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Meeting of the CCG Governing Body 

 

 
A meeting of NHS North Tyneside Clinical Commissioning Group Governing Body is to be held in 
public on Tuesday 25 March 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 Dr J Matthews 

10:15 
Verbal       

2 Apologies for Absence Dr J Matthews 

3 Confirmation of Quoracy Dr J Matthews 

4 Declarations of Interest Dr J Matthews / P Fox 

5 Minutes of the previous meeting held on 28 
January 2014  Dr J Matthews 

Enclosures 
 

6  Matters arising from the previous meeting held on 
28 January 2014 Dr J Matthews 

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

8 Quality Items  

8.1 Report from the meetings of the Quality and 
Safety Committee 

Dr M Wright/Dr L 
Young-Murphy   Verbal 

8.2 Progress update on Winterbourne View Dr L Young-Murphy Enclosure 

8.3 Performance Report 2013/14 A Thompson  Enclosure  

9 Finance and Contracting   

9.1 Financial Position Report A Thompson   Enclosure 

9.2 Better Care Fund P Clow Enclosure 

10 Public and Patient Involvement  

10.1 Report from the meeting of 15 January 2014 Dr L Young-Murphy Verbal 

11 Strategic Items  

11.1 

Director of Public Health Annual Report 2012/13 
http://www.northtyneside.gov.uk/pls/portal/NTC_P
SCM.PSCM_Web.download?p_ID=550379 
 

M Evans Enclosure 

http://www.northtyneside.gov.uk/pls/portal/NTC_PSCM.PSCM_Web.download?p_ID=550379
http://www.northtyneside.gov.uk/pls/portal/NTC_PSCM.PSCM_Web.download?p_ID=550379
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11.2 CCG strategic and operation plan 2014/15 – 
2018/19 P Clow Enclosure 

12 Commissioning  

12.1 Maternity services:  Report on the outcomes of 
the Consultation  P Clow 

Enclosures 
To Follow 

12.2 Principle Community Pathways P Clow Enclosure 

12.3 Reducing Under 19 Emergency Admissions P Clow Enclosure 

13 Governance and Assurance  

13.1 Risk Assurance Framework P Fox 
 

Enclosure 

13.2 Use of the CCG Seal P Fox 
 

Enclosure 

13.3 Arrangements to approve 2013/14 Annual Report 
and Annual Accounts P Fox  

14 Items for information   

 No Items   

15 Date of next meeting  

 Tuesday 29 April 2014, 10.15am  
 



NHS UNCLASSIFIED 

1 
 

 

North Tyneside CCG Governing Body   

 
Minutes of the Governing Body meeting held on 28 January 2014, at Hedley Court, 
10.15am - 12 noon.  
 
Present:   
Mary Coyle Deputy Lay Chair (Chair) 
Maurya Cushlow Chief Officer 
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 Executive Nurse  
  
In Attendance:   
Philip Clow Director of Commissioning  
Wendy Burke Acting Consultant in Public Health, North Tyneside Council 
Pauline Fox Head of Governance 
Wendy Hume Team Secretary 
  
Apologies for Absence: 
Dr John Matthews Clinical Chair (Chair) 
Mr Kyee Han Secondary Care Specialist Doctor 
Marietta Evans North Tyneside Council Director of Public Health 
  
NTGB/14/001 Welcome  

Ms Coyle welcomed everyone to the meeting, particularly extending a warm 
welcome to members of the public who were in attendance.  

  
NTGB/14/002 Confirmation of Quoracy (Agenda Item 3) 

It was confirmed that the meeting was quorate. 
  
NTGB/14/003 
 

Declarations of Interest (Agenda Item 4) 
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.   It was noted that on agenda item 12.4, Dr Wright had 
confirmed he did not have a conflict of interest.   

  
NTGB/14/004 Minutes of the Previous Meeting held on 26 November 2013 (Agenda 

Item 5) 
The minutes of the meeting held on 26 November 2013 were accepted as a 
true record of the meeting.  

  
NTGB/14/005 Matters Arising from the Previous Meeting held on 26 November 2013  

(Agenda Item 6) 
Ms Coyle confirmed that all the actions from the previous meeting were 
complete and papers were on the agenda.  

  
NTGB/14/006 Report from the Chair and Chief Officer (Agenda Item 7) 
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Ms Coyle informed the members that, in his absence, Dr Matthews, (Clinical 
Chair) had no update for this meeting. 
 
Ms Cushlow, Chief Officer, reported that in the final quarter of the year there 
was a lot of work for the CCG to complete, including renegotiating provider 
contracts that are required to be in place for 2014/15 by the end of April.  
Work is on-going across the North East to ensure consistency of approach.  
 
Ms Cushlow referred to an announcement that was made over the Christmas 
period about the Prime Minister’s Challenge Fund.  This focusses on Primary 
Care in particular.  The North Tyneside federation of GP Practices was 
hoping to submit a proposal for the challenge.  
 
Ms Cushlow also referred to the Better Care Fund (formerly the Integrated 
Transformation Fund).  This is a pooled budget looking at transforming 
community health care, Social Care and Primary Care, to reduce the 
continued reliance on secondary care. This is an important strategy over the 
forthcoming years.  
 
At the invitation of the Chief Officer, Dr Young-Murphy referred to local work, 
called the ‘sensemaker’ project to capture patient experiences and read out 
two patient’s stories.  Dr Young-Murphy then explained the different ways to 
integrate this into our work, including feeding this into the CCG Quality and 
Safety meetings and meetings with partners, encouraging patients to share 
their stories and systematically reviewing the emerging themes.  
 
Mr Willis and Mrs Hayward endorsed this work.  Dr Young-Murphy explained 
how it forms part of wider work under the banner of ‘Your NHS’ and advised 
that she would bring a formal report at the end of the pilot. The Governing 
Body indicated its support for this approach. 
 
Ms Coyle thanked Ms Cushlow for her report.  

  
NTGB/14/007 Report from the meetings of the Quality and Safety Committee 

(Agenda Item 8.1)   
Dr Wright and Dr Young-Murphy gave a verbal report.  
 
Dr Young-Murphy reported that the joint health reviews with the local 
authority on nursing homes had been completed.  This was an extensive 
piece of collaborative work, for which the nursing homes should be 
commended. The key themes emerging from this work included areas of 
good practice such as management of continence, pressure care, infection 
control and nutrition and areas for improvement such as care planning, 
hydration, dementia, end of life care and clinical leadership.  Actions plans 
were being agreed with the nursing homes through the community of practice 
meeting.  
 
Dr Wright reported that Northumbria Healthcare FT is undertaking detailed 
audit work to thoroughly investigate the apparently high mortality rate, as 
identified in the ‘Dr Foster data’ up to the end of 2013.  He advised that 
detailed reports are given at the monthly Quality Review Group meetings.   
 
Mr Willis requested an update at the next Governing Body meeting. 
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Action 1:  Dr Wright to bring an update on local work to understand and 
address the Northumbria Healthcare FT apparently high mortality rates to the 
next Governing Body meeting.  

  
NTGB/14/008 Health Care Associated Infections (Agenda Item 8.2) (Paper reference) 

Dr Young-Murphy presented the report, referring to the matters highlighted in 
the executive summary.  These included MRSA rates to the end of October 
2013 and C-Diff rates to the end of November 2013. The CCG is performing 
within its trajectory. There has been a significant improvement in HCAI 
overall.  
 
Mrs Hayward remarked that this was an important target for the CCG.   
 
Ms Coyle thanked Dr Young-Murphy and Dr Wright for the update and 
reminded the Governing Body how important it was that this kept moving 
forward.  

  
NTGB/14/009 Performance Report 2013/14 (Agenda Item 8.3) (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 report that on CCG Health Outcomes, 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.  Actual 
performance is only 0.1% lower than target. 
 
The dementia diagnosis rate target had already been achieved as the 
estimated number for North Tyneside was 61.7% (of the expected 
prevalence) diagnosed to the end of November 2013, against an end of year 
target of 56.3%.  Cancer targets had also been met. 
 
Ms Cushlow queried the ‘friends and family test’ in Northumbria Healthcare 
FT, as this was reported as being low. Dr Young-Murphy advised that this 
was discussed at the Quality Review Group (QRG) and that mitigating actions 
are in the process of being agreed. The Governing Body was reminded that 
Northumbria Healthcare FT had won national awards for their work on patient 
experience and should not assume that the friends and family test is the only 
method of measuring patient experience.  

  
NTGB/14/010 Financial Position Report (Agenda Item 9.1)  (Paper reference) 

Mrs Thompson, Chief Finance Officer, presented the report. She advised that 
many of the key risk areas remained the same as at month 8 and related to 
pressures on the commissioned services budgets.  
 
Mrs Thompson reported that a capital allocation of £10k had been awarded 
for 2014/15 in respect of IM&T upgrades at Hedley Court.  The CCG was 
reporting an underspend on running costs of £600k and a forecast of over 
performance of £2.6m at month 9 against the total commissioned services.   
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The financial recovery plan is being implemented and is monitored on a 
weekly basis by the Chief Officer.  To date £3,073k has been realised.  The 
Audit Committee is monitoring progress at each meeting.  Mr Willis confirmed 
that the financial position was on the Audit Committee agenda and the over 
activity in Northumbria Healthcare FT had stood out.  Ms Cushlow stated that 
managing the financial position is top priority. The Area Team are scrutinising 
this and have indicated they are satisfied with the work to date. 
 
The Governing Body noted the financial position of the CCG as of 31 
December 2013. 

  
NTGB/14/011 Better Care Fund (Agenda Item 9.2) (Paper reference) 

Mr Clow presented the report, referring to the Executive summary.  The 
Better Care Fund is a national programme to move investment from acute 
care into community and social care. 
 
The Department of Health and the Department for Communities and Local 
Government have announced the creation of a £3.8 billion Better Care Fund 
in 2015/16. 
 
Ms Cushlow asked for an indication of the areas covered.  Mr Clow replied 
that this included alternatives to admission to hospital, enhanced care for 
people and a reduction in the amount of time spent in hospital.  Ms Coyle 
commented that it is difficult to achieve, but simple to understand.  Mrs 
Thompson stated that the risk associated with achieving the transfer of funds 
was included on the risk register.  Dr Young-Murphy remarked that as 
Community Services has been transferred to Foundation Trusts this gave an 
opportunity to think differently about care pathways.  Mrs Burke queried 
whether there would be an emphasis on how we move the culture and social 
marketing.  Mr Willis asked for clarification about the formal sign off of the 
Better Care Fund local plan. Mr Clow advised that the Health and Wellbeing 
Board would be signing off the 2015/16 draft plan by 14 February 2014. 
Further work would then be required to refine the plan before formal sign off 
in April 2014.  
 
The Governing Body noted the progress of the Better Care Fund. 

  
NTGB/14/012 Report from the Patient Forum (Agenda Item 10.1) (Verbal) 

Mrs Hayward reported that the Patient Forum is growing; two more GP 
Practices are now involved making a total of seventeen (out of twenty-nine).  
There are several working groups within the Forum and the Self Care working 
group are working on the ‘Keep Calm and Look After Yourself’ campaign. Mrs 
Hayward mentioned that a sub-group of the Forum would like to take part in 
‘Patient Story’ work that was discussed at the start of this meeting.   
 
Mrs Hayward also reported on the work of the Forum in connection with End 
of Life Care, Mental Health Social Prescribing and the Maternity consultation. 
 
It was noted that, in accordance with the changes to the CCG constitution, as 
of January 2014 the Patient Forum was a formal committee of the Governing 
Body. In future, Dr Young-Murphy would provide the update as the lead 
officer.  
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Mrs Hayward was thanked for her report.  

  
NTGB/14/013 Towards a Strategic and Operational Plan 2014/15 – 2018/19 (Agenda 

Item 11.1) (Paper reference) 
Mr Clow presented the paper referring to the 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. 
 
The proposed three local strategic priorities are: 

• Urgent Care 
• High Quality Affordable Health Care 
• Care for Older People 

 
There were seven initiatives within each priority.  The first submission of the 
draft operational plan was required by 14 February, which will include the 
‘plan on a page’ and a number of pieces of work.  The first draft submission 
of the Strategic Plan was required by 4 April 2014.   
 
The Governing Body noted that the Draft Strategic Plan and the Draft 
Operation Plan were being discussed widely and would be presented to the 
Governing Body for assurance in March, ahead of the submissions to NHS 
England in April. 

  
NTGB/14/014 Planned procurements 2013/14: Progress against plan (Agenda Item 

12.1) (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.  
 
The Governing Body noted the progress that had been made. 

  
NTGB/14/015 CCG Assurance Framework 2014/15 (Agenda Item 12.2) (Paper reference) 

Phil Clow reported that NHS England had made changes nationally to the 
CCG Assurance Framework. 
 
The process for quarterly checkpoints to inform an annual assessment had 
been in place for the first two quarters of 2013/14.  A balanced scorecard 
assessment was agreed with the Area Team as part of a quarterly assurance 
meeting and published on the CCG web-site. 
 
Following a stakeholder engagement, the national CCG assurance process 
had been revised from quarter three onwards.  The balanced scorecard is 
being renamed the ‘delivery dashboard’ to inform commissioning discussions 
and the assessment will be made under six assurance domains. 
 
Mr Willis asked when the quarter three assessment was and whether any 
decision had been made in connection with a lay member being included.   
Ms Cushlow replied that lay member involvement would be welcome and 
suggested that this could be discussed and participation agreed. She advised 
that the date would be in early March. 
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The Governing Body received the report. 

  
NTCD/14/016 Maternity Services:  Consultation progress update.  (Agenda Item 12.3)  

(Paper reference) 
Mr Clow presented the paper giving an update on the maternity services 
consultation.  In addition to meeting parents at a wide range of local venues, 
such as toddler groups, the formal public consultation meetings have now 
started.  The first public meeting took place last week; the second public 
meeting is taking place this week.  Mrs Hayward stated that she had attended 
the meeting and observed that the public were very interested in post natal 
care.  Ms Cushlow said that the CCG will be working with the provider 
Foundation Trust on the outcome of the consultation.  Mrs Hayward asked if 
there was a way to feedback to the people who attend the public meetings.  
Mr Clow replied that feedback would be put on the CCG website and, where 
requested, a summary response could be sent to the individual.  
 
Action 2:  it was agreed that Mr Clow would bring a further update on 
maternity services consultation to to the Governing Body in March 2014 

  
NTCD/14/017 Local Enhanced Services (LES) (Agenda Item 12.4) (Paper reference) 

Mr Clow reported that a robust process had been undertaken to review the 
existing LES agreements adhering to NHS England guidance. 
 
During 2013 North Tyneside CCG has reviewed its six current LES 
agreements, using a three stage process. He gave assurance to the 
Governing Body that a robust process has been undertaken with the aim to 
commission services using the most appropriate method with no disruption to 
patient care.  It was noted that two services were to be decommissioned. 
 
The Governing Body noted the report. 

  
NTCD/14/018 Risk Management Policy (Agenda Item 13.1) (Paper reference) 

Mrs Fox asked for formal sign off and approval of the revised policy.  As part 
of the review of Risk Management by Internal Audit the CCG was asked to 
review the Risk Management Policy previously adopted by the CCG’s 
shadow Board in March 2013. The policy being presented for approval had 
been considered in detail by the Audit Committee, the Quality and Safety 
Committee and the Clinical Executive Committee.  
 
The Governing Body approved the Risk Management Policy. 

  
NTCD/14/019 Risk Appetite (Agenda Item 13.2) (Paper reference) 

Mrs Fox presented the paper and invited the Governing Body to set 
boundaries to guide staff on the limits of risk they are able to accept in the 
pursuit of achieving its organisational objectives.  
 
The Governing Body agreed that more time needed to spent on risk appetite 
and it should be further discussed in a development session. 
 
Action 3:  Mrs Fox to schedule the risk appetite discussion into a governing 
body development session. 
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NTCD/14/020 Risk Assurance Framework (Agenda Item 13.3) (Paper reference) 
Mrs Fox presented the paper referring to the 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 risks to the achievement of the five corporate 
objectives have been summarised in the paper, with the final column showing 
residual risk.  
 
The Governing Body noted the assurance from this process and the 
Corporate Assurance Framework. 

  
NTCD/14/021 Management of Conflicts of Interest (Agenda Item 13.4) (Paper reference) 

Mrs Fox presented the report referring to the executive summary.  The report 
summarised the work to date by the CCG to maintain the registers of interest, 
publish the registers and make arrangement to manage conflicts and 
potential conflicts. 
 
The internal audit and counter fraud team had completed a review of the 
management of conflict of interests as part of the 2013/14 audit programme. 
Significant assurance had been given to the Audit Committee in November, 
when it was noted that the register of member practice interests was not yet 
complete. Mrs Fox advised that this work was now completed.  
 
Ms Coyle thanked Mrs Fox for her hard work on this commented favourably 
on the prompt responses from the practices. 
 
The Governing Body noted the work to date. 

  
NTCD/14/022 Items for Information (Agenda Item 14) 

There were no items for information 
  
NTGB/14/023 Date of next meeting 

The meeting closed at 12 noon. Ms Coyle thanked the members of public in 
attendance. She advised that the next meeting of the Governing Body would 
be held on Tuesday 26 March 2014, 10:15am  
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North Tyneside Governing Body               
(Public) 

Date Minute Action 
No. Action Resp. Officer Target 

Date Status 

28 Jan 
2014 NTGB/14/074 1 

Dr Wright to bring an update on local work to 
understand and address the Northumbria 
Healthcare FT apparently high mortality rates 
to the next Governing Body meeting. 

Dr Martin Wright March 
2014  

28 Jan 
2014 NTGB/14/083 2 

Phil Clow to bring back to the Governing 
Body in March views and thoughts from the 
Maternity meetings. 

Mr Clow March 
2014  

28 Jan 
2014 NTGB/14/086 3 Mrs Fox to schedule the risk appetite into a 

development session. Mrs Fox June 
2014  
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Report to:  Governing Body  
Date:  25 March 2014 Agenda item:  8.2 

Title of report: Learning Disabilities: Update on Winterbourne 
View 

Sponsor: Dr Lesley Young-Murphy, Executive Nurse & Director of Transformation 
Author:  Tom Dunkerton, Commissioning Manager 
Purpose of the report and action required:  This report provides information on 
progress and actions following the publication of the Department of Health report, 
Transforming care: A national response to Winterbourne View hospital, the main 
implications for the North Tyneside Clinical Commissioning Group, progress to date 
and recommendations for further action. 
Executive summary:  The publication of the Department of Health report, 
Transforming care: A national response to Winterbourne View hospital, set out clear 
actions, timescales and requirements for Clinical Commissioning Groups and Local 
Authorities to work together with providers, individuals and their families to transform 
care and support for people with learning disabilities.                                                                                                                                                                                                                                                                                                                                                                
 
Key requirements from the report include the establishment and maintenance of LD 
registers and placement for individuals identified as being resident with Assessment 
and Treatment or Secure Rehabilitation units. 
 
All eleven North Tyneside CCG funded patients have been reviewed and six patients 
from forensic services commissioned by NHS England have also received reviews. 
 
From the eleven individuals, one has been transferred to specialised commissioning, 
one has been discharged in to a community setting, and five have plans and 
discharge dates in place and four have been identified as not appropriate for 
discharge before June 2014. 
 
North Tyneside CCG and the Local Authority will continue to work together, to 
understand the scale of the challenge to deliver on full resettlement and the longer 
term strategic planning. 

Work is progressing in in the North Tyneside Clinical Commissioning Group on the 
mechanics of delivering on the commitment to pooled budgets, although further 
clarity and guidance is needed. 
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Title of Report: Learning Disabilities: Update on Winterbourne 
View 
 
Part 1 
 
1. Executive summary 
The publication of the Department of Health report, Transforming care: A national 
response to Winterbourne View hospital, set out clear actions, timescales and 
requirements for Clinical Commissioning Groups and Local Authorities to work together 
with providers, individuals and their families to transform care and support for people 
with learning disabilities.                                                                                                                                                                                                                                                                                                                                                                
 
Key requirements from the report include the establishment and maintenance of LD 
registers and placement for individuals identified as being resident with Assessment and 
Treatment or Secure Rehabilitation units. 
 
All eleven North Tyneside CCG funded patients have been reviewed and six patients 
from forensic services commissioned by NHS England have also received reviews. 
 
From the eleven individuals, one has been transferred to specialised commissioning, 
one has been discharged in to a community setting, and five have plans and discharge 
dates in place and four have been identified as not appropriate for discharge before 
June 2014. 
 
North Tyneside CCG and the Local Authority will continue to work together, to 
understand the scale of the challenge to deliver on full resettlement and the longer term 
strategic planning. 
Work is progressing between North Tyneside Clinical Commissioning Group and Adult 
Social Care to further understand the mechanics of delivering on the commitment to 
pooled budgets. 
 
2. Purpose of the report  
This report provides the Quality and Executive Team information on progress to date 
following the publication of the Department of Health report, Transforming care: A 
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national response to Winterbourne View hospital, the main implications for the North 
Tyneside Clinical Commissioning Group, and recommendations for further action. 

 
3. Background / introduction /context 
The report sets clear, timetables actions for health and local authority commissioners 
working together to transform care and support for people with learning disabilities or 
autism who also have mental health conditions or behaviours viewed as ‘challenging’. 

The Department of Health also developed a Concordat that accompanied the report 
setting out the Departments commitment to work together with individuals and families, 
and with the groups that represent them, to deliver real change, improve the quality of 
care and ensure improved outcomes. Key responsibilities for PCTs/CCGs included: 

• Development of registers of all people with a learning disability or autism who 
had a recognised mental health condition or behaviour that challenges in NHS 
funded care no later than by 31st March 2013. 

• Maintenance of the register  
• Placements for individuals identified as being resident within Assessment and 

Treatment or Secure Rehabilitation units commissioned either in full or in part by 
the NHS were required to have been comprehensively reviewed by 31st May 
2012 (due to an initial lack of clarity around definitions, those in Secure 
Rehabilitation were not reviewed within the deadline and this was subsequently 
extended to July for those reviews) with a view to ensuring that all individuals 
were safe and well cared for and that anyone inappropriately placed within a 
hospital environment will have plans developed to ensure that a move to 
community based support is expedited as quickly as possible and by no later 
than June 2014. 

 
4. Work undertaken to date 
• From the initial 11 North Tyneside patients identified as residing in hospital beds, 

there are now 10 patients that continue under the remit of North Tyneside CCG 
within either Assessment or Treatment Units (4) or locked secure (6). Electronic 
copies of all of the review documentation have been made available to CCG and LA 
leads. The remaining patient has been referred to Specialist Commissioning and 
therefore will not be included for discharge at this stage. 
Comprehensive Reviews were completed for all 11 patients A two stage review 
process has also been completed. The reviews took the form of a face to face 
discussion with the individual and a face to face discussion with the nearest relative 
and a service provider visit. The service visit included a review of paper and 
electronic documents, and observations made during the visit and an interview with 
staff. The timescale for completing the reviews was 31 July 2013.  
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• Those patients who were resident within NHS England commissioned secure 
forensic placements have also had reviews completed by the NHS England 
commissioning team as these were not the responsibility of local commissioners. 

• Reviewers found that safe and appropriate care was being provided in most cases 
and plans for discharge were either in place or being actively explored. For a 
number of individuals more active discharge planning was needed and this has now 
been acted upon.  

• A stock take exercise of all reviews has now been completed. This was undertaken 
by the North Tyneside Complex Commissioning Group to monitor the quality of the 
reviews, and to extract data on the types of accommodation that will be required 
within the community to support the safe transition of individuals from in-patient 
services.   

• The North Tyneside Complex Commissioning Group continues to oversee the joint 
planning process for all individuals using the findings of the reviews and the 
recommendations taken from each individual discharge plan so that the most 
appropriate care packages and care provision can be sought. 

 
• As part of this work, the North Tyneside Complex Commissioning Group are now in 

a position to qualify: 
- The numbers of those individuals who can be appropriately discharged by 

June 2014. 
- The numbers of those individuals where discharge will not be appropriate 

before the June 2014 deadline.  
- The unit costs of each individuals currently residing in in-patient units. 
- The proposed costs for Individuals where a new community provider has 

been identified. 
- Proposed discharge dates. 

• Each Individual journey is being monitored during the course of this period with RAG 
ratings showing the current status: 

          
               Patient now discharged 
                   
                 Discharge Plan in place, Provider identified, Date set. 

 
Not appropriate for discharge before June 2014, Ministry of Justice, section     
37/41, Strong evidence based clinical rationale.  

     
14. Current position 

14.1 Locked Rehabilitation 

• Of the six individuals currently residing in locked rehabilitation, one individual was 
discharged in October 2013. Three individuals have proposed discharge dates in 
place before June 2014; one individual is currently under the criminal justice system 
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and will not be considered for discharge until 2015. One individual is deemed clinical 
unwell to be considered at this stage.   

• The current unit cost for the six individuals is estimated to be £600k. The projected 
costs of community based packages are estimated to be £213k. 
 

14.2 Assessment and Treatment 

• Of the 5 original individuals identified, one has now been referred to a specialised 
commissioned bed; two individuals have discharge plans and discharge dates in 
place before June 2014, and two are in the process of mental health tribunals and 
are deemed clinically unwell by the multi-disciplinary teams. 

• The current unit cost for the six individuals is estimated to be £846k. The projected 
costs of community based packages are currently under negotiation.  
 

Risks/Challenges 
• Over the coming months there is a need to understand the scale of the challenge to 

deliver on full resettlement and the longer term strategic planning to develop and 
maintain pathways and processes to reduce reliance on inpatient assessment and 
treatment services, whilst ensuring that a sufficient number of assessment and 
treatment beds are available within the system. The Learning Disability Integration 
Board has initiated a pathway mapping review which will illustrate both the current 
and future state pathway.   

• A contractual framework will need to be developed and agreed between North 
Tyneside CCG and the Local Authority with robust performance and monitoring 
arrangements. All patients will qualify within 117 pooled arrangements. 

•  A finance analysis of future bed capacity following the movement if individuals from 
current in-patient service needs to be developed and reflected in future contractual 
arrangements.  
 

5. Implementation plan/next steps 
• Work is progressing in relation to responding to and delivering on the actions set out 

within the Winterbourne Concordat.  
• North Tyneside CCG is forecast to move those individuals deemed clinically and 

legally appropriate in to more suitable community based settings with robust care 
packages within the June 2014 timeframe.  

 
6. Recommendations  
Note the content of this report and consider the actions, progress, risks and implications 
of delivering the recommendations of the Winterbourne Review and to request regular 
progress updates. 

 
7. Resource implications 

A detailed analysis of the financial implications of the movement of individuals from 
current in-patient to community based services for the local authority, CCG and current 
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providers will need to be developed however it is anticipated there are likely to be 
medium and longer term cost pressures the detail of which is not yet fully understood 

 
 
Report author: Tom Dunkerton 
Report date:  17 March 2014 



 

 

NHS UNCLASSIFIED 

 

Report to: Governing Body 
Date 25 March 2014 Agenda item:  8.3 

Title of report:  Performance Report  
Sponsor:  Alison Thompson, Chief Finance Officer 
Author:     Gary Charlton, Planning & Performance Manager 
Purpose of the report and action required: To report progress against the CCG 
performance measures, for data available up to 27 February 2014.  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 performance issues identified in this report 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, however in December 2013, the CGG breached the target for 
patients treated within 31 days of decision to treat in surgery and Northumbria 
Healthcare NHS FT breached the target for patients treated within 62-days of an 
urgent GP referral for suspected cancer. 

 

• Cancelled operation – In quarter 3, one patient has been cancelled for non-clinical 
reasons at the Newcastle upon Tyne Hospitals NHS FT and was unable to be 
rescheduled within 28 days.   

 

• Friends and family test - Performance in A&E at Northumbria Healthcare NHS 
Foundation Trust remains below the quarter 1 improvement target although 
aggregated performance remains above target. Performance in A&E and 
aggregated performance at Newcastle upon Tyne Hospitals NHS Foundation Trust 
has fallen below the quarter 1 level which has implications for the Quality Premium. 

 

• 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 has breached its C. Difficile maximum 
level for 2013/14. 

 

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

 

• Deaths at Home – December 2013, proxy data indicates that the CCG currently has 
a year to date percentage of people dying in their usual place of residence of 51.1% 
which is slightly below the annual target of 51.5% required for the Quality Premium. 

 

•  Learning Disabilities - In the year to date preliminary data is indicating 
performance at 72% of the required trajectory.  This equates to an average of 41 
health checks per month, which is well below the required rate of 63. 

 

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

An internal audit has been undertaken of the CCG’s performance management arrangements.  The team is pleased to report that 
‘significant assurance’ has been received, with no issues noted.   

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 December, as follows:   

 

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

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 NHCFT and NUTHFT in March.   
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Cancer waits – North Tyneside CCG fell below the operational standard of 94% for patients seen within 31 days of decision to 
treat for surgery in December with a rate of 84.2%. This equates to 3 patients from a total of 19, not being seen within 31 days of 
decision to treat across both Northumbria Healthcare and the Newcastle upon Tyne Hospital Trusts. The reasons are being 
investigated.  North Tyneside CCG still however remains above the operational standard in the year to date with a rate of 98.3%. 
 

Northumbria Healthcare NHS Foundation Trust did not achieve the operational standard of 85% for patients treated within 62-days 
of an urgent GP referral for suspected cancer in December with a rate of 84.5%. This equates to 41 patients from a total 48.5 (half 
pathways occur when patients are referred between Trusts) seen within the timescale and is largely down to issues with sarcoma 
(60%) and upper gastrointestinal (70%) although the numbers are small. Again, the reasons are being investigated. 
 
Cancelled operation – One patient was cancelled for non-clinical reasons at the Newcastle upon Tyne Hospitals NHS FT and was 
unable to be rescheduled within 28 days.  The reasons are being investigated. 
 
