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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 23 September 2014, 10:15am – 12:00noon, at Hedley Court  
 
Members of the public are invited to meet members of the CCG Governing Body informally, 
prior to the meeting, at 10:00am – 10:15am 
 
 

Agenda 
Item 
No Item Lead Time 

1 Welcome Dr J Matthews 

 
2 Apologies for Absence Dr J Matthews 

3 Confirmation of Quoracy Dr J Matthews 

4 Declarations of Interest Dr J Matthews / P Fox 

5 Minutes of the previous meeting held on  
22 July 2014  Dr J Matthews 

10.20 
Enclosures 

6  Matters arising from the previous meeting held on 
22 July 2014 Dr J Matthews 

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

10.25 
Verbal 

8 Quality Items  

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

 
10.35 

Enclosure 

8.2 Winterbourne View: update on progress Dr Young Murphy 
10.40 

Enclosure  

8.3 Integrated Quality and Performance Report A Thompson  
10.50 

Enclosure 

9 Finance and Contracting   

9.1 2014/15 Financial Position  A Thompson   
11.00 

Enclosure 

10 Public and Patient Involvement  

10.1 Report from the Patient Forum Dr L Young-Murphy  
11.10 
Verbal 
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11 Strategic Items  

11.1 Better Care Fund: plan submission P Clow 
11.15 

Enclosure  

11.2 North Tyneside Operational Resilience and 
Capacity Planning for 2014/15 P Clow 

11.30 
Enclosure  

11.3 Children and Young People’s Plan 2014-2018 P Clow 
11.40 

Enclosure 

12 Governance and Assurance  

12.1 Risk Assurance Framework  P Fox 
11.45 

Enclosure  

12.2 Equality Strategy and Equality Objectives 
2014/15 P Fox 

11.50 
Enclosure  

12.3 Committee Terms of Reference  P Fox 
11.55 

Enclosure 

13 Items for information   

 No Items   

14 Date of next meeting  

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

Minutes of the Governing Body meeting held on 22 July 2014, at Linskill Centre,   
11.30am – 12.30pm.   
 
Present:   
Dr John Matthews Clinical Chair (Chair) 
Mary Coyle Deputy Lay 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 Development 
Marietta Evans Director of Public Health, North Tyneside Council 
Pauline Fox Head of Governance 
  
Apologies for Absence: 
 Apologies for absence were received from Mr Kyee Han, Secondary Care 

Specialist Doctor.    
  
NTGB/14/066 Welcome  

Dr Matthews welcomed everyone to the meeting, particularly extending a 
warm welcome to members of the public who were in attendance.  He hoped 
that the opportunity to attend the first Annual Public Meeting of the CCG prior 
to the meeting had been helpful. 

  
NTGB/14/067 Confirmation of Quoracy (Agenda Item 3) 

It was confirmed that the meeting was quorate. 
  
NTGB/14/068 
 

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.     

  
NTGB/14/069 Minutes of the Previous Meeting held on 29 April 2014 (Agenda Item 5) 

The minutes of the meeting held on 29 April 2014 required slight 
amendments. There was a typing error on page 3, where 213 should read 
2013. At the top of page 6, the reference to ‘provider efficiency of 4%’ should 
read ‘inflation of 4%’. With these amendments the minutes were accepted as 
a true record of the meeting.  

  
NTGB/14/070 Matters Arising from the Previous Meeting held on 29 April 2015 (Agenda 

Item 6) 
It was noted that action 1, relating to the Freedom of Information (FOI) annual 
report and action 2, regarding the renaming of an agenda item were both 
completed.  
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It was noted that the report on Winterbourne View was due in September 
2014 and the update on Maternity services was due in November 2014.  Dr 
Young Murphy confirmed that she is planning to brief the Patient Forum 
regarding the Quality Premium as requested.  
 
There were no other matters arising.  

  
NTGB/14/071 Report from the Chair and Chief Officer (Agenda Item 7) 

Dr Matthews, Clinical Chair, commented on the CCG Annual Public Meeting, 
held immediately prior to this meeting, when the CCG Annual Report and 
Annual Accounts had been presented. He thanked everyone for their hard 
work throughout the first year of the CCG and acknowledged the significant 
challenges ahead.  
 
