Scheme 

 
CCGs were asked to build in a review of local enhanced services during 2013/14 
and guidance, published in April 2013 by NHS England, outlined the responsibilities 
of CCGs in relation to LES agreements including: 

• CCGs should commission any services currently delivered via a LES using 
the NHS Standard Contract. 

• CCGs need to decide whether these services could be delivered by a 
number of potential providers (which may include general practice) or 
whether they could only be provided by general practice because they 
require list-based primary medical care.  

• CCGs will need to decide for services that can be delivered by a number of 
potential providers whether to undertake competitive procurements to 
identify a single provider or whether to allow patients to choose from a 
range of qualified providers. 
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• CCGs can award contracts without a competitive process if they are 
satisfied that there is only one provider capable of providing those services. 

 
2. LES Review Process 

 
During 2013 North Tyneside CCG has reviewed its six current LES agreements. 
 
To ensure adherence to NHS England’s guidance, a three stage process was 
followed to provide assurance to the CCG that a robust process has been 
undertaken with the aim to commission services using the most appropriate method 
with no disruption to patient care. 
 
2.1  Phase 1 
 
The LES agreements for the six current services were reviewed in terms of activity, 
cost, interface with wider pathways and the impact of discontinuation.  

 
The Clinical Executive Committee received and endorsed the recommendations on 
11 September 2013 which were: 

− To continue with the services provided under LES agreements with the 
exception of the Innovation Practice Base Scheme; and  

− To assess and test options for those services to continue regarding the 
contracting and procurement mechanism for each agreement using a panel 
methodology, 

and identified that the Innovation LES could not continue in its current form. 
 
2.2 Phase 2 

 
A panel, comprising Commissioning Managers, Clinicians, NECS Provider 
Management and Procurement experts, was held on 18th September. 
 
The recommendations of the panel for each service were received and considered 
by the Clinical Executive Committee on 25 September 2013.  

 
The Clinical Executive Committee endorsed the recommendations in respect of the 
Nursing Home and Diabetes LES agreements: 

− the recently revised service specification for Diabetes LES should continue to 
be delivered in primary care under the NHS National Standard Contract.  

− a new Nursing Home specification is developed delivered by GPs  that brings 
providing a higher level of medical input than specified in the current LES 
using a NHS Standard Contract.. 

 
The Clinical Executive did not support the recommendations made by the panel in 
relation to the Inter-practice minor surgery,  Near Patient Testing Rheumatology 
Drug Monitoring (level 3), Shared Care Rheumatology Drug Monitoring in Primary 
Care (level 4) LES agreements and Innovation. Further work was to be undertaken 
in respect of these 3 LES agreements and this would be considered by the 
Procurement Group, established by the Clinical Executive. 
 
2.3 Phase 3 
 
The Procurement Group (the ‘Group’) received a paper on 22nd November providing 
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a progress update in respect of the Diabetes and Nursing Homes LES’.  
 

In respect of the other agreements, the Group endorsed the following: 
 
Agreement Outcome 
Inter-practice minor surgery LES Decommission this service 
Near Patient Testing Rheumatology 
Drug Monitoring (level 3) 

Provision of the service by primary 
care via a NHS standard contract 

Shared Care Rheumatology Drug 
Monitoring in Primary Care (level 4) 

Provision of the service by primary 
care via a NHS standard contract 

Innovation Decommission this service 
 
 
3. Next Steps 

 
Date Action 
December 2013 To advise GP practices and Local Medical 

Committee of the outcome of the process 
January 2014 To develop service specifications for the services 
January/February 
2014 

To ensure GP compliance and business readiness 
for the NHS standard contract 

March 2014 Contracts signed 
 
 
4. Recommendations  
 
This paper recommends that the Governing Body note the outcome of the LES 
review and that a robust process has been undertaken adhering to NHS England 
guidance. 
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Report to: Governing Body 
Date:  28 January 2014 Agenda item:  12.4a 
Title of report:  Process to review Local Enhanced Services  
Sponsor:  Phil Clow, Director of Commissioning Development 
Author: Helen Steadman & Tom Dunkerton, Commissioning Managers 
Purpose of the report and action required:   

• To assure the Governing Body that a robust process has been undertaken to 
review the existing LES agreements adhering to NHS England guidance; and 

• To note the contents of the report 
 
Full report   
 
1. Background 

 
Enhanced services are commissioned through the primary medical care 
contracting vehicles of general medical services (GMS), personal medical 
services (PMS) and alternative provider medical services (APMS). They are 
usually commissioned from GP practices but can also be commissioned from 
other primary care providers such as community pharmacists or community 
optometrists. There are three types of enhanced services: 

• Directed Enhanced Services (DES); 
• National Enhanced Services (NES); and 
• Local Enhanced Services (LES).   

 
This report is concerned with local enhanced services; these are schemes that 
were locally agreed between PCTs and primary care contractors (GPs, 
community pharmacists, community optometrists) to meet identified needs and 
priorities. 

 
New Commissioning Arrangements  

 
Responsibility for commissioning primary care services transferred to NHS 
England following the enactment of the Health and Social Care Act 2012. NHS 
England devolved the management, administration and funding of local 
enhanced services to CCGs on a transitional basis during 2013-14.   
 
CCGs were asked to build in a review of local enhanced services during 
2013/14 to decide how best to use the funding, which is now an integral part of 
the CCG’s overall budget, to reflect local needs and priorities.  
 
Guidance, published in April 2013 by NHS England, outlined the responsibilities 
of CCGs in relation to LES agreements including: 
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• CCGs should commission any services currently delivered via a LES using 
the NHS Standard Contract. 
 

• When making decisions regarding procurement of primary care health 
services, CCGs must take into account the requirements under the NHS 
(Procurement, Patient Choice and Competition) (No 2) Regulations 2013 
(the ‘2013 Regulations’).  

 
• CCGs need to decide whether these services could be delivered by a 

number of potential providers (which may include general practice) or 
whether they could only be provided by general practice because they 
require list-based primary medical care.  

 
• CCGs will need to decide for services that can be delivered by a number of 

potential providers whether to undertake competitive procurements to 
identify a single provider or whether to allow patients to choose from a 
range of qualified providers. 

 
• CCGs can award contracts without a competitive process if they are 

satisfied that there is only one provider capable of providing those services. 
 

 
2.    Work undertaken to date 

 
During 2013 North Tyneside CCG has reviewed its current LES agreements. 

 
To ensure adherence to NHS England’s guidance, a three stage process was 
followed to provide assurance to the CCG that a robust process has been 
undertaken with the aim to commission services using the most appropriate 
method with no disruption to patient care. 
 

2.1    Phase 1 – August 2013 to September 2013 
 
The LES agreements for the six current services were reviewed in terms of 
activity, cost, interface with wider pathways and the impact of discontinuation. 
The six services delivered by LES agreements are: 

− Near Patient Testing Rheumatology Drug Monitoring (level 3); 
− Shared Care Rheumatology Drug Monitoring in Primary Care (level 4); 
− Diabetes; 
− Inter-Practice Minor Surgery;  
− Nursing Homes; and 
− Innovation Practice Based Scheme. 

 
The Clinical Executive Committee received and endorsed the 
recommendations on 11 September 2013 which were: 

− To continue with the services provided under LES agreements with the 
exception of the Innovation Practice Based Scheme; and  

− To assess and test options for those services to continue regarding the 
contracting and procurement mechanism for each agreement using a 
panel methodology to have a frank and challenging discussion to ensure 
that rationale for decisions is robust. The panel comprised 
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Commissioning Managers, Clinicians, NECS Provider Management and 
Procurement to ensure North Tyneside CCG makes safe commissioning 
decisions. 
 

The Clinical Executive identified that the Innovation LES could not continue in 
its current form. 

 
2.2    Phase 2 - September 2013 

 
A panel was held on 18th September. In deciding the commissioning 
arrangements for each of the current LES agreements, the panel considered: 

− how the service fits with the CCG vision and commissioning plan; 
− whether other providers realistically could provide the service; 
− how the service goes above and beyond what should be expected to be 

provided under the GP contract; 
− whether providing the service outside of primary care could lead to 

fragmentation that would present a risk to patient safety; and 
− whether it is possible to deliver this service without access to patients’ 

hospital or GP records. 
 
The recommendations of the panel for each service were received and 
considered by the Clinical Executive Committee on 25 September 2013.  
 
The Clinical Executive Committee endorsed the recommendations in respect of 
the Nursing Home and Diabetes LES agreements which were to: 

• discontinue the existing LES agreement but to develop and commission 
a new nursing home service specification delivered by GPs enhancing 
their role; and  

• continue the Diabetes LES and delivered by GPs but from April 2014 this 
will be commissioned in accordance with the guidance using a NHS 
Standard Contract. 
 

The Clinical Executive did not support the recommendations made by the panel 
in relation to the Inter-practice minor surgery,  Near Patient Testing 
Rheumatology Drug Monitoring (level 3), Shared Care Rheumatology Drug 
Monitoring in Primary Care (level 4) LES agreements and Innovation. 
 
Further work was to be undertaken in respect of these 3 LES agreements to be 
submitted and considered by the Procurement Group which had been 
established by the Clinical Executive. 

 
2.3   Phase 3 – November 2013 
 

The Procurement Group (the ‘Group’) received a paper on 22nd November 
providing a progress update in respect of the Diabetes and Nursing Homes 
LES’.  

 
In respect of the other agreements, the Group endorsed the following: 
 
Agreement Outcome 
Inter-practice minor surgery LES Decommission this service 
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Near Patient Testing Rheumatology 
Drug Monitoring (level 3) 

Provision of the service by primary 
care via a NHS standard contract 

Shared Care Rheumatology Drug 
Monitoring in Primary Care (level 4) 

Provision of the service by primary 
care via a NHS standard contract 

Innovation Decommission this service 
 

 
3. Next Steps 
  

Date Action 
December 2013 To advise GP practices and Local Medical 

Committee of the outcome of the process 
January 2014 To develop service specifications for the services 
January/February 
2014 

To ensure GP compliance and business readiness 
for the NHS standard contract 

March 2014 Contracts signed 
 
 
 
4. Recommendations  
 
This paper recommends that the Governing Body note that a robust process has 
been undertaken to review the existing LES agreements adhering to NHS England 
guidance. 
 