CCG Health Outcomes 
 

Indicators rated amber - There are currently 5 amber rated indicators, which have increased from 4 since the last report, owing to 
an increase in unplanned admissions in the under 19s for asthma, diabetes and epilepsy between April and December 2013 when 
compared to the same period in 2012.  This data is calculated monthly by NECS and has fluctuated through the year due to the 
small numbers within this indicator set.  A report on the actions being taken is being presented to the Clinical Executive on 12 
March. 
 

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 have been reviewed with Public Health colleagues and a report of the 
findings and actions being taken in relation to liver disease was presented to the Clinical Executive on 26 February.  The area of 
cancer is highlighted as having high spend and health inequalities between different areas within North Tyneside, and is being 
progressed in the context of the Commissioning for Value national feedback.  Following CCG and Public Health discussions, a 
request has been made to NECS for baseline data along the pathway from prevention through to mortality, and a response is 
awaited.  
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Patient feedback is showing a lower performance in relation to ‘people feeling supported to manage their long term condition’.  The 
Health and Social Care Information Centre has been unable to provide a breakdown of the survey results to enable analysis of the 
action to be taken, but it is hoped this will be published in March.  Finally, performance for the friends and family test in NUTHFT 
has dropped below the threshold set within their Q1 2013/14 performance, as detailed below. 
 
Dementia diagnosis rate – Of the number of people estimated to have dementia in North Tyneside, 62.8% have been diagnosed 
to the end of January 2014 against an end of year target of 56.3%.  The next challenge will be to deliver the NHS England 
requirement of a 67% diagnosis rate by March 2015, which is proposed as the local Quality Premium measure for 2014/15. 
 
Friends and Family Test (Also within the Quality Premium) – Performance in A&E at Northumbria Healthcare NHS Foundation 
Trust remains below the quarter 1 improvement target although aggregated performance remains above target. Performance in 
A&E and aggregated performance at the Newcastle upon Tyne Hospitals NHS Foundation Trust has fallen below the quarter 1 
trajectories which has implications within the Quality Premium target.  
 
Healthcare associated infections (Also within the Quality Premium) – To the end of January, 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 7 cases of MRSA 
between April and December, and NHCFT has reported 2. None of the MRSA cases relate to the responsible population of North 
Tyneside CCG. 
 
Clostridium Difficile trajectories for 2014/15 have now been released. NTCCG’s trajectory has reduced from 64 to 52, NHCFT’s 
trajectory has reduced from 37 to 30 whereas NUTHFT’s trajectory has increased from 66 to 80. 
 
Quality Premium 

Emergency readmission – At the end of November 2013, the CCG is on target to achieve this element of the Quality Premium 
and is now 28% below the year to date target for emergency readmissions within 30 days of discharge from hospital. 
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Deaths at Home – This is the first month we have been able to provide data on this indicator and for the period April to December 
2013, proxy local authority resident mortality data provided by NECS provides an indication that the CCG currently has a year to 
date percentage of people dying in their usual place of residence of 51.1% which is slightly below the target of 51.5%.  
 
Learning Disabilities – The year to date preliminary data is indicating performance at 72% of the required trajectory.  This equates 
to an average of 41 health checks per month, which is still below the required rate of 63. Learning disability health checks form part 
of the GP practice quality dashboard, which has been and continues to be monitored with practices. Although we remain below the 
required trajectory, the general feedback given by practices indicates that this Quality Premium measure should be met by the year 
end with a substantial increase in practice appointments through February and March. 
 
Work continues with NECS to populate data relating to the remaining indicator in the quality premium – potential years of life lost 
from causes amenable to healthcare. 
 
Financial breakeven or better – Against the financial position to December, the CCG is forecasting a £2m pressure at the end of 
the year, 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). 
 

This performance report is based upon data available up to 27 February 2014. 
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Risk Assessment 

In order to enable a focus on the key performance risks for the CCG, the following identifies the measures with a high or medium 
likelihood of non-delivery.  

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

specialty level 
   
Health Outcomes 
• Mortality rate from liver disease (increasing trend) 
 
Quality Premium 
• Number of MRSA cases (QP) 
• Friends and family test 
• People dying in their usual place of residence 
• Adults with a learning disability receiving a health check 
 
 

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 
• Unplanned hospitalisation for asthma, diabetes and epilepsy 

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

healthcare 
• Number of Clostridium Difficile cases 
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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:
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CCG Health Outcomes  

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

 

http://www.google.com/imgres?q=NHS+Mandate&biw=1920&bih=1019&tbm=isch&tbnid=3wIyUfTkODMghM:&imgrefurl=http://mandate.dh.gov.uk/&docid=KRla99_CF6C6jM&imgurl=http://mandate.dh.gov.uk/files/2012/11/home-page-graphic.jpg&w=520&h=495&ei=FUySUaaaGcOQ0AW36oCYDw&zoom=1&iact=hc&vpx=2&vpy=107&dur=2855&hovh=219&hovw=230&tx=99&ty=108&page=1&tbnh=128&tbnw=135&start=0&ndsp=55&ved=1t:429,r:0,s:0,i:
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Experience of Care – Friends and Family Test (F&FT) 
 

Aggregated Performance Results 

 

 

 

 

 

 

 

 

• Northumbria Healthcare NHS Foundation Trust’s score has increased to 60 in December 2013 which is an improvement on the previous 
two months although it is still below the average score across England. The aggregated uptake has fallen rapidly for December 2013 and 
is now below the England average and the required uptake threshold of 15%. 

• Newcastle upon Tyne Hospitals NHS Foundation Trust continues to perform strongly in this area although their score has dropped to 72 
for December 2013, which is below the Q1 score of 75 and therefore has implications for the quality premium. NUTHFT’s uptake has 
improved again and is now at 26%, above the England average. 
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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 Nov-13 Dec-13
Northumbria Score 40 55 63 67 54 67 51 46 53
Newcastle Score 70 72 71 58 72 58 64 66 63
England Score 49 55 54 54 56 52 55 56 56
Northumbria Uptake 13.2% 34.2% 41.8% 42.2% 37.4% 31.6% 29.3% 32.4% 14.0%
Newcastle Uptake 9.5% 6.7% 3.4% 2.6% 2.8% 2.8% 5.6% 10.6% 19.6%
England Uptake 5.6% 7.5% 10.3% 10.4% 11.3% 13.2% 13.8% 15.2% 15.3%

Friends and Family Test - A&E  

• Northumbria’s score has increased to 53 in December 2013 which is an improvement on the previous two months although lower than 
both the Newcastle and England average. Northumbria’s response rate has decreased significantly in this area and is now at 14% which is 
lower than the required minimum threshold of 15%. 

• Newcastle’s score at 63 in December 2013 remains below performance in Q1, which has implications for the quality premium The Trust’s 
uptake rate for A&E has improved significantly to 19.6% due to implementation of a token system for patient feedback and is now above 
the 15% threshold as well as the England average. 
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Inpatient Performance Results 
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Apr-13 May-13 Jun-13 Jul-13 Aug-13 Sep-13 Oct-13 Nov-13 Dec-13
Northumbria Score 73 80 75 83 82 77 73 74 76
Newcastle Score 76 79 77 77 81 81 81 81 80
England Score 71 72 72 71 72 72 72 73 72
Northumbria Uptake 7.7% 10.0% 8.3% 7.9% 10.7% 9.1% 10.0% 17.3% 11.5%
Newcastle Uptake 25.4% 32.0% 26.0% 26.0% 33.9% 37.2% 42.9% 46.0% 35.5%
England Uptake 21.7% 24.4% 27.1% 27.8% 28.9% 29.4% 30.4% 31.3% 28.8%

Friends and Family Test - Inpatient  

• The two Trusts continue to perform strongly in this area with scores higher than the England average. 

• Newcastle’s uptake rate is well above the 15% threshold in December although it has decreased slightly. Northumbria’s uptake is back below 
the threshold after a stronger performance in November.  
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Maternity Performance Results 

The first set of results has been published for the national FFT within NHS-funded maternity services for December 2013. Women have been 
asked for their views on their maternity services at three touch points: 

1. Antenatal care  – surveyed at the 36 week antenatal appointment 

2. Birth and care on the postnatal ward – surveyed at discharge from the ward/birth unit/following a home birth 

3. Postnatal community care  – surveyed at discharge from the care of the community midwifery team to the care of the health visitor/GP 
(usually at 10 days postnatally) 
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Question 2 - Birth 
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Safe Environment - Healthcare Associated Infection (C.Difficile) 
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NTCCG Actual 11 14 14 22 28 32 34 38 40 44

NTCCG Trajectory 6 12 18 24 29 34 39 44 49 54
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North Tyneside CCG C.Diff Cases vs Trajectory  

 

Apr May Jun Jul Aug Sep Oct Nov Dec Jan

NUTHFT Actual 9 18 21 24 38 45 52 62 63 70

NUTHFT Trajectory 5 11 16 22 27 33 38 44 49 55

0
10
20
30
40
50
60
70
80

N
o 

of
 C

as
es

 

NUTHFT C.Diff vs Trajectory 

 

Apr May Jun Jul Aug Sep Oct Nov Dec Jan
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NHCFT C.Diff Cases vs Trajectory  

• NHS North Tyneside CCG is currently performing within its trajectory 
year to date with 44 acquired cases against a trajectory of 54. 27 of 
the 44 C. Diff cases (61%) were community acquired. 

• Northumbria Healthcare NHS Foundation Trust is performing strongly 
in this area with only 22 C. Diff cases against a year to date trajectory 
of 33. 

• Newcastle upon Tyne Hospitals NHS Foundation Trust has breached 
its 2013/14 maximum of 66 cases, with 70 C. Diff cases to January.  
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 2013/14 Quality Premium

 
Note:  OF - Linked to CCG Health Outcomes (Outcomes Framework)                 CP - Linked to NTCCG Commissioning Plan 

                 C - Linked to NHS Constitution         * - North of England Commissioning Support (NECS) calculated data 
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Quality Premium – Number of Emergency Readmissions within 30 days of Hospital 
Discharge 
 

 
Definition – NHS England/Information Centre 
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Emergency Readmissions within 30 days of Hospital Discharge  

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. 

 
• 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.  2219 cases have occurred in the first 
eight months of the year, with a forecast 
outturn of 3329.  The CCG remains strongly 
on target to achieve this element of the 
Quality Premium.  
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Quality Premium – Percentage of people dying in their usual place of residence 
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• The CCG has specified the percentage of people dying in their place of choice, measured as those dying in their usual place of 
residence, as a local Quality Premium measure in 2013/14.  70% of people when asked wish to die in their usual place of residence 
rather than in hospital.  The aim is to improve performance to 51.5% across 2013/14. 
 

• Mortality data for the CCG responsible population has not been available to the CCG owing to national information governance 
changes from April 2013.  However, NECS has been able to secure local authority resident population mortality data as a proxy, and 
when combined with the outcome of hospital admission data, it provides an indication of progress.  

 

• This reveals that between April and December 2013, 51.1% of deaths have occurred in the usual place of residence, just short of the 
target.  However, as the trend is on an upward trajectory, performance is likely to continue to move towards the target in the 
remainder of the year.     
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Quality Premium – Percentage of eligible adults with a learning disability receiving a NHS 
health check 
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• 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 72% of the required trajectory.  This equates to an average of 
41 health checks per month, which is still below the required rate of 63. 
 

• Although we remain below the required trajectory, practices have provided assurance that there will be a substantial increase 
in practice appointments during February and March. 
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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 

Nov-13 3,336 3,349 13  0.4 2,373 1,999 -374  -15.8 7,079 6,149 -930  -13.1 5,761 5,276 -485  -8.4 

Dec-13 3,177 2,903 -274  -8.6 2,260 2,116 -144  -6.4 6,742 5,576 -1,166  -17.3 5,999 5,176 -823  -13.7 

YTD Total 30,340 29,833 -507  -1.7 21,583 17,969 -3,614  -16.7 64,387 58,196 -6,191  -9.6 55,584 55,883 299  0.5 
 

Source: Provider Monthly Activity Returns (MAR) 

 

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

• Elective FFCEs: under-contract 
• Non-elective FFCEs: under-contract 
• First outpatient attendances: under-contract 
• A&E attendances: over-contract 
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Report to:  Governing Body 
Date:   25  March 2014 Agenda item:  9.1 
Title of report: Financial Report – Month 11 
Sponsor:    Alison Thompson, Chief Finance Officer, NHS North Tyneside CCG 
Author:     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 February 2014. 
 
Members are asked to note the financial position of the CCG as at 28 February 2014 
 

 
 
 

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 focuses on how the CCG financial resources have been spent along with 
the current and forecast performance against those resources. 
 
 
 

2. Key points  
 
2.1  Resources Available 

 
The CCG’s total allocation comprises of resources identified for healthcare 
commissioned services and an additional allocation for the CCG’s running cost. 

 
The allocation may fluctuate month on month.  The table below illustrates the 
movement in allocation between month 10 and month 11. 
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2013/14 CCG Allocation Month 11 Month 10 Movement 

Allocation Allocation 
£000’s 

Allocation 
£000’s 

Allocation 
£000’s 

Commissioned Services 281,392 280,918 474 
Running Costs 5,280 5,280 0 
Total CCG Budgets 286,672 286,198 474 
Funding for personal health budget rollout 20 
Support to planning funding for CCGs 10 
CNTW – Propco additional allocation 44 
CNTW – AT funding adjustment 400 
Total Allocation  Adjustment 474 
 
The movements in month have been off set by additional funding. The biggest area 
of financial risk is attached to the commissioned services budget. 
 
2.2  2013/14 Forecast Outturn 
 
The table below shows the expected forecast outturn at month 11 and the 
movement from month 10. 
 

2013/14 Financial Forecast Month 11 Month 10 Movement 

Services 
Annual 
Budget 
£000’s 

Forecast 
Outturn 
£000’s 

Forecast 
Variance 
£000’s 

Forecast 
Outturn 
£000’s 

Forecast 
Variance 
£000’s 

Forecast 
Outturn 
£000’s 

Forecast 
Variance 
£000’s 

01 Newcastle UT HFT Contract 58,564 58,480 (84) 58,880 316 (400) (400) 
02 Northumbria HCFT Contract 102,625 105,150 2,525 104,021 1,396 1,129 1,129 
03 Northumberland Tyne & Wear  19,170 19,782 612 19,824 654 (42) (42) 
        

04 North East Ambulance Service 7,323 7,500 177 7,565 242 (65) (65) 
05 Other Acute 5,952 5,118 (834) 5,741 (211) (623) (623) 
        

06 Prescribing 35,909 35,714 (195) 35,605 (304) 109 109 
07 Oxygen 484 520 36 519 35 1 1 
        

08 GP OOH 1,765 1,760 (5) 1,765 - (5) (5) 
09 Mental Health 256 314 58 338 82 (24) (24) 
10 Local Authority 4,954 4,339 (615) 4,457 (497) (118) (118) 
11 Continuing Healthcare 18,316 20,338 2,022 18,991 675 1,347 1,347 
12 Newcastle Community 895 895 - 895 - - - 
13 Northumbria Community 22,012 22,012 - 22,012 0 - - 
14 Property Services 748 297 (451) 121 (627) 176 176 
15 Other Contracts 1,116 1,080 (36) 1,251 135 (171) (171) 
16 Learning Disabilities 562 489 (73) 371 (191) 118 118 
17 Local Enhanced Services 1,169 1,208 39 1,208 39 - - 
        

18 Running Costs 5,280 4,679 (601) 4,678 (602) 1 1 
19 Non Recurrent 715 (1,000) (1,715)  (285) (1,000) (1,430) 
20 Contingency     - - - 
21 Reserve/(CIP) (1,140)  1,140  1,141 - (1) 
        

23 Better Care Fund        
Total CCG Budgets 286,673 288,673 2,000 288,242 2,000 431 (0) 
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2.2.1 Commissioned Services Budgets 
 
The key movements from month 10 are discussed below. 

 
Northumbria Healthcare 

 
The month 10 forecast for Northumbria Healthcare assumed a refund of £1m would 
be received from the Area Team in respect to the excluded drugs baseline 
calculation.  
 
Throughout 2013/14 it has been evident that there were unresolved issues 
associated with the baseline calculation.  
 
To understand and correct these issues, NECS carried out a full review of the 
specialised services and 2012/13 budget allocation exercise, on behalf of the CCG’s 
and the Area Team. 
 
The results of this review were shared on 20 January, and a revenue transfer was 
completed to reflect the findings. 
 
The financial benefits to the CCG did not reflect initial assumptions made by the 
CCG.  The CCG had anticipated a total adjustment of £1.2m to be refunded in 
respect to excluded drugs (£1m against the Northumbria Healthcare contract and 
£200k for Newcastle Hospitals).   
 
The actual value of the excluded drugs refund was £411k, however, allowing for the 
funding adjustments back to the Area Team for excluded devices and 
electrophysiology the net effect of the specialised services review provided no 
financial benefit to the CCG. 
 
Previous assumptions around excluded drugs were removed from the forecast 
position at month 11 and the additional pressure emerged. 
 
Other financial pressures on the Northumbria healthcare contract relate to the 
impact of national PbR changes and how the CCG now pays for maternity services 
compared with previous years. 
 
Other Acute 
 
NECS commissioning finance team have completed a full review of Non Contracted 
Activity invoices and secondary care activity data submitted to the national 
database, and have advised the CCG of a more favourable outturn position on this 
report line.  

 
Local Authority 

 
Activity information from the Local Authority for the period up to September 2013 has 
now been received and there has been a favourable movement on Section 117 
packages.  
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Continuing Healthcare 
 
Continuing Healthcare has seen the greatest movement in forecast from month 10 of 
all the commissioned services areas. 
 
The table below shows the key components within the continuing care budgets and 
the movements within each of those areas. 

 

North Tyneside CCG Month 11 
(£000’s) 

Month 10 
(£000’s) 

Movement 
(£000’s) 

Continuing Healthcare 12,020 11,195 825 
Fast Tracks 1,991 1,606 385 
Equipment 39 45 (6) 
Block Beds 1,448 1,597 (149) 
FNC – LA recharge 1,720 1,612 108 
Joint Packages – LA recharge 3,120 2,861 259 
NECS SLA - 75 (75) 
Sub Total Continuing Care 20,338 18,991 1,347 

 
The table above illustrates adverse movements in all of the packages of care areas. 
Increased numbers of cases and volumes of invoices, along with a comprehensive 
analysis of cases to ensure all costs have been captured accurately in the forecast, 
have been cited as key reasons for the movement. 
 
A non recurrent agreement has been reach with NECS to refund the SLA charges 
for the CHC Case Management Team, providing the CCG with a £75k benefit for 
2013/14. 
 
Savings on the block beds relate to the termination of the Swan Lodge contractual 
arrangement. 
 
Activity information from the Local Authority for quarter 3 has now been received and 
the movement on Funded Nursing Care and Joint Packages reflects this new 
information. 
 
The significant movement prompted a review of the forecast to ensure that levels of 
prudence in the forecast were appropriate.  The forecast position reported is 
confirmed to be true reflection of the anticipated cost of CHC for 2013/14.  NECS 
have commissioned a full root and branch review of why this variance has just come 
to light.  This is due to report to the CCG by the end of March 2014 and their FD has 
been asked to attend the March Audit Committee to explain. 
 
Prescribing 
 
NHS BSA Information Services wrote to all CCG’s on 14 February 2014 to advise 
that “an error had been found in the analysis used to calculate the forecast profile 
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used for the November PMD reports”.  It was this November profile that was used in 
the month 10 forecast outturn calculations.  The profile was amended and “the 
forecast outturn for December has been calculated correctly and the profile will not 
change for the remainder of the financial year” 
 
The error in the profile calculation resulted in a change on the forecast outturn from 
£35.6m at month 10 to £36.7m at month 11, a total additional pressure of £1.1m. 
New non recurrent contractual agreements have been reached with NECS to 
mitigate some of this risk and a review of local profiling techniques has reduced the 
£1.1m movement down. 

 
Property Services 

 
At month 10 the forecast outturn for property services was understated, the forecast 
as at month 11 reflects the actual forecast and expected outturn for this budget line 
as at 31 March 2014. 

 
14 Property Services 

 Month 11 Month 10 Movement 
 Budget 

£000’s 
FOT 

£000’s 
FOT Variance 

£000’s 
FOT 

£000’s 
FOT Variance 

£000’s 
M11 

£000’s 
M10 

£000’s 
Community Health Partnerships 44 346 302 44  302 302 
Recharge to running costs for Hedley Court  (130) (130)   (130) (130) 
Recharge to NECS  (277) (277) (277) (277)   
NHS Property Services 704 358 (346) 354 (350) 4 4 
 748 297 (451) 121 (627) 176 176 

 
The total value of invoices received from NHS Property Services (NHS PS) and 
Community Health Partnerships (CHP) is £748k in accordance with the baseline 
exercise.   
 
As the charges were based on the PCT baseline exercise they included a 
contribution to the PCT headquarter cost.  The equivalent headquarter costs this 
financial year are associated with Hedley Court and Riverside House where NECs 
are based.  To ensure charges were attributed to the correct organisation, the CCG 
recharged NECs for those costs associated with Riverside House.  Charges 
associated with Hedley Court were recharged to the CCG running cost budget to 
ensure they are correctly identified as a management cost. 
 
Learning Disabilities 
 
At month 10 the forecast outturn for learning disabilities services was understated, 
the forecast as at month 11 reflects the actual forecast and expected outturn for this 
budget line as at 31 March 2014. 
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16 Learning Disabilities 
  Month 11 Month 10 Movement 

 Budget 
£000’s 

FOT 
£000’s 

FOT Variance 
£000’s 

FOT 
£000’s 

FOT Variance 
£000’s £000’s M10 

£000’s 
LD North East 53 53 0 53 0 0 0 
North Tyneside MBC 421 348 (73) 275 (146) 73 73 
Northumbria HC NHS FT – LD Liaison Posts 88 88 0 43 (45) 45 45 
 562 489 (73) 371 (191) 118 118 

 
In month 10 the forecast for “valuing people” which is recharged from North 
Tyneside Council was understated.  The total value of the purchase order and 
therefore the expected outturn for 2013/14 is £348k. 

 
In addition to this the total value of expected recharge from Northumbria Healthcare 
in respect to the LD Liaison posts was reported as £43k but the actual invoices 
received to date is £79k the outturn based on communication with the Trust is 
expected to be £85k.   

 
2.2.2 Running Cost Budgets 

 
It is anticipated as at February 2014 the running costs budget will underspend by 
£601k.  This underspend is attributed to the following:- 

 
Running Costs Total Underspend £000’s 
Pay (21) 
Non Pay (280) 
NECS Rebate  (300) 
Total (601) 

 
The underspend within Pay budgets relates to vacancies held during the financial 
year. 

 
The non pay budget underspend of £280k relates to savings identified and realised 
within Organisational Development, Training & Recruitment and Fee’s as a 
consequence of the review of discretionary spend. An underspend in the incentive 
scheme to GP’s also contributed to the total.  

 
The £300k underspend from NECS budget includes the rebate relating to the Service 
Level Agreement. 

 
2.2.3 Non Recurrent Financial Support 
 
 As highlighted in Table 1 we have received an additional non recurrent allocation 

from the Area Team in relation to GP IT.  This has been utilised to mitigate the 
overspend position of the CCG. 
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3. Other Finance Issues 
 
3.1 CHC Restitution 
 

At the end of financial year 2012/13 the PCT’s were required to make a provision 
for the future liability associated with the settlement of CHC restitution cases.  
The provision made by North Tyneside CCG was £2.2m. To date a total of 5 
cases have been settled against this provision and costs associated with the staff 
managing the restitution case load have been charged against it.  

 
The balance remaining on the original provision is £2m, approximately 90% of 
the initial value.   

 
CCG has been notified by the Area Team that the balance of restitution provision 
may not transfer to the CCG in April 2014 as originally anticipated.  This is 
subject to a national discussion and has not been resolved. 

 
The Area Team has explained that the growth applied to allocations for 2014/15 
reflects a requirement for CCGs to re-provide for restitution costs. This may 
mean £1.1m will be top sliced from the CCG 2014/15 allocation to set up a 
national risk share.  This will be dependent upon the national discussions. 

 
4. Recommendations 

 
The Governing Body is requested to note the financial position and associated risks 
for the 11 month period from 1 April 2013 to 28 February 2014. 

 
Appendices and further information    

5. Appendices  
 
None 
 

6. Further information relevant to the report 
 
None 

 
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  
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patient focused, clinically led commissioning organisation 
3. Work collaboratively with partners and stakeholders to be 

responsive to the population of North Tyneside 
 

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

 

5. Deliver financial balance   
 

8. Consultation and engagement 

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

 
9. 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 Month 11 as suming all the identified 
mitigations are achieved the CCG would have an over spend of £2m at the end of 
the financial year then the Quality Premium payment would not be r eceived in 
2014/15. 

 
10. 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. 
 

11. Equality assessment 
 
No impact 
 

12. Environment and sustainability assessment  
 
No impact 

 
 
Report author: Emma Kelly, Finance Manager 

 
Report date:  12 March 2014 
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Report to:  Governing Body  
Date:  25 March 2014 Agenda item:  9.2 
Title of report:  Better Care Fund 
Sponsor:  Phil Clow, Director of Commissioning Development 
 
Purpose of the report and action required:   
 
This report seeks to update the Governing Body on progress since 14th January 
2014, in terms of development of schemes relating to the fund and seek 
endorsement of the final submission to NHS England on 4th April 2014.   
 
 
 
1 Purpose 

 
As reported previously, the Department of Health and the Department for 
Communities and Local Government have announced the creation of a 
£3.8billion Better Care Fund (BCF) in 2015/16, with a pr eparatory £200m in 
2014/15, to facilitate the development of integrated health and social care.  The 
Health and Wellbeing Board (H&WB) received a report on 14th January 2014. 

 
The Director of Commissioning Development, North Tyneside Clinical 
Commissioning Group (CCG), in consultation with the Chair and Deputy Chair of 
the Health and Wellbeing Board, were authorised to undertake further work to 
further revise and f inalise the plan, before the deadline for submission to NHS 
England of a ‘first cut’ plan.  The ‘first cut’ plan was submitted on 14th February 
2014. 

 
2 Introduction  

 
The Health and Wellbeing Board received a detailed report on the context and 
background of the BCF in January, along with details of the plan in terms of its 
development, process and progress.   
 
The plan has been further developed with input from all key stakeholders to 
achieve the aim of integrating health and social care, and shifting care from 
hospital to community/social care/primary care services.  

 
As reported previously, the BCF will replace and consolidate existing funding 
streams such as those for services currently funded through section 256 and 
section 75 agreements between the CCG and Council. 
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3 Policy Framework  

 
The BCF plan builds upon the vision as set out by NHS England that is the 
development of a “ modern model of integrated care”1. Work has continued to 
ensure that the plan and associated proposals largely focus on strengthening 
integrated services for the elderly and those with multiple long term 
conditions.  Further, there is continued focus on the maintenance and 
strengthening of mental health services.  
 
Additionally, the plan relates to and supports delivery of both Priority 2 – Quality 
of Life, (Sustainable Community Strategy 2010-2013) and a n umber of key 
objectives of the Joint Health and Wellbeing Strategy 2013-23:  
 
• To continually seek and develop new ways to improve the health and 

wellbeing of the population.  
• To shift investment to focus on ev idence based prevention and early 

intervention where possible.  
• To integrate services where there is an opportunity for better outcomes for the 

public and better use of public money.  
• To focus on o utcomes for the population in terms of measureable 

improvements in health and wellbeing.  
 
3.1  Plan Development  
 
The plan has been developed by the Better Care Fund (BCF) Group which 
includes representatives of all relevant health and social care 
commissioners.  The content of the plan has at its core the underlying principles 
set out in the Health and Wellbeing Strategy, and has been informed by the Joint 
Strategic Needs Assessment (JSNA).  A dditionally, the plan is aligned to the 
2014/15 CCG Commissioning Intentions.  
 
Engagement in the development of the plan with partners has been extensive.  
This has involved both the Council and all local Acute and Mental Health 
Foundation Trusts to ensure that there is a strong understanding of potential risks 
and impacts upon local services, and to ensure agreed mitigation plans. Ongoing 
engagement is seen as a critical component for delivering positive outcomes.   
 
3.2  Outcomes 
 

The plan sets out a num ber of proposed outcomes which seek to ensure the 
following: 

 
• All patients aged 75+ have a designated care manager  
• Reablement is offered to a g reater proportion of elderly patients discharged 

from hospital  
• A community falls prevention and assessment service is commissioned;   
• End of life care in nursing and care homes is improved; 
• The range of assistive technology available is increased; 

                                                           
1 “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
http://www.england.nhs.uk/wp-content/uploads/2013/12/5yr-strat-plann-guid.pdf
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• Contracts are put in place for quality improvements in residential care;  
• The use of an ambulatory care approach (treating patients in an outpatient 

setting rather than admitting them to hospital, where possible) is increased; 
• There is a move towards 7-day working;   
• A case-management service for people with frequent alcohol-related hospital 

admissions is commissioned; 
 
3.3  Ensuring Delivery 
 

A project management approach will be adopted to ensure delivery of the plan 
with reporting mechanisms into the BCF Group.  This group will report progress 
to the Programme Board and the H&WB.  
 
To underpin this, project teams for each element of the plan will be formed and in 
turn adopt a project management approach.  T his will include production of 
project plans that outline key deliverables, milestones, risks and issues.  There 
will be regular monthly reporting and t racking mechanisms to plot progress and 
offer assurance. 
 
3.4  Impact 
 
3.4.1  Social care provision: 
 
The plan complies with guidance relating to the protection of the level of social 
care services to clients with critical and substantial needs. Specifically that: 

  
a) The allocation to social care for purposes which support health outcomes 

will rise by 22% in 2014/15.  
b) This level of investment (now funded through s256) will transfer to the 

Better Care Fund in 2015/16. 
c) The fund includes an earmarked allocation of £790k for the Disabled 

Facilities Grant in 2015/16.  
d) The fund includes an earmarked allocation of £574k Social Care Capital 

Grant in 2015/16.  
e) The fund includes provision for the revenue costs of new entitlements for 

carers and t he introduction of a n ational minimum eligibility threshold, 
provision of better information and advice, advocacy, safeguarding and 
other measures in the Care Bill.  