Ms Cushlow, Chief Officer, had three major items to report. She advised that 
NHS England’s invitation to CCGs to consider co-commissioning primary care 
had been considered at the CCG Council of Practices, where a decision had 
been made not to submit an expression of interest at this time.  
 
Ms Cushlow went on to advise the Governing Body that national guidance on 
the Better Care Fund had been received, with more anticipated, requiring 
CCGs, Local Authorities and partners to review their local plans. An update 
on this would be provided at the September meeting of the Governing Body.   
 
Finally, Ms Cushlow alerted the Governing Body to a recent announcement 
by NHS England about the importance of system resilience, with some new 
money announced alongside this. Work was on-going with partners to 
develop local plans against tight timescales, led be the Urgent Care Board (to 
be renamed the System Resilience Team) and overseen by the CCG Clinical 
Executive Committee. This work encompasses what was formerly referred to 
as ‘winter planning.’ A report will be presented to the at the September 
meeting of the Governing Body.  
 
Action 1: A report on the revised approach to the Better Care Fund to be 
presented to the September 2014 meeting of the Governing Body.   
 
Action 2: A report on the local system resilience work to be presented to the 
September 2014 meeting of the Governing Body.   

  
NTGB/14/072 
 
 
 
 
 
 
 
 
 
 
 
 

Quality and Safety Committee Report (Agenda Item 8.1) 
Dr Young Murphy and Dr Wright presented this report, which had been 
circulated with the agenda.  It outlined the work undertake by the Committee 
on behalf of the Governing Body, playing a key role in assuring the 
commissioning of high quality, safe care.  
 
Dr Wright advised the Governing Body that he and Dr Young Murphy had 
recently participated in unannounced ward visits at Northumbria Healthcare 
NHS FT, as part of an on-going programme of quality assurance. This had 
been a positive experience, with the wards very clean and the staff appearing 
to be open and caring. Further similar visits were being planned.  
 
In respect of previous reports to the Governing Body regarding the mortality 
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rates at Northumbria Healthcare NHS FT, Dr Wright advised that significant 
work was on-going and suggested bringing a formal update to the November 
meeting of the Governing Body.  
 
Dr Wright advised that significant service transformation work is underway at 
Northumberland, Tyne and Wear NHS FT. Maintaining and improving service 
quality would be at the forefront of this programme of work.  
 
Dr Young Murphy referred to some of the specific issues considered at the 
recent meetings of the Quality Review Groups (QRGs) and the CCG Quality 
and Safety Committee. The Internal Audit of safeguarding of children 
processes in the CCG had been completed with an outcome of ‘significant 
assurance.’ Work on Patient Group Directions continues.  
 
Mrs Thompson asked about the Quality and Safety Committee annual report, 
suggesting that this could be very useful to inform the preparation of the CCG 
annual report, if it was available in time next year. Dr Matthews added that he 
would like the report to be available to both the Clinical Executive and the 
Governing Body. Dr Young Murphy agreed with these suggestions and would 
endeavour to work to this at the end of 2014/15.  
 
Ms Cushlow asked Dr Young Murphy to say a little more about the work of 
the Quality and Safety Committee in respect of delivering the right care in the 
last days of life, as indicated in section 3.5 of the report. Dr Young Murphy 
responded, advising that Dr Kathryn Hall who was the local GP lead on end 
of life care had also contributed to the national work on this. Dr McLean, GP 
fellow, had been leading work with the patient forum on the implementation of 
the Advance Care Direction.  
 
Ms Coyle asked about the unannounced visits to the wards at Northumbria 
Healthcare NHS FT. Dr Wright said that they were planned, but 
unannounced, and were undertaken by FT Executive and Non-Executive 
Directors, with the CCG Clinical Leads invited to join. The visits were 
scheduled throughout the year and he and Dr Young Murphy would join visits 
later in the year.  
 
Mrs Evans pointed out that the references to ‘project ANSA’ in the paper 
(section 3.1) were erroneous. This drug intervention project is actually 
‘Project Answer’ and NTW FT is not the commissioner of the service, as 
indicated in the report. She confirmed, however, that, as the service 
commissioner, North Tyneside Council was tackling the issues that were 
raised regarding attendance at Child Protection Conferences.  
 
The Governing Body noted the report.  
 
Action 3: Dr Wright to bring a report on mortality rates at Northumbria 
Healthcare NHS FT to the November meeting of the Governing Body.  