Appendices and further information 
  
5. Appendices  
 

None 
 
6. Further information relevant to the report 
 

• NHS England, Primary Medical Care Functions Delegated to Clinical 
Commissioning Groups: Guidance (April 2013) 

• NHS Commissioning Board, Enhanced Services Commissioning Fact 
Sheet (July 2012) 

 
Governance and Compliance   
 
7. Links to corporate objectives  
 

2013/14 corporate objectives  Item links to 
objectives √ 

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

√ 

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

 

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

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

 

5. Deliver financial balance  
 
 
 

8. Consultation and engagement 
 

The CCG has consulted with the Local Medical Committee and our practices 
regarding the outcome of the process. 

 
9. Resource implications 
 

There will be funding implications in terms of extending the scope of the 
Nursing Home LES across North Tyneside. A cost analysis will be complete by 
late December 2013. 
 

10. Risks 
 
There is a requirement to issue an NHS Standard Contract to each GP 
practice/contractor; this could mean issuing and maintaining 29 contracts  
should all practices sign up to deliver the services. The possibility of a single 
provider organisation, responsible for the delivery of the contract across GP 
practices, could mitigate this risk. 
 

11. Equality assessment 
 

Not applicable 
 
12. Environment and sustainability assessment  
 

Not applicable 
 
 
 
Report author: Helen Steadman & Tom Dunkerton, Commissioning Managers 
Report date:  28th January 2014 
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Risk Management Policy 
 

 
1. Introduction 
 

North Tyneside Clinical Commissioning Group’s (the CCG) vision is to ‘work 
together to maximise the health and wellbeing of North Tyneside communities 
by making the best use of resources’.  As part of the vision, the CCG aims for 
better integration of services across health and social care which will be 
underpinned by more effective clinical decision making.  In order to achieve 
the vision, the CCG has a duty to limit the potential impact of any clinical and 
non-clinical risks. 
 
This policy aims to set out the CCG’s approach to risk and the management of 
risk in fulfilment of its overall objective to commission high quality and safe 
services. In addition, the adoption and embedding within the organisation of 
an effective risk management policy and processes will ensure that the 
reputation of the CCGs is maintained and enhanced, and its resources are 
used effectively to reform services through innovation, large-scale prevention, 
improved quality and greater productivity. 

 
1.1 Status  

This policy is a corporate policy. 
 

1.2 Purpose and scope  
The purpose of this policy is to provide a support document to enable staff to 
undertake effective identification, assessment, control and action to mitigate 
or manage the risks affecting the normal business. The policy will: 

 
• Set out an organisation wide approach to managing risk, in a simple, 

straightforward and clear manner.  Ensure the intentions of the CCG are 
clear for timely, efficient and cost-effective management of risk at all levels 
within the organisation. 

 
The aims of the Policy are summarised as follows; 
• to ensure that risks to the achievement of the CCGs’ objectives are 

understood and effectively managed; 
• to ensure that the risks to the quality of services that the organisation 

commissions from healthcare providers are understood and effectively 
managed; 

• to assure the public, patients, staff and partner organisations that the 
CCG is committed to managing risk appropriately; 

• to protect the services, staff, reputation and finances of the CCG through 
the process of early identification of risk, risk assessment, risk control and 
elimination. 
 

To achieve these aims the CCG is committed to ensure that; 
 



CCG CO14 Risk Management Policy                                           4 
 

• risk management is embedded as an integral part of the management 
approach to the achievement of our objectives; 

• the management of risk is seen as a collective and individual 
responsibility, managed through the agreed committee and 
management structure; 

• through a supportive culture where staff are encouraged to report 
adverse incidents and ‘near misses’ with a view to individuals and the 
organisation learning the lessons; 

• complaints, claims, patient and staff feedback are used as part of the 
approach to risk management in terms of feedback on the patient 
experience; 

• appropriate training and development is provided to all staff in the 
application of this policy and the approach to risk management. 
 

This policy applies to all employees and contractors of the CCG. All staff at 
every level of the organisation are required to recognise that risk management 
is their personal responsibility. 

 
 
2. Definitions 
 

The following terms are used in this document:   
 

• Risk refers to the chance that something will happen that will have an 
impact on the achievement of CCGs Corporate Objectives. It is 
measured in terms of likelihood (frequency or probability of the risk 
occurring) and severity (impact or magnitude of the effect of the risk 
occurring).  
 

• Risk Appetite the organisation’s unique attitude towards risk taking 
that in turn dictates the amount of risk that it considers is acceptable.  
 

• Risk Management is the culture, processes and structures that are 
directed towards the effective management of potential opportunities 
and adverse effects.  

 
• Risk Assessment is the process for identifying, analysing, evaluating, 

controlling, monitoring and communicating risk. 
 

• Residual Risk is the risk remaining after the risk controls have been 
applied.     

 
Examples of the types of risk that the CCGs might encounter and need to 
mitigate against include; 
 

• Corporate risks – operating within powers, fulfilling responsibilities, 
ensuring accountability to the public, governance issues. 
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• Clinical risks – associated with our commissioning responsibilities and 
include service standards, competencies, complications, equipment, 
medicines, staffing and patient information. 

 
• Reputational risks – associated with quality of services, 

communication with public and staff and patient experience. 
 

• Financial – associated with achievement of financial targets, 
commissioning decisions, statutory issues and delivery of the QIPP 
programme. 

 
• Environmental including health and safety – ensuring the well-being 

of staff and visitors whilst using our premises. 
 
 

3. Risk Management Framework 
 
3.1  Whenever a risk to the achievement of CCG’s objectives has been identified, 

it is important to assess the risk so that appropriate controls are put in place to 
eliminate the risk or mitigate its effect. To do this, a standard risk matrix is 
used, details of which are provided at Appendix 2. The matrix is based on 
current national guidance provided by the National Patient Safety Agency. 

3.2 Use of this standardised tool will ensure that risk assessments are undertaken 
in a consistent manner using agreed definitions and evaluation criteria. This 
will allow for comparisons to be made between different risk types and for 
decisions to be made on the resources needed to mitigate the risk. 

3.3  Risks are assessed initially using the risk matrix to assess the likelihood of 
occurrence/re-occurrence and the consequences of it happening. Controls are 
then identified to reduce the likelihood of the risk occurring.  An assessment is 
then made as to the strength of the controls i.e. whether they are considered 
to be satisfactory, have some weaknesses or to be weak to arrive at the rating 
of the residual risk.  Once the residual risk rating is determined an action plan 
identifying further mitigating action is put in place. The four levels of risk are:  

• Extreme – the consequence of these risks could seriously impact upon 
the achievement of the organisation’s objectives, its financial stability 
and its reputation. Examples include loss of life, extended cessation or 
closure of a service, significant harm to a patient(s), loss of stakeholder 
confidence, failure to meet national targets and loss of financial 
stability.  
 

• High – these risks require being brought to the attention of the 
Responsible Director and the responsible committee to ensure robust 
mitigating action is initiated as soon as the risks are identified. With a 
concerted effort and a challenging action plan, the risks could be 
reduced within a realistic timescale.   
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• Moderate – these risks can be reduced through practical measures, 
such as reviewing working arrangements, purchase of small pieces of 
new equipment, raising staff/patient awareness etc. These risks should 
be managed through the existing line management arrangements. 
 

• Low – these risks are deemed to be low level or minor risks which can 
be managed and monitored within the individual department. 
 

3.4 Once the level of risk has been identified, this then needs to be entered 
 onto the CCG’s risk register.  Please refer to section 3.7 below for further 
 guidance on risk registers.  

 
3.5  Any risk that is identified through the risk assessment process or the incident 

reporting system and which the CCGs is required legally to report will be 
reported accordingly to the appropriate statutory body, e.g. Health and Safety 
Executive or Information Commissioner. 

3.6  Risk Appetite 

3.6.1 The CCG endeavours to reduce risks to the lowest possible level reasonably 
practicable. Where risks cannot reasonably be avoided, every effort will be 
made to mitigate the remaining risk.  However an understanding of the 
organisation’s ‘risk appetite’ will ensure the CCG supports a varied and 
diverse approach to commissioning, to work proactively, to improve efficiency 
and value.    

3.6.2 Risk appetite is the organisation’s unique attitude towards risk taking that in 
turn dictates the amount of risk it considers acceptable.  It is the amount of 
risk that the organisation is prepared to accept, tolerate or be exposed to at 
any point in time.  It can be influenced by personal experience, political factors 
and external events.  Risks need to be considered in terms of both 
opportunities and threats and should not be confined to money.  They will 
also invariably impact on the capability of the CCG, its performance and its 
reputation.     

 
3.6.3 The Governing Body will set boundaries to guide staff on the limits of risk 

they are able accept to in the pursuit of achieving its organisational 
objectives.  The Governing Body will set these limits annually and review 
them as appropriate.   

3.6.3 The Governing Body will set these limits based on whether the risk is: 

• A threat: the level of exposure which is considered acceptable 

• An opportunity: what the Governing Body is prepared to put ‘at risk’ in 
order to encourage innovation in creating changes. 

3.7  Risk Register 

3.7.1  Current and potential risks are captured in the CCG’s Risk Register and 
include actions and timescales identified to minimise such risks.  The risk 
register is a log of risks that threaten the organisation’s success in achieving 
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its aims and objectives and is populated through the risk assessment and 
evaluation process.   

3.7.2  The register contains a local record of current and potential risks for each 
area or function that the CCG is accountable for, as identified by the 
Responsible Director.  The Risk Register is updated on a monthly basis by the 
Quality and Risk Officer in conjunction with the Lead Director and is reviewed 
on a quarterly basis by Corporate Objective as delegated by the Governing 
Body.   

3.8      The detailed committee structure that supports implementation of the risk 
management policy is set out in Appendix 1. 

 
 
4. Duties and Responsibilities 
 
4.1 Council of Practices  

The council of practices has delegated responsibility to the governing body 
(GB) for setting the strategic context in which organisational process 
documents are developed and for establishing a scheme of governance for 
the formal review and approval of such documents. 

 
4.2 Chief Officer 

The CCG Chief Officer has overall responsibility for the strategic direction and 
operational management, including ensuring that CCG’s process documents 
comply with all legal, statutory and good practice guidance requirements.  The 
Chief Officer delegates aspects of this responsibility to the following officers 
for management; 

 
4.3 Medical Director and Clinical Directors  

The Medical Director and the Clinical Directors will promote risk management 
processes with all the CCG’s member practices.  This ensures that the CCG 
is aware of all risks to the achievement of the Corporate Objectives and able 
to assess and mitigate as appropriate.   
 