 
3.4.2 Impact on the Acute Sector 

  
The BCF does not represent new resource.  Consequently, the CCG element of 
the fund must come from acute hospital based services, delivered through 
reduced activity.  As reported, the impact locally on local NHS Foundation Trusts, 
as a result of reductions in the numbers of emergency admissions and length of 
stay, equates to £6m of reduced tariff payments by 2015/16.   
 
There may be opportunities to market test any new out-of-hospital services as a 
result of the transfer of funds to community health and social care sector.  
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3.5  National conditions for access to the fund  

 
As reported, the BCF plan must be j ointly agreed, specifically this requires 
endorsement from the Health and Wellbeing Board, the Council’s Cabinet, and 
the CCG.  There are a n umber of conditions which have been previously 
reported, and the plan will ensure adherence to those conditions.  Specifically: 
 
a) Protection of social care services (not spend).  
b) Development of 7-day services in health and social care to support 

patients being discharged and pr event unnecessary admissions at 
weekends.  

c) Better data sharing between health and social care, based on the NHS 
number. 

d) A joint approach to assessments and care planning and measures to 
ensure that, where funding is used for integrated packages of care, there 
will be an accountable professional  

e) Agreement on the consequential impact of changes in the acute sector  
 

3.6  Linkage of payment to outcomes and selection of outcome indicators 
 

As reported, 26% of the total resource (£1bn of the total £3.8bn) will be released 
conditional upon delivery and performance.  Specifically: 
 

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

b) £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.  

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

 
There are a nu mber of nationally-mandated indicators, performance against 
which will determine release of 26% of the fund, which relate to admissions to 
residential and nursing homes, the effectiveness of reablement and delayed 
transfers of care, avoidable emergency hospital admissions and patient / service 
user experience.  
 
Additionally, there will be a local indicator that will contribute to the payment-for-
performance element of the Fund. Clearly this indicator requires a baseline of 
performance information in 2014/15. Suggestions on pos sible indicators have 
previously been discussed by the Board.  

 
4 Work since the last H&WB Meeting 

  
The ‘first cut’ plan, prepared following consultation with the Board and subject to 
some further refinement, in conjunction with the Chair and Deputy Chair of the 
Board, was submitted to NHS England on 14th February 2014.  

 
There has been significant work to refine and more importantly test the 
robustness of plans in terms of deliverability and risk.  Of specific note there has 
been collaborative work with stakeholders to ensure: 
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a) Robust assurance of the activity and financial assumptions underlying the 

plan.  
b) Assessment of the risk and impact associated with the proposed savings 

and investments. 
c) Assess whether the outcomes being sought in the plan deliver against 

local and national outcome metrics. 
d) Identify and refine BCF initiatives in terms of implementation and delivery 

 
4.1 NHS England (Area Team) Feedback 

 
The Area Team have offered feedback on the ‘first cut’ plan.  There were a 
number of issues of note, specifically the need to: 

 
• Provide more detail on the planned changes that need to be delivered, 

supported by metrics and timelines for change (that is an outline of what will 
change). 

• Quantify the impact of the planned changes on local providers (in terms of the 
infrastructure including beds / workforce).  

• Linked, quantify the workforce implications of the plan, by organisation and 
further, consider potential risks to delivery as a result.  This would include 
details on affordability, appropriate skill mix requirements, size of the current 
workforce pool and timescales for change. 

• Provide greater detail regarding how the plan will be delivered i.e. ‘the how’, 
and in doing so detail the lead organisation, operational timeline, milestones, 
interdependencies of the individual schemes, risk assessment and mitigation 
actions.  The initial focus on quarterly delivery in 2014/15. 

• Strengthen governance arrangements including accountability, lines of 
reporting and escalation.  Also there is a need to outline the performance and 
project management aspects of the plan. 

• Ensure alignment with the whole economy 5 Year Strategic Plan together with 
the Operational Plans relating to the CCG, Providers and the Area Team. 

 
Changes to the BCF plan have been made in accordance with these 
recommendations. 

 
4.2  Feedback from the Elected Mayor of North Tyneside  
 

The Elected Mayor for North Tyneside has been updated following the January 
H&WB meeting.  The Elected Mayor indicated that she supported the submission 
of the first cut plan to NHS England, commenting that: 

 
• It offered an exciting opportunity to develop services which improve outcomes 

and provide individuals with the right services in the right place.   
• Supported the stated intentions of both the Council and Clinical 

Commissioning Group (CCG) to deliver services which are value for money 
and improve outcomes through closer integration of the two organizations. 
The plan demonstrates a growing view that the system needs a more robust 
approach to integration between Local Authorities and CCGs, and t hat 
incentives for the success of out of hospital initiatives and the engagement of 
clinicians through the CCG are key to the success of the new model. 
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• Will be a key driver in supporting our wider ambition to develop a m ore 
integrated approach beyond the BCF areas.  At the heart of these ambitions is 
the desire to improve the quality of life for people in North Tyneside” 
 

The Mayor recognised the risks and the potential of the plan, specifically, that 
success is predicated on t he reduction of admissions to, and earlier discharge 
from hospital through the investment in effective out of hospital care.  She 
commented that before the plan is signed off, the Health and Wellbeing Board will 
need to be well sighted on the disinvestment programmes in both Trusts and 
understand the impact of this on the people in North Tyneside. That said, the real 
threat that the BCF could pose also holds real opportunities for the acute sector 
to be a central player in its and their success”. 

 
The Mayor sought assurance on how social care services will be protected, but is 
pleased with further iterations which outline how this will be the case. In terms of 
managing and assuring she stated, that the board would also like to be clear on 
the detailed governance arrangements and an agreed shared risk strategy and 
performance monitoring arrangements to support success   

 
4.3 Testing the Plan 

 
Given the risk to delivery as recognised by all stakeholders, a detailed exercise is 
underway to ‘test’ the schemes.  This involves examining: 
 
• Impact of each scheme (system wide). 
• Risks of each scheme – both primary and consequential. 
• Do-ability – How achievable is the scheme in terms of delivery of outcomes 

and change. 
• Enablers – what enablers are needed to ensure delivery and also mitigate risk 
 
The approach taken has been both to examine the evidence and also engage 
with clinicians and pr actitioners with detailed knowledge of the particular 
proposal.  The result of the testing can be found at Appendix 3. 

 
5 Next Steps 
 
 The next steps before submission of the final plan include: 

 
• Design and implementation of a monitoring process to monitor the impact of 

the proposed BCF initiatives; 
• Agreement of the value of a dual running fund/risk share (estimated to be 

50% of savings from Foundation Trusts); 
• Agreement of the sum required to protect social care services; 
• Development of a project plan (with associated mechanisms) and the 

identification of resources to implement the BCF initiatives; 
• Develop in more detail a plan showing source and application of funds. 

 
6 Decision Options 

 
The Governing Body is asked to note progress with the Better Care Fund. 
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7  Appendices 

 
Appendix 1 Better Care Fund Planning Template – Part 1  
Appendix 2 Better Care Fund Planning Template – Part 2  
Appendix 3 Impact Analysis 
 
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  
 

 
 
 
Report author: Phil Clow, Director of Commissioning Development 
Report date:  13 March 2014 
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Appendix 1 
 
Better Care Fund planning template – Part 1 
 
Please note, there are two parts to the template. Part 2 is in Excel and contains metrics 
and finance. Both parts must be completed as part of your Better Care Fund Submission. 
 
Plans are to be submitted to the relevant NHS England Area Team and Local 
government representative, as well as copied to: NHSCB.financialperformance@nhs.net 
 
To find your relevant Area Team and local government representative, and for additional 
support, guidance and contact details, please see the Better Care Fund pages on the 
NHS England or LGA websites. 
 
1) PLAN DETAILS 
 
a) Summary of Plan 

 
Local Authority North Tyneside Council 
  
Clinical Commissioning Groups NHS North Tyneside CC 
  

Boundary Differences 

The CCG and Council are coterminous; 
however the CCG registered population 
of 215,000 is greater than the local 
authority resident population of 201,000 

  
Date agreed at Health and Well-Being 
Board:   

  
Date submitted:  
  

Minimum required value of ITF pooled 
budget: 2014/15 £0.00 

2015/16 £16,597,000 
  

Total agreed value of pooled budget: 
2014/15  £6,585,262 

2015/16  £16,597,000 
 
 
 
 
 

mailto:NHSCB.financialperformance@nhs.net
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b) Authorisation and signoff 

 
Signed on behalf of the Clinical 
Commissioning Group NHS North Tyneside CCG 
By <Name of Signatory> 
Position <Job Title> 
Date <date> 
 
 
Signed on behalf of the Council North Tyneside Council 
By <Name of Signatory> 
Position <Job Title> 
Date <date> 
 
 
Signed on behalf of the Health and 
Wellbeing Board 

North Tyneside Health and Wellbeing 
Board 

By Chair of Health and Wellbeing Board <Name of Signatory> 
Date <date> 
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Summary of sources of the Better Care Fund 
 
Table 1 

 
 

2014/15 2015/16
6,585,262£              7,949,262£      

2014/15 2015/16
4,725,262£       4,725,262£               
1,300,000£       1,300,000£               

560,000£           560,000£                  
574,000£                  
790,000£                  

-£                          6,001,061£      
2014/15 2015/16

 £                       -   

 £                     69,704 
 £                       -   

500,000£                  
 £                       -   

 £                   607,809 
 £                       -    £                   250,000 
 £                       -    £                   200,000 
 £                       -    £                   200,000 
 £                       -    £                   137,000 
 £                       -    £                   164,847 

 £                       -    £                   687,635 
 £                       -    £                   486,578 
 £                       -    £                   102,492 
 £                       -    £                   200,000 
 £                       -    £                   160,000 
 £                       -    £                   495,000 
 £                       -    £                   100,000 
 £                       -    £                   613,000 

 £                       -    £                   500,000 

 £                       -    £                   526,997 

6,585,262£              13,950,323£    
2,646,677£      

-£                          16,597,000£    

Comprising the following:

Contribution to the Better Care 
Fund

Sources of funding
Initiatives primary related to existing or mandated transfers between health and social care
Comprising the following:
NHS support to social care
Reablement
Carers support
Capital
Disabled Facilities Grant
Initiatives with a direct financial impact on NHS Foundation Trusts

Emergency home care

Primary care provision of urgent care services as an 
alternative to A&E
Ensuring all patients aged 75 + have a dedicated care 
manager, including supporting GP practice plans; 
provision of proactive and coordinated primary care 
input to nursing and residential homes; and 
continuation of HRPP programme with extended 
geriatrician support

Advanced care planning in nursing and residential 
homes and expanding palliative care approaches 

Increased use of ambulatory care 
Community based falls prevention and assessment 
Reduce repeat alcohol related admissions 
Reduce emergency admissions for COPD 
Extend the service hours of the integrated elderly 
assessment and admission avoidance service.

Overnight care support
Increased use of telehealth & telecare
Community navigators & support network

Slow stream rehabilitation beds
Procuring an improved home care service
Liasion Psychiatry
Extend Care @ Home concept, currently used for 
patients with COPD, to other appropriate specialities, so 
that patients are discharged home as soon as an MDT 
permits but continue to receive care, using a ‘virtual 
ward’ approach. 

Offer reablement to a greater proportion of  elderly 
patients who are discharged from hospital. 

Implementing "Principal Community Pathways" and 
"Augmented services" to reflect switch in investment 
from inpatient services to commuinty services (mental 
health)

TOTAL
Savings still to be identified
Minimum amount of the Better Care Fund
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In order to mitigate the risk that there is a time lag between the development of 
alternative community and social care services, and the release of savings from acute 
care, a contingency fund of £3m will be created.  
 
c) Service provider engagement 
Please describe how health and social care providers have been involved in the 
development of this plan, and the extent to which they are party to it 
 
Development of the plan has been overseen by an Integration Transformation 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 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 initiatives which are proposed to be funded through the Better Care Fund are heavily 
based on previous discussions at the integration boards, with provider input, and on the 
bid submitted for Integration Pioneer status, which was signed off by CCG Chief Officer, 
Elected Mayor, and the Chief Executive of Northumbria Healthcare NHS Foundation 
Trust. 
 
Following discussion at the Health and Wellbeing Board on 14th January, a further round 
of discussions with providers was held to strengthen the plan.  
 
Following the Health and Wellbeing Board meeting on 14th January, two further meetings 
of the multi-agency group which developed the proposals have been held, with additional 
input from the two acute NHS Foundation Trusts. In addition, separate meetings have 
been held with the Director of Finance of Northumbria Healthcare NHS Foundation Trust 
and with the Head of Adult Social Care at the council.  All partners have positively 
engaged by discussing how to reduce admissions.. 
  
Officers have reviewed the proposed plan resulting in the following amendments: 
 
The presentation of the plan now more clearly differentiates between savings arising from 
(a) reduced attendances at A&E or reduced admissions, and (b) reduced length of stay. 
 
The baseline against which changes have been measured has been changed from 
2012/13 to the 2013/14 forecast outturn. The reason for this change is to take account of 
significant reductions in emergency admissions, and some reductions in A&E 
attendances, which have already taken place this year. The new method focuses on the 
work which is still to be done. 
 
Changes to specific initiatives are: 
 
Primary care provision of urgent care services as an alternative to A&E 
This is an additional element of the plan which aims to develop enhanced primary care 
services which can reduce the number of A&E attendances. Other factors which will help 
to reduce A&E attendances include : social marketing of appropriate pathways into 
services; self-care and education; support to carers; increased access to primary and 
community care within and out-of hours, including preventative healthcare and support to 
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nursing homes; expanded role of primary care in the case management of people aged 
over 75; integration of services for older people across health and social care; alcohol 
specialist nurse support in A&E to support referral into appropriate pathways and reduce 
reattendances.  
 
Savings of £69k are proposed; this is equivalent to reducing the number of A&E 
attendances which require no significant investigation or treatment (currently 11% of 
attendances) by 16%, or an overall reduction in A&E attendances of 1% per year.  The 
initiative is specifically aimed to reduce attendances in cases where self-care, pharmacy 
advice, or a primary care consultation, may be appropriate. 
 
Table 2 – proposed change in number of A&E attendances 

Provider  2012/13 actual  

 
2013/14 
forecast  

 2014/15 
trajectory  

 2015/16 
trajectory  

Northumbria 
Healthcare 52,358 49,644 49,148 48,656 
Newcastle 
Hospitals 15,728 15,221 15,068 14,918 
Both providers 
combined 68,086 64,865 64,216 63,574 
Growth 
assumption     -1% -1% 

 
 
A&E attendances by North Tyneside patients, for April-December 2013 were 3.2% lower 
than the same period in the previous year at Northumbria Healthcare, and 1.7% lower at 
Newcastle Hospitals.  
 
Ensuring all patients aged 75+ have a dedicated care manager, including 
supporting GP practice plans 
The proposed savings from this initiative have been reduced from £1m to £500k, to take 
account of potential double-counting, and reductions achieved in 2013/14. Admissions 
from nursing homes, and those relating to falls, alcohol, and COPD, are separately 
accounted for and have therefore been removed from the calculated savings under this 
heading. Around 630 patients are known to currently have a care manager under the 
High Risk Patient Programme; this initiative includes continuing and expanding the High 
Risk Patient Programme. 
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Table 3 – adjusting the target for admissions reductions in patients 75+, to avoid double counting with other initiatives 

 
172 avoided admissions equates to an average of 6 avoided admissions per year per 
practice. This appears a modest number, but it is set against a backdrop of a projected 
increase in the 75+ population of 7% by 2015/16 - therefore a larger reduction in 
admissions rate per 1,000 population is required to achieve a reduction of 172 
admissions. 
 
Reduce emergency admissions for COPD 
The proposed savings have been reduced from £400k to £137k to take account of 
reductions in numbers of admissions which have already taken place in the 2013/14 
financial year. 
 
The cost of COPD admissions has been falling for the last three years; the projected 
reduction in 2013/14 is 210 admissions.  The proposed reduction of a further 56 
admissions, would still leave North Tyneside with a COPD admissions rate above the 
national average. Reported prevalence of COPD in North Tyneside is below the level of 
our neighbours, but the level of admissions is higher than our neighbours. There may be 
significant numbers of patients with undiagnosed COPD . 
 
QOF data shows that there are large numbers of patients who do not have diagnosis 
confirmed by spirometry; do not have a record of forced expiratory volume; do not have a 
recorded review in the past six months; and do not have a recorded influenza 
immunisation. Many of these patients have been “excepted” from the QOF process.  
 
Further social care interventions 
A range of initiatives to strengthen the ability of social care to keep people well at home 

All providers Northumbria Newcastle
A 18,534,359£                          13,397,344£              5,021,220£                

B 6,394                                       4,770                           1,575                           
C 2,277,204£                            1,821,763£                455,441£                    

D 495,230£                                413,332£                    81,898£                      

E 31,983£                                  26,557£                      5,426£                        

F

1,473,736£                            1,105,302£                368,434£                    
G

14,256,206£                          10,030,390£              4,110,021£                
H 70.4% 28.8%

I 500,000£                                351,790£                    144,148£                    

J 172                                           125                               47                                 

K 2.6% 3.7%

Deduct cost of COPD admissions in patients 75+, to avoid 
double-counting

Number of NON-ELECTIVE EMERGENCY hospital admissions in 

Costs of NON-ELECTIVE EMERGENCY hospital admissions in 
2013/14 for North Tyneside patients aged 75+

Deduct cost of falls in patients 75+, to avoid double-counting

Number of avoided admissions required to generate the 
proposed saving 

Percentage reduction against 2013/14 forecast outturn for non-
elective emergency admissions

Deduct cost of alcohol-specific admissions in patients 75+, to 
avoid double-counting

Deduct cost of admissions of nursing home residents, to 
avoid double-counting

Net Costs of NON-ELECTIVE EMERGENCY hospital admissions in 
2012/13 for North Tyneside patients aged 75+, after deducting 
amounts for specific causes - falls, COPD, and alcohol

Percentage share of total attributable to each acute provider

Proposed contribution to the BCF in 2015/16
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have been identified by North Tyneside Council. They are overnight care support; 
increased use of telehealth; emergency home care; procuring an improved home care 
service; slow stream rehabilitation beds; and the use of community navigators. The 
financial value of the associated savings are included in Table 1 on page 3. 
 
Liaison Psychiatry 
It is widely acknowledged that people with physical health needs and longer terms 
conditions have a higher prevalence of mental health needs. It is estimated that 
approximately half of all in patients in a hospital setting have a mental health condition 
which includes depression, dementia or delierium. If those co-morbidities are not treated, 
it can result in poorer health outcomes and increased morbidity and mortality rates. 
 
A liaison psychiatry service which operates in Birmingham called the Rapid Assessment 
Interface and Discharge service (RAID) has been identifed by the Department of Health 
as having generated "significant cost savings and health improvements". Both the Mental 
Health Network of the NHS Confederation and the London School of Economics have 
conducted analysis of the RAID model and have confirmed the cost and quality benefits. 
A conservative estimate of cost savings is on the basis that for every £1 spent, there will 
be £4 made in savings. 
 
A small liaison psychiatry service currently operates from Monday to Friday during office 
hours at North Tyneside General Hospital. The teams’ current response times are 
significantly longer than those identified in the Birmingham RAID model, it is unable to 
cover all potential sites including A&E, the  Elderly Assessment Centre and off-site units 
such as The Cedars, Princess and Charlton Courts. Although the team has provided 
training and educational input for DGH staff, which has been identified as one of the most 
positive benefits of a RAID service, this has had to stop due to signficiant clinical 
workload pressures. Also, no dedicated psychology input is available to the team to help 
manage patients psycholgoical needs, particularly for people with medically unexplained 
symptoms.  
 
This proposal has been developed to provide an extended and improved liaison 
psychiatry service which will focus on patients aged over 65 years. The new service 
would: 
 
- increase teaching and training capacity, develop a hospital training programme and 

cover A&E staff, and off-site services 
- extend coverage and improved responsiveness of the Older Persons Mental Health 

Liaison Team to include front of house (A&E and Elderly Assessment Centre) and 
The Cedar, Princes Court and Charlton Court. Response times would be 1 hour for 
patients in front of house settings and 1 working day for inpatients on a ward. 

- provide psychology input, in line with the RAID model, to meet the needs primarily of 
people with medically unexplained symptoms 

-     extend current working hours to include 4 hours per day each on Saturday and 
Sunday 
 
Further provider feedback 
 
Feedback from Northumbria Healthcare NHS Trust included the following points: 
 
Table 4 
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Comment from Northumbria Healthcare Action taken 
“Improved access to urgent primary care – 
hopefully supporting our base site, 
integrated model” 

This has been added to the BCF plan – 
see page 4 

“RAID-implementing as per Sunderland 
etc” 

This has been added to the BCF plan – 
see page 7 

“Community Geriatrics – we probably 
need investment to support HRPP etc 
anyway so try and include 2 posts” 

The High Risk Patient Programe has been 
specifically referenced within the overall 
category of “Ensuring all patients aged 
75+ have a dedicated care manager” – 
see page 5.  

“Community Investment – similar to 
Northumberland“ 

The CCG is keen to ensure that income 
earned by FTs under gain share 
arrangements is invested into community 
services to help avoid admission and 
reduce length of stay. This will help to 
achieve the BCF plan element which 
relates to reducing Excess Bed Days. 

“Support to nursing homes – community 
based support, maybe augmented by 
Community Geriatricians, supporting 
nursing homes and avoiding admission” 

Support to Nursing Homes and Care 
Homes is included in the BCF plan – see 
“Improve end of life care” on page 15 
 

“Comm Pall Care- big push on supporting 
people at home rather than admission” 

Support to Nursing Homes and Care 
Homes is included in the BCF plan – see 
“Improve end of life care” on page 15 
 

“Ambulatory Care and Elderly 
Assessment-any further extension of 
these” 

Increased use of ambulatory care is 
included in the BCF plan – see page 18. 
Increasing the hours of the Elderly 
Assessment Centre is also included – see 
page 32 

 
 

 
d) Patient, service user and public engagement 
Please describe how patients, service users and the public have been involved in the 
development of this plan, and the extent to which they are party to it 
 
 

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. Positive comments 
were made across all areas of care, including healthy living centre services, primary 
care, emergency care and district nursing services.  Some key themes regarding 
areas in need of improvement, which are reflected in the Better Care Fund, were as 
follows: 
 
• Access to primary care appointments at GP practices 
• A desire for more convenient hospital appointments at weekends and evenings, 

outside of work and school hours 
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• Confusion around who to contact for urgent care in and out of hours 
• 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. 
. 
 
 
e) Related documentation 
Please include information/links to any related documents such as the full project plan for 
the scheme, and documents related to each national condition. 
 
 
Document or information title Synopsis and links 
Health and Wellbeing Strategy 2013-23 http://www.northtyneside.gov.uk/pls/

portal/NTC_PSCM.PSCM_Web.downl
oad?p_ID=547453  

Joint Strategic Needs Assessment 2013  http://www.northtyneside.gov.uk/pls/
portal/NTC_PSCM.PSCM_Web.downl
oad?p_ID=550377  

North Tyneside CCG Strategic and 
Operational Plan 2014/15  – 2018/19 

http://www.northtynesideccg.nhs.uk/
wp-content/uploads/2012/09/NHS-
North-Tyneside-CCG-
Commissioning-Plan-2013-16.pdf  

North Tyneside Council – Council Plan http://www.northtyneside.gov.uk/bro
wse-sub-
cat.shtml?p_subjectCategory=1576  

  
  

http://www.northtyneside.gov.uk/pls/portal/NTC_PSCM.PSCM_Web.download?p_ID=547453
http://www.northtyneside.gov.uk/pls/portal/NTC_PSCM.PSCM_Web.download?p_ID=547453
http://www.northtyneside.gov.uk/pls/portal/NTC_PSCM.PSCM_Web.download?p_ID=547453
http://www.northtyneside.gov.uk/pls/portal/NTC_PSCM.PSCM_Web.download?p_ID=550377
http://www.northtyneside.gov.uk/pls/portal/NTC_PSCM.PSCM_Web.download?p_ID=550377
http://www.northtyneside.gov.uk/pls/portal/NTC_PSCM.PSCM_Web.download?p_ID=550377
http://www.northtynesideccg.nhs.uk/wp-content/uploads/2012/09/NHS-North-Tyneside-CCG-Commissioning-Plan-2013-16.pdf
http://www.northtynesideccg.nhs.uk/wp-content/uploads/2012/09/NHS-North-Tyneside-CCG-Commissioning-Plan-2013-16.pdf
http://www.northtynesideccg.nhs.uk/wp-content/uploads/2012/09/NHS-North-Tyneside-CCG-Commissioning-Plan-2013-16.pdf
http://www.northtynesideccg.nhs.uk/wp-content/uploads/2012/09/NHS-North-Tyneside-CCG-Commissioning-Plan-2013-16.pdf
http://www.northtyneside.gov.uk/browse-sub-cat.shtml?p_subjectCategory=1576
http://www.northtyneside.gov.uk/browse-sub-cat.shtml?p_subjectCategory=1576
http://www.northtyneside.gov.uk/browse-sub-cat.shtml?p_subjectCategory=1576
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2) VISION AND SCHEMES 
 
a) Vision for health and care services 
Please describe the vision for health and social care services for this community for 
2018/19. 

• What changes will have been delivered in the pattern and configuration of services 
over the next five years? 

• What difference will this make to patient and service user outcomes?  
 

 
The Health and Wellbeing Strategy sets out the following vision: 
 
“By 2023 we will have improved health and wellbeing outcomes in North Tyneside to 
match the best in the country 
 

• Health inequalities will be significantly reduced across the borough in areas and 
populations with greatest health problems 

• Communities will experience greater positive wellbeing and resilience particularly 
those who are most vulnerable and those living in the most deprived areas in the 
borough  

• Existing strengths and assets in communities will be supported and sustained 
• Dependency on health and care services will be reduced through the promotion of 

greater activity, participation and independence 
• Barriers to accessing services will be removed, in particular for those in greatest 

need” 
 
 
The CCG “plan on a page” for 2014/15 sets out our main priorities and the initiatives 
which will deliver those priorities: 
 

Working together to 
maximise the health 

and wellbeing of 
North Tyneside 
Communities by 

making the best use 
of resources

Urgent Care

Care for Older 
People

High Quality 
Affordable 
Health Care

Hospital based care for 
life threatening needs

Primary & community based care 
for non life threatening needs

Draft 13.2.14

North Tyneside CCG Priorities 2014/15-2018/19

Review of 
community 

based services

Services 7 
days a 
week

Enhance 
care for 

long term 
conditions

Improve 
urgent 
mental 
health 
care

Review 
care for 

sick 
children

Review 
community 

based 
services

Develop 
new 

models of 
planned 

care

Prevent 
falls for 
older 

people

Improve 
care at 
the end 
of life

Raise 
quality of 

care in 
nursing 
homes

Integrate 
care for 

older 
people

CHC quality, 
value, 

personal 
health 

budgets

Support 
self 

manage-
ment & 
carers

Enhance 
dementia 

care

Reconfigure
maternity 
services

Best care for the local 
population, reducing waste & 
duplication 

Integrating patient pathways 
across health & social care

Increase 
access to 

primary & 
community 

care 

Improve
health of 

people with 
learning 

difficulties

Expand role 
of primary 

care

Review 
musculo-
skeletal 
services

Initiatives

Optimise 
ambulatory   

care

Improve 
rehabilitation 
for long term 

conditions

Supporting self-
care and care 

planning

Integrating health
& social care

Promoting health 
and wellbeing

Delivering care 
locally

Strengthen 
benchmarking 

to deliver 
value for 
money
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b) Aims and objectives 
Please describe your overall aims and objectives for integrated care and provide 
information on how the fund will secure improved outcomes in health and care in your 
area. Suggested points to cover: 

• What are the aims and objectives of your integrated system? 
• How will you measure these aims and objectives? 
• What measures of health gain will you apply to your population?  

 
 
The North Tyneside Health and Social Care Integration Programme will focus on the 
following aims: 

• Ensuring that health and social care work more effectively together – through 
better sharing of information so people only need to explain their problems once;  

• Intervening early so that older and disabled people can stay healthy and 
independent at home - avoiding unnecessary hospital admissions and reducing 
A&E visits; 

• Delivering care that is centred on the individual needs, rather than what the 
system wants to provide – social care and NHS staff working together, with 
families and carers, to ensure people can leave hospital as soon as they’re ready; 
and  

• Provision of integrated support to carers so that they don’t feel they are struggling 
to cope alone and can take a break from their caring responsibilities.  

 
The Health and Wellbeing Strategy includes the diagram below which shows how out 
integration efforts will be measured through the NHS Outcomes Framework, Public 
Health Outcomes Framework, and the Adult Social Care Outcomes Framework, in 
particular the measures which are shared between multiple frameworks 
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Adult 
Social Care 
Outcomes 

Framework

Public Health 
Outcomes 

Framework

NHS
Outcomes 

Framework

•Proportion of people feeling 
supported to manage their condition
•Health-related quality of life for 
people with LTC , and for carers
•Social-care related quality of life

•Dementia: effectiveness of post-
diagnosis care in sustaining 
independence and improving quality 
of care
•Dementia: Estimated diagnosis rate

•Proportion of people 65+ still at 
home 91 days after discharge from 
hospital into reablement
•Proportion offered reablement
following discharge from hospital

•Under 75 mortality rates for cancer;  
cardiovascular disease; respiratory 
disease; and liver disease

•1 –year and 5-year survival from all 
cancers ;  and specifically for breast, 
lung, and colorectal cancer

•Infant mortality:  neonatal mortality 
and stillbirths; five-year survival from 
all cancers in children

•Emergency readmissions within 30 
days of discharge from hospital

•Improving people’s 
experience of integrated 
care

•Employment of people with LTC
•Employment of people with 
mental illness

•Proportion of adults with a 
learning disability, who live in 
stable and appropriate 
accommodation

•Proportion of adults in 
contact with secondary 
mental health services, in 
paid employment

•Proportion of adults with 
a learning disability, in paid 
employment

•Proportion of adults in 
contact with secondary 
mental health services, living 
independently, with or 
without support

•The proportion of people 
who use services who feel 
safe

Indicators shared between the Outcomes Frameworks
Indicators in italics have not yet been fully defined at a national level

•Effectiveness of reablement
services

 
 
The diagram below provides an overview of the shared metrics, with the red dots 
indicating those indicators where the greatest improvement is necessary. The Better 
Care Fund is particularly geared towards improvement in two of those “red dot” indicators 
– re-admissions (and the level of emergency admissions more generally) and admissions 
to residential and nursing homes. 