  
NTGB/14/073 Francis Action plan update (Agenda Item 8.2) 

Dr Young Murphy presented this report, which had been circulated with the 
agenda.  
 
The Quality and Safety Committee had considered action plans in respect of 
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the Francis report in December 2013, March 2014 and June 2014. The report 
now presented to the Governing Body reflected the recent ‘Hard Truths’ 
report. Dr Young Murphy drew the Governing Body’s attention to the need for 
NHS Trusts to publish staffing levels on a ward-by-ward basis. She advised 
that local FTs were all complying with this. It was noted that whilst this was a 
‘blunt’ instrument it was useful to triangulate with other information to form a 
more comprehensive picture of quality.  
 
The Governing Body thanked Dr Young Murphy for this report, noting that it 
gave assurance on the CCG’s continued work to implement the 
recommendations of the Francis report and subsequent, associated reports.  

  
NTGB/14/074 Integrated Quality and Performance Report (Agenda Item 8.3) 

Mrs Thompson and Dr Young Murphy presented this report, which had been 
circulated with the agenda. 
 
In respect of the NHS constitution, Mrs Thompson reported that the CCG met 
all measures in April and May 2014. There were some breeches on the target 
times for treatment from urgent referrals, for which action plans had been 
requested. Further details would be included in the next Governing Body 
report. She advised that, in respect of the 18 week wait target, it had been 
identified that 1500 patients are currently recorded as waiting 16+ weeks. 
Tackling this was now a priority.  
 
Dr Young Murphy reported that for April and May, the incidence of CDiff. was 
above the trajectory of 10, with 15 cases recorded. This was challenging. 
Significant work was in hand to address it and the situation would be actively 
monitored and managed. She referred to the Quality Dashboard; it was rather 
too early in the year to identify any trends.  
 
Ms Cushlow expressed concern about the breach of the 2 week wait for 
patients to be seen following urgent referral for breast symptoms. She was 
aware that there was significant local effort to address this, including 
identifying where there are recording anomalies (for example, if a patient 
declines an appointment in the 2 week period) and ‘actual’ delays. She 
remained concerned that if a patient was offered a prompt appointment and 
declined, then the patient may not fully understand the urgency of the 
situation.    
 
Mrs Evans referred to the CCG Health Outcomes table in the report. She 
advised that very recent data in respect of ‘maternal smoking at delivery’ and 
‘breast feeding prevalence’ showed a positive trend. She would liaise with the 
CCG performance team accordingly.  
 
Mrs Thompson and Dr Young Murphy were thanked for the report.  

  
NTGB/14/075 Annual Audit Letter (Agenda Item 9.1) 

Cameron Waddell and Jim Dafter from Mazars, the CCG’s External Auditors, 
attended for this item. The Annual Audit Letter had been circulated with the 
agenda. Mr Waddell explained that the Audit Commission appoints CCG 
Auditors. This report was the final part of the 2013/14 audit process. He 
advised that once the Governing Body had accepted the Annual Audit Letter 
it should be published on the CCG website.  
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Mr Waddell confirmed that, following the audit work he and his colleagues 
had undertaken at the CCG, Mazars had issued an unqualified opinion of the 
CCG’s 2013/14 accounts on 5 June 2014. The 2013/14 year end CCG 
surplus of £163k was noted.  
 
Mr Waddell advised that the 2013/14 Audit Fee for the CCG, set by the Audit 
Commission, was £77k with a £7k refund. All the work undertaken by Mazar 
at the CCG in 2013/14 was contained within this fee.  
 
Mr Waddell spoke about the 2014/15 work programme. He advised that in 
addition to the work undertaken in 2013/14, looking at governance, payments 
to related parties, 3rd party assurances, remuneration reports and financial 
balance, the auditors would be undertaking detailed Value for Money work in 
2014/15. 
 
Mr Willis, as Chair of the Audit Committee, commented that the Annual Audit 
Letter had been considered in detail at the meeting of the Audit Committee 
on 18 July 2014. He had no further comments to make.  
 
Dr Matthews thanked Mr Waddell and Mr Dafter for their work during the year 
and for presenting the Annual Audit Letter to the Governing Body.  

  
NTGB/14/076 Financial Performance Report (Agenda Item 9.2) 

Mrs Thompson presented this report, which has been circulated with the 
agenda.  
 