Together with the Executive Director of Nursing and Transformation, the 
Medical Director is responsible for providing advice and assurance to the 
Governing Body and Clinical Executive on the quality and safety of 
commissioned services. The Medical Director has particular responsibility for 
domains 1, 2 and 3 of the NHS Outcomes Framework. The Medical Director is 
the Caldicott Guardian for the CCG. 

 
The Medical Director brings specific medical expertise to the commissioning 
of safe and sustainable services, contributing to the dialogue and challenge at 
the Governing Body and Clinical Executive.  
 

4.4 Executive Director of Nursing and Transformation 
The Executive Director of Nursing and Transformation brings a broader view, 
from their perspective as a registered nurse, on health and care issues to 
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underpin the work of the CCG especially the contribution of nursing to patient 
care. 

 
Together with the Medical Director, the Executive Director of Nursing and 
Transformation is responsible for providing advice and assurance to the 
Governing Body and Clinical Executive on the quality and safety of 
commissioned services. The Executive Director of Nursing and 
Transformation has particular responsibility for domains 4 and 5 of the NHS 
Outcomes Framework. 
 
The Executive Director of Nursing and Transformation brings specific nursing 
expertise to the commissioning of safe and sustainable services, contributing 
to the dialogue and challenge at the Governing Body and Clinical Executive  

 
4.5 Chief Finance Officer 
 The Chief Finance Officer has a responsibility for;  

• providing professional advice to the CCG Governing Body on the 
effective, efficient and economic use of the CCG’s financial allocation to 
remain within the allocation and identify risks to the delivery of required 
financial targets and duties; 

• ensuring robust risk management and audit arrangements are in place 
to make appropriate use of the CCGs financial resources; 

• ensuring appropriate arrangements are in place to identify risks and 
mitigating actions to the delivery of QIPP and resource releasing 
initiatives; 

• leading on the assessment and overall management of risks pertaining 
to Information Governance, undertaking the role of Senior Information 
Risk Officer (SIRO); 

• incorporating risk management as a management technique within the 
financial performance management arrangements for the organisation. 

 
4.6 Head of Governance  

The Head of Governance is the CCGs lead for risk management and has a 
responsibility for;  
• ensuring risk management systems are in place throughout the CCG 

and co-ordinating risk management in accordance with this Policy; 
• ensuring the Risk Assurance Framework is regularly reviewed and 

updated; 
• ensuring that an external review of the CCG’s risk management 

systems takes place and that the results of this are reported to the 
Governing Body;  

• overseeing the management of risks as identified by the Quality and 
Safety Committee, ensuring risks actions plans are in place, regularly 
monitored and implemented; 

• incorporating risk management as a management technique within the 
performance management arrangements for the organisation; 

• ensuring that quality systems are in place for assuring high quality and 
safe services, and the on-going monitoring of the same; 
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• ensuring incidents, claims and complaints are managed via the 
appropriate procedures. 

 
4.7 Senior Leads 

All Senior Leads have a responsibility to incorporate risk management within 
all aspects of their work and are responsible for ensuring the implementation 
of this policy by: 

• Demonstrating personal involvement and support for the promotion of 
risk management; 

• Ensuring staff under their management are aware of their risk 
management responsibilities in relation to this policy; 

• Setting personal objectives for risk management and monitoring their 
achievement; 

• Ensuring risks are identified, managed and mitigating actions are 
implemented in functions for which they are accountable, and ensuring 
risks are escalated to the Responsible Director where they are of a 
strategic nature; 
 

4.8 All Staff 
 All staff, including temporary and agency staff, are responsible for: 

• Compliance with relevant process documents. Failure to comply may 
result in disciplinary action being taken. 

• Co-operating with the development and implementation of policies and 
procedures and as part of their normal duties and responsibilities. 

• Identifying the need for a change in policy or procedure as a result of 
becoming aware of changes in practice, changes to statutory 
requirements, revised professional or clinical standards and 
local/national directives, and advising their line manager accordingly. 

• Identifying training needs in respect of policies and procedures and 
bringing them to the attention of their line manager. 

• Attending training / awareness sessions when provided. 
 
 

5.   Risk Management Process as a Commissioner 
 
5.1  As the CCG focuses on its role as a commissioner of safe and high quality 

services, it seeks to embed the principles and practice of risk management 
into its commissioning function.  As a commissioner, the CCG seeks to 
ensure that all services commissioned meet nationally identified standards 
which are managed through the contracting process.  Risk management 
within commissioning is regularly reported through the established quality 
reporting mechanisms which include; Quality Review Groups, Serious 
Incident management and Infection Prevention and Protection Groups. 

 
5.2  Partnership working 
  The CCG has a duty to work with partners to improve the health of the local 

population.  It will ensure that any work carried out across the health and 
social care economy adheres to the CCGs principles of robust risk 
management.   
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5.3  Partnerships can involve high levels of risk because of their complexity and 

potential lack of clarity in the roles and responsibilities of those involved.  It is 
therefore necessary that the CCG undertakes a risk assessment of all key 
aspects of its partnerships, focussing on those areas considered to be of the 
highest risk.  An action plan will be agreed between the partners for managing 
those risks.  Within the agreement there will be an explicit statement which 
sets out how the risk management structures and systems of the organisation 
will link and how decisions will be made as to which organisation will lead on 
the management of a specified identified risk.  Sources of assurance from 
partner organisations will appear in the Risk Assurance Framework. 

 
 
6.  Implementation  
 
6.1  This policy will be available to all staff for use and be available through the 

intranet and public websites for the CCGs. It will also be available from the 
Head of Governance. 

 
6.2  The CCG has adopted a standardised framework for the assessment and 

analysis of all risks encountered in the organisation and which is set out in this 
policy. The implementation of this policy is achieved through the completion of 
the risk register. It is also supported by a detailed reporting structure through 
its various committees and which are described in the policy.  Directors and 
senior leads will be responsible for ensuring the policy is implemented in their 
areas of responsibility and compliance with this policy may be monitored 
through a process of auditing as set out by the Governing Body.    

6.3     The Governing Body has overall responsibility for governance, assurance and 
management of risk.  The Governing Body has a duty to assure itself that the 
organisation has properly identified the risks it faces and that it has processes 
and controls in place to mitigate those risks and the impact they have on the 
organisation and its stakeholders.  The Governing Body discharges this duty 
as follows: 

• Identifies risks to achievement of its strategic objectives; 
 

• Monitors these via the Assurance Framework; 
 

• Ensures that there is a structure in place for the effective 
management of risk through the CCG; 

 
• Approves and reviews strategies for risk management on an 

annual basis; 
 

• Receives regular reports from the quality and safety committee 
identifying significant risks and mitigating actions; 

 
• Receives regular reports from the Audit Committee on significant 

risks to delivering financial balance and the delivery of the Quality, 
Innovation, Productivity and Prevention programme; 
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• Demonstrates leadership, active involvement and support risk 

management. 
          This policy will be reviewed annually by the Governing Body. 

6.4      Assurance Framework: each NHS organisation is required to produce and 
maintain an Assurance Framework.  This is reviewed by the Governing Body 
and the Audit Committee.  

 
 
7.  Training Implications 

    
The training required to comply with this policy is key to the successful 
implementation of this policy and embedding a culture of risk management in 
the organisation. Through a training and education programme staff will have 
the opportunity to develop more detailed knowledge and appreciation of the 
role of risk management. Training and education in risk management will be 
offered through regular staff induction programmes, annual mandatory training 
sessions and a rolling programme of risk management and training 
programmes. 
 

 
8.  Documentation 
 
8.1 Other related policy documents. 
  Incident Reporting and Management Policy 
 
 
8.2 Legislation and statutory requirements 

This Risk Management policy is developed with reference to Department of 
Health publications and publications of expert bodies on governance and risk 
management:  
 
• Data Protection Act 1998  
• Principles and framework contained in the legislation including:  

Health and Safety at Work Act 1974 
• Principles contained within the Information Governance toolkit  
• Risk Management Matrix for Risk Managers National Patient Safety 

Agency, (NPSA) (2008) ISO 31000 -2009  
 
 

8.3 Best practice recommendations 
• NHS Audit Committee Handbook (2011) 
• Building the Assurance Framework: A practical Guide for NHS Boards 

March 2003. Gate log Reference1054  
• Integrated Governance Handbook 2006  
• Intelligent Commissioning Board (2006 & 2009)  
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• Making a Difference – Review of Controls Assurance Gateway Ref. No. 
4222  

• NHS Litigation Authority – CNST Risk Management Standards Governing 
the NHS: A guide for NHS Boards (2003)  

• Taking it on Trust – Audit Commission (2009) Institute of Risk 
Management  

• The Healthy NHS Board: Principles for Good Governance (2010)  
  
 

9.  Monitoring, Review and Archiving 
 
9.1 Monitoring  

The governing body will agree a method for monitoring the dissemination and 
implementation of this policy. Monitoring information will be recorded in the 
policy database.  

 
9.2 Review  
9.2.1 The governing body will ensure that this policy document is reviewed in 

accordance with the timescale specified at the time of approval.  No policy or 
procedure will remain operational for a period exceeding three years without a 
review taking place.  
 

9.2.2 Staff who become aware of any change which may affect a policy should 
advise their line manager as soon as possible. The governing body will then 
consider the need to review the policy or procedure outside of the agreed 
timescale for revision.  

 
9.2.3 For ease of reference for reviewers or approval bodies, changes should be 

noted in the ‘document history’ table on the front page of this document.  
 

9.3 Archiving  
The governing body will ensure that archived copies of superseded policy 
documents are retained in accordance with Records Management: NHS Code 
of Practice 2009.  
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10 Equality Analysis 
 
Equality Analysis Screening Template (Abridged) 
 

Title of Policy: 

 

CCG CO14 Risk Management Policy V2 

Short description of Policy (e.g. 
aims and objectives): 

This policy aims to set out the CCG approach 
to risk and the management of risk in 
fulfilment of its overall objective to commission 
high quality and safe services. In addition, the 
adoption and embedding within the 
organisation of an effective risk management 
policy and processes will ensure that the 
reputation of the CCGs is maintained and 
enhanced, and its resources are used 
effectively to reform services through 
innovation, large-scale prevention, improved 
quality and greater productivity. 