 
 
 
c) Description of planned changes 

0.00
0.20
0.40
0.60
0.80
1.00
1.20
1.40

Emergency re-admissions
within 30 days of discharge…

Permanent admissions to
residential & nursing homes

People 65+ still at home 91
days after discharge into…

 Dementia prevalence

Adults in contact with
secondary mental health…

Adults in contact with
secondary mental health…

Adults with a learning
disability, in paid…Adults with a learning

disability, in appropriate…<75 mortality from cancer

<75 mortality from
cardiovascular disease

<75 mortality from
respiratory disease

<75 mortality from liver
disease

Infant mortality

Neonatal mortality and
stillbirths

Service users feel safe

Service users have control
over their everday life

North Tyneside North East average

For each indicator, a position nearer 
the edge represents "better" 
performance.  
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Please provide an overview of the schemes and changes covered by your joint work 
programme, including:  

• The key success factors including an outline of processes, end points and time 
frames for delivery 

• How you will ensure other related activity will align, including the JSNA, JHWS, 
CCG commissioning plan/s and Local Authority plan/s for social care  

 
 
The initiatives below draw upon existing priorities established in the Health and Wellbeing 
Strategy (which is informed by the Joint Strategic Needs Assessment) and are reflected 
in the CCGs commissioning intentions for 2014/15 and beyond. 
 

Older Persons Pathway 
 
Our planned Older Persons pathway is called “My Care, My Way”. Our aim is for older 
people to be proactively supported to maintain their health, well-being and independence 
for as long as possible, managing and / or receiving care in their home and local 
community wherever possible. 
 

Home 
care

Nursing 
home

admission

Care home 
admission

Intermediate 
care

Reablement
Assessment for 

Continuing 
Health Care

“Helping me to 
choose and plan 
care that works 
for me”

Long term condition -
managed at home by 

default

Primary care

Care coordinator
Help needed

My care, my way …..

 
Ensure that all patients aged 75+ have a designated care manager 
There is a lack of outcome focused, flexible contracting arrangements for some services 
and older people tell us they want “a single, named person who they can contact to 
discuss and plan their care with; regardless of where that care is delivered; otherwise 
they tend to fall through the gap between services as well as organisations”.   
 
The High Risk Patient Programme is currently in existence and provides care 
management, coordinated by GP- practice based multi-disciplinary teams, to around 800 
patients with the most complex needs. We will expand and strengthen the programme, 
and develop complementary approaches for patients with differing risk levels and needs, 
by March 2015 to ensure everyone with a long term condition is offered an approach to 
their care that reflects their preferences and agreed decisions.   
We will explore the potential for a volunteer-based intervention to reduce hospital 
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admissions of older people. 
 
Key metrics:  

• Volume of emergency admissions and A&E attendances for patients with  a care 
manager (and for those without a care manager, as a comparator 

• Number of patients with a designated care manager, as a proportion of those with 
a high admission risk score 

 
 
Better value for money packages of continuing health care 
The NHS Continuing Healthcare assessment process will be improved through ensuring 
that: 

• assessments are undertaken after the acute phase following an appropriate period 
of rehabilitation 

• appropriate application of the fast track process with a review after 12 weeks, and 
• initial reviews for all cases are completed after 3 months, with ongoing reviews 

annually 
• all professionals involved in a person’s care provide appropriate information to 

inform the assessment. 
 

A joint local authority / CCG contract for home care is being procured in 2014. This 
contract will be utilised to provide more cost-effective support for clients with less 
specialist needs, thus reducing the overall cost of care. 
 
Key metric: 

• Average cost per case 
 
 
More sensitive contracting for intermediate care, to match commissioning costs to 
level of use 
We are currently reviewing current block purchase arrangements for intermediate care 
beds with a view to moving to spot purchase where this improves value for money, 
choice, and quality. 
 
Key metric: 

• Average cost per case 
 
 
Offer reablement to a greater proportion of elderly patients discharged from 
hospital 
Analysis of the volume and cost of hospital admissions of reablement service clients 
showed  that costs are 50% lower in the twelve month following reablement, than in the 
12 months prior to reablement. Building upon this effective service, we intend to increase 
the proportion of elderly patients discharged from hospital, with a high or medium risk of 
admission, who are offered reablement. 
 
Key metrics: 

• Patients still at home 91 days after discharge into reablement 
• Proportion of people discharged from hospital who are offered reablement 
• Aggregate change in EQ-5D scores, pre- and post- reablement 
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Reduce hospital admissions for falls 
We will commission a community-based falls prevention and assessment pathway. The 
expected outcomes include :  

• A reduction in falls and associated injuries and fractures. 
• A reduction in the number of falls related admissions into acute care. 
• Prevent avoidable premature admissions to permanent care   
• Maximise recovery and promote independence for older people who are at risk of 

a fall or following a fall. 
• Support early discharge of patients at risk of falls from acute settings. 
• Optimise individuals’ independence and general health and well-being working on 

building up resilience. 
 
Key metric: 

• Number of falls-related emergency admissions 
 
Improve end of life care 

a) Agree a rapid response service for end of life care as a 24/7 service across 
primary, community and secondary care, for implementation in 2015/16. 

 
The aim of this service is to ensure all patients in non-palliative settings receive 
emergency palliative care trying to keep people in their place of choice, offering 
emotional and practical support for carers and familiy members as well as specialist input 
where needed. Emergencies may arise from changes in condition, symptom problems, 
anxiety, distress or social crisis. 
 
It is proposed that NT CCG works in collaboration with Northumberland CCG and 
Northumbria Healthcare Trust and Marie Curie to develop three teams across the patch, 
backed up by a consultant for the whole area. This allows for economies of scale and 
also ensure sufficient back up with each other where there are pressure points. 
 
It is proposed that with some internal reconfiguration with the current specialist palliative 
care team and matched funding with Marie Curie would allow for a comprehensive  multi 
disciplinary palliative care team which can respond to patients needs urgently and 
allowing care to be delivered at home. This will prevent avoidable admissions and 
facilitate admission to and discharge from the palliative care unit where approariate. The 
service will be delivered 24/7. 
 

b) Support nursing home residents to die in the place of their choice and extend 
current provision of a specialised nursing home service, to care homes. 

 
We know that residents of Care Homes have complex healthcare needs, reflecting 
multiple long-term conditions, significant disability and frailty therefore in order to meet 
these quality standards a structured, multi-agency and proactive approach to care is 
required which retains the patient and relatives at the centre of decisions about care. 
 
North Tyneside CCG committed £120k in 2013/14 to improve the standards of care for 
patients at the end of their life. It was agreed that primarily, the investment would focus 
on challenging resources in to Nursing Homes with a longer term aspiration for 
developing a similar model in to residential homes 
 
A team of Specialist Nurses (2 x WTE) currently provide advice, support, education and 
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hands on clinical care across the 18 nursing homes in North Tyneside. This service will 
continue to be commissioned for nursing homes, and in addition an extended service 
covering the larger population of care homes will be commissioned. 
 
Key metrics: 

• Hospital admissions in the last 100 days of life 
• Numbers of people on palliative care registers 
• Proportion of people dying in the place of their choice 

 
b) Commission a high-quality proactive primary care service for residents of nursing 

homes 
 

The CCG is preparing a Local Enhanced Service for the provision of primary care in 
nursing homes. This will aim to ensure that each nursing home is matched to a general 
practice and set clear standards for structured care to be provided to residents. 
 
The high level emergency admissions from nursing and residential homes is not 
surprising given that residents are frail elderly with multiple medical problems. Evidence 
from the British Geriatrics Society (BGS) suggests that these admissions can be reduced 
by increasing levels of proactive care to nursing and residential home residents. 
In addition, BGS commissioning guidance suggest more proactive input from GPs can 
help to improve communication flows, harness better care coordination and care 
planning, especially around end of life care and improve the quality in chronic disease 
and medicines management 
 
The objects of the Local Enhanced Service are: 
 
For the residents 

 Improved experience through high quality care e.g.; reducing distress from 
depression, disorientation, agitation, pressure sores, contractures, constipation, 
pain and sleeplessness. 

 Minimisation of predicable acute events; e.g. urinary infections, pneumonia, 
chest infections. 

 Avoidance of unnecessary progression of long term conditions coupled with 
reduction in adverse drug events and t he unnecessary burden of irrelevant 
treatment. 

 Reduced risk of falls, fractures and other injuries. 
 Enhanced autonomy and involvement in decisions about care, place of care and 

place of dying. 
 Reduced fear of dying and enhanced experience of dying for residents and their 

families. 
 
For the GP Practice Provider 

 Enhanced equity of care (Equality Act 2010) and health related quality of life. 
 Improved efficiency of local resources leading to: 

o Reductions in A&E attendances 
o Non-elective hospital admissions 
o Evidence of proactive collaborative approaches to community healthcare. 

 Reduction in the costs and risks of prescribing. 
 Improvements in safety of care 
 Fewer premature deaths as a result of patient centred approaches to the 
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management of long term conditions, with individualised treatment goals (where 
appropriate) and improved coordination of specialist advice. 

 
For Nursing and Residential Homes 

 Reliable access to familiar health professional medical cover. 
 Greater collaboration and partnership working with GPs and t he healthcare 

system in general including shared clinical governance. 
 Clarity on mutual obligations and responsibilities 
 Agreed systems of communication including for out of hours and urgent needs.  
 To use standardised documentation in the care homes and ensure appropriate 

links with care plans. 
 
General Practices which sign up to the LES will: 
 

• Ensure regular scheduled visits by appropriately commissioned GP to review 
particular residents with new needs, perform routing reviews and to liaise with 
other health and social care professionals – including geriatricians. 

 
• Undertake a comprehensive assessment of new patients on admission and develop 

a patient centred care plan within a specified time-period. 
 

• Work in conjunction with pharmacists in the undertaking of a medication review at a 
frequency over and above essential GMS standards at least every six months and 
ensure a medication review is completed for patients recently discharged from an 
acute hospital admission. 

 
• Ensure prompt recognition of residents requiring imminent end of life care that 

identifies issues and goals, making appropriate treatment plans within a shorter 
period as needed. 

 
• Instigate advanced care plans for acute events and for preferred end of life care, in 

partnership with the resident, their family and their advocate. 
 

• Establish regular structured multidimensional reviews at least every six months, or 
sooner of clinically indicated. 

 
Key metrics: 

• Number of patients reviewed during the period October 1st 2014-31 March 2015 
• Number of patients with an active care plan for the period October 1st 2014-31 

March 2015 
• Number of people with an advanced care planning, October 2014-31 March 2015 
• Number of emergency admissions from nursing and residential homes 

 
Contract for quality improvements in residential care 
More cost effective contracts will be developed with providers, with clear expected clinical 
outcomes.  A policy will be established in relation to care packages at home, based on 
assessed need, quality and value for money. 
 
Key metric: 

• Average cost per case 
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Personal health budgets 
Establish a process, policy and procedures for the introduction of personal health 
budgets in line with the current North Tyneside Social Care Direct Payments process. 
 
Key metric: 

• Number of people with personal health budgets 
 
Developing the range of assistive technology available and reducing the times for 
assessment and provision.  
In order to support a shift to more proactive care, implement telehealth across primary 
care, focusing on COPD and hypertension. 
 
Key metrics: 

• Number of people offered assistive technology 
• Volume of emergency admissions 

 
 

Urgent Care 
 
Increasing the use of an ambulatory care approach 
An ambulatory care clinic is in operation at North Tyneside General Hospital which has 
been associated with a substantial reduction in zero-day emergency admissions. The aim 
of this activity is (a) to encourage further growth in the use of ambulatory care at NTGH 
for the conditions suggested by the NHS Institute as being appropriate; (b) introduce a 
similar service at Newcastle Hospitals.   
 
Table 5 – guidance from the “Directory of Ambulatory Emergency Care for Adults” (NHS 
Institute) 

Conditions for which 60-90% of cases are 
expected to be suitable for ambulatory 
emergency care 
Abcesses requiring surgical drainage - perianal, 
breast wound 
Acute painful bladder outflow obstruction 
Acute scrotal pain 
Anaemia 
Appendicular fractures not requiring immediate 
internal fixation 
Cellulitis of limb 
Chronic indwelling catheter related problems 
Deep Vein Thrombosis 
Diabetes with hypoglycaemia or hyperglycaemia 
Diseases of Bartholin's gland 
Early pregnancy bleeding 
Falls including syncope or collapse 
First Seizure 
Gross haematuria 
Head injury without clinical complications 
Known oesophageal stenosis 
Lower gastro-intestinal haemorrhage & 
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gastroenteritis 
PEG related complications 
Pleural Effusions 
Pulmonary Embolism 
Renal/ureteric stones 
Transient Ischaemic Attack 

 
Analysis of emergency admissions for the conditions listed in Table 5 shows that there 
have been large reductions in admissions for some conditions – particularly DVT and 
cellulitis – but there is still scope for expanding the ambulatory approach to other 
conditions.  
 
Effective and comprehensive coding of ambulatory care data will be essential in order to 
improve understanding of the clinical mix being seen in an ambulatory care setting. 
 
Key metrics: 

• Number of first appointments in ambulatory care clinic, grouped by diagnosis 
• Volume of emergency admissions 

 
Extend the service hours of the recently-commissioned Integrated Elderly 
Assessment and Admission Avoidance Service 
This service, commissioned  i n 2013, provides a s ingle point of access for health and 
social care professionals with a f ocus on admission avoidance and early discharge 
support for over 65; it services medically stable people who have the mental capacity to 
participate in a pr ogramme of rehabilitation following comprehensive nursing, therapy 
and social care assessments.  
 
Current opening hours are 0800-2000 Monday to Friday and 1400-200 on Saturday and 
Sunday. We wil consider extending the hours to 0800-2300 in 2015/16, when the service 
will have had time to build up the level of referrals within existing hours. 
 
Key metrics: 

• Number of referrals to the service 
• Number completed without hospital admission 
 

 
Reduce alcohol-related admissions  
Public Health have commissioned a Tier 3 service to address the needs of people who 
are frequently admitted to hospital with conditions directly related to alcohol, which will 
commence operation in April 2014. 
 
Key metrics: 

• Number of referrals to the service 
• Number of A&E attendances related to alcohol 
• Number of alcohol-specific emergency admissions 

 
 

Provider efficiency 
 
 

• Reduce the number of consultant-to-consultant referrals 
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• Reduce the ratio of review-to-new outpatient appointments 
• Reduce excess bed days  

 
 
 

Protecting social care 
 
We will continue to maintain services for people with critical and substantial social care 
needs. 
 
Current activities funded under s256, s75, and s117 agreements will come under the 
Better Care Fund from 2014/15 onwards. This includes contributing towards the costs of:  
 

• Reablement 
• Carers breaks 
• Community based services (e.g home care, day care, community meals, etc) 
• Crisis response service (carecall) 
• Equipment supply and adaptations 
• Mental health services 
• Services for people with learning disability 
• Intermediate Care (The Cedars) 
• Funded Nursing Care 
• Shared Care Funding 
• s117 aftercare services 

 
 
Key metrics: 

• The proportion of service users who are supported to live independently at home 
• Proportion of service users who are in permanent residential care 
• Number of permanent admissions into residential care per 100,000 of the 

population 
• Proportion of people 65+ who are still at home 91 days following discharge from 

hospital into reablement/rehabilitation services 
• The proportion of older people aged 65 and over offered reablement services 

following discharge from hospital 
• The ratio between expenditure on urgent healthcare before reablement, and 

expenditure after reablement 
• Mean average change in EQ-5D score for clients of the reablement service 
• Carers receiving a needs assessment or review and a specific carers service or 

advice and information 
• Proportion of adults with learning disabilities in paid employment 
• Proportion of adults with learning disabilities who live in their own home or with 

their family 
• The number of users of the crisis response service 
• The number of calls to the crisis response service 
• The proportion of calls to the crisis response service resulting in A&E attendance 
• Percentage of items of equipment or minor adaptations delivered within 7 working 

days 
• Median waiting time for delivery of equipment or minor adaptations 
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In addition we are exploring the scope for additional support to social care, including 
overnight care support; increased use of telehealth; emergency home care; procuring an 
improved home care service; slow stream rehabilitation beds; and the use of community 
navigators.  
 
As recommended in national guidance, the Better Care Fund will also be used to support 
two aspects of implementation of the Care Bill: 

• Capital costs (including IT) associated with the implementation of the capped 
costs scheme 

• Revenue costs of new entitlements for carers and the introduction of a national 
minimum eligibility threshold,provision of better information and advice, advocacy, 
safeguarding and other measures in the Care Bill. 

 
The Fund also includes £790k specified in national allocations, for the Disabled Facilities 
Grant. 
 

Mental Health 
 
We are committed to achieving parity of esteem for mental health, i.e. ensuring we are as 
focussed on improving mental health as physical health.  
 
The Northumberland, Tyne and Wear NHS Foundation Trust notes that  
 

“spend on the provision of its inpatient services is £92.2m compared  to £84.8m on 
its community services, this means that at any time 3% of patients are consuming 
52% of resources.  

 
Many inpatients do not necessarily need to be in an inpatient service but there is 
not always the necessary community services to support them out of hospital. The 
Trust is therefore committed to working with Commissioners to rebalance 
resources, improving community pathways/services and  reducing the reliance on 
inpatient beds thereby balancing resources to maximise quality over cost. 

  
The Trust's Transforming Services Programme is the vehicle for implementing the 
new service model, improving community pathways and reducing the reliance on 
inpatient beds and providing sustainable specialist services.   
 

Two of the most significant developments relating to the Better Care Fund are “Prinicipal 
Community Pathways” and “Augmenting Services”. 
 

o Principal Community Pathways- 
Principal Community Pathways is the Trust’s ambitious transformation programme to 
enhance the Trust’s community services. The aim is to significantly improve the quality 
and effectiveness of those services, introducing new and better pathways for service 
users, making it easier to access our services and receive the right service at the right 
time. The new pathways will require Trust clinical staff to work in a different way with their 
time being freed up so that they can spend more time with service users. Administrative 
and support staff will also have to work in different ways to support the clinical staff. 
 
As a starting point the Trust is to introduce new pathways for those adults with psychosis, 
non psychosis, cognitive disorders and a learning disability. The new pathways will 
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include a single point of access available 24/7. The new pathways proposed have been 
designed in detail with significant involvement from service users, carers, partners and 
staff. 
 
By improving community services less people will require admission to hospital reducing 
the demand on inpatient services. To make it work will require people with new skills, in 
new jobs and new teams, in new locations, with different structures and ways of working. 
 
NTW Trust proposes to implement the new pathways in Sunderland and South Tyneside 
during 2014/15 and at the same time start preparatory work in the other localities, 
including North Tyneside, with the aim of full implementation by May 2015. 
 

o Augmenting Services – 
The Augmenting Services Programme includes transforming inpatient services. 
 
The Trust aims to improve the quality, experience and outcomes for our service users by 
making big improvements to our inpatient services;  providing the right types of wards, in 
the best environments, aligned to recognised best practice service models and service 
user need. Wards need to be staffed to the right level of people with the right level of 
skills. Wards and community teams also need to work together better so service users 
have a smooth transition from inpatient to community care. 
 
The resulting improved community and inpatient pathways will deliver better outcomes 
and this will result in less reliance on inpatient services. This reduced reliance means that 
the Trust will need fewer beds and fewer wards. The Trust aims to reconfigure these to 
co-locate wards that operate on the same pathway. This will enable the provision of 
improved care, safety and the sustainability of services. 
 
This will mean fewer sites and whilst this may cause some increase in travel for those in 
hospital and their family, the overall travel will reduce as far fewer people will be admitted 
and lengths of stay will fall. 
 
 
In addition to the above initiatives focussed on the services provided by the 
Northumberland, Tyne and Wear NHS Foundation Trust, the CCG will also commission a 
Liaison Psychiatry service.  
 
It is estimated that approximately half of all in patients in a hospital setting have a mental 
health condition which includes depression, dementia or delierium. If those co-morbidities 
are not treated, it can result in poorer health outcomes and increased morbidity and 
mortality rates. 
 
The Liaison Psychiatry service is described on page 7.  
 
 
 
 
c) Implications for the acute sector 
Set out the implications of the plan on the delivery of NHS services including clearly 
identifying where any NHS savings will be realised and the risk of the savings not being 
realised. You must clearly quantify the impact on NHS service delivery targets including 
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in the scenario of the required savings not materialising. The details of this response 
must be developed with the relevant NHS providers.  
 
 
 
The table below shows the effect on PBR tariff income related to avoided admissions. It 
does not take account of any income which may accrue to the Foundation Trusts 
providing community services as part of redesigned pathways 
 
Foundation Trusts will themselves consider how to respond to these changes through 
any reconfiguration of facilities, reprofiling of workforce skills, or changes in workforce 
numbers that may be required, and discuss the outcomes with partners. The section on 
Mental Health above shows that the Northumberland, Tyne and Wear Mental Health 
Trust is well advanced in considering any required reconfiguration. 
 
The draft BCF submissions from Northumberland and Newcastle – neighbouring areas 
which use the same providers – shows that the themes adopted in each BCF plan are 
very similar; however at the time of writing the Northumberland and Newcastle plans 
have not yet quantified the volume and cost impact on FTs in the same granularity as 
shown in Table 6 below.  
 
Table 6 
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For Northumbria Healthcare NHS Foundation Trust, the impact of the proposed activity 
changes, if fully achieved, equate to (from the 2013/14 baseline): 
 

• 4,306 fewer excess bed days, resulting in reduced tariff income of approximately 
£861k 

• 2,183 fewer emergency admissions, resulting in reduced tariff income of 

Area of saving Reduced activity Planned saving 
£

Area of investment Planned 
activity 
reduction - 
all providers 
(from 
2013/14 
forecast 

) £             69,704 Primary care provision of urgent care services as 
an alternative to A&E

1,291

 £           500,000 Ensuring all patients aged 75 + have a dedicated 
care manager, including supporting GP practice 
plans; provision of proactive and coordinated 
primary care input to nursing and residential 
homes; and continuation of HRPP programme with 
extended geriatrician support

172

 £           607,809 Advanced care planning in nursing and residential 
homes and expanding palliative care approaches 

283

 £           250,000 Increased use of ambulatory care 630

 £           200,000 Community based falls prevention and 
assessment pathway

41

 £           200,000 Reduce repeat alcohol related admissions 222

 £           137,000 Reduce emergency admissions for COPD 56

 £           164,847 Extend the service hours of the integrated elderly 
assessment and admission avoidance service.

194

 £           687,635 Overnight care support 730

 £           486,578 Increased use of telehealth & telecare 211

 £           500,000 Offer reablement to a greater proportion of  
elderly patients who are discharged from hospital. 

201

 £           102,492 Community navigators & support network 35

 £           613,000 Extend Care @ Home concept, currently used for 
patients with COPD, to other appropriate 
specialities, so that patients are discharged home 
as soon as an MDT permits but continue to receive 
care, using a ‘virtual ward’ approach. 

2425 excess 
bed days

 £           200,000 Emergency home care 1000 excess 
bed days

 £           160,000 Slow stream rehabilitation beds 800 excess 
bed days

 £           495,000 Procuring an improved home care service 825 excess 
bed days

 £           100,000 Liasion Psychiatry 500 excess 
bed days

Implementation of  the 
NTW Transformation 
Programme

 £           526,997 Implementing "Principal Community Pathways" 
and "Augmented services" to reflect switch in 
investment from inpatient services to commuinty 
services

6,001,061£       

1,291  fewer A&E 
attendances; 1,597 fewer 
emergency hospital 
admissions

Reduced attendance at A&E 
and reduced admissions to 
hospital

Reduced length of stay in 
hospital and extending 
‘care @ home’ concept to 
specialities within acute 
tariff.

2980 excess bed days

TOTAL SAVINGS
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approximately £2.99m 
•  fewer A&E attendances, resulting in reduced tariff income of approximately £53 
• Planned investment reduction of £3.89m  

 
For The Newcastle upon Tyne Hospitals NHS FoundationTrust, the impact 
 of the proposed activity changes, if fully achieved, equate to (from the 2013/14 baseline): 
 

• 1.244 fewer excess bed days, resulting in reduced tariff income of approximately 
£249k 

• 1,189 fewer emergency admissions, resulting in reduced tariff income of 
approximately £1.04m 

• 303 fewer A&E attendances, resulting in reduced tariff income of approximately 
£16k. 

• Planned investment reduction of £1.28m 
 
In order to mitigate the risk that there is a time lag between the development of 
alternative community and social care services, and the release of savings from acute 
care, a contingency fund of £3m will be created.  
 
The tariff reductions shown represent gross reductions and do not take account of the 
cost of provision of alternative services, with the exception of ambulatory care where the 
savings are based on the difference between current costs and the ambulatory care tariff, 
ie they represent a net reduction in cost.  
   
These monetary values do not take account of contract rules such as non-payment for 
30-day readmissions; the application of contract rules will reduce the actual impact on 
trusts.  
 
To put these reductions into context, Figure 1 shows the trend in emergency admissions 
of North Tyneside patients for the past five years.  
Figure 1 
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fallen steadily. The volume for April-December was -22% lower than the same period in 
the previous year, and 2.8% lower at Newcastle Hospitals.  
 
The reduction in A&E attendances (Figure 2) has not been as large as for emergency 
admissions, but A&E attendances by North Tyneside patients did decrease by 3.2% at 
Northumbria Healthcare, and 1.7% at Newcastle Hospitals, during a period which saw 
large increases in A&E attendances nationally. 
 
Figure 2 
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Governance 
Please provide details of the arrangements in place for oversight and governance for 
progress and outcomes  
 
 
The North Tyneside Health and Social Care Integration Programme is led by an 
Integration Programme Board which includes the Chief Executive of a local  acute 
provider, Chief Officer of the CCG, and Deputy Chief Executive of the local authority. 
The Integration Programme Board reports to the Health and Wellbeing Board which 
is chaired by the Elected Mayor. Reporting to the Integration Programme Board, are 
five partnership boards dealing with specific workstreams: older person's pathway; 
urgent care; joint disability and additional needs; integrated learning disability; and 
healthy living. 
 
Figure 3 
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The business of planning, implementing, monitoring, and evaluating the Better Care 
Fund forms a subset of the business of the overall North Tyneside Health and Social 
Care Programme. Figure 4 below illustrates the governance arrangements for the 
BCF in more detail. 
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Figure 4 

 
 
The BCF work is aligned to three of the integration boards; Older People, Urgent 
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extend and develop the approach to ambulatory emergency care, and to develop a 
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of the Northumberland, Tyne and Wear NHS Foundation Trust Modernisation 
Programme, are also included in the scope of the Better Care Fund but are not 
aligned to existing integration boards. 
 
The Better Care Fund Coordination Group is  a proposed renaming of the group 
which helped to develop this Better Care Fund plan. The group includes senior 
membership from the CCG, North Tyneside Council, and three local NHS 
Foundation Trusts (Newcastle Hospitals, Northumbria Healthcare, and 
Northumberland, Tyne and Wear). The group will be invited to consider terms of 
reference in March which could include: 
 

• Providing advice on the continued development of the portfolio of activities 
which make up the Better Care Fund 

• Providing assurance on the robustness of planning assumptions 
• Ensuring that a comprehensive approach to risk management is in place 
• Ensuring that best practice methods for identification, measurement, 

realisation, and spread of benefits are implemented 
 

The identified project sponsors and project managers for each initiative are identified 
in Table 7 below. During March and April provider input will be confirmed (some are 
already in place) and workstream activities will be initiated, including confirmation of 
milestones, timescales, responsibilities, costs, risks, and benefits. 

 
 
Table 7 

 Project Sponsor Project Manager 

Primary care provision of 
urgent care services as an 
alternative to A&E 

Martin Wright / Shaun 
Lackey 

Helen Steadman 

Ensuring all patients aged 75 + 
have a dedicated care manager, 
including supporting GP 
practice plans. 

Lesley Young-Murphy Kevin Allan 

Advanced care planning in 
nursing and residential homes 
and expanding palliative care 
approaches  

Kathryn Hall Tom Dunkerton 

Increased use of ambulatory 
care  

Shaun Lackey Helen Steadman 

Community based falls 
prevention and assessment 
pathway 

Caroline Sprake Tom Dunkerton 

Reduce repeat alcohol related 
admissions  

Marietta Evans Oonagh Mallon 

Reduce emergency admissions 
for COPD  

Caroline Sprake Tom Dunkerton 
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Extend the service hours of 
integrated elderly assessment 
and admission avoidance 
service. 

Shaun Lackey Helen Steadman 

Overnight care support Jacqui Old Kevin Allan 
Increased use of telehealth Jacqui Old Kevin Allan 
Emergency home care Jacqui Old Kevin Allan 
Procuring an improved home 
care service 

Jacqui Old Sheila Watson 

Slow stream rehabilitation beds Jacqui Old Kevin Allan 

Community navigators & 
support network 

Jacqui Old Sheila Watson 

High Risk Patient Programme - 
continuation of current 
programme and extend 
geriatrician support 

Caroline Sprake Tom Dunkerton 

Liasion Psychiatry Ruth Evans Anya Paradis 
Reducing Length of Stay 
(including but not limited to 
"Care@Home" concept) 

Caroline Sprake Tom Dunkerton 

Offer reablement to a greater 
proportion of  elderly patients 
who are discharged from 
hospital.  