The CCG had a financial allocation of £292.9m for 2014/15. However, all but 
£900k is pre-committed and the financial situation remains very tight. The 
CCG QIPP target of £8m is very challenging and would be addressed 
through the detailed work of the CCG financial recovery plan.  Mr Willis 
confirmed that this was being carefully monitored by the Audit Committee.  
 
Mrs Thompson referred to the funds earmarked by the Department of Health 
for Continuing Health Care restitution. Dr Young Murphy confirmed that 
efforts were being made to process cases as promptly as possible.  
 
Mrs Thompson referred to the 5 year financial plan and the challenges 
ahead. She confirmed that the Better Care Fund was factored into this 
financial plan.  
 
It was noted that there is little to report on progress against plans so early in 
the year. A fuller detailed report would be presented to the next meeting of 
the Governing Body.  
 
Mrs Thompson was thanked for the report.  

  
NTGB/14/077 Report of the Patient Forum (Agenda Item 10.1) 

Dr Young Murphy and Mrs Hayward gave a verbal report on the recent 
meeting of the Patient Forum.  
 
It was noted that the Patient Forum was going from strength to strength, but 
was not complacent. In particular, Mrs Hayward was keen to extend the 
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membership of the Forum. She was meeting with key individuals, including 
the CCG Clinical Chair, to consider how the work and ideas of the Patient 
Forum could best be continuously incorporated into the work of the CCG.  
 
Dr Young Murphy added that the Community Health Forum was very involved 
in the work and development of the Patient Forum. This included involvement 
in ‘Sensemaker,’ the vehicle for collecting patient stories.  
 
Dr Matthews thanked Dr Young Murphy and Mrs Hayward for this report and 
complimented the Patient Forum on its work to date.  

  
NTGB/14/078 Update on the CCG 5 year strategic plan (Agenda Item 11.1) 

Mr Clow gave a verbal update on the CCG five year strategic plan. This 
outlined the vision for health and social care in the next  5 years, referencing 
the challenges and pressures faced.  
 
Mr Clow stressed how important the involvement of public and partners was 
in developing the plan. An update on the development of the plan had been 
provided to NHS England on 20 June as required; feedback is awaited. The 
plan needs to be finalised and submitted in Autumn 2014. A further update 
will come to the Governing Body in due course.  
 
The Governing Body noted the progress in preparing the 5 year strategic 
plan.  

  
NTGB/14/079 Learning Disability Joint Health and Social Care Self-Assessment 

Framework 2012/13 (Agenda Item 12.1) 
Mr Clow presented this report, which had been circulated with the agenda. 
 
The North Tyneside 2012/13 self-assessment against the national framework 
was summarised in this report, highlighting progress in three areas: ‘staying 
healthy’ ‘being safe’ and ‘living well’. The self-assessment had been validated 
by the NHS England Area Team in March 2014, confirming what was working 
well and identifying areas for improvement.  
 
Dr Young Murphy complimented the team on the significant work undertaken 
to continually improve services and health and social care outcomes for 
people with a learning disability. She asked about the areas for improvement 
identified in section 3.1 of the report, relating to flagging systems and data 
collection in primary care. She asked if there was likely to be an opportunity 
for primary care IT systems to help with this. Mr Clow agreed. It was 
suggested that this be taken forward through the CCG IM&T committee.  
 
Mrs Thompson noted the progress made, but remarked that as the report 
related to 2012/13 some of the issues may no longer be relevant. Mr Clow 
confirmed that further work had been completed in 2013/14 and into 2014/15 
but there remains work to do and progress to make.  
 
Mr Willis commented on the importance of whistle blowing and asked for 
information on any known whistle blowing in local learning disability services. 
Dr Young Murphy advised that there have been instances where issues have 
been brought to the attention of the Care Quality Commission.  
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The Governing Body noted the work completed and the outcome of the self-
assessment and thanked Mr Clow for the report.    

  
NTGB/14/080 Health and Safety Policy for approval (Agenda Item 13.1) 

Mrs Fox presented this policy, which had been circulated with the agenda. 
 
The CCG Health and Safety policy approved by the CCG shadow Board in 
March 2013 had been reviewed. The health and safety advisor, a NECS 
employee, had led the review. The revised policy had been considered by the 
Quality and Safety Committee and was recommended to the Governing Body 
for approval.  
 