Directorate Lead:  

Is this a new or existing policy? Revised 

 

Equality Group  Does this policy have a positive, neutral or negative 
impact on any of the equality groups? 

Please state which for each group. 

Age Neutral 

Disability Neutral 

Gender Reassignment Neutral 

Marriage And Civil 
Partnership 

Neutral 

Pregnancy And 
Maternity 

Neutral 

Race Neutral 

Religion Or Belief  Neutral 

Sex Neutral 
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Sexual Orientation  Neutral 

Carers Neutral 

 

Screening 
Completed By 

Job Title and 
Directorate 

Organisation Date completed 

 P Fox  Governance Lead NHS North Tyneside 
CCG 

28 October 2013 

 

Director’s Name  Director’s Signature Organisation Date 

Maurya Cushlow 

 

 North Tyneside 
CCG 

31 October 
2013 
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Appendix 1 Example Organisational Structure – risk reporting process  
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Appendix 2 CCG Risk Management System 

1. Introduction 

It is recommended that the CCG uses the guidance provided by ISO 31000:2009 (formerly 
AZ/NZ Standard 4360:2004) and the NPSA in developing its approach to risk management 
and particularly in carrying out risk assessments. 
 
2.   Risk Matrix: Carrying out a Risk Assessment 

Step 1:   Determine the Consequence Score 

Choose the most appropriate domain for the identified risk from the left hand side of the 
table. Then work along the columns in same row to assess the severity of the risk on the 
scale of 1 to 5 to determine the consequence score, which is the number given at the top of 
the column. Note impacts will either be negligible, minor, moderate, major or catastrophic. 
This is offered as guidance when completing a risk assessment, either when an incident has 
occurred or if the impacts of potential risks are being considered. 

Table 1:   Impact scores 
 

Consequence score (severity levels) and examples of descriptors  

 1  2  3  4  5  

Domains  Negligible Minor   Moderate  Severe Catastrophic  
 
Impact on the 
safety of patients, 
staff or public 
(physical/psychol
ogical harm)  
 
 
 
 
 

 
Minimal injury 
requiring 
no/minimal 
intervention or 
treatment.  
 
No time off work 

 
Minor injury or 
illness, requiring 
minor intervention  
 
Requiring time off 
work for >3 days  
 
Increase in length of 
hospital stay by 1-3 
days  

 
Moderate injury  
requiring professional 
intervention  
 
Requiring time off 
work for 4-14 days  
 
Increase in length of 
hospital stay by 4-15 
days  
 
RIDDOR/agency 
reportable incident  
 
An event which 
impacts on a small 
number of patients  
 

 
Major injury leading 
to long-term 
incapacity/disability  
 
Requiring time off 
work for >14 days  
 
Increase in length of 
hospital stay by >15 
days  
 
Mismanagement of 
patient care with 
long-term effects  

 
Incident leading  to 
death  
 
Multiple permanent 
injuries or 
irreversible health 
effects 
  
An event which 
impacts on a large 
number of patients  

 
Quality/ 
complaints/ 
audit 
 
 
 
 
 
 

 
Peripheral 
element of 
treatment or 
service 
suboptimal  
 
Informal 
complaint/inquiry  

 
Overall treatment or 
service suboptimal  
 
Formal complaint 
(stage 1)  
 
Local resolution  
 
Single failure to meet 
internal standards  
 
Minor implications for 
patient safety if 
unresolved  
 
Reduced 
performance rating if 
unresolved  

 
Treatment or service 
has significantly 
reduced 
effectiveness  
 
Formal complaint 
(stage 2) complaint  
 
Local resolution (with 
potential to go to 
independent review)  
 
Repeated failure to 
meet internal 
standards  
 
Major patient safety 
implications if 
findings are not acted 
on  

 
Non-compliance 
with national 
standards with 
significant risk to 
patients if 
unresolved  
 
Multiple complaints/ 
independent review  
 
Low performance 
rating  
 
Critical report  

 
Totally 
unacceptable level 
or quality of 
treatment/service  
 
Gross failure of 
patient safety if 
findings not acted 
on  
 
Inquest/ombudsman 
inquiry  
 
Gross failure to 
meet national 
standards  
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Consequence score (severity levels) and examples of descriptors  

 
Human resources/ 
organisational 
development/ 
staffing/ 
competence  
 
 
 
     

 
Short-term low 
staffing level that 
temporarily 
reduces service 
quality (< 1 day)  

 
Low staffing level that 
reduces the service 
quality  

 
Late delivery of key 
objective/ service 
due to lack of staff  
 
Unsafe staffing level 
or competence (>1 
day)  
 
Low staff morale  
 
Poor staff attendance 
for mandatory/key 
training  

 
Uncertain delivery 
of key 
objective/service 
due to lack of staff  
 
Unsafe staffing level 
or competence (>5 
days)  
 
Loss of key staff  
 
Very low staff 
morale  
 
No staff attending 
mandatory/ key 
training  

 
Non-delivery of key 
objective/service 
due to lack of staff  
 
Ongoing unsafe 
staffing levels or 
competence  
 
Loss of several key 
staff  
 
No staff attending 
mandatory training 
/key training on an 
ongoing basis  

 
Statutory duty/ 
inspections  
 
 
 
 
     

 
No or minimal 
impact or breech 
of guidance/ 
statutory duty  

 
Breech of statutory 
legislation  
 
Reduced 
performance rating if 
unresolved  

 
Single breech in 
statutory duty  
 
Challenging external 
recommendations/ 
improvement notice  

 
Enforcement action  
 
Multiple breeches in 
statutory duty  
 
Improvement 
notices  
 
Low performance 
rating  
 
Critical report  

 
Multiple breeches in 
statutory duty  
 
Prosecution  
 
Complete systems 
change required  
 
Zero performance 
rating  
 
Severely critical 
report  

 
Adverse publicity/ 
reputation 
 
 
 
 

 
Rumours  

 
Potential for public 
concern  

 
Local media 
coverage –  
short-term reduction 
in public confidence  
 
Elements of public 
expectation not being 
met  

 
Local media 
coverage – 
long-term reduction 
in public confidence  

 
National media 
coverage with <3 
days service well 
below reasonable 
public expectation  

 
National media 
coverage with >3 
days service well 
below reasonable 
public expectation. 
MP concerned 
(questions in the 
House)  
 
Total loss of public 
confidence  

 
Business 
objectives/ 
projects  
 
 
 

 
Insignificant cost 
increase/ 
schedule slippage  

 
<5 per cent over 
project budget  
 
Schedule slippage  

 
5–10 per cent over 
project budget  
 
Schedule slippage  

 
Non-compliance 
with national 10–25 
per cent over 
project budget  
 
Schedule slippage  
 
Key objectives not 
met  

 
Incident leading >25 
per cent over 
project budget  
 
Schedule slippage  
 
Key objectives not 
met  

 
Finance including 
claims  
 
 
 
 
    

 
Small loss Risk of 
claim remote  

 
Loss of 0.1–0.25 per 
cent of budget  
 
Claim less than 
£10,000  

 
Loss of 0.25–0.5 per 
cent of budget  
 
Claim(s) between 
£10,000 and 
£100,000  

 
Uncertain delivery 
of key 
objective/Loss of 
0.5–1.0 per cent of 
budget  
 
Claim(s) between 
£100,000 and £1 
million 
 
Purchasers failing 
to pay on time  

 
Non-delivery of key 
objective/ Loss of 
>1 per cent of 
budget  
 
Failure to meet 
specification/ 
slippage  
 
Loss of contract / 
payment by results  
 
Claim(s) >£1 million  

 
Service/ 
business 
interruption/ 

 
Loss/interruption 
of >1 hour  
 

 
Loss/interruption of 
>8 hours 
  

 
Loss/interruption of 
>1 day  
 

 
Loss/interruption of 
>1 week  
 

 
Permanent loss of 
service or facility  
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Consequence score (severity levels) and examples of descriptors  

Environmental 
impact    

Minimal or no 
impact on the 
environment  

Minor impact on 
environment  

Moderate impact on 
environment  

Major impact on 
environment  

Catastrophic impact 
on environment  

Step 2   Determine the likelihood 

Now determine what is the likelihood of the impact occurring?  

The frequency-based score is appropriate in most circumstances and is easier to identify. It 
should be used whenever it is possible to identify a frequency. The frequency-based score 
will either be classed as rare, unlikely, possible, likely or almost certain.  

Table 2   Likelihood score (L) 
 
Likelihood score  1  2  3  4  5  

Descriptor  Rare  Unlikely  Possible  Likely  Almost certain  
Frequency  
How often might 
it/does it happen  
 
 
 
 
 

This will probably 
never happen/recur  
 

Do not expect it to 
happen/recur but it 
is possible it may do 
so 
 
  
 
 

Might happen or 
recur occasionally 
 

Will probably 
happen/recur but it 
is not a persisting 
issue 
 
 
 
 

Will undoubtedly 
happen/recur  
possibly frequently 
 
 
 
 
 

 
Step 3   Assigning a Risk Rating 
 
Now apply the consequence and likelihood ratings to give you a risk rating for each of the 
risks you have identified. Calculate the risk score by risk multiplying the consequence by the 
likelihood: C (consequence) x L   (likelihood) = R (risk score) 
 
Table 3   Risk scoring = impact x likelihood ( I x L )  
 
 Impact score 

Likelihood  1 2 3 4 5 
 Negligible Minor Moderate Major Catastrophic 

5 Almost Certain 5 10 15 20 25 

4 Likely  4 8 12 16 20 

3 Possible 3 6 9 12 15 

2 Unlikely 2 4 6 8 10 

1 Rare  1 2 3 4 5 

 
For grading risk, the scores obtained from the risk matrix are assigned grades as follows 

1 - 3 Low Risk 
4 - 6 Moderate risk 

8 - 12 High Risk  
15 - 25 Extreme risk  

 
Step 4 Assessing the effectiveness of the control(s) 
 
For each of the risks (and especially high risks) identify the controls that are in place. For 
example, in an operational setting and where an incident may have occurred the controls 
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may take the form of a policy, guideline, procedure or process, etc. For risks that have been 
identified as preventing achievement of organisational objectives then the control is likely to 
be a management action plan. 
 