Jacqui Old Kevin Allan 

Implementation of the NTW 
Modernisation Programme 
within North Tyneside 

Ruth Evans Anya Paradis 
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3) NATIONAL CONDITIONS 
 
a) Protecting social care services 
Please outline your agreed local definition of protecting adult social care services 
 
 
 
Locally we recognise that in recent years Adult Social Care has faced a number of 
challenges, including the need to make significant savings at a time of increasing 
demand on services.  At a local level our approach is two-pronged and seeks to 
ensure that within North Tyneside we are able to: maintain our existing thresholds 
set under Fair Access to Care Service at critical or substantial, both at this current 
time, and also following the implementation of national eligibility criteria being 
introduced with the enactment of the Care Bill; and to avoid making budget cuts that 
impact upon our ability to contribute positively towards reducing or delaying demand 
for longer-term care and support, or from integrating services locally to produce 
better outcomes for our customers. 
 
 
Please explain how local social care services will be protected within your plans 
 

The local Government Settlement announced in December 2013 indicated 
that the central government grant to run local services will fall by 8.5 per cent 
over the next two years over and above the additional NHS support for social 
care. The next two years will be the most challenging yet for local public 
services. By the end of this Parliament, local government will have made £20 
billion worth of savings.  
 
The transfer of funding from the NHS to social care is included within the 
overall settlement for the local authority and the Better Care Fund currently 
has £4.7m committed to the protection of adult social care in 2014/15.  This 
funding will be used to support a range of existing services and transformation 
programmes, which are of benefit to the wider health and social care system 
and produce better outcomes for our customers and without this investment 
would be at risk of reduction, due to budget pressures. 
 
In order to maintain the same levels of service as in 2014, whilst taking 
account of the combined impact of growing demand for services and the 
reduction in the older people’s social care budget, we are predicting that in 
2025, this will create a predicted £6 million shortfall 
 
In addition, it is important to remember the reforms being implemented 
through the Care Bill need to be fully costed and funded as new burdens. The 
additional costs of the Care Bill (excluding the care cap and increased 
thresholds) are intended to be funded through the Better Care Fund. The 
Government has estimated this cost as £0.581m in 2015/16 and the Council 
is working hard to clarify the anticipated financial implications. 
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b) 7 day services to support discharge 
Please provide evidence of strategic commitment to providing seven-day health and 
social care services across the local health economy at a joint leadership level (Joint 
Health and Wellbeing Strategy). Please describe your agreed local plans for 
implementing seven day services in health and social care to support patients being 
discharged and prevent unnecessary admissions at weekends 
 
 
The ethos of 7-day working will be a guiding principle for future service 
developments. As an example, an Integrated Elderly Assessment and Admission 
Avoidance Service was commissioned in August 2013. The service extends the 
hours and staffing complement of a previous team and supports patients aged 65+ 
who are medically stable but require a comprehensive nursing, therapy, and social 
care assessment and intervention. The service aims to deal with the immediate 
presenting problem in order to maintain the patient in their usual place of residence 
with an integrated package of care.  
 
The service is now available 8am – 8pm Monday-Friday, and 2pm – 8pm on 
weekends and bank holidays.  
 
The service provides time limited input which would normally be for a period of up to 
two weeks. People can be referred if they have a short term rehabilitation need and 
have the ability to work towards independent living within their own home. An 
individual care plan is  formulated that may assist with activities of daily living, 
improve mobility, monitor medication, provide health education and psychological 
support. To facilitate this, the team works closely with the existing framework of 
services e.g. reablement, district nursing, community matrons, and has access to 
step-up beds. 
 
Where a patient needs access to a geriatrician or diagnostics, the nurse practitioners 
will triage the patient and carry out the initial clinical examination and facilitate any 
necessary diagnostics in preparation for the patient being seen by the consultant 
geriatrician. The expectation is that the patient will be discharged back into the 
community on the same day as assessment. 
 
We wil consider extending the hours to 0800-2300 in 2015/16, when the service will 
have had time to build up the level of referrals within existing hours 
 
Loan equipment is available out of hours via buffer stores; social workers are 
available on-call at the weekend.  
 
We will explore the scope for discharging a greater proportion of patients at the 
weekend and plan to alter working patterns of associated services if necessary. 
 
 
c) Data sharing 
Please confirm that you are using the NHS Number as the primary identifier for 
correspondence across all health and care services.  
 
Yes, all health and care systems will use the NHS number. 
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If you are not currently using the NHS Number as primary identifier for 
correspondence please confirm your commitment that this will be in place and when 
by  
 
All NHS organisations use the NHS number as the primary identifier. The local 
authority has begun to populate their systems with the NHS number where it is 
known, and is currently progressing the compliance process for the Information 
Governance Toolkit, to enable N3 connection and subsequently the ability to trace 
NHS numbers. Bulk matching of NHS numbers will begin in Quarter 1 of 2014/15 
and be completed by Quarter 4.3 
 
 
The use of the NHS number in adult social care will enable us to track, monitor, and 
evaluate the impact of our initiatives, including the use of both health and care 
services. 
 
 
Please confirm that you are committed to adopting systems that are based upon 
Open APIs (Application Programming Interface) and Open Standards (i.e. secure 
email standards, interoperability standards (ITK))  
 
Confirmed 
 
 
Please confirm that you are committed to ensuring that the appropriate IG Controls 
will be in place. These will need to cover NHS Standard Contract requirements, IG 
Toolkit requirements, professional clinical practise and in particular requirements set 
out in Caldicott 2. 
 
 
We are committed to ensuring that the appropriate IG controls will be in place. Any 
current email notifications of person-identifiable data are carried out through 
NHSmail or GCSX services approved for that purpose. Compliance with 
interoperability standards is built into all relevant procurements.  
 
 
d) Joint assessment and accountable lead professional 
 
Please confirm that local people at high risk of hospital admission have an agreed 
accountable lead professional and that health and social care use a joint process to 
assess risk, plan care and allocate a lead professional. Please specify what 
proportion of the adult population are identified as at high risk of hospital admission, 
what approach to risk stratification you have used to identify them, and what 
proportion of individuals at risk have a joint care plan and accountable professional.  
 
 
The general practitioner is the identified lead professional for their patients who are 
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at risk of hospital admission. GPs call on the support of community matrons, working 
alongside the GP with district nurses, social workers, and other relevant 
professionals in mult-disciplinary meetings within the established High Risk Patient 
Programe.  
  
LACE scores are used to categorise patients into high, medium, and low risk of 
hospital admission within 30 days. The Combined Predictive Model score is also 
available and performs the same function for predicting risk of hospital admission 
within 12 months. Both LACE scores and Combined Predictive Model scores are 
available to general practices through the RAIDR system. The scores are calculated 
using information from both secondary care and primary care. 
 
Approximately 48% of patients aged 65+ have a high LACE score on discharge from 
hospital. 4,300 patients were discharged from hospital with a high LACE score.  
 
The 65+ population of North Tyneside is predicted by ONS to increase by 8% by 
2015/16. This will increase the potential numbers of patients at high risk of hospital 
admission.  
 
The High Risk Patient Programme uses LACE scores, supplemented by expert 
opinion through MDT meetings, to provide case management of patients with the 
highest risk of admission. This group forms the pool of potential candidates for 
inclusion in the High Risk Patient Programme, subject to clinical review by multi-
disciplinary teams, who may add other patients to the programme or agree that 
some patients are not suitable for the programme.  
 
There are currently c800 patients enrolled on the High Risk Patient Programme  
 
By 2015/16, we will: 

• Increase the number of very high risk patients enrolled in the High Risk 
Patient Programme 

• Design and implement an appropriate case management process for patients 
with moderate to high admission risk 

• Explore the potential for a complementary service which is based on a social 
model and utilises volunteers. 
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4) RISKS 
Please provide details of the most important risks and your plans to mitigate them. 
This should include risks associated with the impact on NHS service providers 
 
Risk Risk rating Mitigating Actions 
 Conseq

uence 
Probability Score 

(cos. * 
prob,) 

 

Forecast potential  
reductions in acute 
activity may be 
overestimated 

4 3 12 Continue to work through the 
methods used to predict potential 
changes, with providers and 
commissioners, between Jan 2014 
and submission of the final plan in 
April 2014. 

Delay in delivery of 
community based 
services may impact 
on ability to avoid 
hospital admissions 
and discharge more 
quickly 

4 3 12 Meet with chairs of integration 
boards and commissioning 
managers to progress preparatory 
work with the aim of achieving full-
year delivery in 2015-16. 

Cash savings may 
not arise from 
reductions in hospital 
admissions because 
national policy is that 
only 30% of the cost 
of emergency 
admissions above a 
2008/9 baseline is 
paid to providers, ie 
the saving has 
partially been 
enforced already. 

3 3 9 Northumbria Healthcare accounts 
for 73% of emergency admissions 
and the level is currently below the 
2008/9 baseline therefore this issue 
does not arise for Northumbria.  
 
Emergency admissions to 
Newcastle Hospitals are currently 
above the 2008/9 baseline and 
further analysis is needed to more 
accurately translate projected 
volume reductions into actual tariff 
reductions. 

Cash savings may 
not arise from 
reductions in hospital 
admissions because 
national policy is that 
readmissions within 
30 days are not paid.  

3 3 9 Further analysis is required to 
assess the extent to which avoided 
30-day readmissions contribute to 
the overall reductions in 
admissions, and therefore to more 
accurately translate projected 
volume reductions into actual tariff 
reductions. 

Cash savings may 
not arise from 
reductions in hospital 
admissions as 
alternative hospital-
based services may 
be substituted for 
admissions 

4 3 12 Commissioners to agree with 
providers the projected level of 
ambulatory care activity (coded as 
outpatients) including the mix of 
referral sources (A&E, GP, 
Consultant) and the pattern of 
repeat attendances. 
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BCF Planning Template Finance - Summary DRAFT

Organisation

Holds the pooled 

budget? (Y/N)

Spending on 

BCF schemes in 

14/15

Minimum 

contribution (15/16)

Actual 

contribution 

(15/16)
North Tyneside Council  £        6,585,262  £              1,364,000  £          1,364,000 

NHS North Tyneside CCG 406,000£             £            15,233,000  £        15,233,000 

BCF Total £16,597,000 £16,597,000

Contingency plan: 2015/16 Ongoing

 £                 250,000  £             250,000 

 £                 250,000 250,000£              

 £                 500,000  £             500,000 

 £                 300,000 300,000£              

Included in line 3 

above

Included in line 3 

above

 £                 200,000  £             200,000 

 £                 200,000 200,000£              

 £                 137,000  £             137,000 

 £                 137,000 137,000£              

 £                 607,809  £             607,809 

 £                 303,904 303,904£              

to be confirmed

 £                 613,563  £             613,563 

 £                 613,563 613,563£              

 £                 526,997  £             526,997 

Implementation of the NTW 

Transformation Programme

Planned savings (if targets fully 

achieved)

Appendix 2

Permanent admissions to 

residential and nursing care homes, 

per 100,000 population

Planned savings (if targets fully 

achieved)

Planned savings (if targets fully 

achieved)

Ratio of excess bed days to 

emergency bed days

Planned savings (if targets fully 

achieved)

Maximum support needed for other 

services (if targets not achieved)

Rate of emergency admissions for 

COPD, per 1,000 persons 

diagnosed on primary care registers

Planned savings (if targets fully 

achieved)

Maximum support needed for other 

services (if targets not achieved)

Rate of emergency hospital 

admissions from nursing homes 

and care homes

Planned savings (if targets fully 

achieved)

Maximum support needed for other 

services (if targets not achieved)

ASCOF 2B(2) - Proportion of older 

people discharged from hospital 

offered reablement

Planned savings (if targets fully 

achieved)

Maximum support needed for other 

services (if targets not achieved)

Rate of emergency admissions for 

causes specifically related to 

alcohol

Planned savings (if targets fully 

achieved)

Maximum support needed for other 

services (if targets not achieved)

ASCOF 2B(1) - Proportion of older 

people (65 and over) who were still 

at home 91 days after discharge 

from hospital into 

reablement/rehabilitation services 

(effectiveness of the service)

Planned savings (if targets fully 

achieved)

Maximum support needed for other 

services (if targets not achieved)

Finance - Summary

Approximately 25% of the BCF is paid for improving outcomes.  If the planned improvements are not achieved, some 

of this funding may need to be used to alleviate the pressure on other services.  Please outline your plan for 

maintaining services if planned improvements are not achieved.

£3m of the BCF in 2015/16 will be used to fund dual running costs, in the event that new out-of-hospital services do 

not develop quickly enough to enable the volume of emergency hospital admissions to reduce at the planned pace.

For each contributing organisation, please list any spending on BCF schemes in 2014/15 and the minimum and actual contributions  to 

the Better Care Fund pooled budget in 2015/16.

Rate of emergency admissions of 

persons aged 75+

Planned savings (if targets fully 

achieved)

Maximum support needed for other 

services (if targets not achieved)
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BCF Planning Template Finance - Schemes DRAFT

BCF Investment Lead 

provider

Recurrent Non-recurrent Recurrent Non-

recurrent

Recurrent Non-recurrent Recurrent Non-recurrent

Ensuring that all patients aged 

75+ have a designated care 

manager

CCG  £       250,000 

Community based falls 

prevention and assessment 

pathway 

CCG  £         200,000 

Reduced hospital admissions 

from nursing homes and care 

homes

NHCT  £         607,809 

Increasing the use of an 

ambulatory care approach

NHCT & 

NUTH

 £       250,000 

Reduce COPD admissions CCG, NHCT, 

and NUTH

 £       137,000 

Extend the service hours of the 

Integrated Elderly Assessment 

and Admission Avoidance 

Service

NHCT  £         164,847 

Case management service for 

alcohol-related admissions

NTC  £         200,000 

Community Capacity Grant - 

Care Bill - including capital costs 

associated with the 

implementation of the capped 

costs scheme 

NTC

Care Bill - Revenue costs of new 

entitlements for carers and the 

introduction of a national 

minimum eligibility 

threshold,provision of better 

information and advice, 

advocacy, safeguarding and other 

measures in the Care Bill.

NTC

Overnight care support NTC  £       687,635 

Increased use of telehealth NTC  £       486,578 

Emergency home care NTC  £       200,000 

Procuring an improved home 

care service

NTC  £       495,000 

Slow stream rehabilitation beds NTC & CCG  £       160,000 

Community navigators & support 

network

NTC  £       102,492 

NHS support to social care NTC 4,725,262£          £    4,725,262 -£                 

Reablement - extension of the 

current service, including offering 

reablement to a greater 

proportion of elderly patients who 

are discharged from hospital

NTC 1,300,000£          £    1,300,000 500,000£       

Carers Breaks NTC 560,000£             £       560,000 

Disabled Facilities Grant NTC

Dual running costs 3,000,000£          

Total  £                        -    £        6,585,262  £                -    £    6,585,262  £                -    £         3,000,000  £    3,268,705 

6,585,262£         3,000,000£          

2015/16 benefits

Please list the individual schemes on which you plan to spend the Better Care Fund, including any investment in 2014/15.  Please expand the table if necessary.

2014/15 spend 2014/15 benefits 2015/16 spend
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BCF Planning Template Outcomes & Metrics DRAFT

 

Metrics Current Baseline

(as at ...)

Performance underpinning 

April 2015 payment

Performance underpinning 

October 2015 payment

Metric Value 784 658

Numerator 280 252

Denominator 36,905 38,318

( April 2012 - March 2013 ) ( April 2014 - March 2015 )

Metric Value 89.6% 92.1%

Numerator 285 290

Denominator 315 315

( April 2012 - March 2013 ) ( April 2014 - March 2015 )

Metric Value                                                  150                                                  142                                                      139 

Numerator 242 117 115

Denominator 161100 164438 165686

( April 2012 - March 2013 ) ( July - December 2014 ) ( January - June 2015 )

Metric Value                                              2,662                                              2,608                                                  2,569 

Numerator                                              5,430 2,680                                                  2,660 

Denominator                                          204,007                                          205,514                                              207,057 

( October 2012 - September 

2013 )

( April - September 2014 ) ( October 2014 - March 2015 )

( insert time period ) ( insert time period )

Metric Value                                                    35                                                    34                                                        33 

Numerator 1,274                                                  645 639

Denominator 36,905                                            38,318 38,318

( April 2012 - March 2013 ) ( April - September 2014 ) ( January - June 2015 )

[local measure - please give full description ]

Emergency hospitals admissions in people aged 65+, for falls (ICD codes 

S* and W*) (crude rate per 1,000 people aged 65+)

For each metric, please provide details of the assurance process underpinning the agreement of the performance plans

Each trajectory has been derived from observation of current and historic activity levels (eg from SUS data) ; adjusting for future population changes using ONS projections; tracking recent 

reductions against service changes (eg the introduction of an ambulatory care clinic has substantially reduced emergency admissions); and applying reductions recommended in NICE 

guidance for the introduction of new services (eg a new falls service).

N/A

Avoidable emergency admissions (composite measure) - NHS England 

to provide data at local authority level in January 2014 (The metric 

value shown is the rate per 100,000 people, all ages)

Patient / service user experience  [for local measure, please list actual 

measure to be used. This does not need to be completed if the national 

metric (under development) is to be used]

Outcomes and metrics

If planning is being undertaken at multiple HWB level please include details of which HWBs this covers and submit a separate version of the metric template both for each HWB and for the 

multiple-HWB combined

Not applicable

Proportion of older people (65 and over) who were still at home 91 days 

after discharge from hospital into reablement / rehabilitation services

Delayed transfers of care from hospital per 100,000 population (average 

per month) (number of days of delay)

For each metric other than patient experience, please provide details of the expected outcomes and benefits of the scheme and how these will be measured.

Permanent admissions of older people to residential homes will reduce by 16%. For delayed transfers of care, the North Tyneside position is already in the top 10% of English local 

authorities but will reduce by a further 6%.  

The proportion of older people remaining at home following discharge to reablement will increase by 3%. The volume of avoidable emergency admissions will reduce by 8%, and the rate of 

admissions for falls will reduce by 17%. 

The benefit for patients for each of these outcomes, will be greater provision of care in an appropriate setting.

Permanent admissions of older people (aged 65 and over) to residential 

and nursing care homes, per 100,000 population
N/A

N/A

For the patient experience metric, either existing or newly developed local metrics or a national metric (currently under development) can be used for October 2015 payment. Please see the 

technical guidance for further detail. If you are using a local metric please provide details of the expected outcomes and benefits and how these will be measured, and include the relevant 

details in the table below

It is expected that North Tyneside will use the national metric for experience of integrated care

DRAFT Agenda Item 9.2b BCF Plan template Part 2 North Tyneside 2014-3-11



BCF – headline 

areas of focus

Area of saving Reduced 

activity

Planned 

saving £

Area of investment Testing RAG 

(Risks/ 

Doability)

 £        69,704 Primary care provision of urgent care 

services as an alternative to A&E

Impact~ Coordination of urgent care services within primary care  will include a review of  the Walk In Centre, 

access to diagnostics, GP hours, access to patient records etc. Patient education and a communications plan will 

help  to manage expectation. The initiative will require levers/incentives given the current primary care contractual 

arrangements. For providers the 4400 A&E attendances seem high (equate to 72 per week)

Risks~ Will savings be released? (Increasing access in primary care may not directly reduce attendances at A&E)

What will the affects be for current WIC capacity? The initiative is dependant on primary care engagement

Doability~ Pathway work has already started, Area Team discussions are ongoing, local visioning taking place and 

review of Oliver Wyman models for transforming primary care.

Enablers~ Contractual changes are already in discussion but these would be the main enabler in the meantime  the 

initiative would require incentives for primary care. Other enablers include improved IT systems to allow access to 

patient records and NHS 111 engagement to ensure redirection to most appropriate primary care services.

 £      500,000 Ensuring all patients aged 75 + have a 

dedicated care manager, including 

supporting GP practice plans.

Impact~ This initiative is recommended as a high impact intervention by NHS England (Anytown tool). Lots of 

evidence nationally to show the improvement in quality and cost savings as a result in a reduction in admissions. 

Locally the evaluation of High Risk Patient Programme (HRPP) shows both of these outcomes in savings and quality 

of care. This initiative adapts a similar approach for all 75+ patients. 

Risks~ The initiative requires GP engagement and will increase workload in initially implementing care plans and 

reviews etc. Some patients may choose to opt out, There is a risk of duplication with HRPP (same patients?)

Doability~ The initiative is easy to implement within the GP practice and there are pockets of best practice already 

in place. Lessons learned from HRPP are readily transferable to the project to ease implementation.

Enablers~ Contractual levers via the new Unplanned Admissions DES

 Rapid response palliative care 

approaches (Hospice @ Home) 

Impact~ This initiative aims to reduce palliative care admissions by 50%

Risks~ Risk include integration of multiple stakeholders and equal buy in to the vision and collaborative approach 

involving matched funding. There may also be contractual issues as a result in changes to pathways. There will be an 

assumption that this initiative will result in the rationalisation palliative care beds and this will need to be balanced 

with the continued requirement of  services at the same level. Respective organisations will need to follow 

recruitment processes which may impact on timescales. The initiative will benefit from an economies of scale with 

investment from neighbouring CCG and if this does not happen could affect delivery.

Doability~ Stakeholder engagement has already commenced focussing on defining the service model and pathway

Enablers~ Contract levers, workforce, pathways

Workforce~The initiative will require a specialist workforce

7 day working~ The service will operate on a 7 days a week basis including out of hours provision

The initiative requires £250k matched funding (MacMillan) investment

Advanced care planning in nursing and 

residential homes 

Impact~ The initiative will increase the number of people choosing to die at home (currently at 51.2% for North 

Tyneside, Dec 2013 data)

Risks~The main risk is the impact on the capacity of District Nursing specifically out of hours. The initiative also 

means an increase in complexity of patient need and will require DN staff training. Capacity within the specialist 

nursing team will also need to be monitored specifically around successional planning and service continuity. At this 

stage there is no firm evidence to say that the savings realised by working with the Nursing Homes will directly 

translate in a residential home setting.

Doability~ There is already a model in place within nursing homes so the initiative is around expanding that into 

residential homes. The CCG have already begun discussions with the provider around integrating the initiative  

within existing services to ensured that the initiative remains manageable and can meet its objectives

Enablers~ The main enablers are engagement and increased capacity within current teams specifically out of hours 

district nursing. The scoping exercise being undertaken in 2014 will also provide trajectories for future provision. 

Ensuring that the initiative remains owned and driven by commissioners will facilitate transition of the service.

Workforce~ There are training requirements in order to meet the complexity of need for palliative care patients

7 Day provision~ The current nursing home service is operated on a Mon to Fri basis but could be expanded across 7 

days. In the interim 7 day provision in ensured via the rapid response palliative care services

 £      250,000 Increased use of ambulatory care Impact~ Care pathways for ambulatory care sensitive conditions and ambulatory emergency care clinics will reduce 

cost as an alternative to A&E at a reduced tariff. Reviewing the current provision at Northumbria will highlight the 

potential for new pathways and for surgical ambulatory care to be included. Northumbria currently convert around 

42% of GP referrals into ambulatory cases. A similar model in Newcastle has the potential to add to the savings. 

Risk~ The biggest risk is the lack of specific clinic at Newcastle ~ will this require investment? If so how much will this 

offset the planned savings

For Northumbria the current understanding that is patients are already being directed to the clinic so there is some 

anxiety around releasing further savings however there is some scope to look at the number of review 

appointments ~ improved access to diagnostics with the new Emergency Care hospital will facilitate this as DVT 

imaging can be undertaken at first attendance. Changing the assessment processes for cellulitis is also planned to 

reduce over diagnosis and subsequent over treatment which is another efficiency in the current system and is 

expected to lead to cost improvement.

For Newcastle modelling for ambulatory care shows only a full year effect admissions of 167 for North Tyneside 

patients which is just 10% total activity therefore an estimated shift of 315 is too high. The change in tariff compared 

to current rates would only release approx. one third of the trajectory.  

A further consideration is the growing number of chronically ill elderly/frail patients and the difficulties in 

management via outpatients and the social challenges that may also need to be addressed.

Doability~ The background rational behind the saving trajectory shows potential saving up to £1.4m (using a 90%  

conversion rate of all admissions for conditions suitable for emergency ambulatory care) therefore planned savings  

appear modest

Enablers~ This initiative requires minimum enablers for Northumbria ~ Further review of individual pathways and 

scope surgical ambulatory care but requires service review at Newcastle (which is currently underway).

For both Trusts there is a requirements for a constant approach in referrals back to primary care if ambulatory care 

service pathway includes management of the initial risk in secondary care with discharge back to the GP for 

management of ongoing need.

Appendix 3:  Better Care Fund Initiatives

Admission 

Avoidance

Reduced 

attendance at 

A&E and reduced 

admissions to 

hospital

4,400 fewer 

A&E 

attendances; 

2,043 fewer 

emergency 

hospital 

admissions

 £      607,809 



 £      200,000 Community based falls prevention and 

assessment pathway

Impact~ In assessing the case for change, clinical assumption based on GP experience suggests that referrals may be 

in the region of 2 cases per week per WTE GP. The referral pathway will seek to divert patients from unplanned 

pathways this will mean that providers such as NEAS, Community Services and social care can refer directly for initial 

triage. The initiative has additional impacts in its potential to empower whole practice team (identify referral 

criteria at point of contact with the patient ~ right place , first time) and the positive impacts for patients

Risks~ The biggest risk is our ageing population therefore falls will become increasing problem and this will impact 

on capacity. The actual demand is currently unknown however the pathway includes monitoring and audit 

processes.

Doability~ Commissioners and local providers have been involved in developing elderly assessment pathways such 

as  e.g. Elderly Assessment Centre , Admissions Avoidance Resource Team. The falls pathway has been tailored as a 

compatible fit to integrate with these. There are also local and national examples of a falls service already 

embedded in practice that can readily be adopted

Enablers~ The main enabler is our workforce although in the main  teams are already in place if not yet working 

collaboratively to manage falls. The initiative requires cooperation from secondary care colleagues as A&E have a  

role within the pathway. NEAS must also be included in pathways

Rationale for £500,000~ would require 20% reduction in fractures in 65yr+ (NHS Confederation mention 30% 

reduction from community based services so some margin)

 £      200,000 Reduce repeat alcohol related 

admissions 

Impact~ The main impact will be to reduce cost in relation to repeat admissions but also to reduce the social and 

criminal impact of alcohol in the borough

Risk~ From the provider point of view the trajectories equate to a reduction of one admission per day but this still  

may not be realistic as often despite alcohol being the problem the impact of the accident or illness may still lead to 

an admission

Due to previous lack of investment and capacity in alcohol treatment services, another risk is that new services are 

overloaded with a high number of inappropriate referrals. 

To mitigate this interventions such as the use of AUDIT screening, brief advice, extended brief intervention will be 

offered in primary care and community settings. This requires GPs and other organisations engagement.  Clear 

referral criteria mean that people who are drinking at hazardous and harmful levels with other social, criminal or 

family issues will be referred into a community based service. People who are dependent and scoring above 20 on 

the AUDIT screening tool will be referred to the Tier 3 Specialist Treatment Service (Project Answer). The risk with 

regard to the Tier 3 Treatment Service is that the service does not increase its capacity for alcohol clients (currently 

approx. 700 drug clients and 300 alcohol clients) quickly enough to impact on alcohol hospital admissions. This will 

be managed by the commissioners and reviewed on a regular basis.  

Doability~ Tier 3 Treatment Service is already due to commence in April 2014. The Community Alcohol Service is in 

pilot phase and will not go out to tender until the second half of 2014-15. 

Enablers~ The Health and Wellbeing Board has identified alcohol as one of its main priorities. Sign up of GPs and 

other health, social care, criminal justice and community providers to identify people with alcohol problems and 

provide brief interventions. 

Workforce~ There are training implications both in identifying people with alcohol problems in a variety of settings 

and providing brief interventions. 

 £      137,000 Reduce emergency admissions for 

COPD 

Impact~ To achieve the saving of £137k there would need to be a reduction of an additional 87 admissions based on 

forecast activity. Work is ongoing around disease registers and spirometry and the High Risk Patient Programme 

(HRPP)

Risks~ The main risk is practice engagement. The HRPP has capacity to take more referrals

Doability~ The reduction of admissions against forecast seems a very manageable number

Enablers~ Engagement

 £      164,847 Extend the service hours of integrated 

elderly assessment and admission 

avoidance service.

Impact~ The initiative requires investment if it is to expand hours however ongoing evaluation shows positive 

impact of both services in hours to support the case for expansion. Currently both services are under used due to 

lack of clarity for referral criteria, which patient groups they serve etc. which highlights an opportunity to improve 

information and guidance for referrers.  Also currently the two services are used for very small numbers of patients 

beyond 8pm. There is however some scope in considering consultant availability beyond 5pm but this may need 

further investigation. 

Risks~ The biggest risk is engagement of referrer to ensure that any additional capacity is used to gain best 

efficiency. There will also be a requirement for additional staff.

Doability~ The initiative is easily doable as it builds on current provision however must make sure that other parts 

of the system are joined up for best impact e.g. social care availability to support discharge out of normal hours etc.

Enablers~ Key enablers include clear pathways, GP Education and promotion of the services

Workforce~ Extending the service will require recruitment of additional staff

7 day working~ The 7 day working agenda will add additional need for these services

NOTE: Links with primary care alternative to A&E and named care lead for over 75 year olds and proactive 

management initiatives



 tbc Overnight care support

 tbc Increased use of telehealth

 tbc Emergency home care

 tbc Procuring an improved home care 

service

 tbc Slow stream rehabilitation beds

 tbc Community navigators & support 

network

A pilot is due to start at Northumbria with Age UK based on the Chesterfield Royal model.

 tbc High Risk Patient Programme - 

continuation of current programme 

and extend geriatrician support

 £      100,000 Liaison Psychiatry Impact~ North Tyneside CCG will invest £240k in 2014/15 to implement a 'condensed' RAID model. The service will 

provide liaison psychiatry for over 65 year olds in both  A&E and the wards. The model agreed includes training and 

education for clinicians to ensure parity of esteem. Although anticipated net savings are still to be agreed the region 

of £500k expected. The impact on improved quality for patients without question

Risks~ The biggest risk is the actual savings which are still to be finalised.