Mr Willis asked for reference to ‘non executive Directors’ to be removed from 
the policy, to be replaced with Lay Members as appropriate.  Mrs Thompson 
said that the nominated director for health and safety should be explicit in the 
policy. Mrs Fox confirmed that Chief Officer was the nominated director for 
Health and Safety in the CCG. This would be explicitly stated in the policy.  
 
With these amendments the Health and Safety policy was approved by the 
Governing Body.  

  
NTGB/14/081 Safeguarding Children Policy  

and Safeguarding Adults Policy for approval (Agenda Items 13.2 and 
13.3) 
Mrs Fox presented these policies, which had been circulated with the 
agenda. 
 
A safeguarding policy covering adults and children was approved by the CCG 
shadow Board in March 2013. On review it was considered that the CCG 
would be better served with separate policies. The policies had been 
considered by the Quality and Safety Committee and were recommended to 
the Governing Body for approval. The Governing Body confirmed that the 
CCG should have separate policies for Safeguarding Children and 
Safeguarding Adults.  
 
Mrs Thompson suggested that the policies as presented required a few minor 
adjustments so that the children and adult safeguarding policies were 
consistent in terms of layout and terminology. Dr Young Murphy agreed to 
oversee these amendments, working with the lead officers in her team. With 
those amendments, the policies were approved.  

  
NTGB/14/082 Items for Information (Agenda Item 14) 

There were no items for information.  
  
NTGB/14/083 Date of the next meeting 

Dr Matthews thanked the members of public in attendance.  Dr Matthews 
advised that the next meeting of the Governing Body would be held on 
Tuesday 23 September 2014, 10:15am.  
 
The meeting closed at 12:40pm.  
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North Tyneside Governing Body (Public) 

12 September 2014  

Date Minute Action 
No. Action Resp. Officer Target Date 

Status 
as at 
12/09/14 

22 July 2014 NTGB/14/071 1 

A report on the revised approach to the 
Better Care Fund to be presented to the 
September 2014 meeting of the Governing 
Body.   

Phil Clow September 
2014  

On 
agenda 

22 July 2014  NTGB/14/071 2 
A report on the local system resilience work 
to be presented to the September 2014 
meeting of the Governing Body.   

Phil Clow September 
2014  

On 
agenda  

22 July 2014  NTGB/14/072 3 

Dr Wright to bring a report on mortality 
rates at Northumbria Healthcare NHS FT to 
the November meeting of the Governing 
Body. 

Dr Martin Wright  November 2014   

       

29 April 2014 NTGB/14/054 3 

Dr Young Murphy to arrange for a briefing 
on the national Quality Premium indicator 
relating to improved reporting of medical 
errors to be prepared and prepared and 
presented to the CCG Patient Forum. 

Dr Young 
Murphy  

September 
2014  

29 April 2014 NTGB/14/061 4 
An update on maternity services to be 
brought to the November meeting of the 
Governing Body. 

Phil Clow November 2014   

       

25 March 
2014 NTGB/14/031 1 

Dr Young-Murphy to bring an update on the 
Winterbourne View action plan to a future 
Governing Body meeting. 

Dr Young-
Murphy 

September 
2014 

On 
agenda  
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Report to:  Governing Body 
Date:  23 September 2014 Agenda item:  8.1 
Title of report:  Quality and Safety Committee update  
Sponsor:  Lesley Young-Murphy, Executive Director of Nursing & Transformation  
Author:     Sharon Haggerty, Head of Quality & Patient Safety 
Purpose of the report and action required:  
This report is to provide the Governing Body with a briefing of the risks and 
assurances brought to the attention of the Quality and Safety Committee.  The 
Governing Body is asked to note the content of this report. 
 
Executive summary:   
This report is intended to provide the Governing Body with a briefing of the risks and 
assurances brought to the attention of the Quality and Safety Committee in July 
2014.  This committee did not meet in August 2014.  
 