Review the control(s) for each of the risks and apply the following criteria; 
 
Satisfactory:   Controls are strong and operating properly, providing a reasonable 

level of assurance that objectives are being delivered. 
 

Some Weaknesses: Some control weaknesses/inefficiencies have been identified.  
Although these are not considered to present a serious risk 
exposure, improvements are required to provide reasonable 
assurance that objectives will be delivered. 
 

Weak: Controls do not meet any acceptable standard, as many 
weaknesses/inefficiencies exist.  Controls do not provide reasonable 
assurance that objectives will be achieved. 

 
Step 5 Determining the residual risk 
  
Reassess the risk using steps one to 3 taking into account the robustness of the controls.   
 
Step 6 Developing an action plan 
 
Once the residual risk is known then a detailed action plan of improved controls should be 
developed.  This plan should include a description of risk, actions to be taken, responsible 
person and appropriate timescales.  
  
Step 7 Risk Prioritisation and Action 
 
Where risks have been identified and scored, more likely as a consequence of an incident, 
then the following management / escalation arrangements should be used. 
 
Risk management  
 
Extreme Proactive  review by Governing Body and active management by Executive 

Team 
High Proactive  review and management by Executive Team 
Moderate Proactive  review and management by the Directorate/ senior teams  
Low Ongoing review and management at operational level   
 
Assurance flows 
 
Extreme Include on the Assurance Framework and report to Governing Body on a 

monthly basis either via performance report or quarterly governance report  
High Executive directors meeting with decision made as to whether to include on 

Assurance Framework and ongoing assurance to Audit Committee and then 
Governing body.  

Moderate Assurance obtained through Risk Assurance Committee and where appropriate 
reported to Audit Committee 

Low Assurance considered at Directorate level.   
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Report to: Governing Body 
Date:  28 January 2014 Agenda item:  13.2 
Title of report:  Risk Appetite  
Sponsor and author:  Pauline Fox, Head of Governance 
Purpose of the report and action required:  The Governing Body is asked to 
consider and agree the CCG’s risk appetite 
Executive summary:  Effective risk management is integral to the work of the CCG 
in delivering against its corporate objectives and in its stewardship of public funds. 
The Governing Body has a responsibility to maintain a strategic view of the 
organisation’s risk appetite, as set out in the risk management policy.  
 
Risk appetite is the organisation’s unique attitude towards risk taking that in turn 
dictates the amount of risk considered acceptable.  It is the amount of risk that the 
organisation is prepared to accept, tolerate or be exposed to at any point in time.  It 
can be influenced by personal experience, political factors and external events.  Risks 
need to be considered in terms of both opportunities and threats and should not be 
confined to money. They will also invariably impact on the capability of the CCG, its 
performance and its reputation.     
 
The CCG endeavours to reduce risks to the lowest possible level reasonably 
practicable. Where risks cannot reasonably be avoided, every effort is made to 
mitigate the remaining risk.  However an understanding of the organisation’s ‘risk 
appetite’ will ensure the CCG supports a varied and diverse approach to 
commissioning, to work proactively and to improve quality, efficiency and value.  
   
The Governing Body is invited to set boundaries to guide staff on the limits of risk 
they are able accept in the pursuit of achieving its organisational objectives.   
 
The Good Governance Institute has provided guidance for NHS organisations, 
attached as appendix 1. The Governing Body is invited to refer to the ‘ratings’ on 
page 4 of that guidance. The Governing Body may then choose to determine the risk 
appetite for the CCG as a whole of to look at it by corporate objective. A simple matrix 
is attached to facilitate this discussion.  
  
Appendix 1: GGI Board Briefing: Defining Risk Appetite and Managing Risk by 
Clinical Commissioning Groups and NHS Trusts, January 2012 
http://www.good-governance.org.uk/Downloads/2012%20Jan%20-%20GGI-
RiskAppetiteBriefing.pdf  
 
 

  

http://www.good-governance.org.uk/Downloads/2012%20Jan%20-%20GGI-RiskAppetiteBriefing.pdf
http://www.good-governance.org.uk/Downloads/2012%20Jan%20-%20GGI-RiskAppetiteBriefing.pdf
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Proposed risk rating for the CCG:  
 
Open: willing to consider all potential delivery options and choose the one that is 
most likely to result in successful delivery while also providing an acceptable level of 
reward (and value for money) 
 
OR Proposed risk rating by corporate objective:   

Risk appetite 

 Avoid Minimalist Cautious Open Seek 

Objective 1   Cautious   

Objective 2    Open  

Objective 3    Open  

Objective 4    Open  

Objective 5    Open  

 
Risk Appetite ratings 
 

1. Avoid: avoidance of risk and uncertainty is a key organisational objective  
 

2. Minimalist: preference for ultra-safe business delivery options that have low 
degree of inherent risk and only have a potential for limited reward 
 

3. Cautious: preference for safe delivery options that have a low degree of 
inherent risk and may only have a potential for limited reward 
 

4. Open: willing to consider all potential delivery options and choose the one that 
is most likely to result in successful delivery while also providing an 
acceptable level of reward (and value for money) 
 

5. Seek: eager to be innovative and choose options offering potentially higher 
business rewards, despite greater inherent risks  
 

2013/14 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 
 

Approved by CCG Governing Body, June 2013 



Good
Governance
Institute

GGI Board Briefing: Defining Risk Appetite and Managing Risk by 
Clinical Commissioning Groups and NHS Trusts, January 2012
“You must be prepared to lose a fly to catch a trout”

A year of change
During 2012, the reform of the NHS will move forward with a 

transitional re-alignment of commissioning as we move from the 

former Primary Care Trust-based (PCT) commissioning system to 

one where Clinical Commissioning Groups (CCGs) and the National 

Commissioning Board (NCB) take over this responsibility. All NHS 

providers must reach NHS FT status, and the NHS will come under 

Competition law. This process is planned to be largely complete by 2013. 

Various new responsibilities, such as the duty of candour and the 

new NHS equalities requirements, are being hard-wired into the new 

system. In parallel, there is a significant acceleration of the provider 

development programme within the reforms. A stepped change 

in the role of Monitor, a new provider development authority and 

clarification over competition with non-NHS care providers are all 

intended to promote efficiency and effectiveness, better choice for 

patients, value for money and quality. All of this generates additional 

risk in the health system and we suspect very different attitudes to risk 

by new commissioners. The Good Governance Institute (GGI) believes 

it is time to revisit risk managements systems. 

The board of any enterprise is responsible for determining the nature 

and extent of the significant risks it is willing to take in achieving its 

strategic objectives and should maintain sound risk management and 

internal control systems. (The UK Corporate Governance Code, May 

2010). GGI encourages all boards to take a planned risk-based approach 

to their business, and to think through and agree what value the board 

will deliver over the coming year. 

This resource
Working with colleagues in the Southwark CCG and Business Support 

Unit (BSU), Paul Moore, Chief Risk Officer at University Hospital of 

South Manchester NHS Foundation Trust and colleagues elsewhere this 

resource has been produced by Dr John Bullivant and Andrew-Corbett-

Nolan to identify:

 A high-level outline of risk and risk appetite

 A matrix, by which boards can develop their own generic risk 

appetite and which can also be applied to specific risk

 The means by which existing risk management systems including 

risk registers and Board Assurance Frameworks (BAF) can be 

refreshed and made relevant to board agendas and decision taking

 A case study scenario to help boards work through the risk appetite 

issue.

Introduction – risk and risk appetite
This GGI board briefing is directed at board members and those 

supporting boards such as Board Secretaries, risk leads, internal and 

external auditors, audit committees, professional advisors engaged 

in developing boards and regulators. We are particularly grateful to 

colleagues in Southwark (both the Business Support Unit and CCG) 

for helping us to develop this briefing, and in testing out some of the 

concepts in practice. We believe this work has important significance 

for all NHS boards and encourage them to focus on this issue in the 

coming year.

Organisations exist for a purpose – perhaps to deliver a service, or to 

achieve particular outcomes. In the private sector the primary purpose 

of an organisation is generally concerned with the enhancement of 

shareholder value; in the public sector the purpose is more concerned 

with the delivery of service and/or of a beneficial outcome in the public 

interest. Whatever the purpose of the organisation may be, the delivery 

of its objectives is surrounded by uncertainty that both poses threats 

but can also offer opportunities for success. 

Risk is defined as this uncertainty of outcome, whether positive 

opportunity or negative threat, of actions and events. The risk has to be 

‘ Clinical Commissioning Groups will need to take difficult decisions 
on very complex issues going forward while also taking advantage 
of opportunities that arise to ensure continual improvement. This 
requires a fresh look at risk and a sound understanding of the 
organisations ‘risk appetite’. Southwark Clinical Commissioning 
Leads worked with the GGI to develop a risk appetite maturity 
matrix. This proved to be a very useful tool in aiding our thinking on 
risk, our risk tolerance and our corporate decision making.’  

 Dr Amr Zeineldine 
Chair Southwark Clinical Commissioning Group*  

‘ We used the tool with real time/live issues to assess risk appetite, 
both from the individual perspective of clinical leads and agreeing 
consensus as a corporate team. The tool can aid CCGs very 
effectively in addressing/negotiations on complex issues going 
forward to ensure wise decision making’  

 Maggie Aiken 
Associate Director for Governance & Quality, Southwark BSU

*Southwark is a London pathfinder working towards authorisation



assessed in respect of the combination of the likelihood of something 

happening, and the impact that arises if it does actually happen. Risk 

management includes identifying and assessing risks (the “inherent 

risks”) and then responding to them. 

The resources available for managing risk are finite and so the aim is 

to achieve an optimum response to risk, prioritised in accordance with 

an evaluation of the risks. Risk is unavoidable, and every organisation 

needs to take action to manage risk in a way that it can justify to a level 

which is tolerable. The amount of risk that is judged to be tolerable and 

justifiable is the “risk appetite”. 

Risk appetite is therefore ‘the amount of risk that an organisation 

is prepared to accept, tolerate, or be exposed to at any point in 

time.’ (HMT Orange Book definition 2005) It can be influenced by personal 

experience, political factors and external events. Risks need to be 

considered in terms of both opportunities and threats and are not 

usually confined to money - they will invariably also impact on the 

capability of our organisation, its performance and its reputation. 