Workforce i.e. recruitment within timescales is another risk however this is mitigated somewhat in that there is a 

current team that could be recruited on secondment in the interim. 

A final risk raised ie around future logistics of the service and the effect of moving A&E to the Cramlington site and 

its impact on the in reach support on the wards. The reality of this risk is considered small given that from other 

services evaluation shows that 86% of the reduction in readmissions and 97% of the reduction in length of stay is in 

patients over 65 years and from back of house provision requiring next day old age psychiatry intervention. 

Pathways for the Specialist Emergency Care Hospital at Cramlington will include transfer back to the base site.

Doability~ The initiative will commence in 2014 and is based on other models and lessons learned from other areas. 

It also builds on the current provision and expands an already skilled existing team.

Enablers~ The two key enablers are workforce and funding

Workforce~ The service will recruit additional staff

7 day working~ Liaison psychiatry will operate on a 7 days a week basis, office hours Monday to Friday and 4 hour 

days at weekend. Outside of these hours usual on call arrangements will be in place

 £      613,000 Extend Care @ Home concept, 

currently used for patients with COPD, 

to other appropriate specialities, so 

that patients are discharged home as 

soon as an MDT permits but continue 

to receive care, using a ‘virtual ward’ 

approach. 

A pilot has already commenced at Northumbria but further evaluation is required in order to agree future required 

investment. This investment would then need to be considered against any planned savings

 £      500,000 Offer reablement to a greater 

proportion of  elderly patients who are 

discharged from hospital. 

NTW 

transformation

Savings 

associated with 

the NTW 

Transformation 

Programme

 £      526,997 Impact~ The impact of this initiative means rationalisation of inpatient beds and a review of community services so 

that services are integrated. It includes a review of pathways across healthcare settings that are based on locality 

need.

Risks~ The scope of the initiative requires buy in from multiple organisations which poses the biggest risk. There 

may also be contractual issues as a result of changes in pathways. A further risk is the impact of rationalising 

inpatient beds at NTW on the capacity within community teams across both health and social care and on in patient 

beds elsewhere across secondary care. Collaborative working and clear pathways should minimise the risks to the 

complexity of the system of specialist services and meeting the needs of the patient but risks identified should be 

noted to include age discrimination and patients falling between services.

Doability~ The initiative is doable however it requires an agreed model and cross organisational buy in. Stakeholder 

engagement has already commenced with workshops planned for coming months. Defined pathways will reduce 

the complexity.

Enablers~ The enablers  are workforce, pathways and revised funding arrangements. Payment by results might be 

an additional enabler.

Workforce~ The scoping will provide more detail about impacts on the workforce and managing more people in the 

community. This is likely to highlight the need for additional training to manage the complexities in patient need.

7 day working~ Most community services can be accessed 7 days a week and once in place the single point of access 

will operate 24 hours a day.

TOTAL SAVINGS 3,869,357£   

Length of Stay Reduced length 

of stay in hospital 

and extending 

‘care @ home’ 

concept to 

specialities 

within acute 

tariff.

2980 excess 

bed days

Social Care 

Investment
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Report to: Governing Body  
Date:  25 March 2014 Agenda item:  11.1 

Title of report:  Director of Public Health Annual Report 2013-14 
Sponsor & Author:  Mrs Marietta Evans, Director of Public Health 

Purpose of the report and action required:  
Under the Health and Social Care Act 2012 it is a statutory requirement for the 
Director of Public Health to produce an annual report on the health of the local 
population and for the Local Authority to publish it. The Public Health Annual Report 
is the Director of Public Health’s independent, expert assessment of the health of the 
local population, based on evidence.  
 
The recommendations in the annual report are relevant to a range of agencies and 
partners but will have specific implications for the associated duties to improve health 
and reduce heath inequalities which fall within the statutory responsibilities of  
North Tyneside Clinical Commissioning Group. The Governing Body is therefore 
asked to note the recommendations and their relevance in relation to North Tyneside 
Clinical Commissioning Group commissioning plans going forward.  
Executive summary:   
 The government’s vision for public health is ‘To improve and protect the nation’s 

health and wellbeing, and improve the health of the poorest fastest’. There are two 
high level outcomes around supporting people to lead healthier and longer lives; 
− Increased healthy life expectancy - taking account of the health quality as well 

as the length of life 
− Reduced differences in life expectancy and healthy life expectancy between 

communities - through greater improvements in more disadvantaged 
communities 

 The Director of Public Health Annual Report for 2012-13 focuses on a number of 
key factors that impact significantly on health inequalities in North Tyneside – 
particularly in relation to life expectancy and healthy life expectancy. The report 
assesses the progress we are making locally in relation to reducing health 
inequalities and makes recommendations with regard to further focussed action. 

 Moving forward the focus needs to be very clear in terms of understanding who 
experiences the most significant health inequalities and ensuring that services 
currently funded to address heath needs as well as providing a universal ‘offer’ to 
all in the population, are focussed on and reach those most in need and are 
producing the desired outcomes. We therefore need to tackle the root causes of ill 
health as well as providing interventions early once people have been identified as 
needing further help or have been diagnosed with a disease for example. 
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Report to:  Governing Body 
Date:  25 March 2014 Agenda item:  11.2 

Title of report: Strategic & Operational Planning  
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 CCG is required to develop a 2 y ear Operational Plan and a 5 year Strategic 
Plan, with the final plan being required to be submitted to NHS England by 20 June. 
 
As part of the development of strategic and operational plans, CCGs are required to 
specify levels of improvement for the following:   
 
• Outcome ambitions 2014/15-2018/19 
• Quality premium 2014/15. 
 
The purpose of the enclosed paper (appendix A –C) is to explain the Quality 
Premium measures and the rationale behind the CCG’s proposed trajectories for 
improvement against the outcome ambitions.  T hese are set in the context of the 
commissioning priorities ‘Plan on a Page’.   
 
The Quality Premium and trajectories were submitted in draft to NHS England on 14 
February, following submission to the Health & Wellbeing Board. A second draft 
submission is required on 12 March, to be followed by a f inal submission date of 4 
April 2014.   
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Appendix A 
 

 
Strategic and Operational Planning 
 

1. Introduction 
 
The CCG is required to develop a 2 y ear Operational Plan and a 5 year Strategic 
Plan, with the final plan being required to be submitted to NHS England by 20 June. 
 
As part of the development of strategic and operational plans, CCGs are required to 
specify levels of improvement for the following:   
 
• Outcome ambitions 2014/15-2018/19 
• Quality premium 2014/15. 
 
The purpose of this paper is to explain the rationale behind the proposed trajectories 
for sign off by the Health and Wellbeing Board.  These are set in the context of the 
commissioning priorities ‘Plan on a Page’ described below.   
 
The trajectories were submitted in draft to NHS England on 14 February, following 
interim sign-off by the Director of Public Health.  A second draft submission is 
required on 12 March, to be followed by a final submission date of 4 April 2014.   
 

2. CCG Commissioning Priorities ‘Plan on a Page’ 
 
The CCG’s plan on a  page for the period 2014/15-2015/16 has been adjusted to 
reflect the national planning guidance issued in December 2013 (Appendix A).   
 
Essentially the three key priorities remain unchanged:  
 

• Urgent Care 
• High Quality Affordable Health Care 
• Care for Older People. 

 
The Health and Wellbeing Board is asked to endorse the priorities and associated 
initiatives as the basis of the CCG’s workplan for the next two years.  
 

3. Outcome Ambitions 2014/15 – 2018/19 
 
5 year trajectories are required to be s et for 5 o f the 7 a mbitions as part of the 
current planning round: 
 

1 Potential Years of Life Lost (PYLL) due to conditions 
deemed amenable to health care 

 

2 Improving the health related quality of life for people with 
long term conditions 

 

3 Reducing emergency admissions  
4 Increasing the proportion of older people living 

independently at home following discharge from hospital 
No baseline data available 
nationally at CCG level  

5 Increasing the proportion of people having a pos itive 
experience of hospital care 

 

6 Increasing the proportion of people having a pos itive  
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experience of care outside hospital, in general practice and 
in the community 

7 Making significant progress towards eliminating avoidable 
deaths in our hospitals caused by problems in care 

Indicator under 
development nationally 

 
Appendix B provides a des cription of each indicator and the rationale for the 
proposed trajectories. 
 

4. Quality Premium 2014/15 
 
A national quality premium scheme for 2014/15 was published in December 2013.  
The Quality Premium is intended to reward clinical commissioning groups for 
improvements in the quality of health services they commission and for associated 
improvements in health outcomes and reducing inequalities.  The reward is set at £5 
per head of population and can be spent on improving quality or health outcomes. 
 
The key elements are as follows: 
• Potential years of life lost from causes amenable to healthcare – no less than 

3.2% reduction 2013 to 2014 (15% weighting); 
• At least 15% (or 3% above the 2013/14 outturn if higher) of people receiving 

psychological therapies (IAPT) of those who need it by March 2015 (15%); 
• Reduction in avoidable emergency admissions between 2013/14 and 2014/15 

(25%); 
• Continued roll-out of Friends and Family Test (FFT), reduced negative responses 

between Q1 and Q4 of 2014/15 and improved average score in a patient 
improvement indicator from Domain 4 (15%); 

• Specified increase in the reporting of medication-related safety incidents from 
specified local providers (15%); 

• One local measure. 
 
The following require a local decision to be made: 
 
a) Local patient experience improvement indicator 

It is proposed that the Friends and Family Test is selected as the local patient 
experience improvement indicator in Domain 4.  T he alternatives are the 
feedback from the annual patient surveys measuring experience of hospital and 
out of hospital care, both of which are already performing very highly nationally; 
 

b) Reporting of medication related incidents 
An increase in the reporting of medication related safety incidents is required to 
be specified from local providers.  This will be measured by the number of 
medication incidents reported to the National Reporting and Learning System 
(NRLS).  The local foundation trusts are already good reporters of medication 
related incidents, with 3,383 cases reported in 2012/12, approximately 10% of all 
incidents, across the three local hospital, community and mental health trusts. It 
is therefore proposed that the Quality Premium will apply to the reporting of 
medication-related incidents by primary care.  In 2014/15, the focus will be to roll 
out a system, SIRM (Safeguard incident and risk management) across the CCG's 
29 member practices for the reporting of frontline data on incidents, experiences 
and issues with different local healthcare providers, which will include medication 
related incidents. 
 
In a t ypical year, other larger CCG areas have identified up to 100 medication 
incidents. As the system implementation will not commence until April 2014, 
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fewer incidents might be expected in the first year and a specified number of 60 
has been set as a threshold. 
 

c) Selection of local Quality Premium measure 
NHS England requires CCGs to consider a l ocal measure from the CCG 
Outcomes Dataset in the first instance.  T he preferred option is dementia 
diagnosis.   It is a s tated priority of the Health and Wellbeing Board and CCG, 
and is included in the Operational Plan on a P age against one of the three 
strategic priority areas, Care for Older People (see attached).  
 
A timely diagnosis enables people living with dementia and their carers/families 
to access treatment, care and support, and to plan in advance in order to cope 
with the impact of the disease.  It also enables primary and secondary health and 
care services to anticipate needs, and plan and deliver personalised care plans 
and integrated services, in order to improve outcomes.  
 
The CCG has appointed a GP dementia lead who is working with GP practices to 
raise awareness of dementia and h ow to manage/signpost. We are also 
undertaking a r eview of dementia services in North Tyneside, including 
benchmarking service provision against other areas. The outcome of this will be 
to develop a dementia workplan for service change and improvement, working 
with our dementia service providers to achieve the actions and milestones. 
 
The national requirement is for 67% of the predicted level of prevalence (using 
the national predictor tool) to be diagnosed by March 2015.  Current performance 
in January 2014 stands at 62.8%.   

 
5. Next Steps 

 
Final trajectories are due to be submitted to NHS England on 4 April.  In the 
meantime a draft submission is due to be made on 12 March, which will be 
subject to feedback from the Area Team.   
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Appendix C 
Outcomes Ambitions – 2014/15-2018/19  
 
Outcome ambition 1 - Potential Years of Life Lost (PYLL) due to conditions 
deemed amenable to health care (28 days to 75 yrs) 
 
Definition 
This measure is set at a rate per 100,000 population. 
 
Current baseline 
• The 2012 baseline for North Tyneside CCG is 2024, just in the top 50% of CCGs. 
• There is a requirement by NHS England to exceed the “Do Nothing” position of a 

7.9% decrease by 2018/19. 
• This measure is included in the 2013/14 and 2014/15 Quality Premium and 

requires a 3.2% annual reduction. 
 
Proposed trajectory 
• Due to a longer time series being available for the local authority resident 

population, an exponential trend was generated to provide the forecast position 
for 2018/19.   

• This indicates that an annual reduction of 3.2%, although ambitious, is 
deliverable from an estimated 2013 position.  The considerable annual fluctuation 
in this data of around 12%, however, means that the trajectory is unlikely to be 
achieved each year consistently but it represents the longer term direction of 
travel. 

• This will move the CCG from its current benchmarked position, just in the top 
50% of CCGs nationally, to the (current) 24th percentile over the next five years.   

 

 
 
 
Commissioning priorities to deliver trajectory 
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People are living longer in North Tyneside with the average life expectancy for North 
Tyneside being 79 years (77 years for males and 81 for females). 
 
There are significant differences in life expectancy between the most deprived 
quintile in North Tyneside and the least deprived. The gap for males is 11.6 years 
and for females is 9.2 years. This gap has remained constant for the last two 
decades. 
 
The principal causes of premature death in North Tyneside are cancer and 
circulatory disease followed by respiratory disease and digestive disease. These 
causes of death are the main contributors to the gap in life expectancy (69% for 
males and 71% for females).  
 
Similar patterns can be seen in the main diseases that contribute to premature 
deaths that are considered amenable to healthcare. Circulatory disease, cancer and 
respiratory disease make up ar ound 90% the potential years of life lost to people 
under 75 years from conditions amenable to healthcare. 
 
Smoking and alcohol consumption are the two main risk factors which contribute to 
premature death and the gap in life expectancy the other leading risk factors are high 
blood pressure, raised cholesterol and obesity.  
 
Locally our emphasis needs to be upon increasing life expectancy and preventing 
premature deaths in our most deprived communities. The National Audit Office 
identifies interventions which provide a cost effective way of reducing the gap in life 
expectancy which should be targeted to those people with the highest need: 

• Prescribing of drugs to control blood pressure 
• Prescribing of drugs to reduce cholesterol 
• Provision smoking cessation services.  

 
NHS England has developed the Any Town Tool which identifies high impact 
interventions and early adopter interventions that can improve service delivery within 
an area. The following interventions can have an impact upon preventing amenable 
premature deaths and reducing the potential years of life lost. 
 
High impact interventions 

• Early diagnosis: Early screening for a range of long-term conditions to 
prevent or delay onset of the disease has positive public health and economic 
impacts.  

• Self-management: patient-carer communities: Self-management 
programmes for those suffering with a long-term condition can have an impact 
on reducing premature deaths. 

• Telehealth and telecare: there are telecare schemes have demonstrated a 
45% decrease in mortality among target patient groups. 

• Case management and coordinated care: this is generally applicable 
across a range of patient groups and geographies. It has the potential not only 
to reduce the cost associated with unnecessary admissions, but also to 
improve patient experience of treatment and clinical outcomes. It may be 
expected that this intervention will reduce mortality rates. 
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• Mental health rapid assessment and interface discharge: it may be 
expected that this intervention will produce a mild reduction in the years of life 
lost due to better patient management. 

 
Early Adopter Interventions 

• Cancer screening programmes: Earlier diagnosis should result in 
significantly better outcomes for patients, meaning higher survival rates. The 
greatest benefit can be achieved by reducing the number of patients 
diagnosed with late stage cancers, and an increase in the number of patients 
diagnosed with early stage cancers, which are more easily treated. Local 
awareness campaigns linked with national campaigns and focussed activity in 
areas of high prevalence. 

• Safe and appropriate use of medicines: To reduce the number of 
preventable deaths from medication-related incidents 

 
The CCG is working with its healthcare providers, the Health and Wellbeing Board, 
North Tyneside Local Authority, Direct Commissioners and Public Health England to 
take forward the above high impact and early adopter interventions, to:  

• ensure earlier diagnosis; 
• improve case finding and management in community settings;  
• improve acute services and treatment;   
• prevent recurrence after an acute event; and  
• develop and provide integrated health and social care services. 

 
Specific plans to take forward the interventions described above will be set out in the 
CCG’s Strategic and Operational Plans to reduce the potential years of life lost due 
to amenable to healthcare in line with the ambitious trajectory set out above. 
 
Outcome Ambition 2 – Improving the health-related quality of life 
for people with long terms conditions 
 
The CCG aims to improve the quality of life for people affected by a l ong term 
condition.  A  range of initiatives are being pursued including risk identification and 
increased recording of disease registers, individual care planning, support for self-
management, and overall reduced variation in the management of patients in 
primary care, with more care being provided closer to home.  A lso, a g eneric 
rehabilitation pathway is being developed across health and social care, with remote 
monitoring of patients with COPD and high blood pressure through tele-health. 
 
Definition 
This is measured using the sum of the weighted EQ-5D values in the health 
questionnaire for all responses from people aged 18 or over identified as having a 
long term condition.   
 
Current performance of NTCCG: 

• 2012/13 (baseline) – 69.5 
• 2011/12 – 69.1 

 
Proposed trajectory 
North Tyneside CCG is ranked in the bottom 20% nationally, the highest being 79.7 
for NHS Surrey CCG.  However when compared to our 10 similar CCGs as identified 
through the Commissioning for Value Groupings, the CCG falls in the middle of the 
pack (see chart below).  



 

4 
 

 
The challenge will be to move towards the top 25th percentile, which can be achieved 
in relation to those like CCGs if the score improves to 72 across the next 5 years, i.e. 
a 0.5 increase per annum.  This would move the CCG to the third ranking, or 27th 
percentile.  The impact upon the benchmarked performance against other groupings 
is as follows:  
• England – move from bottom 20% to bottom 40% 
• North of England – move from bottom 40% to top 40% 
• CNTW Area Team – move from 5th and lowest 50% to 2nd ranking and the top 

25%. 
 

 
 
 
Outcome ambition 3 – Reducing emergency admissions 
Definition 
 
This is a composite indicator of four elements, as included within the quality premium 
and Better Care Fund: 

• Unplanned hospitalisation for chronic ambulatory care sensitive conditions 
• Unplanned hospitalisation for asthma, diabetes and epilepsy in under 19s 
• Emergency admissions for acute conditions that should not usually require 

hospital admission 
• Emergency admissions for children with lower respiratory tract infections. 

 
Current baseline/trends 
The number of admissions for adults is much greater than those for children (see 
overleaf). Therefore achievement of this indicator will be i nfluenced most by 
reductions in adult admissions.  All of these admissions are classed as “avoidable”.  
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The national strategic planning assumption is for a 15%  reduction in emergency 
admissions across the next five years.  T his will be c hallenging given an ag eing 
population and increasing co-morbidity. 
 
Below is the breakdown of the largest grouping relating to acute conditions that 
should not usually require hospital admission.  In the main, activity has reduced into 
2013/14. 
 

 
 
Looking at the chronic conditions group in more detail, COPD admissions represent 
the largest individual component, although reducing significantly between 2012/13 
and 2013/14. 
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Proposed trajectory 
The current baseline for 2012/13 is 2811, expressed as a r ate per 100,000 
population, indirectly age-sex standardised to the England population.  There has 
been a small improvement in the CCG’s ranked position since 2009/10, when the 
CCG performed in the 93rd percentile or the bottom 10% of all CCGs nationally, 
compared to an 88th percentile position or the bottom 20% by 2012/13. 
   
It is proposed that the 15% reduction is profiled equally across the 5 year period, 
which will move the CCG’s ranked position to the 72nd percentile nationally.  When 
compared to the Commissioning for Value grouping of similar CCGs, the impact will 
be to move the CCG from its current 55th percentile ranking to the 36th percentile.  
 

 
 
Commissioning priorities to deliver trajectory 
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The actions being taken to reduce admissions due to causes amenable to health 
care and long terms conditions are described in relation to ambitions 1 and 2. 
For the under 19s, this is set in the context of higher admissions for North Tyneside 
than neighbouring areas, and the new clinical pathways being developed for sick 
children in preparation for the opening of the Northumbria Specialist Emergency 
Care Hospital (NSECH) in June 2015. 
Priorities include:   

• early intervention and prevention approaches, working with primary care, 
health visitors, midwives, and t he local authority, with Family Nurse 
Partnership to be in place from 2015/16 

• refocus of the sick and injured child whole system pathway, embedding best 
practice  

• engaging and r aising awareness of families carers and young people via 
social marketing, and developing self help routes and information available to 
families and referrers, working with the patient forum. 

 
In relation to reducing admissions relating to asthma, diabetes, and epilepsy, the 
approach is to optimise a routine chronic disease model of care so that emergency 
admissions are the exception: 

• Asthma - Practice Nurses play a key role in managing asthma.  Training and 
quality assurance approaches will be considered, together with medicines 
optimisation in terms of relievers, preventers, etc.  Practice variation will be 
considered, with targeted training and expert advice to enable management of 
patients in primary care.  

• Diabetes and epilepsy - Since these admissions relate to small numbers of 
patients it would be appropriate to take a focussed approach.  The key actions 
include review of frequent users and identification of children at high risk of 
admission, with targeted training and access to consultant advice. 

• Lower respiratory tract infection - Children who are unwell with respiratory 
infections can mostly do w ell at home, but this requires families and pr e-
hospital health professionals to be confident about their assessment and 
advice.  NI CE guidance provides clarity about which children most need 
secondary care (Feverish Illness in Children -
 http://guidance.nice.org.uk/CG160), but we know that deprivation, household 
smoking, and high intensity use of services contribute to an increased 
admission rate.  The approach has been to develop capacity in families and 
primary care, including health visitors and midwives.  The aim is to achieve an 
80% primary care uptake in the Spotting the Sick Child online training, 
consider the roll-out of paediatric pulse oximeters in each practice to support 
a more robust assessment of children, support practices with high admission 
rates by sharing best practice, develop social marketing approaches, and 
improve partnership working, training and leaflets for primary care staff (HVs 
and midwives), GPs and parents.  T he prescribing of dexamethasone in 
primary care will also be reviewed. 

 
Outcome ambition 4 – Increasing the proportion of older people 
living independently at home following discharge from hospital   
 
No baseline data is currently available nationally at CCG level, and therefore CCGs 
are not expected to set a quantifiable level of ambition.  However, we have set out 
how we plan to improve outcomes over the next 5 years in the Better Care Fund 
Templates.  

http://guidance.nice.org.uk/CG160
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Outcome ambition 5 – Increasing the proportion of people having a 
positive experience of hospital care 
 
Definition 
This indicator is based upon the 15 experience of inpatient care questions from the 
national annual inpatient survey.  I t measures the total number of ‘poor’ responses 
divided by the total number of respondents, per 100 patients.  As the inpatient survey 
is collected at provider level, an algorithm has been used to attribute provider level 
data to a geographical footprint. 
 
The CCG will be using the Friends and Family Test to drive and monitor progress on 
a more frequent basis.  
 
Current baseline and trajectory 
Due to high rated performance by the CCG’s two local acute Foundation Trusts with 
a score of 115.2, the CCG is ranked 5th in the country, performing in the top 3% of 
CCGs.  Due to the current high level of performance, the wide confidence intervals, 
unpredictability of patient reported feedback and increasing patient expectations, it is 
proposed to sustain this level for the next five years.   
 
Outcome ambition 6 – Increasing the proportion of people having a 
positive experience of care outside hospital, in general practice and 
the community 
 
Definition 
This indicator is based upon the two questions in the national primary care survey: 

• Overall, how would you describe your experience of your GP surgery? 
• Overall, how would you describe your experience of Out of Hours GP 

services?   
 

The measure is the rate of ‘fairly poor’ or ‘very poor’ experience per 100 patients. 
 
Current baseline and trajectory 
Due to high rated performance by the CCG’s GP and out of hours services with a 
score of 3.4, the CCG is ranked 7th in the country, performing in the top 4% of CCGs.  
Due to the current high level of performance, the wide confidence intervals, 
unpredictability of patient reported feedback and increasing patient expectations, it is 
proposed to sustain this level for the next five years.   
 
Outcome ambition 7 – Making significant progress towards 
eliminating avoidable deaths in our hospitals caused by problems 
in care  
This indicator is under development nationally, although two contributors of improved 
reporting of medication errors and r educing health care acquired infections are 
included within the quality premium. 
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Report to:  Governing Body 
Date:  25 March 2014 Agenda item:  12.1 
Title of report:  Making sure that women in North Tyneside have the best and 
safest possible maternity services – outcome of the public consultation  
Sponsor:  Phil Clow, Director of Commissioning Development 
Author:  Steve Rundle, Commissioning Manager and Rachel Chapman, Associate, 
North of England Commissioning Support Unit 
Purpose of the report and action required:  This report provides feedback from the 
formal public consultation on future arrangements for maternity services that ran from 
9 December 2013 to 14 March 2014.  It also includes consideration of the four 
national tests which must be met for any reconfiguration of health services and of 
other statutory requirements, as well as key issues for consideration. 
 
The Governing Body is asked to: 

• consider the report 
• note the engagement process 
• note that the Clinical Executive and Council of Practices are considering the 

same report at consecutive meetings on 26 March 2014, and that the Clinical 
Executive will be making a recommendation to Council of Practices who will 
make the decision about the future of maternity services in North Tyneside 

• assure the process that has been followed, confirming that it has been 
thorough and robust 

• note that this issue will be on the agenda for the April meeting of the Governing 
Body to formally note the position and next steps. 

Executive summary:  Formal public consultation on future arrangements for 
maternity services ran from 9 December 2013 to 14 March 2014.  The proposal was 
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 followed a thorough review of maternity services, which was in line with a 
commitment made in the CCG’s commissioning plan 2013/14 to 2015/16. 
 
Findings from the review, which included independent research involving more than 
1,100 women of childbearing age, were used to inform the proposals for change.  
During the review process there were efforts to ensure all stakeholders were updated. 
Member practices were involved throughout. 
 
The consultation process was comprehensive and included widespread sharing of 
information (including the distribution of more than 90,000 leaflets to households and 
the targeting of information to venues attended by mothers and families), four public 
events, 20 attendances at mother and toddler groups across the borough to seek the 
views of women about the proposals and presentations to the Adult Social Care, 
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Health and Wellbeing Committee, the Health and Wellbeing Board and Healthwatch. 
 
On the day the consultation started there was a meeting with midwives in the 
free-standing midwifery-led unit at North Tyneside General Hospital.  Senior midwives 
from both Newcastle upon Tyne Hospitals NHS Foundation Trust and Northumbria 
Healthcare NHS Foundation Trust have taken part in the CCG maternity working 
group which met every fortnight during the consultation.  There have also been 
updates given to the Gateshead North of Tyne Maternity Partnership and the 
Northern Maternity Network. 
 
Overall, discussions have been constructive and there have been no campaigns or 
concerted efforts publicly (or otherwise) to oppose the proposals. 
 
The main issue has not been about place of delivery but about postnatal care.  It has 
been clear that women who have used the free-standing midwifery-led unit at North 
Tyneside General Hospital either for delivery or for inpatient postnatal care following 
delivery elsewhere have very much valued the experience.  The need for good quality 
postnatal care has been a consistent theme. 
 
Other issues included the loss of a local service, the impact of travelling to the new 
hospital in Cramlington, the need to know there is sufficient capacity at RVI and the 
new hospital going forward, the need for good information for pregnant women and 
for good communications following the decision-making process. 
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Report to:  Governing Body 
Date:  25 March 2014 Agenda item:  12.2 

Title of report: Principal Community Pathways  
Sponsor: Ruth Evans, Clinical Director 
Author:  Anya Paradis, Commissioning Manager 
Purpose of the report and action required:  This report is for information 
Executive summary:   
Northumberland Tyne & Wear Mental Health Trust (the Trust) is working with the 
CCG to implement a new programme over 2014, for community pathways.  
 
The aims of developing and implementing new community pathways is to: 

- Significantly improve quality, safety and experience for service users and 
carers  

- Redesign current system to allow staff to spend more time with patients 
- Enhance the skills of the Trust’s workforce 
- Improve ways of working and interfaces with partners and other pathways, 

including childrens services 
- Reduce reliance on inpatient beds and support more service users to be 

treated in the community.  
 
A high level timeline has been produced which provides some structure to the main 
phases of development. We have started the process for gaining input into services 
and communicating with key stakeholders which we see as key to meeting the aims 
described above. 
 
A high level meeting has taken place involving key stakeholders to review the model, 
confirm the vision and gain sign up across the key partners to the model. It also 
discussed opportunities where integration between organisations could be possible 
and how these could be taken forward. 
 
A wider engagement event has been arranged in April which is open to all partners 
to share the plans. 
 
A series of clinical workshops have also been planned where individuals, including 
clinicians, service users, carers and other key stakeholders from across the whole 
pathway will come together to design in detail the specific parts of the pathway to 
ensure the systems and processes will enable the new pathways to be effective and 
efficient.  
 