Agenda items in the July 2014 meeting included: 
• Safeguarding – Children and Young People 
• Safeguarding Adults 
• Integrated Governance Update Report 
• Winterbourne Update 
• Risk Register Update 
• Equality and  Diversity Update 
• Quality and Safety Committee – Annual Terms of Reference  
• NEAS Action Plan 
 
 
Recommendation 
The Governing Body is requested to note the content of this report. 
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Report to:  Governing Body  
Date:  23 September 2014 Agenda item:  8.1 
Title of report:  Quality and Safety Committee update 
 
Sponsor:  Lesley Young-Murphy, Executive Director of Nursing & Transformation  
Author:     Sharon Haggerty, Head of Quality & Patient Safety  
Purpose of the report and action required:  
This report is to provide the Governing Body with a briefing of the risks and 
assurances brought to the attention of the Quality and Safety Committee.  The 
Governing Body is asked to note the content of this report. 
 
 
1. Introduction 
 The Quality and Safety Committee is established as a sub-committee of the 

CCG Governing Body, in accordance with constitution, standing orders and 
scheme of delegation.  This report is intended to provide the Governing Body 
with a briefing of the risks and assurances brought to the attention of the 
Quality and Safety Committee in July 2014.  This committee did not meet in 
August 2014.  

 
2. Agenda Items 
 Agenda items in the July 2014 meeting included: 

 Safeguarding – Children and Young People 
 Safeguarding Adults 
 Integrated Governance Update Report 
 Winterbourne Update 
 Risk Register Update 
 Equality and  Diversity Update 
 Quality and Safety Committee – Annual Terms of Reference  
 NEAS Action Plan 

 
3. Key points from the June 2014 meeting 
3.1 Safeguarding Children & Young People 

 
Avoidable Death of a Child 
The committee was presented with details from the Ombudsman’s report on the 
avoidable death of a 3 year old from sepsis in 2010, the purpose of which was to 
recognise and note the relevant learning points. 
 
Key Points to Note: - 

• NHS organisations were found to have provided adequate care 
• Mechanisms were not in place to share patients information 
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Discussion regarding the learning points from a Child Death Review after a child death 
in North Tyneside 2011 from Group A streptococcal septicaemia were also shared 
 
Key Points to Note: - 

• Poor triage by NHS Direct 
• Delayed admission 
• Lack of paediatric BP monitoring equipment 
• Parents unable to say goodbye to their child 
• Good bereavement support received 
• CDOP addressed parents questions 

 
The Ombudsman’s report was also considered at the Child Death Overview Panel 
meeting on 8th August 2014. 
 
CQC Inspection 
The committee were reminded that a CQC inspection was forthcoming.  No date had 
yet been received however this would occur on the Thursday before the inspection the 
following week.  Deadline for completion of the inspection is March 2015 and 
preparatory work is underway. 

 
Care Records 
Midwifery access to GP/Hospital care records is an area currently under discussion. 
An update will be provided at a later date. 
 

3.2   Safeguarding Adults 
Good working relationships have been established between NTCCG, CQC and 
the Local Authority with regard to information sharing about standards of care in 
care homes. 
 
A Community of Practice Nurse meeting and a Local Authority Contract 
meeting are in place, at which themes and issues will be discussed on an 
ongoing basis.  The focus is currently standards of care being provided within 
the care homes 

 
3.3 Integrated Governance Update Report 

An integrated governance report was presented to the Committee which 
included serious incidents, Safeguard Incident and Risk Management System 
(SIRMS), never events, freedom of information requests, C. Diff trajectories and 
complaints.  
 
There has been a 26% reduction in the number of serious incidents reported 
across the four main providers. 
 
Three GP Practices have yet to enrol on the SIRMS system however incident 
reporting from those already enrolled is reassuring. 
 
NHCFT incident reporting rate is in the mid quartile; however the NUTH rate is 
significantly lower.  Given that the National Reporting and Learning System 
website claims that there is emerging evidence that organisations with a higher 
rate of reporting have a stronger safety culture, the low reporting rates in NUTH 
will be address in the forthcoming NUTH QRG meeting. 
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Analysis is ongoing with regard to clinical incidents at Hospital Ward level in 
order to determine whether any trends can be identified in isolated clinical 
areas. The intention of this analysis work is to ascertain whether individual 
clinical areas are learning from past mistakes or whether similar clinical 
incidents reoccur consistently in specific areas. 

 
3.4   Winterbourne Update  
       All 11 funded patient cases (forensic) have been reviewed.  2 cases have been 

transferred to specialist commissioning, 5 have been discharged into a 
community setting, 3 have discharge plans in place and 1 case has yet to have 
a credible discharge plan arranged as a consequence of ongoing physical and 
mental health issues. 