We need to know about risk appetite because:

 If we don’t know what our organisation’s collective appetite for 

risk is and the reasons for it, then this may lead to erratic or 

inopportune risk taking exposing the organisation to a risk it 

cannot tolerate; or an overly cautious approach which may stifle 

growth and development

 If our leaders do not know the levels of risk 

that are legitimate for them to take, or do 

not take important opportunities when they 

arise, then service improvements may be 

compromised and patient outcomes affected

 It is a window into a tangible understanding 

of the collective mind of our leadership. 

Understanding our risk appetite helps us 

achieve insight into whether we genuinely 

have an agreed approach to leading the organisation.

Using risk appetite in practice
At least once a year, the board should set specific limits for the levels 

of risk the enterprise is comfortable to tolerate in the pursuit of its 

objectives. The board should also review these limits during periods of 

increased uncertainty or adverse changes in the business environment.

In setting these risk tolerance levels, the board should consider risk 

factors both internally and externally. These levels could be measured 

quantitatively, qualitatively, or both, and should be specific to each of 

the relevant business activities. 

These levels should also be used to set the parameters for the 

development of the overall business strategy. 

The board may set limits regarding the enterprise’s risk appetite i.e. 

the risk limits that the board desires, or is willing, to take. Where the 

risk appetite exceeds or deviates materially from the limits of the 

enterprise’s risk tolerance (the enterprise‘s ability to tolerate), this 

should be disclosed in public reports.

Risks need to be considered in terms of both opportunities and threats. 

They are not usually confined to money – they will invariably also 

impact on the capability of your organisation, its performance and its 

reputation. 

Risk appetite is a series of boundaries, appropriately authorised by the 

board, which guide staff on the limits of risk that they can take. It can be 

viewed differently depending on whether the risk (uncertainty) is:

 a threat – the level of exposure which is considered tolerable; 

or

 an opportunity – what you’re prepared to put ‘at risk’ in order to 

obtain a benefit.

Risk falls into three components:

 the inherent risk status – i.e. before any controls put in place

 risk mitigation- management actions

 residual risk after actions have been implemented.

Management should implement specific limits or tolerance levels that 

are aligned with those overall limits set by the board at departmental or 

functional, activity and operational risk levels. 

The board should continually monitor management of significant 

risk and satisfy itself that management decisions balance performance 

within the defined tolerance limits. The board should ensure that it 

understands the implications of risks taken by management in pursuit 

of better outcomes, as well as the potential impact of risk-taking by and 

on local communities, partner organisations, strategic providers and 

other stakeholders.

This process is dynamic. Risk probability and impact as well as risk 

appetite can change through circumstances and experience.  The 

perception of the public to risk and confidence in the organisation’s 

ability to identify and mitigate risk successfully can shift quickly in the 

light of publicity and risk failures often outside the direct control of the 

organisation. So risk awareness and communications play an important 

part in protecting the reputation of the organisation. 

Risk cannot usually be fully mitigated. If we have defined the original risk 

and established our mitigating controls we can be clear of the residual 

risk that we are prepared to carry. If residual risk is too great more action 

is needed: if too little it suggests we are expending too much energy.

Failure to define a risk appetite will confuse those who carry out the 

intentions of the board and may result in too aggressive or timid a 

handling of the issue.

Risk appetite and the wider context
In 2006 HM Treasury issued guidance for private and public 

organisations stating that it is essential that the board’s attitude to risk is 

communicated to the whole organisation and applied in decision making 

regarding the prioritisation of policies, work streams, programmes, 

projects, operational service delivery and the funding that goes with them. 

Risk is complex and may operate at both strategic and operational levels.



The Financial Reporting Council (FRC) (Boards and Risk: A Summary 

of Discussions with Companies, Investors and Advisers, FRC, Sept 

2011) recognises that the board has particular responsibility for 

identifying risks linked to the strategy, or resulting from external 

developments such as political and regulatory change. These are 

characterised as‚ top down risks, and may be contrasted with bottom 

up operational risks which are the responsibility of management to 

identify and, where appropriate, bring to the attention of the board.

However these distinctions did not hold when it came to the board’s 

responsibility for managing risk. Some operational risks are just as 

capable of damaging the long-term viability or reputation of the 

enterprise as strategic risks, and in its oversight and monitoring capacity 

the board need to focus on those risks capable of causing most damage 

to the enterprise if they materialise, regardless of how they are classified. 

It helps to identify different types of risk appetite (money, quality, 

regulation and reputation) but always to assess these in the round. 

Again the FRC report that whereas previously each risk had tended 

to be looked at in isolation, there was increasing awareness that 

risks were sometimes interconnected and sequential, and of the 

cumulative impact and disruptive effect of a number of significant risks 

materialising at the same time. 

Previous Secretary of State Andy Burnham commented on the  

Mid Staffordshire case:

‘ the main lesson I take from the problems experienced 
at Mid-Staffs (is) that in future we must never separate 
quality and financial data. They are always two sides of 
the same coin.’

Risk appetite involves taking considered risks where the long-term 

benefits outweigh any short-term losses. It may be appropriate to incur 

a loss if this paves the way to eventual success 

The Public Accounts Committee (PAC) has supported well-managed 

risk taking, recognising that innovation and opportunities to improve 

public services requires risk taking, providing that we have the ability, 

skills, knowledge and training to manage those risks well.

Quality Risk Profiles (QRPs) are an important tool for providers 

and commissioners of services bringing together a wide range of 

information about each provider of health and adult social care 

registered with the Care Quality Commission. The QRP provides an 

estimate of the risk of potential non-compliance with the essential 

standards of quality and safety. 

Commissioning consortiums may find the QRP a useful tool in 

monitoring the providers that they commission services from, and in 

improving their commissioning for quality. However, it is important 

for the commissioner to have set its tolerance of non-compliance by 

providers in order to influence and focus commissioning decisions. 

This will also support managing public and political expectations of the 

commissioner’s responsibility for the quality of services it buys from 

providers. Provider boards should also explore how they can use the 

QRPs.

King III (the King Code and Report on Governance in South Africa, 

2009), which is emerging as the new international corporate governance 

code, offers advice to organisations large and small, public and private 

that are adopting a risk appetite approach:  

The board should be responsible for the governance of risk 
and set levels of risk tolerance and risk appetite annually. 

The board should appoint a committee responsible for risk. 
This committee should: 

 consider the risk management policy and plan 

 monitor the risk management process 

 convene at least twice per year 

 be evaluated once a year by the board 

 have a minimum of 3 members 

 have as its members executive and non-executive directors, 
members or senior management and independent risk 
management experts to be invited in necessary. 

With regards to risk, the board should: 

 delegate to management the responsibility to design, implement 
and monitor the risk management plan 

 ensure that risk assessments are performed on a continual basis 

 ensure that frameworks and methodologies are implemented to 
increase the probability of anticipating unpredictable risks 

 ensure that management considers and implements appropriate 
risk responses 

 ensure continual risk monitoring by management 

 receive assurance regarding the effectiveness of the risk 
management process 

 ensure that there are processes in place enabling complete, 
timely, relevant, accurate and accessible risk disclosure to 
stakeholders.

The formal risk appetite statement

If the organisation has not made a formal statement on its risk appetite, 

it will have a control problem. Without such a statement managers are 

running their business with insufficient guidance on the levels of risk 

that they are permitted to take, or not seizing important opportunities 

due to a perception that taking on additional risk is discouraged. 

The importance of having a documented statement is emphasised 

within the new British Standard:  “The organisation should prepare a 

Risk Appetite Statement example: 
Insurance Company – AVIVA 

Aviva recognises that its long-term sustainability depends 
upon the protection of our franchise and our relationship with 
customers. As such, Aviva will not accept risks that materially 
impair the reputation of the Group and requires that customers 
are always treated with integrity.



risk appetite statement, which may provide direction and boundaries 

on the risk that can be accepted at various levels of the organisation, 

how the risk and any associated reward are to be balanced and the likely 

response.” (BS31100) 

Research by Nottingham University suggests that almost all of the 

organisations that formally express their appetite for risk include one or 

more qualitative statements such as:

 We have a low appetite for risk 

 We have no appetite for fraud / financial crime risk 

 We have a zero tolerance for regulatory breaches 

 We will at all times attempt to avoid negative press coverage 

 We will not take risks that effect the quality of customer service 

provided 

 We are committed to protecting the environment 

Building an understanding of risk
Each risk needs to be assessed against the risk appetite that must be 

determined by the Board and communicated. A framework is needed 

for describing and analysing risks and assessing them according to a 

common currency. 

Risk registers that have listed risks individually with their ratings may 

not indicate how the ratings compare to the risk appetite. They may 

also fail to facilitate the identification of pressure points, imbalances 

and inconsistencies in approach. 

With the risk appetite defined, individual risks can be assessed 

against the risk appetite descriptors and decisions can be made about 

whether the optimum level of residual risk has been reached.  Most 

NHS organisations use a board assurance framework (BAF) which 

summaries strategic objectives, the principal risks that can impact 

on these and the controls and assurance put in place to mitigate risk. 

We believe that this is too static and would be owned and used by 

boards if enhanced by first articulating the risk appetite for the risk 

and expressing the residual risk which can be tolerated. Controls and 

assurance can then provide a proportionate and dynamic response with 

clear need to revisit when risk extends beyond agreed tolerances.

First steps

Risk assessment Residual Risk

Tolerance
Risk appetite

Assurance

Controls

issue

Agree generic risk appetite1

2

3a

3b

Seek Assurances4

5

(Amended from Corporate Risk Appetite, Deepa Govindarajan, ICMA Centre, Henley Business School DP2011-22, 2011)

This briefing has been produced by Dr John Bullivant and Andrew Corbett-Nolan 
www.good-governance.org.uk

Published by and © Good Governance Institute. ISBN 978-1-907610-12-7

Agree and articulate your general  
Risk Appetite

For example:

Avoid Avoidance of risk and uncertainty is a key  
organisational objective. 

Minimalist Preference for ultra-safe business delivery options  
that have a low degree of inherent risk and only have  
a potential for limited reward. 

Cautious Preference for safe delivery options that have a low 
degree of residual risk and may only have limited  
potential for reward. 

Open Willing to consider all potential delivery options and 
choose the one that is most likely to result in successful 
delivery while also providing an acceptable level of  
reward (and value for money etc.). 

Seek Eager to be innovative and to choose options offering 
potentially higher business rewards, despite greater 
inherent risk. 