Following this design phase, we will begin a testing phase to ensure that the new 
pathways, systems and processes are safe, fit for purpose and will deliver the 
expected benefits, after which the new services will be implemented with the new 
processes expected to be in place by April 2015.  
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Report to:  Governing Body 
Date:  25 March 2014 Agenda item:  12.2a 
Title of report:  Principal Community Pathways 
Sponsor:  Dr Ruth Evans, Clinical Director 
Author:  Anya Paradis, Commissioning Manager 
Purpose of the report and action required:  This report is for information  
 
Full report   
1. Background / introduction /context 
 

Northumberland Tyne & Wear Mental Health Trust (the Trust) is working with 
CCGs to implement a new programme for community pathways. The 
programme is to be delivered in three stages, aiming for full implementation by 
April 2015.  
 
Clinical Executive received a presentation from the Trust describing its 
overarching themes and intentions as part of the wider Transformation 
Programme and agreed that North Tyneside CCG, along with Northumberland 
CCG, would take part in Tranche 2 of the process of rolling out the programme 
across the North East area. 
 
This report will provide an update on proposals to begin work on designing  
principal community pathways and how service developments will be shaped in 
North Tyneside. 
 

2. Work undertaken to date 
 

A high level timeline has been produced which provides some structure to the 
main phases of development. Some members of the CCG have also been 
invited to “Walk the Wall” which was a process to outline the strategic intentions 
of the Trust in relation to the redesign of community pathways.  
 
We are now planning the process for gaining input into services and 
communicating with key stakeholders which is described below. 
 

3. Key points  
 
Principal Community Pathways Programme Overview 
The Trust is in the process of reviewing and reconfiguring its inpatient beds 
which will result in a reduction of in-patient beds and wards. This is to reflect 
that some wards were not operating efficiently and often had a considerable 
level of empty beds. It is also to reflect the estates issues involving some of the 
wards.  
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In relation to community pathways, the aims of developing and implementing 
new community pathways is to: 
- Significantly improve quality, safety and experience for service users and 

carers  
- Redesign current system to allow staff to spend more time with patients 
- Enhance the skills of the Trust’s workforce 
- Improve ways of working and interfaces with partners and other pathways, 

including childrens services 
- Reduce reliance on inpatient beds and support more service users to be 

treated in the community.  
These plans include: 

- doubling the amount of contact time there is between clinicians and 
patients, 

- improving access to the therapeutic interventions recommended by 
NICE  through a staff retraining exercise,  

- creating a single point of access to make it easier for service users, carers 
and other health professionals to access the help and support they need, 
and  

- investing in mobile technology to allow teams to be on the road more and 
therefore be responsive to requests for help from professionals and 
patients. 

 
Engagement Work 
Discussions have begun between the CCG and the Trust around the design 
phase of the work. We aim to gain as much input and engagement as possible 
into the design of the pathways. An engagement strategy is being developed by 
NECS colleagues. 

 
A senior level partnership meeting was held on 11 March to review the model, 
confirm the vision and gain sign up across the key partners to the model. It also 
discussed opportunities where integration between organisations could be 
possible and how these could be taken forward. Partners at this meeting 
included CCG clinicians, representatives from Northumbria Healthcare NHS 
Foundation Trust and North Tyneside Council.  

 
We have also arranged a wider engagement event on 2 April, 12:00 -2:00 at 
the Rising Sun Country Park, which is open to all partners to share the plans. 
This will involve commissioners, social care, acute care, GPs, community and 
voluntary sector, service users and carers, the mental health provider forum, 
the patient forum and Healthwatch.  

 
A series of clinical workshops have also been planned where individuals from 
across the whole pathway will come together to design in detail the specific 
parts of the pathway to ensure the systems and processes will enable the new 
pathways to be effective and efficient. Crucially, this will involve service users 
and carers as well as other key stakeholders. The workshops will be themed 
around: 

o Access  
o Assessment  
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o Treatment  
o Discharge  
o Transitions  

 
We are also seeking clinical input into the whole Principal Community 
Pathways process and plan to present the vision, with the Trust, to Council of 
Practices. The Trust is also willing to fund clinical representation into the 
engagement process and subsequent workshops. We will contact practices to 
request nominations as soon as we have confirmation of funding from the 
Trust. 
 
Next Steps 
The design phase will take place between March 2014 – end of June 2014.  
 
Following the design phase, we will begin a testing phase to ensure that the 
new pathways, systems and processes are safe, fit for purpose and will deliver 
the expected benefits. Testing will include peer review and consultation with 
stakeholders, virtual runs, real time runs and live runs. Testing will take place 
between July and end of October.  
 
The implementation phase will take place from November onwards over 
approximately 3 months. 

 
4. Options to consider 

This report is to update on proposals to design and shape the principal 
community pathways in North Tyneside. This section is not applicable. 

 
5. Implementation plan/next steps 

 
The outline next steps and implementation plans are described in Section 3 
above.  

 
6. Recommendations  

 
It is recommended that members of Clinical Executive note the contents of this 
report 
 

Appendices and further information 
  
7. Appendices  

Appendix 1 describes the strategic timetable for implementing Principal 
Community Pathways 

 
8. Further information relevant to the report 

No further information is provided.  
 
Governance and Compliance   
 
9. Links to corporate objectives  
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2013/14 corporate objectives  Item links to 
objectives √ 

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

√ 

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

√ 

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

√ 

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

√ 

5. Deliver financial balance √ 
 

10. Consultation and engagement 
 
Advice sought has clarified that formal consultation will be unlikely as the 
redesign is based on improving existing services. An engagement process is 
being developed to ensure appropriate input into the events and workshops.  
 

  
11. Resource implications 

 
In relation to the process of designing the Principal Community Pathways, the 
resource implications are on time and personnel. There are no financial 
resource implications for this stage. 
 
The current contract negotiation process for 2014/15 with the Trust 
incorporates financial costs for implementing the new pathways.  

  
12. Risks 

 
There are no significant risks relating to the design phase of the new Pathways.  

  
13. Equality assessment 
 

An Equality Assessment has not been undertaken yet but will be incorporated 
into the process when designing new pathways.  

 
14. Environment and sustainability assessment  
 

 
 
 
Report author: Anya Paradis, Commissioning Manager 
Report date:  11 March 2014 
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Report to:  Governing Body  
Date:  25 March 2014 Agenda item:  12.3 

Title of report:  Reducing Under 19 Emergency Admissions  
Sponsor:  Phil Clow, Director of Commissioning Development 
Author:  Steve Rundle, Commissioning Manager 
Purpose of the report and action required:  This report is for information.  
Members are asked to note the work underway to reduce under 19 emergency 
admissions 
Executive summary: 
 
There are ongoing risks to the delivery of the two under 19s indicators in the CCG 
health outcomes dataset, namely: 
 

• Unplanned hospitalisation for asthma, diabetes and epilepsy (under 19s) 
• Emergency admissions for children with respiratory tract infections 

 
A multi-faceted programme of work is underway to improve the position. 
 
This includes: 

• The recruitment of Dr Riaan Swanepoel for 2 sessions per week as Clinical 
Lead for Child Health to take forward this work and act as a champion for the 
cause 

• Interrogating the data to identify any practices with particularly high rates of 
admissions, and patients with multiple admissions 

• Targeted training for practices 
• Encouraging GPs to undertake Spotting the Sick Child training 
• Increased partnership working 
• Improving same-day GP access for acutely ill children 
• Linking with Medicines Optimisation to maximise their contribution to this 

agenda 
• Promoting self-care 
• Through these actions, identifying a contribution to QIPP 
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Reducing under 19 emergency admissions 
 
 
1. Introduction 
 
There are ongoing risks to the delivery of the two under 19s indicators in the CCG 
health outcomes dataset, namely: 

• Unplanned hospitalisation for asthma, diabetes and epilepsy (under 19s) 
• Emergency admissions for children with respiratory tract infections 

 
This paper sets out the approach to tackling the under 19 emergency admissions 
rate, which is higher for North Tyneside than neighbouring areas.  This ongoing work 
is in the context of developing new clinical pathways for sick children as the 
Northumbria Specialist Emergency Care Hospital (NSECH) opens in summer 2015.  
The secondary care offer is not covered in this paper, as it is still under discussion.  
This paper sets out the pre-hospital approach to reducing admissions of under 19 
year olds. 
 
 
2. What the data tells us 
 
An analysis of the data for these two indicators to August 2013 revealed the 
following key points: 
 

Asthma, Diabetes, and Epilepsy Lower Respiratory Tract Infections 
Comparing the available data for 2013-14 so far 
with the matching period for previous years, there 
has been a reduction in admissions so far. 

The number of admissions for children with lower 
respiratory tract infections has steadily increased 
over the last five years. The England average 
and the Northumberland rate have increased, but 
from a lower starting point, whilst the Newcastle 
rate has decreased over the same period. 

There is some seasonal variation in admissions 
for asthma, which reduces the degree of 
confidence in predicting the full-year position for 
this year. 

Comparing the available data for 2013- 14 so 
far with the matching period for previous years, 
there has been a reduction in admissions so 
far. However, the pattern of admissions is 
highly seasonal, and most of the potential 
admissions have not yet occurred, therefore the 
year-end position cannot be predicted. 
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Asthma, Diabetes, and Epilepsy Lower Respiratory Tract Infections 
Admissions for epilepsy are grouped around a 
small number of practices and can relate to 
several admissions for the same patient 

Most admissions are for children aged under 
1 year. 

79% of the children admitted for these 
conditions over the last 17 months had just one 
admission 

86% of the children admitted for these 
conditions over the last 17 months had just 
one admission 

Although there is variation between 
general practice, given the small numbers 
involved, this does not appear to be very 
significant 

The degree of variation between 
practice-level admission rates is 
relatively narrow 

44% of admissions have a “zero days” 
length of stay 

39% of admissions have a “zero days” 
length of stay 

Emergency admissions for North Tyneside children 
for asthma, diabetes, and epilepsy, although they 
have been on a reducing trend over the past 10 
years, showed some evidence of increase in 
2012/13 and 2013/14 

Emergency admissions for North Tyneside 
children for lower respiratory tract infection were 
on a rising trend over the past 10 years, whilst 
the same metric for Newcastle was declining 

 
 
3. Key actions  
 
 
3.1  Clinical lead for child health 
 
The Clinical Lead for Child Health plays a key role in addressing this issue.  This role 
was filled by Dr Polly Backhouse until September 2013, and following a gap, Dr 
Riaan Swanepoel took over the role in January 2014.  Objectives have been agreed 
as shown below: 
 
Objectives Task(s)/Measures 

1.1 Early intervention and prevention approach 
 

connect with HV and MW 
understand LA offer 
promote leaflet in primary care 

1.2 Review and refocus the sick and injured 
child whole system pathway (see 2.2 below) 

understand sick child pathway / understand 
activity data baseline position 
set goals, methods, outcomes (respiratory, 
asthma, diabetes, epilepsy) 
practice visits 
education sessions 
 
monitor and embed best practice for sick 
children 
report on progress 
 
review and refresh plan for April 2014 

2.1 Review and refocus the sick and injured 
child whole system pathway 

see 1.2 above 

2.2 Develop a proposal to reduce 
• the number of emergency admissions for 

children with respiratory tract infections  
• unplanned admissions for diabetes, 

To include in 1.2 above 
 
Report and review these measures monthly 
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Objectives Task(s)/Measures 
asthma & epilepsy 
 

to make a significant improvement from baseline 
3.1 engaging and raising awareness of families 
carers and young people  
 

social marketing and awareness raising for 
parents and young people 
audit self help routes and information available to 
families and referrers 
identify and understand the contribution to be 
made by PH (will commission Family Nurse 
Partnership from 2015/16) 

3.2 working with patient forum on promoting self 
care for CYP and families 

connect with Liz Brittlebank 
work with Patient Forum to develop materials 
and promote self care 

4.1 As the clinical lead for CYP and families take 
every opportunity to secure efficiencies using the 
leverage of the acute contract 

as opportunities arise 

 
 
3.2  Asthma, diabetes and epilepsy 
 
These 3 conditions lend themselves to a routine, chronic disease model of care.  
Once diagnosed, a child / family should expect regular check ups and ongoing long 
term condition management.  The approach here is to maximise the routine care so 
that emergency admissions are not needed. 
 
 
3.2.1 Asthma 
 
Practice Nurses play a key role in managing asthma.  Key actions include: 

• Link with CCG Director of Nursing to understand the plans for Practice Nurse 
training 

• Explore any plans to bring together Practice Nurses – regional networking 
• Consider options for quality assurance of Practice Nurse work 

 
Further actions: 

• Link with Medicines Optimisation to interrogate prescribing data and explore 
any further work that can be undertaken to better manage children with 
asthma in primary care and therefore avoid emergency admissions – 
relievers, preventers, etc. 

• Interrogate admissions data to explore practice variation 
• Interrogate QOF data to understand variation between practices 
• Targeted training for outlier practices by consultant paediatrician / nurse 

consultant / Dr Swanepoel is planned – to improve confidence in managing 
these patients and to build relationships so GPs are happy to contact the 
consultant on call for advice to help keep the patients out of hospital 

 
 
3.2.2  Diabetes and epilepsy 
 
Since these admissions relate to small numbers of patients it would be appropriate to 
take a focussed approach.  Key actions include: 
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• Pull patient level data for children who have had 3 or more admissions in a 
year 

• Identify the children at high risk of admission 
• Speak to their practices to see what more they can do to prevent admissions 
• Targeted training for outlier practices by consultant paediatrician / nurse 

consultant / Dr Swanepoel is planned – to improve confidence in managing 
these patients and to build relationships so GPs are happy to contact the 
consultant on call for advice to help keep the patients out of hospital 

 
Further actions: 

• Make expertise on managing these conditions more available 
 
It should be noted that epilepsy admissions for under 1s should be regarded as 
appropriate. 
 
 
3.3  Lower respiratory tract infection. 
 
Children who are unwell with respiratory infections can mostly do well at home, but 
this requires families and pre-hospital health professionals to be confident about their 
assessment and advice.  NICE guidance provides clarity about which children most 
need secondary care1 but we know that deprivation, household smoking, and high 
intensity use of services tend to increase the admission rate.  The approach to this 
target has been to develop capacity in families and primary care, including health 
visitors and midwives. 
 
Key actions include: 

• Continue to encourage uptake of ‘Spotting the Sick Child’ online training.  Dr 
Swanepoel is writing to GP practices regarding uptake of training and plans to 
have another session in the near future with GPs that reinforces the need to 
improve uptake of the training – aiming to achieve 80% uptake by 30/04/14.  
A full audit of the training uptake is being undertaken 

• Investigate each practice having a paediatric pulse oximeter – this is linked to 
Spotting the Sick Child, and will facilitate more robust assessment of children 
in practices and therefore reduce emergency admissions 

• Interrogate admissions data to identify practices with high admission rates 
and target them to help them reduce the rates, potentially by sharing best 
practice from other practices 

• Dr Swanepoel has met with HV lead, paediatric nurse consultant, HV with 
paediatric liaison role and representative from Patient Forum to establish 
action plan regarding social marketing, training for primary care staff (HVs and 
midwives) and how to proceed further 

• Improved partnership working, training and leaflets for primary care staff (HVs 
and midwives), GPs and parents are likely / possible end results of above 
mentioned meeting.  This will increase the likelihood of patients being 
managed at home 

• Review GP practices’ access for sick children (on the day) to see if good 
practice can be shared and difficulties can be improved on 

                                                           
1 Feverish Illness in Children - http://guidance.nice.org.uk/CG160 

http://guidance.nice.org.uk/CG160
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• Liaise with Medicines Optimisation re. prescribing of dexamethasone in 
primary care and subsequent admission 

• Investigate and understand best practice around reducing respiratory 
admissions – exploring the research 

 
 
3.4  Quality, Innovation, Productivity and Prevention (QIPP) 
 
As a result of the interventions described above, it is hoped that on average each 
practice will be able to save 1 under 19 emergency admission per month for the 6 
months of winter (mid-September to mid-March), recognising that the larger 
practices may be able to over-achieve on this target.  It is expected that this will 
equate to a saving of approximately £108,000 in 2014/15, although it is very difficult 
to attribute cause and effect, and this figure is very much a working estimate to be 
used for planning purposes. 
 
 
Dr Ruth Evans 
Clinical Director 
 

Steve Rundle 
Commissioning Manager 

Dr Riaan Swanepoel 
Clinical Lead Child Health 
 

 
14 March 2014  
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Report to: Governing Body  
Date: 25 March 2014 Agenda item:  13.1 

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 provides the detail of the risks 
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.  
 

 



North Tyneside CCG Risk Assurance Framework @ 07/03/2014

Date entered 

Risk Ref.

Responsible 

Director

Risk Owner

Risk Description

Consequence

Likelihood

Initial score

Controls Detail

Gaps in Controls

Assurance

Gaps in Assurance

Actions

Consequence

Likelihood

Residual score

Review date

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

21/05/2013 198
Lesley 
Young-
Murphy

Teresa 
Davis

Safeguarding Adults.
Risk to patients/public 
if Adult Safeguarding 
systems fail.
Damage to CCGs 
reputation if report 
produced due to a 
safeguarding adult 
incident attracts 
adverse media 
attention.

4 5 20

• Working in partnership with LA 
regarding the monitoring of 
quality.  Using joint LA and 
Health standards.
• Expertise of designated health 
professional
• Member of Adult Safeguarding 
Board
• CCG is compliant with all Adult 
Safeguarding Policies
• CCG has access to CQC Adult 
Safeguarding Alerts
• Quarterly information meetings 
with CQC and LA
• JD for GP Safeguarding Lead 
agreed.
• MOU in place covering 
Northumberand, Gateshead and 
Newcastle Alliance to cover all 
CCGs with NTCCG being 
employer.

• Gap in the 
information shared 
between local 
Foundation Trusts 
and Safeguarding 
Adults Board.

• Monthly report to 
Quality and Safety 
Committee.
• Verbal report to 
Governing Body
• Adult Safeguarding 
Board

• Lack of 
monitoring visits 
and subsequent 
assurance re 
Domicilliary 
Care.

• Work on-going to 
strengthen partnership 
working with LA
• Work with local FTs 
to develop 
communication 
streams

4 4 16 06/04/2014

20/05/2013 189
Lesley 
Young-
Murphy

Teresa 
Davis

Quality of care with  
Independent NHS 
providers.
Quality of care within 
Independent NHS 
nursing homes has 
been and continues to 
be the subject of 
significant concern 
receiving substantial 
political and media 
attention.

5 4 20

• Working in partnership with 
Local Authority regarding 
monitoring of Quality
• Routine Annual monitoring 
commenced July and completed 
December
• Agreed process in place with 
NECS responding to Care Home 
Safeguarding issues
• Gap analysis complete re 
training and guidance
• HCAI Care Homes report 
completed
• Annual monitoring visits are 
complete

• Quality and Safety 
Committee receives 
monthly updates on 
progress.
• Annual monitoring 
report including 
findings and 
recommendations to 
go Quality and Safety 
Committee.
• Community of 
parctice set up with 
Nursing Homes to 
respond to 
improvements 
together as a whole 
system.

• Results of Gap 
analysis to be reported 
to Quality and Safety 
Committee and 
Governing Body
• HCAI  Care Home 
report to go to Quality 
and Safety Committee
• Implementation of 
recommendations from 
annual monitoring vists 
in partnership with 
Local Authority and 
Care Homes.

5 3 15 05/04/2014

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

Risk Ref.

Responsible 

Director

Risk Owner

Risk Description

Consequence

Likelihood

Initial score

Controls Detail

Gaps in Controls

Assurance

Gaps in Assurance

Actions

Consequence

Likelihood

Residual score

Review date

20/05/2013 188
Lesley 
Young-
Murphy

Carol 
Nicholson

HCAI - MRSA and 
C.Diff 
Patients contract an 
avoidable infection 
which could prove 
fatal.
CCG will breach 
trajectories of 0 
MRSA and 64 C.Diff 
cases resulting in 
CCG losing part of 
Quality Premium 
putting pressure on 
break even.
(MRSA target of 0 has 
been breached in all 
other areas in North 
East)

4 4 16

• Gateshead CCG and CCGs 
North of the Tyne Infection 
Prevention and Control meetings 
taking place
• All four FTs have Infection 
Protection and Prevention 
Control meetings
• Monthly provider contract 
performance review meetings
• Action Plans devised by FTs 
have been received and 
reviewed
• NECS producing weekly update 
reports
• CCG meeting with Providers 
monthly Infection Control 
standing item on agenda
• Draft action plan to go to local 
HCAI meetings
• Standard agenda item for 
Quality Review Groups
• CCG HCAI action plan in place, 
approved by Quality and Safety 
Committee

• Reports to Quality 
and Safety 
Committee.
• Infection Control 
standing agenda item 
at Quality Review 
Groups.
• Quality Review 
Meetings
• Performance 
Reports to Governing 
Body
• CCG CCG HCAI 
action plan to 
Governing Body

• Draft Community 
action plan 

4 4 16 05/04/2014

01/04/2013 146
Lesley 
Young-
Murphy

Sheila 
Moore

Safeguarding 
Children and Looked 
after children.
Risk to patients and 
public if Children's  
Safeguarding systems 
fail.
Damage to CCG 
reputation if CCG 
receives adverse 
media attention if 
Serious Case Review 
highlights failings in 
commissioned 
services.

5 3 15

• Membership of Local 
Safeguarding Children's Board 
sub- group 
• Expertise of designated 
professional 
• MALAP
• CCG is compliant with all 
Safeguarding policies
• Area Team attends Local 
Safeguarding Children's Board 
Sub Group

• Service 
Specifications and 
Job Description 
for Designated 
Profession have 
not yet been 
agreed.
• Notification 
system for Out of 
Borough Looked 
after children to be 
implemented

• Monthly report to 
Quality and Safety 
Committee.
• Reports to 
Governing Body
• Safeguarding part of 
Annual Audit Plan for 
2013/14
• Significant 
Assurance received 
as result of review by 
Internal Audit.

• Service 
Specifications and Job 
Description for 
Designated 
Professional to be 
agreed
• Notifications system 
to be implemented
• Develop a dashbord 
for monitoring of 
training in Primary 
Care

5 3 15 06/04/2014
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Date entered 

Risk Ref.

Responsible 

Director

Risk Owner

Risk Description

Consequence

Likelihood

Initial score

Controls Detail

Gaps in Controls

Assurance

Gaps in Assurance

Actions

Consequence

Likelihood

Residual score

Review date

21/05/2013 209 Phil Clow

Helen 
Steadman

Carol 
Nicholson

Delivery of Quality 
Premium.
Key Areas of 
performance 
assessed by NHSE 
Area Team and 
potential loss of £1m 
funding to support 
commissioning 
services in 2014/15

4 4 16

• Monthly performance reporting 
with financial impact
• Clinical and Commissioning 
Manager Leads identified
• Action Plans in place

• Reports to 
Governing Body, 
Quality and Safety 
Committee, Finance, 
Contract and 
Performance 
Committee and 
Clinical Executive.
• Deep dive reports to 
Council of Practices.
• Quarterly Area Team 
Assessment
• Reviewed monthly 
• Reports regarding 
Learning Disabilities 
Healthchecks go to 
Quality and Safety, 
Clinical Executive and 
Governing Body

• Continue to monitor
• Reminders to Primary 
Care re Learning 
Disabilities 
Healthchecks

4 3 12 04/04/2014

20/05/2013 191 Phil Clow Alison 
Thompson

Capacity and 
capability of NECS. 
CCG not having 
sufficient, high quality, 
commissioning 
support purchased 
from the North East 
Commissioning 
Support unit

4 4 16

• Service Level Agreements 
including KPIs
• Service Level Management 
Meetings
• CCG staff feedback 
• CCG able to commission from 
open market 
• CCG recruited Gibson Freake 
Edge commnced review of all 
service lines.  Results from 
Phase 1 due

• Service not as 
high quality as 
expected

• Monitored by Clinical 
Executive.

• Service is 
improving but 
time still required 
until support at 
the right level

• Continue to monitor 
and work with CSU to 
achieve right level of 
service
• Commission support 
from other 
organisations where 
necessary.
• CCg reviewing 
capacity and capability 
and exploring different 
ways of working in 
conjunction with 
neighbouring CCGs

4 3 12 05/04/2014

04/04/2014 532
Lesley 
Young-
Murphy

Sheila 
Moore 
Teresa 
Davis

Domestic Homicide.
Risk to the reputation 
of the CCG if a review 
identifies shortfalls in 
the system which 
result in a domestic 
homicide.

4 4 16

• Section 11 self assessments
• LSCB in place
• Assurance meetings with 
providers
• Dashboard to show levels of 
supervision and training
• Learning from previous 
incidents

• Dashboard 
required to identify 
training 
requirements for 
Primary Care
• Analysis of 
Section 11 self 
assessments from 
Primary Care

• CQC inspection • Development of 
dashboard re training 
in Primary Care
• Analysis of Section 
11 from Primary Care

4 3 12 04/04/2014 New
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Date entered 

Risk Ref.

Responsible 

Director

Risk Owner

Risk Description

Consequence

Likelihood

Initial score

Controls Detail

Gaps in Controls

Assurance

Gaps in Assurance

Actions

Consequence

Likelihood

Residual score

Review date

21/05/2013 205 Phil Clow Helen 
Steadman

Service 
Specifications.
Service Specification 
require updating to 
ensure services 
delivered in-line with 
commissioning 
intentions.

2 4 8

• Schedule for review of Service 
Specs developed for community 
and 3rd sector
• Northumbria Community 
Services service specs being 
reviewed jointly with NECS
• Older people's pathway being 
reviewed

• Reviews 
incomplete

• Reports to 
Commissioning 
Development Group

• Reviews 
incomplete

• Complete reviews

2 4 8 05/04/2014

02/05/2013 75 Phil Clow Carol 
Nicholson

NHS Constitution.
Failure to clearly 
demonstrate 
compliance and 
satisfy rights and 
pledges

4 3 12

• CCG Constitution reflects NHS 
Constitution
• Monthly Provider performance 
management meetings
• Monthly performance reporting
• Lead Commissioning Manager 
identified

• CCG Authorisation
• Monthly reports to 
Governing Body.
• Monthly reports to 
Finance, Contract and 
Performance 
meetings.

4 2 8 05/04/2014

21/05/2013 197 Maurya 
Cushlow Pauline Fox

CCG not meeting 
statutory duties. The 
CCG not meeting it's 
statutory duties,  due 
to organisational 
decision making 
being unsafe

4 3 12

• CCG cycle of business. 
• Terms of reference developed 
and ratified for all committees. 
• Declarations and register of 
interest for all employees. 
• CCG Constitution
• Access to legal advice
• Process for the management of 
Conflict of Interests

• Register of 
Interests process 
under 
development for 
collating Member 
Practice Interests

• Committee Terms of 
Reference reviewed 
annually.
• CCG lay Vice Chair 
reviews Register of 
Interests quarterly.
• Counter Fraud 
Officer review of 
Conflict of Interest - 
Significant Assurance
• Internal Audit 
Governance Review - 
Significant Assurance

• Council of 
Practices 
conflicts of 
interest is 
required to be 
collated at every 
meeting 
according to the 
agenda
• Governing Body 
require further 
assurance on 
management of 
Conflicts of 
Interest - Paper 
provided in 
November 2013.  
Further 
information to go 
January 2014

• Council of Practices 
conflicts to be collated 
at each meeting and 
published

4 2 8 02/04/2014
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Date entered 

Risk Ref.

Responsible 

Director

Risk Owner

Risk Description

Consequence

Likelihood

Initial score

Controls Detail

Gaps in Controls

Assurance

Gaps in Assurance

Actions

Consequence

Likelihood

Residual score

Review date

21/05/2013 213
Lesley 
Young-
Murphy

Shelagh 
Cockburn

Serious Incident 
Management.
CCG required to 
ensure Serious 
Incident process is 
compliant with NHS 
Commissioning Board 
Serious Incident 
Framework.
Increase in SI if 
trends are not 
highlighted to 
Providers.

4 3 12

• Serious Incident Panel 
• SLA with NECS to provide 
information
• Monthly Performance 
Management meetings with 
NECS

• Serious Incident 
Panel.
 • Quality and Safety 
Committee.
• Standing agenda 
item on Quality 
Review Groups and 
Quality Surveillance 
Group

• Continue to review 
and develop Serious 
Incident Panels and 
Quality Review Groups

4 2 8 05/04/2014

03/06/2013 222 Pauline Fox Alison 
Thompson

Individual Funding 
Requests.
IFR decision going to 
judicial review and the 
claimant being 
successful

3 3 9

• Policy in place 
• List of acceptable funding 
requests  
• Medical Director works with 
CFO regarding any expensive 
non-standard requests
• Review of process by NECS
• Policy revised and agreed
• Breakdown of IFR spend
• GP Lead in Northumberland 
has reviewed Value Based 
Commissioning and redrafted 
policy.  All CCGs to implement 
new policy from 1 April 2014.

• Process 
fragmented Area 
Team/CCG 
difficult to 
ascertain which 
process when 
query
• Figures 
regarding spend 
through IFR 
unavailable

• Audit of appeals 
undertaken.
• CCG participates in 
region-wide 
arrangements, 
benefitting from peer 
review and region-
wide protocols.

• NECS to review 
process end to end

3 2 6 02/04/2014

Corporate Objective 2. Establish and develop North Tyneside CCG as a patient focussed, clinically led organisation
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Date entered 

Risk Ref.