 
3.5 Risk Register Update 

A quarterly update of the risk register was presented to the Committee.   
 

Two risks have been closed since the last report, these were:  
 
• The risk related to NT CCG’s possible failure to meet its statutory duties.  

Internal audit provided assurance that statutory duties had been met. 
  

• Risk related to lack of clarity regarding who was responsible for making 
improvements in primary care – this is now much clearer and therefore not 
felt to be a real risk. 

 
A new risk related to financial pressures linked to complex cases has been 
added to the risk register. 

 
3.6 Equality and Diversity Update 

The committee confirmed that the Equality Strategy Document together with a 
recommendation to include dementia as an objective, would be presented for 
approval to the NT CCG Governing Body. 

 
3.7   Quality and Safety Committee – Annual Terms of Reference  

Following a review of the Quality and Safety Committee recently, and in line 
with timeframes in the existing Terms of Reference (TOR), there was a need to 
refresh the TOR for the committee. 

 
The proposed changes include: - 

• Amendment of the term ‘board’ to ‘governing body’ throughout 
• In the membership section, job titles will be corrected  and two new 

members would be added (Head of Quality and Patient Safety, and 
Head of Planning, Performance and Business Development) 

• The reference to ‘Conflicts of Interest Policy’ will be altered to read 
‘Standards of Business Conduct Policy’ 

• The reference to the annual controlled drugs report would be removed 
as this is not CCG business) 

 
3.8 NEAS Action Plan 
 The report (17th May 2014) on actions NEAS plan to take to meet CQC 

essential standards in four areas, was received by the committee. 
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4 Recommendations  

The Governing Body is requested to note the content of this report. 
 
5 Governance and Compliance   
 

Links to corporate objectives  
2014/15 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. Develop and grow 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: Sharon Haggerty, Head of Quality & Patient Safety  
Report date:  14th August 2014 
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Report to:  Governing Body 
Date:  23 September 2014 Agenda item:  8.2 

Title of report:  Winterbourne View: update on progress 
Sponsor: Lesley Young Murphy, Executive Director, Transformation and Nursing   
Author:  Tom Dunkerton, Commissioning Manger 
 
Purpose of the report and action required  
This report is to provide an update on progress in relation to the Department of 
Health report, Transforming care: A national response to Winterbourne View 
hospital. This includes; the main implications for the North Tyneside Clinical 
Commissioning Group, progress to date in relation to the resettlement of patients 
residing in hospital locked rehabilitation and assessment and treatment beds in to 
local community settings. 
 
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, two has been transferred to specialised commissioning, 
five patients were discharged before 1 June 2014, two patients were discharged 
between July and August 2014, two have credible discharge plans in place. There 
has been one further admission after the original census submission that has yet to 
have a credible discharge in place due to physical and mental health complications. 
 
North Tyneside CCG and North Tyneside Local Authority are continuing to work 
collaboratively to develop a joint contractual framework for providers with robust 
monitoring arrangements. 
 
In addition, North Tyneside CCG will worth with the Local Authority and NHS 
providers to identify and address gaps in community provision.  
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Report to:  Governing Body 
Date:  23 September 2014 Agenda item:  8.2 
Title of report:  Winterbourne View: Update on progress 
 
Sponsor:  Lesley Young Murphy, Executive Director, Transformation and Nursing 
Author: Tom Dunkerton, Commissioning Manager 
 
Purpose of the report and action required:   
This report is to provide an update on progress in relation to the Department of 
Health report, Transforming care: A national response to Winterbourne View 
hospital. This includes the main implications for the North Tyneside Clinical 
Commissioning Group, progress to date in relation to the resettlement of patients 
residing in hospital locked rehabilitation and assessment and treatment beds in to 
local community settings.  
 
 
Full report   
 
1. Introduction 
 
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 Locked Rehabilitation units by June 2014. 
 
Nationally, key issues and risks in relation to the delivery of Winterbourne View 
Concordat Principles 2012 have emerged raising further questions about the ability 
for local health and social care communities to delivery against an ambitious 
timeframe. 
 
In addition there is acknowledgement both at national and local levels that there 
needs to be greater focus on ensuring that post Winterbourne View services 
succeed in terms of a transformational shift. 
 