1

Identify specific issues  
and risks

Boards should focus on strategic risks expecting managers to  
identify operational risks.

2

Determine a) your risk appetite  
and b) risk tolerance

Risk appetite is the aggregated account of the board’s willingness (to 
allow management) to take risks in the pursuit of strategic objectives.

Risk tolerances reflect the boundaries within which the executive 
management are willing to allow the true, day to day, risk profile of  
the enterprise to fluctuate, while they are executing strategic objectives 
in accordance with the board’s strategy and risk appetite. 

3

Accept risk tolerance for 
Residual Risk

Be clear of the exposure to loss remaining after other known risks  
have been countered, factored in, or eliminated. i.e. controlled

4

Seek Assurance that controls have been  
actioned and risk is within tolerance5

Amend risk appetite/tolerance  
in context of change

Reflect changes in context and public ‘outrage’ e.g. when a similar 
issue has gone awry elsewhere.

6
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Report to: Governing Body 
Date:  28 January 2014 Agenda item:  13.3 

Title of report:  Corporate Assurance Framework 
Sponsor:  Pauline Fox, Head of Governance 
Author:  Shelagh Cockburn, Quality and Risk Officer 
Purpose of the report and action required:  It is recommended that the committee 
receives and notes the information outlined in this report.  
Executive summary:  Effective risk management is integral to the work of the CCG 
in delivering against its corporate objectives and in its stewardship of public funds. 
 
The Governing Body has a responsibility to maintain a strategic view of the 
organisations risks. The Governing Body agreed five corporate objectives for the 
CCG for 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 focussed, 
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 
 

The attached Corporate Assurance Framework gives a summary of the risks to the 
have been identified to the organisation achieving its Corporate Objectives.  
 
Through the maintenance of a detailed risk register, risks have been systematically 
identified, allocated an owner and a Director Lead.  Initial risks are rated according to 
impact and likelihood, controls and assurances are then identified to ensure risks are 
being managed and mitigated. Residual risk ratings are then agreed and recorded, 
with a review date.  
 
In addition to Director oversight, the risk register is considered by the CCG 
committees, namely the Quality and Safety Committee (risks to achievement of 
objectives 1), the Clinical Executive (objective 2, 3 and 4) and the Audit Committee 
(objective 5). The Corporate Assurance Framework is derived from the risk register.  
 
The Governing Body is asked to note the assurance from this process and the 
Corporate Assurance Framework that risks to the achievement of the corporate 
objectives are identified, managed and mitigated.  
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Corporate Assurance Framework 2013/14 

Corporate Objective 1. Commission high quality care for patients, that is safe and value for money and in line with the NHS Constitution 
Key target areas Main risks Key controls Assurances Gaps in Controls Director Lead Residual Risk 
Ensure the safety of patients by 
commissioning safe and high 
quality services by: 
• Ensuring robust processes 

and mechanisms are in 
place to manage patient 
safety quality and 
experience 

• Responding positively to 
national requirements set 
out in the NHS Constitution 

• Proactively address the 
risks of Health Care 
Associated Infections 

 

High profile 
child 
protection/adult 
protection 
failure, 
reputational 
damage for CCG 
 
Learning from 
Serious 
Incidents/soft 
intelligence not 
acted upon 
 
Non delivery of 
the rights and 
pledges of the 
NHS 
Constitution 
 
Significant risk 
to trajectories 
for C.Diff and 
MRSA  
 
  

Working with 
partners re 
monitoring of 
quality for both 
children and adults. 
 
Monthly Quality 
Review Groups 
with providers 
 
Serious Incident 
process aligned 
with contractual 
obligations 
 
 
CCG Constitution 
and governance 
structure 
developed in line 
with NHS 
Constitution 
 
Francis Action Plan 
 

Safeguarding 
process part of 
Annual Audit Plan 
 
Reports to 
Governing Body 
 
Reports to Quality 
and Safety 
Committee 
 
Serious Incident 
Panel 
 
Region wide 
Infection 
Prevention and 
Control meetings 
 
 

Further assurance 
required around 
patient complaints 
and patient 
experience 
information 

 
 
 
Lesley Young-
Murphy 

 
 
 
 
 
Impact = 4 
Likelihood = 3 
 
Score = 12 
 
High 
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Corporate Objective 2. Establish and develop North Tyneside CCG as a patient focussed, clinically led organisation 
Key target areas Main risks Key controls Assurances Gaps in Controls Director Lead Residual Risk 
To ensure CCG has robust 
systems in place to ensure 
engagement of patients and 
clinicians, by: 
 
• Involvement of patients and 

clinicians in development of 
commissioned services. 

• Ensure robust procurement 
process. 

• Ensure CCG is aware of all 
risks and has robust plans in 
place to minimise and 
mitigate them 
 

Risk to delivery 
of CCG 
objectives 
without 
engagement of 
membership 
 
Non-
achievement of 
procurement 
targets 
 
Risk register 
process not 
adhered to 
within CCG 
 
Failure to 
safeguard 
clinical data 
leading to non-
compliance with 
IG toolkit 
 
 
 
 
 
 
 
 

Development 
programme for 
Council of Practices 
 
 
Clinical Leads role 
fulfilled by GPs  
 
Procurement 
Groups established 
 
Risk register 
process established 
to review risks 
regularly 
 
SLA in place with 
NECS to provide IG 
services 
 
 
 

Reports to Clinical 
Executive, Quality 
and Safety 
Committee and 
Governing body 
 
 
 
SIRO and Caldicott 
Guardian roles 
appointed and 
trained 
 
 
Council of Practices 
leading CCG 
processes ensuring 
Clinical Leadership 

  
 
 
Maurya Cushlow 

 
 
 
 
 
 
Impact = 3 
Likelihood = 2 
 
Score = 6 
 
Moderate 
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Corporate Objective 3. Work collaboratively with partners and stakeholders to be responsive to the population of North Tyneside 
Key target areas Main risks Key controls Assurances Gaps in Controls Director Lead Residual Risk 
Ensure patients, the public and 
key stakeholders and involved 
in the commissioning and 
reforming of services by: 
 
• Establishment of effective 

mechanisms to seek patient 
and carer views of services 
across all areas of health 
including patient stories 
and complaints, including 
linking with Healthwatch 

• Ensure robust partnership 
working with all key 
stakeholders including LA, 
providers, CQC and NHS 
Commissioning Board Area 
Team 

• Ensuring transparency and 
accountability to members, 
partners and stakeholders 

 
 
 
 
 
 
 
 
 
 

Patient and 
public not 
actively 
engaged with 
CCG 
 
Lack of 
understanding 
of the needs of 
North Tyneside 
residents 
 
Links with key 
stakeholders 
not established 
 
Failure to 
improve health 
outcomes 

Public engagement 
sessions held 
 
Monthly meetings 
with providers 
 
Links established 
with CQC 
 
Joint Strategic 
Needs Assessment 
 
Communications 
Strategy in ‘draft’ 
form 
 
Regular meetings 
with Healthwatch 
 
Website in place 
and being 
improved 
 
Robust 
Commissioning 
Plans 

North Tyneside 
CCG Constitution 
 
 
Links established 
with CQC 
 
Regular meetings 
with NHS England 
 
Reports to Quality 
and Safety 
Committee and 
Governing Body 
 
Reports to 
Overview and 
Scrutiny 
Committee, and 
Health and 
Wellbeing Board 

Programme for 
collecting patient 
stories to be 
established 
 

 
 
Lesley Young-
Murphy 

 
 
 
 
Impact = 3 
Likelihood = 2 
 
Score = 6 
 
Moderate 
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Corporate Objective 4. Lead and influence the development of Health and Social Care fit for the future 
Key target areas Main risks Key controls Assurances Gaps in Controls Director Lead Residual Risk 
Ensure the CCG develops Health 
and Social Care services in line 
with needs of future 
populations by: 
 
• Commissioning of services 

in line with needs of North 
Tyneside populations 

• Ensuring engagement with 
stakeholders in 
development of 
commissioning plans 

• Ensuring robust processes 
in place for development of 
personal budgets. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Development of 
Emergency Care 
Centre unclear 
 
Commissioning 
plans developed 
without 
significant 
stakeholder 
engagement 
 
Process 
regarding 
personal health 
budgets are not 
robust 
 

 
Joint Strategic 
Needs Assessment 
 
Urgent Care Board 
 
Procurement 
Project Group 
 
Health and 
Wellbeing Boards 
 
CCG Forum 
 
 

 
Reports to 
Governing Body 
and Overview and 
Scrutiny Committee 
 
Reports to Clinical 
Executive, 
Commissioning 
Development 
Group 
 
Quality Review 
Groups 
 
Council of Practices 
Lead the planning 
process 
 
CCG active 
participants in 
Health and 
Wellbeing Board 

  
 
 
 
Phil Clow 

 
 
 
Impact = 3 
Likelihood = 2 
 
Score = 6 
 
Moderate 
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Corporate Objective 5. Deliver Financial Balance 
Key target areas Main risks Key controls Assurances Gaps in Controls Director Lead Residual Risk 
Ensure the CCG optimises the 
use of its financial and other 
resources to deliver the 
commissioning plan whilst 
maintaining financial balance, 
by: 
 
• Ensuring the CCG works 

within its running cost 
allowance 

• Ensure delivery of quality 
services required by 
patients is within funding 
allocation 

• Ensure CCG attains full 
quality premium 

• Meting the costs of 
Continuing Healthcare  

 
 
 
 
 
 
 
 
 
 
 

 

Contracted 
activity with 
providers 
exceeds 
planned levels 
 
Increase in the 
numbers of 
patients eligible 
for CHC 
 
 
 

Financial Plan with 
contingencies 
identified. 
 
Robust CHC 
assessment process 
undertaken 
 
In-house Finance 
and Performance 
teams 
 
Monthly quality 
and contractual 
meetings 
 
Regular meetings 
with Trusts and 
Local Authority 
 
Budget variance 
reviewed on 
monthly basis 
 
QIPP plan and 
tracker 
 
 
 

Performance and 
finance reports to 
Clinical Executive 
and Governing 
Body 
 
Audit Committee 
review 
 
Reports to Quality 
and Safety 
Committee 
 
 

Impact of 
Specialised 
Commissioning on 
referral rates 
unknown. 