Responsible 

Director

Risk Owner

Risk Description

Consequence

Likelihood

Initial score

Controls Detail

Gaps in Controls

Assurance

Gaps in Assurance

Actions

Consequence

Likelihood

Residual score

Review date

07/06/2013 285 Phil Clow Helen 
Steadman

Procurement targets. 
Non achievement of 
procurement targets

3 4 12

• Project group established 
• Project Plans with timescales 
devised
• Procurement Groups 
established

• Reports to Clinical 
Executive.
• Council of Practices 
engaged in process 
ensuring Clinical 
Leadership.
• Procurement Group
• Reports to 
Governing Body

• Lessons Learned 
session planned

3 4 12 04/04/2014

02/05/2013 76 Pauline Fox Shelagh 
Cockburn

CCG reliant on poorly 
populated Risk 
Registers.
Completion of risk 
register process not 
adhered to within the 
CCG. Lack of robust 
management of risk 
registers within 
teams. Corporate 
Risk Register being 
reliant on poorly 
populated risk 
registers

3 4 12

• Director session took place May 
2013
• Director and 'owner' allocated 
to all risks
• Risk Management Policy 
approved by Governing Body
• Paper outlining progress to date 
to Audit Committee and Quality 
and Safety Committee
• Quality and Risk Officer in 
place to support CCG Risk 
Management

• Risk 
Management 
Policy has been 
reviewed awaiting 
sign ogg by 
Governing Body

• Board Development 
session 28 May 2013.
• Audit of risk 
management 
completed - outcome 
of Significant 
Assurance 
• Audit Committee 
training session 
03/09/2013 led by 
Internal and External 
Audit

• Risk Management 
Policy reviewed 
awaiting sign off by 
Governing Body
• Further development 
of Safeguard

3 1 3 Risk Closed 
20/02/2014

01/04/2013 73 Pauline Fox Shelagh 
Cockburn

Information 
Governance Toolkit.
Failure to safeguard 
clinical data leading to 
data protection 
breaches and 
monetary fines.  
Specifically failure to 
achieve IG toolkit 
compliance targets.

3 3 9

• NECS to develop and 
disseminate IG Toolkit for 
completion
• SLA in place with NECS for IG 
Services
• IG Policies approved
• SIRO and Caldecott Guardian 
appointed
• KPIs in place for IG function in 
NECS
• CCG staff completed IG 
Training Programme

• Toolkit not 
received 
• CCG not fully 
aware of capacity 
implications of 
ensure complete

• Regular updates 
provided to the Quality 
and Safety 
Committee.
• All staff completed 
IG training by 
31/10/2013
• SIRO and Caldicott 
Guardian trained
• Formal report went 
to Quality and Safety 
Committee Feb 2014

3 2 6 02/04/2014
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Date entered 

Risk Ref.

Responsible 

Director

Risk Owner

Risk Description

Consequence

Likelihood

Initial score

Controls Detail

Gaps in Controls

Assurance

Gaps in Assurance

Actions

Consequence

Likelihood

Residual score

Review date

21/05/2013 199 Maurya 
Cushlow Pauline Fox

Engagement with 
membership.  
Risk to the delivery of 
the CCG objectives if 
membership are not 
engaged, supported 
and developed to 
facilitate an integrated 
approach to working. 3 3 9

• Council of Practices 
• Practice Incentive Schemes 
• Clinical Chair (GP) 
• Medical Director (GP) 
• 3 Clinical Directors (GPs) 
• Practice Managers are 
members of Quality and Safety 
Committee and the Clinical 
Executive
• Development programme for 
Council of Practices
• Clinical Lead role fulfilled by 
GPs
• Monthly newsletter to all 
practices highlighting 
commissioning issues

• Confidence of 
members in work 
of CCG 
developing

• Committee 
attendance 
monitoring.
• Personal 
Performance Reviews.
• OD strategy and 
plans supporting the 
development of the 
Council of Practices 
and key Committees.

• Confidence of 
members in CCG 
developing

• Develop confidence 
in membership

3 2 6 02/04/2014

04/03/2014 531 Phil Clow Phil Clow

Growth in demand for 
HealthCare as a 
result of Social Care 
funding cuts 4 4 16

• Partnership working to develop 
integrated Health and Social 
Care with the Local Authority

• Need to develop 
a culture of Health 
and Social Care

• Reports to Clinical 
Executive and 
Governing Body.

• Work to continue

4 3 12 05/04/2014 New

07/05/2013 138 Phil Clow Carol 
Nicholson

Failure to improve 
Health Outcomes - 
measure of the CCG 
dataset as assessed 
by the NHSE Area 
Team

4 3 12

• Development of commissioning 
action plans/performance reports
• Lead Commissioning Manager 
and Clinical Director in place
• Regular 'deep dive' into 
relevant areas to assess 
difference made.

• Reviewed at Quality 
and Safety 
Committee,  Health 
and Wellbeing Board, 
Council of Practices 
and Governing Body.
• Quarterly reviews 
with Area Team

•  Deep dives to 
continue, reports to the 
Clinical Executive

4 2 8 05/04/2014

21/05/2013 206 Phil Clow Pauline Fox

Effective governance 
arrangements with 
Local Authority. 
CCG needs to 
demonstrate effective 
governance 
arrangements with 
formal agreements 
with Local Authorities 
S256/117

4 3 12

• CCG reviewed the 256/117 
agreements
• Review of partnership 
arrangements is taking place
• Discussed with Local Authority
• CCG has rewritten 256 
agreements
• 256 agreements agreed

• Internal Audit 
Programme
• Reports to go to 
Clinical Executive.

• Rewritten 256 
arrangements 
not agreed

• Resolve issues from 
earlier 256
• Agree and put in 
place rewritten 
agreements

4 2 8 07/04/2014

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

Responsible 

Director

Risk Owner

Risk Description

Consequence

Likelihood

Initial score

Controls Detail

Gaps in Controls

Assurance

Gaps in Assurance

Actions

Consequence

Likelihood

Residual score

Review date

21/05/2013 200 Maurya 
Cushlow Phil Clow

CCG fails to meet the 
needs of local 
populations.

3 4 12

• Joint Strategic Needs Analysis 
• Commissioning Plans 
• Health and Wellbeing Boards 
• CCG to ensure presence in 
discussions with all main 
providers during Commissioning 
process
• Quality Review Groups, joint 
with other CCGs
• Good relationships with other 
CCGs
• Agreed Governance 
arrangements for contract 
management
• CCG Forum
• CCG Commissioning Intentions
• Where not Lead Commissioner 
working with Lead to obtain 
commissioning intentions

• Clarity of roles 
and 
responsibilities  re 
NECS

• Governing Body
• Overview and 
Scrutiny Committee
• Health and 
Wellbeing Boards
• Quality Review 
Group
• Quality and Safety 
Committee.

• Develop strategy with 
Lead Commissioners

3 2 6 02/04/2014

21/05/2013 204
Lesley 
Young-
Murphy

Lesley 
Young-
Murphy

Soft Intelligence. 
Failure to capture and 
use soft intelligence

3 3 9

• nhs.net email address set up to 
receive information 
• Form developed to capture 
information 
• Spread sheet developed for 
collation of information
• Website contact us form
• GP TeamNet with NUTH, 
NHCFT 
• Agreed process with Local 
Authority to share soft 
intelligence
• Information received via 
whistleblowing
• Regular information sharing 
meetings with CQC

• Engagement of 
practices to 
complete form 
until GP Team Net 
in place

• Reports of issues 
raised and actions 
taken to go to Quality 
and Safety 
Committee.

3 2 6 05/04/2014
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Risk Ref.

Responsible 

Director

Risk Owner

Risk Description

Consequence

Likelihood

Initial score

Controls Detail

Gaps in Controls

Assurance

Gaps in Assurance

Actions

Consequence

Likelihood

Residual score

Review date

21/05/2013 207 Pauline Fox Pauline Fox

Responsive and 
transparent to the 
membership. 
The CCG not being 
responsive and 
transparent to the 
membership

3 4 12

• Council of practices 
• Practice Incentive Schemes 
• Clinical Chair 
• Engagement strategy in place
• Medical Director 
• 3 Clinical Directors 
• Practice Managers member of 
Quality and Safety Committee 
and Clinical Executive
• Development programme for 
Council of Practices
• Clinical Lead role fulfilled by 
GPs
• Monthly newsletter to all 
practices highlighting 
commissioning issues

• Possible 
mismatch when 
National Policy 
differs from local 
needs/requiremen
ts

• Committee 
attendance 
monitoring.
• Continuous 
development of an 
open culture.

• CCG self-
assessment at year 
end

3 2 6 02/04/2014

21/05/2013 203 Maurya 
Cushlow Pauline Fox

National lack of clarity 
about the 
responsibility for 
primary care between 
the area team and 
CCGs, particularly 
around the failure of 
improvement in 
delivery of primary 
care.

3 4 12

• Clarity established from CNTW 
Area Team and through North 
East and Cumbria CCG forum
• Relationships built with NHS 
England Area Team
• NHS England membership of 
relevant CCG Committees (e.g. 
Urgent Care Board)

• Q2 review of CCG 
Assurance Framework 
with NHS England 
• Programme of 
Senior Officer 
meetings between 
CCG and NHS 
England

• Continue to build 
relationships
•Clarification of 
responsibilities (e.g. 
Primary Care IG)

3 1 3 02/04/2014

21/05/2013 202 Phil Clow

Helen 
Steadman

Steve 
Rundle

Emergency Care 
Centre and base site 
development .

4 5 20

• CCG meeting with North 
Tyneside General Hospital to 
influence changes in pathways 
• Contract monitoring
• Urgent Care Board
• Acute paediatric group to 
establish commissioning plan

• Conflicting 
priorities between 
CCG and FT.
• Action Plan to be 
developed

• Plans to be reviewed 
by Clinical Executive.
• Quality Review 
Groups challenge 
quality variance.

• No outcomes • Continue to meet with 
the Trust to influence 
pathway changes are 
in line with CCG 
Commissioning Plan
• Action Plan to be 
developed
• Work with 
Northumberland CCG 

4 3 12 04/04/2014

Corporate Objective 4.  Lead and influence the development of Health and Social care fit for the future
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Risk Ref.

Responsible 

Director

Risk Owner

Risk Description

Consequence

Likelihood

Initial score

Controls Detail

Gaps in Controls

Assurance

Gaps in Assurance

Actions

Consequence

Likelihood

Residual score

Review date

07/05/2013 137 Phil Clow Helen 
Steadman

Further understanding 
required regarding the 
personalisation 
approach and the 
potential impact on 
strategic 
commissioning.  
Requirement to build 
on the Lead 
Commissioning 
arrangement with 
Local Authorities and 
utilise through 
understanding of 
personalisation and 
personal budgets

3 3 9

• Discussions on how to take this 
work forward have commenced
• CCG has commissioned NECS 
to carry out the process
• CCG working with the Local 
Authority re Children and older 
people
• Plans are being developed
• CCG working with other CCGs

• Work plans go to 
Clinical Executive.

• Work in 
progress

• Continue to develop 
and implement plans
• Disagregation of 
budget lines with 
Northumbria 
Healthcare NHS FT to 
allow personal budgets

3 3 9 04/04/2014

20/05/2013 193 Phil Clow Carol 
Nicholson

Failure to engage all 
stakeholders in 
development of 
commissioning plans 
resulting in 
misalignment of plan 
across the health 
economy.

3 4 12

• Planning process developed 
and shared with stakeholders
• Stakeholder engagement plan
• Strategic review complete
• Public Engagement complete
• Feedback report received

• Require 
commissioning 
intentions 
meetings to be 
arranged

• Planning process 
overseen by Council 
of Practices and 
Health and Wellbeing 
Board.
• Regular updates to 
Governing Body
• Significant 
assurance received 
from Internal Audit

• Engagement with the 
Local Authority and 
providers through 
Health and Wellbeing 
Board.
• Further meeting to be 
arranged to 
discuss/review 
Commissioning and 
Finance Plans

3 3 9 05/04/2014

Corporate Objective 5. Deliver financial balance
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Risk Ref.

Responsible 

Director

Risk Owner

Risk Description

Consequence

Likelihood

Initial score

Controls Detail

Gaps in Controls

Assurance

Gaps in Assurance

Actions

Consequence

Likelihood

Residual score

Review date

10/06/2013 286
Lesley 
Young-
Murphy

Emma Kelly

Increase in eligibility 
for CHC funding.
Increased financial 
pressure due to 
increase in numbers 
eligible for CHC

4 5 20

• Robust assessment process 
undertaken by NHCFT and MDT
• Benchmarking against other 
CCGs nationally
• Budget forecasts
• Weekly fast track and panel 
information received and 
approved
• Packages >50K need to be 
individually approved by CCG
• Monthly meeting with CHC 
Lead and CCG
• Robust decision making 
process via Panel and LA

• Unable to predict 
exact numbers 
due to changing 
demographics
• Budget set to 
increase by 1%
• Uncertainty 
regardng the 
numbers involved
• Standard 
contracts with set 
costs
• Error in 
information 
provided by NECS 
resulted in 
additional cost of 
2.5 million

• Exception reports 
reviewed by Clinical 
Executive and Audit 
Committee.
• Monthly reports from 
CHC team to Finance 
Contract and 
Performance 
Committee

• Outcome of 
Internal Audit 
review
• Detailed 
breakdown of 
spend in relation 
to Domicilliary 
Care.

• Decommission block 
beds
• Review older peoples 
pathways  re my 
care/my way
• Notice served on one 
Provider
• Working with LA to 
agree integrated 
contracts.
• Going out to bids with 
LA for Domicilliary 
Services
• Piloting Personal 
Health Budgets with 2 
clients ahead of April 
2014 deadline.
• Escalated to 
Managing Director of 
NECS who is 
undertaking a review, 
report due mid March.

4 4 16 05/04/2014

21/05/2013 195
Lesley 
Young-
Murphy

Jeff 
Goldthorpe

Escalating CHC 
Restitution Costs 
Insufficient funds.
(NTCCG undertakes 
the process for N'land 
and NGA)

4 5 20

• Robust restitution process - 
standard operation
• Benchmarking against national 
figures from other CCGs
• CCG to develop process to 
increase the options for the care 
of the elderly
• MOU with Northumberland and 
Newcastle for csts

• Difference 
between worst 
case prediction 
locally and 
formula used for 
DH prediction
• Change in 
accounting 
treatment will lead 
to funding 
pressures in 
2014/15

• Exception reports 
reviewed by Clinical 
Executive, Audit 
Committee and 
Governing Body
• Monthly reports from 
Restitution team to 
Finance Contract and 
Performance 
Committee

• Review of work 
restitution team

4 4 16 05/04/2014
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Date entered 

Risk Ref.

Responsible 

Director

Risk Owner

Risk Description

Consequence

Likelihood

Initial score

Controls Detail

Gaps in Controls

Assurance

Gaps in Assurance

Actions

Consequence

Likelihood

Residual score

Review date

21/05/2013 196 Alison 
Thompson

Jeff 
Goldthorpe

Insufficient funds for 
the delivery of the 
Commissioning Plan .

5 4 20

• Variances to budget reviewed 
on monthly basis with the 
forecast out turn summaries 
being updated
• Monthly Commissioning 
Performance and Planning 
Meetings
• QIPP Plan and tracker
• Robust planning process with 
clear prioritisations of schemes
• Monthly provider management 
meetings
• Recovery pan developed and 
implemented - shared with Area 
Team, Audit Committee and 
Clinical Executive

• QIPP tracker 
metrics require 
refinement - 
complete
• Timeliness and 
robustness of 
reporting from FT 
requires 
refinement
• Numbers being 
provided requires 
deep dive
• QIPP Tracker 
requires 
reconciling with 
contract, extra 
staff to be 
supplied to assist

• Finance position 
reported to the Audit 
Committee and the 
Governing Body.
• Council of Practices 
steering the planning 
process, with 
assurance to the 
Governing Body.
• Meetings between 
DoF and Area Team 
Director of Finance to 
continue to discuss 
and monitor status.

• Some concerns 
regarding the 
timeliness and 
robustness of 
information being 
provided by 
NECS

• Reporting 
arrangements 
reviewed
• Deep dive required 
into numbers being 
provided
• QIPP tracker requires 
reconciling with 
contract.

5 3 15 06/04/2014

02/09/2013 530 Alison 
Thompson

Phil Clow
Alison 

Thompson

Better Care Fund
Government 
announced plans to 
transfer 3% of CCGs 
budget to Local 
Authority in 15/16

4 4 16

• Meeting arranged with Local 
Authority to discuss whether 
funds already paid could be 
considered part payment
• Further meetings planned with 
FTs and Local Authority
• Regular meeting with Local 
Authority and Local Providers to 
discuss further guidance.
• Transfer of funds has been 
factored into financial strategy.

• CCG have not 
had agreement 
• Acute activity 
needs to reduce to 
fund 'Better Care 
Fund'
• Social care and 
Commissioned 
Services need to 
be developed as 
an alternative to 
hospital.

• Balanced budget
• Financial Strategy
• Better Care Fund 
Plans

• CCG required 
to have robust 
partnership 
working

• Work with Local 
Authority and 
Foundation Trusts to 
continue.
• Work with Health and 
Wellbeing Board to 
continue. 4 4 16 05/04/2014
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Date entered 

Risk Ref.

Responsible 

Director

Risk Owner

Risk Description

Consequence

Likelihood

Initial score

Controls Detail

Gaps in Controls

Assurance

Gaps in Assurance

Actions

Consequence

Likelihood

Residual score

Review date

01/04/2013 109 Alison 
Thompson

Jeff 
Goldthorpe

Contracted activity 
with providers 
exceeds planned 
levels.
Activity exceeds 
funded contract level

4 4 16

• NUTHFT has agreed a 
threshold for consultant to 
consultant referrals based on 
2010/11 referral rate
• NHCFT has agreed a threshold 
which will be revised in year as 
changes to specialised 
commissioning comes into effect
• Urgent Care Board
• Monthly provider management 
meetings
• Monthly meetings with 
Commissioning Managers
• Monthly sub-committee meets 
to examine fine detail
• NECS commissioned to provide 
monthly reports re activity and 
cost.

• Control only 
covers main 
providers

• Monthly performance 
reporting to Governing 
Body and Finance, 
Contract and 
Performance 
Committee.
• Monthly reports from 
NECS - activity plan 
and assumptions.
•Provider variance 
analysis.

• NTW contract to be 
signed - little financial 
risk exposure
• NHCFT contract 
expected to be signed 
by end of March
• Discussions ongoing 
with NuTFT
• NEAS contract to be 
signed by end of 
March

4 4 16 06/04/2014

02/05/2013 78 Phil Clow Andrew 
Round

Non achievement of 
QIPP.
CCG does not 
achieve required level 
of savings from 
resource releasing 
initiatives

4 4 16

• QIPP project plans
• QIPP plan monitoring by 
Commissioing Development 
Group
• More accurate data being 
provided

• Commissioning 
Development Group 
reviews monthly.
• Clinical Executive 
reviews plans by 
exception.

• Continue to monitor

4 3 12 05/04/2014

07/05/2013 140 Alison 
Thompson

Jeff 
Goldthorpe

Baseline exercise 
CCG being held liable 
for expenditure for 
which the associated 
funding is with 
another organisation

4 4 16

• Close working with colleagues 
across the system to clarify total 
allocations and PCT closure
• Monthly budget review 
meetings

• Figures remain 
uncertain

• Financial updates to 
the Governing Body, 
Council of Parctices 
and Clinical 
Executive.
• Monthly meetings 
between CCGs 
Director of Finance 
and Area Team

• Exact figure 
unknown

• Require discussion 
for transfer of excluded 
drugs and 256 funding

4 2 8 Risk closed 
07/03/2014 
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Date entered 

Risk Ref.

Responsible 

Director

Risk Owner

Risk Description

Consequence

Likelihood

Initial score

Controls Detail

Gaps in Controls

Assurance

Gaps in Assurance

Actions

Consequence

Likelihood

Residual score

Review date

21/05/2013 210 Alison 
Thompson

Jeff 
Goldthorpe

Increase in either 
volume or price of 
prescribing over and 
above of what is 
included in the 
commissioning plan

4 3 12

• Medicines Optimisation Plans 
• Medicines Optimisation 
Committee 
• Medicines Optimisation 
Services purchased from 
NECS 
• Monthly reporting
• Robust QIPP
• Northumbria to look into 
developing business case re 
management of medicines

• National process 
fragmented
• Deveoplment of 
Business case not 
agreed with 
Newcastle 
Hospital
• QUIPP not 
delivering what 
expected
• Error in forecast 
provided by BSA 
gave CCG 1 
million pressure

• Reports to the 
Council of Practices, 
Governing Body, 
Clinical Executive and 
Finance, Contract and 
Performance 
Committee.

• Escalated to AT 
during Q3 Assurance 
meeting.  AT FD aware 
before meeting

4 3 12 05/04/2014
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Report to:  Governing Body  
Date:  25 March 2014 Agenda item:  13.2 
Title of report: Use of the CCG Seal 2013/14 

Author: Pauline Fox, Head of Governance  
Purpose of the report and action required:   
The purpose of this report is to provide the Governing Body with an update on the 
use of the official seal of NHS North Tyneside Clinical Commissioning Group in the 
year 2013/14 

Executive summary:   
In line with the CCG’s Standing Orders (Appendix C, para 6 of the CCG 
Constitution), the CCG has a seal for executing documents where necessary.   
 
The following individuals are authorised to authenticate its use by their signature: 
The Chief Officer, the Chair and the Chief Finance Officer.  
 
The use of the Seal will be applied to: 

• All contracts for the purchase/lease of land and/or building 
• All contracts for capital works exceeding £100,000 
• All lease agreements where the annual lease charge exceeds £10,000 per 

annum and the period of the lease exceeds beyond five years 
• Any other lease agreement where the total payable under the lease exceeds 

£100,000 
• Any contract or agreement with organisations other than NHS or other 

government bodies including local authorities where the annual costs exceed 
or are expected to exceed £100,000 

 
The CCG is required to keep a register to record the sealing of every document. 
 
The entries in the Register of the Use of the Seal for NHS North Tyneside CCG for 
the period 1 April 2013 – 17 March 2014 are:  
 
Date Document 
16 December 
2013 
 

Revenue Payment Agreement pursuant to Section 256 of the NHS 
Act 2006, between NHS North Tyneside CCG and The Council of 
the Borough of North Tyneside 

 
Recommendation to the Governing Body: 
It is recommended that the Governing Body endorses the use of the official seal as 
detailed above.  
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Report to:  Governing Body  
Date:  25 March 2014 Agenda item:  13.3 
Title of report: The arrangements for the approval of the CCG annual 
report and annual accounts  
Author: Pauline Fox, Head of Governance  
Purpose of the report and action required:  This report gives more detail about 
what is required for the CCG Annual Report and Annual Accounts and outlines the 
process to be followed within NHS North Tyneside CCG. The Council of Practices is 
being asked to delegate responsibility for the approval of the annual report and 
annual accounts to the CCG Governing Body, advised by the Audit Committee. The 
Governing Body is asked to note the proposed arrangements as set out in the 
attached report.   

Executive summary:   
The CCG has to prepare an annual report and annual accounts, submit these to 
NHGS England and publish them on the CCG website on Friday 6 June 2014 and 
present them at a meeting held in public by 30 September 2014.  
  
It is being recommended to the Council of Practices at its meeting on 26 March 2013 
that the Council of Practices notes the statutory requirements for the CCG to prepare 
and submit an annual report and annual accounts and delegates responsibility to 
approve the CCG annual report and annual accounts to the CCG Governing Body, 
advised by the Audit Committee.  

 
 
Recommendation to the Governing Body: 
 
It is recommended that the Governing Body: 
 

1. Notes the work required and the proposed programme: 
 

2. Notes the additional meetings of the Audit Committee in April 2014 to 
consider the draft annual report and draft accounts and in May when the Audit 
Committee will prepare its advice to the CCG Governing Body regarding the 
annual report and annual accounts; 
 

3. Identifies any other work to support the CCG to meet its requirements to 
prepare, publish and present the annual report and annual accounts.  
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Report to:  Governing Body  
Date:  25 March 2014 Agenda item:  13.3a 
Title of report: The arrangements for the approval of the CCG annual 
report and annual accounts  
Author: Pauline Fox, Head of Governance  
Purpose of the report and action required:  This report gives more detail about 
what is required for the CCG Annual Report and Annual Accounts and outlines the 
process to be followed within NHS North Tyneside CCG. The Council of Practices is 
being asked to delegate responsibility for the approval of the annual report and 
annual accounts to the CCG Governing Body, advised by the Audit Committee. The 
Governing Body is asked to note the proposed arrangements as set out in the report.   
 
 
1. Background  
 

The CCG has a statutory requirement to prepare an annual report and annual 
accounts. Guidance issued by NHS England states that these are to be 
submitted to NHS England by 6 June 2014, posted on the CCG public website 
by 17.00 hours on Friday 6 June and presented at a meeting held in public by 
30 September 2014.  
 
This report gives more detail about what is required and outlines the process to 
be followed within NHS North Tyneside CCG. 

 
2. Work undertaken to date 
 

2013/14 is the first year of Clinical Commissioning Groups and therefore the 
first year that CCG annual reports and annual accounts have been required. 
This is an important aspect of the CCG accounting to the public, key 
stakeholders and NHS England for the work undertaken during the year. NHS 
England has issued detailed draft guidance on the format and content1.  

 
3. Key points  

 
3.1 Content of the annual report and annual accounts 
 
The CCG annual report and annual accounts comprise: 

 
I. Annual report:  

                                                           
1 http://www.england.nhs.uk/wp-content/uploads/2014/01/ccg-ann-rep-guid.pdf  

http://www.england.nhs.uk/wp-content/uploads/2014/01/ccg-ann-rep-guid.pdf
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Governing Body Report;  
Operating & Financial Review;  
Sustainability Report (for larger CCGs); 
Equality Report;  
Governing Body & Senior Management Profiles;  
Remuneration Report 

 
II. Statement of Accountable Officer’s Responsibilities 

 
III. Governance Statement 

 
IV. Annual accounts  

 
3.2 Authority to approve the annual report and annual accounts  
 
The CCG scheme of delegation2 indicates that the Council of Practices has 
responsibility for the approval and sign off of the CCG annual report and annual 
accounts. It is being recommended that the Council of Practices delegates this 
to the Governing Body, acting on the advice of the Audit Committee.  
 
The responsibilities of the CCG governing body are set out in the CCG 
constitution. It is well placed to undertake the approval and sign off of the 
annual report and annual accounts on behalf of the CCG. On particular the 
CCG Governing Body has responsibility for:  
 

‘ensuring that the CCG has appropriate arrangements in place to exercise its 
functions effectively, efficiently and economically and in accordance with the 
Groups principles of good governance (its main function)’;3 

 
The Governing Body is therefore well placed to undertake the approval and 
sign off of the CCG annual report and annual accounts on behalf of the Council 
of Practices.  
 
The CCG is required to have an Audit Committee as a committee of the 
Governing Body. The Audit Committee members are the CCG lay member for 
audit and governance, the CCG lay vice Chair and the GP nominee of the 
Council of Practices. Officers in attendance at the audit committee are the Chief 
Finance Officer, the Head of Finance, the Head of Governance, the Head of 
Internal Audit and the Director of External Audit (Mazar). The Audit Committee 
will oversee the preparation of the draft and final annual report and annual 
accounts and make recommendation accordingly to the CCG Governing Body.  
 
3.2 Timetable for the preparation, approval and submission of the 

CCG annual report and annual accounts  
 
The timetable for the submission and publication of the annual report and 
annual accounts is set out in national guidance. The drafts have to be 
submitted to NHS England on Wednesday 23 April 2014. The final, approved 
documents have to be submitted and published on the CCG website on Friday 

                                                           
2 Appendix D, page 65 of the North Tyneside CCG constitution  
3 Section 6.6.1 (a) of the North Tyneside CCG constitution  
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6 June 2014. The annual report and accounts must be presented at a meeting 
held in public by no later than 30 September 2014.  
 
The working timetable for the preparation of the CCG annual report and annual 
accounts is: 
 

Date (2014) Meeting / event  Comments  

Tuesday 25 
March  

Governing Body 
meeting (public) 

Approve timetable for sign off of 2013/14 accounts and 
annual report  

Wednesday 26 
March  

Clinical Executive 
Meeting 
Council of Practices 
meeting   

Council of Practices asked to note this timetable for sign 
off of 2013/14 accounts and annual report and to delegate 
approval to CCG Governing Body, informed by Audit 
Committee  

Thursday 17 
April (Maundy 
Thursday)  

(Additional) Audit 
Committee 
workshop  (1.30 -
4pm) 

To consider draft 2013/14 annual report and annual 
accounts  
  

Wednesday 23 
April  

Draft accounts and 
reports due to NHS 
England 

Papers to NHS England  
  
 

Tuesday 29 April  Governing Body 
meeting   

To receive a report on the draft  end of year  position (as 
at 23 April submission)   

Wednesday 7 
May  

Council of Practices  To receive a report on the draft end of year  position (as at 
23 April submission)   

Friday 16 May  Audit Committee (1) Sign off annual report including annual governance 
statement (noting the Head of Internal Audit Opinion (2) 
note any feedback to date from NHSE on draft accounts 
(3) receive and consider comments from External Audit 
(Mazar) and (4) cover business other than final accounts 
and annual report  

Friday 30 May  Additional Audit 
Committee meeting 
1.30 – 4pm 

To consider the final accounts and recommend to CCG 
Governing Body for approval  
To consider and sign off final Annual Report (unless 
already done so on 16 May) 

Tuesday 3 June  Governing Body 
meeting  

Formal approval of annual report and annual accounts  

Friday 6 June 
By 12 noon  

Final, signed off 
accounts and 
report due to NHS 
England 

 

Wednesday 18 
June  

Council of Practices 
meeting  

Annual report and final accounts presented to Council of 
Practices  

By 30 
September 

Must present the 
annual report and 
annual accounts in 
public by 30 
September 2014  
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4. Recommendations  
 

It is recommended that the Governing Body: 
 

4.1 Notes the work required and the proposed programme: 
 

4.2 Notes the additional meetings of the Audit Committee in April 2014 to 
consider the draft annual report and draft accounts and in May when the 
Audit Committee will prepare its advice to the CCG Governing Body 
regarding the annual report and annual accounts  

 
4.3 Identifies any other work to support the CCG to meet its requirements to 

prepare, publish and present the annual report and annual accounts 
 
 
Appendices and further information 
  
Governance and Compliance   
 
5. 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  
 

6. Consultation and engagement 
 

This proposed timetable and approval arrangements have been discussed by 
the CCG Audit Committee and will be considered by the CCG Council of 
Practices at its meeting on 26 March 2014.  

  
 
 
Report author: Pauline Fox, Head of Governance  
Report date:  14 March 2014  
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