 
 
 
 
 
Alison Thompson 

 
 
Impact = 4 
Likelihood = 4 
 
Score = 16 
 
 
Extreme 
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Report to: Governing Body  
Date:  28 January 2014 Agenda item:  13.4 

Title of report:  Managing Conflicts of Interest   
Sponsor and Author:  Pauline Fox, Head of Governance  
Purpose of the report and action required: This report is to give assurance about 
the effective management of conflicts of interest 

Executive summary:   
The CCG has a duty under the Health and Social Care Act 2012 (section 25) to 
manage conflicts of interests. This is reflected in the CCG constitution and in the 
CCG policies, most notably the Standards of Business Conduct and Declarations of 
interest policy. The attached report summarises the work to date by the CCG to: 
 

• Maintain the registers of interest 
• Publish the registers 
• Make arrangements to manage conflicts and potential conflicts 

 
Challenges to the effective management of conflicts of interest include the dynamic 
operating environment. As circumstances change, new conflicts may emerge, for 
example the CCG clinical leaders are all partners in a GP practice and the 29 North 
Tyneside GP practices are forming a provider federation, bringing potential conflicts 
of interests that need robust management to protect the integrity of CCG decision 
making and the individuals involved.  
 
The effective management of conflicts of interests is recorded on the CCG risk 
register as a control for safe and effective decision making. The internal audit and 
counter fraud team included an audit of governance and a review of the 
management of conflict of interests as part of the 2013/14 audit programme (quarter 
3). Significant assurance was given.   
 
All member practices and staff have been advised that information and advice about 
the local management of conflicts of interest can be sought from the CCG Head of 
Governance at any time or alternatively, from the CCG Deputy Lay Chair or Lay 
Members  
 
Members of the governing body are invited to note the work to date on effective 
management of conflicts of interest and to confirm a satisfactory level of assurance. 
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Report to: Governing Body  
Date: 28 January 2014 Agenda item: 13.4a 

Title of report:  Managing Conflicts of Interest   
Sponsor and Author:  Pauline Fox, Head of Governance  
Purpose of the report and action required: This report is to give assurance about 
the effective management of conflicts of interest  
 
Full report   
 
1. Background  
 
 The CCG has a duty under the Health and Social Care Act 2012 (section 25) to 

manage conflicts of interests. This is reflected in the CCG constitution and in 
the CCG policies, most notably the Standards of Business Conduct and 
Declarations of interest policy. 

 
2. Work undertaken to date 
 
2.1 The CCG has as duty under the Health and Social Care Act 2012 (section 25) 

to manage conflicts of interest. The CCG constitution refers to the CCG duty to 
manage conflicts of interest, most notably in section 8 of the constitution:  

 
‘As required by section 14O of the 2006 Act, as inserted by section 25 of the 2012 Act, the 
clinical commissioning group will make arrangements to manage conflicts and potential 
conflicts of interest to ensure that decisions made by the Group will be taken and seen to be 
taken without any possibility of the influence of external or private interest’ (section 8.1.1 of 
the CCG constitution) 

 
2.2 The CCG shadow board approved the CCG Standards of Business Conduct 

and Declarations of interest policy (policy CCG CO19) in March 2013.  
 

Maintaining the registers of interest  
2.3 The CCG maintains four registers of interest, one for Member Practices, one for 

Governing Body members, one for committee members and one for staff. The 
Member Practice register is still being prepared. The registers are actively 
reviewed by the Deputy Lay Chair and Head of Governance on at least a 
quarterly basis. This includes assessing each declaration as either ‘no risk, 
‘potential risk’ or ‘actual risk’ and taking steps as required. If necessary, further 
information is obtained.  

 
Publishing the registers  

2.4 The registers are posted on the CCG 
website: http://www.northtynesideccg.nhs.uk/who-we-are/governance-

http://www.northtynesideccg.nhs.uk/who-we-are/governance-arrangements/
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arrangements/. The registers on the website are refreshed as a result of the 
oversight and the date of the posted register is clearly shown. 

 
Effective management of conflicts of interest  

2.5 All member practice representatives and CCG staff have been advised that 
information and advice about the management of conflicts of interest can be 
sought from the CCG Head of Governance or alternatively, from the CCG 
Deputy Lay Chair or Lay Members at any time. 

 
2.6 There have been three training sessions for the CCG specifically addressing 

management of conflicts of interest. The first was in February 2013 for directors 
(including clinical directors) and members of the shadow board, another in 
September 2013 for members of the governing body and the audit committee 
and another in October 2013 for all members of the Council of Practices. Each 
session was led by the managing partner of Hempsons (senor legal advisor). 

 
2.7 In addition to completing the declaration of interest forms, meeting participants 

are required to declare interests at the start of each meeting. Conflicts are then 
recorded and managed as necessary.  

 
2.8 There has been active management of actual conflicts of interests in the first 

months of the CCG. This has included, for example, the review of declarations 
identifying actual conflicts and the declarer being asked to review and change 
their position (e.g. resigning a directorship elsewhere).  Another example is the 
robust management of a lead commissioner being approached in another 
capacity to be involved in preparing a bid to tender.  

 
2.9  Where conflicts occur as part of a meeting, the principles set out in section 

8.6.2 of the CCG constitution are followed. Generally the members who have 
made a declaration are invited to remain in the meeting for the discussion but 
leaving at the decision making point. 

 
‘Where decisions are being made on such matters either at the governing body or at a 
committee or sub-committee of the CCG, GP practice members who have declared a specific 
interest in the matter, or all GP practice members at the meeting (where it is likely that all or 
most practices would wish to be qualified providers for a service under AQP) will be excluded 
from relevant parts of the meeting.  Alternatively if deemed appropriate by the Chair of the 
meeting (or Deputy Chair if the meeting if the Chair of the meeting has declared an interest in 
the matter) they may join in the discussions, but not take part in the decision making itself and 
would normally be asked to leave the room until a decision has been made. In such 
circumstances the quorum arrangements for the governing body as set out in Standing 
Orders will apply’ (section 8.6.2 of the CCG constitution)  

 
 The minutes of the meeting are handled carefully to ensure an accurate record 

but not to compromise the integrity of the process by disclosing details to those 
with a declared interest.  

 
2.10 Where the decision taken by a CCG committee requires ‘oversight’ due to the 

management of conflicts of interest, the facility to refer this to the Audit 
Committee is set out in section 8.6.3 of the CCG constitution.  This is typically 
where the decision affects a significant proportion of the members of the 
committee making the decision. An example of this was the referring of the 
decision of the clinical executive to approve the prescribing engagement 
scheme.  

http://www.northtynesideccg.nhs.uk/who-we-are/governance-arrangements/
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If the governing body considers it prudent in a particular circumstance, to seek 
additional scrutiny for assurance purposes on such a decision they may refer 
the matter to the CCG’s own Audit Committee for additional scrutiny, or 
alternatively may invite an individual(s) from another CCG to review the 
proposal or alternatively they may invite the Health and Wellbeing Board to 
review the proposal; this will take place prior to a final decision on the matter 
by the CCG’s own governing body or one of its committees as relevant’ 
(section 8.6.3 of the CCG constitution) 

 
2.11 The CCG purchases procurement support from the North of England 

Commissioning Support Service (NECS). The NECS procurement team require 
everyone involved in the procurement process to complete a declarations of 
interest form. The completed forms are collated into a register of interests for 
the procurement. This is reviewed and any potential or actual conflicts of 
interest are identified and proactively managed. The register of interests 
remains under active review throughout the procurement process.  

 
3. Next steps 
 

Register of member interests  
3.1 A declaration of interest form was sought from each the member practice in 

December 2013, to be completed and signed by the member practice 
representative. Guidance was given to indicate what interests should be 
declared by the Practice, the Member Practice Representative and the Practice 
partners and other staff. These declarations are being collated into a register of 
interests, which will then be subject to review as indicated above.  There 
continues to be verbal declaration of interests at each meeting.  

 
Continued management of conflicts of interest 

3.3 The CCG should avoid any complacency about effective management of 
conflicts of interests. Effective handling demands continued attention at all 
levels. The leadership shown by the governing body and executive 
management team in this matter is crucial to ensuring that managing conflicts 
of interest remains part of the everyday business of the CCG, not an ‘add on’. 

 
3.4  The internal audit and counter fraud team included an audit of governance and 

a review of the management of conflict of interests as part of the 2013/14 audit 
programme (quarter 3). Significant assurance was given.   

 
4. Recommendations  
 

The governing body is asked to note the actions indicated and confirm that this 
provides assurance about the CCG’s robust management of conflicts of 
interest.  
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Appendices and further information 
  
5. Further information relevant to the report 
 
• North Tyneside CCG constitution: http://www.northtynesideccg.nhs.uk/key-

publications/  
• North Tyneside CCG registers of 

interest: http://www.northtynesideccg.nhs.uk/who-we-are/governance-
arrangements/. 

• The NHS Commissioning Board Guidance for Clinical Commissioning 
Groups: http://www.england.nhs.uk/wp-content/uploads/2013/03/manage-con-
int.pdf  

 
 
Governance and Compliance   

 
6. Links to corporate objectives  
 

2013/14 corporate objectives  Item links to 
objectives √ 

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

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

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

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

5. Deliver financial balance  
 

7. Consultation and engagement 
Nothing to note  

 
8. Resource implications 

Nothing to note  
 
9. Risks 

The effective management of conflicts of interests is recorded on the CCG risk 
register as a control for safe and effective decision making. The internal audit 
and counter fraud team have included an audit of governance and a review of 
the management of conflict of interests as part of the 2013/14 audit programme 
(quarter 3). The findings will assist the CCG in reviewing the effectiveness of 
controls and assurances and may identify actions for the CCG to further 
strengthen its approach.   

 
10. Equality assessment 

Not completed  
 
11. Environment and sustainability assessment  

Not completed  
 

http://www.northtynesideccg.nhs.uk/key-publications/
http://www.northtynesideccg.nhs.uk/key-publications/
http://www.northtynesideccg.nhs.uk/who-we-are/governance-arrangements/
http://www.northtynesideccg.nhs.uk/who-we-are/governance-arrangements/
http://www.england.nhs.uk/wp-content/uploads/2013/03/manage-con-int.pdf
http://www.england.nhs.uk/wp-content/uploads/2013/03/manage-con-int.pdf
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Report author: Pauline Fox, Head of Governance  
Report date:  13 January 2014  
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