In the 2013 report, ‘Winterbourne View: Transforming Care One Year on Post 
Winterbourne View Concordat’, Norman Lamb identified five key actions for Clinical 
Commissioning Groups and Local Authorities. They are: 
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i. Meet the commitment to ensure that individuals have moved or are moving to 
settings closer to family by June 2014 where appropriate; 

ii. Establish robust systems for service users, their supporters and clinicians to 
feed into and challenge the initiatives being taken forward; 

iii. Drive a concerted effort to ensure that services are provided to a 21st century 
standard, including Positive Behaviour Support and guidance on minimising the 
use of restraint; 

iv. Establish Key Performance Indicators using data from the Self-Assessment 
Framework and the census; 

v. Disseminate the model service specification to both children’s and adults’ 
services to that it can be used to drive up quality.  

Further, on the 18 March 2014, NHS England published the first set of quarterly data 
prompted by the Winterbourne View Concordat. The data sets out three distinct 
indictors: 
 

1. Number of patients currently in in-patient care 
2. Whether they have been transferred and if not, 
3. Whether there is a planned date to transfer. 

 
In addition, the data requirements also require CCGs to submit numbers of people 
admitted in the last quarter. 
 
Nationally, the data suggests that out of a national total of 2,577 patients, 260 have a 
transfer date of which 172 are before 1 June 2014. The data also indicates that a 
large percentage of individuals do not have a planned transfer date.  
 
In light of the first quarterly data return, NHS England have acknowledged that the 
focus on CCGs and Local Authorities needs to be ensuring individuals receive the 
right packages of care and therefore there will be instances where the discharge 
date has exceeded the June deadline. However, there is an expectation that where 
there has been a delay, the rationale will be fully documented and a new discharge 
date will need to be in place. 
 
2. Work undertaken to date 
 
From the initial 11 North Tyneside patients identified in March 2013, 2 patients have 
been transferred to Specialised Commissioning which means there are now 9 
patients that continue under the remit of North Tyneside CCG.   
 
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. 
 
The North Tyneside Complex Commissioning Group continues to oversee the joint 
planning and commissioning processes 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 Clinical Commissioning Group is now in a 
position to qualify: 
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o Numbers of people moved to specialised commissioning beds is 2 
o Numbers of people discharged before 30 June 2014 is 5. 
o Numbers of people discharged between July and August 2014 is 2 
o Numbers of people with a with a credible discharge plan and date is 2 
o Numbers of people admitted after the original census submission in March 

2013 is 1. 
o Numbers of patients with no credible discharge plan in place is 1. 

 
3. Key points  

 
3.1 ‘Winterbourne View: Transforming Care One Year on Post Winterbourne 

View Concordat’ recognises the challenges for CCGs in meeting the June 
deadline for the individuals identified in the original census submission in 
March 2013. This has resulted in a slight shift of focus on ensuring, where 
appropriate, all persons identified have a credible discharge plan in place 
by June 1 2014.  

 
3.2 for North Tyneside CCG there remains one individual without a credible 

discharge plan. This individual was admitted after the original census 
submission. However there is clinical evidence which demonstrates a 
number of complexities in relation to the person’s physical health and the 
on-going treatment programme delivered by NTW. 

 
3.3   North Tyneside CCG will work together with the Local Authority and local 

providers to identify and address gaps in community provision. 
 
4. Implementation plan/next steps 
 

4.1   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 section 117 
funding arrangements. 

 
4.2   A finance analysis of future bed capacity following the movement of 

individuals from current in-patient service is being undertaken. The 
outcomes of which will be reflected in future contractual arrangements.  

 
5. Recommendations  
 

5.1  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. 

 
  



NHS UNCLASSIFIED 

Page 4 of 5 
 

Governance and Compliance   
 
6. Links to corporate objectives  
 

2014/15 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. Develop and grow North Tyneside CCG as a patient 
focused, clinically led commissioning organisation 

 

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

 

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

 

5. Deliver financial balance  
 

7. Consultation and engagement 
 

• All individuals identified as part of the original census have received full 
face to face reviews. In addition all identified family members have been 
interviewed as part of the review and discharge process. 

• All individuals were offered the opportunity for advocacy support. 
• A full provider marketing exercise was undertaken in December 2013. 

 
8. 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 providers has been developed. All future community based 
packagers are significantly less that inpatient provision; however it is 
anticipated there will be a need to shift current levels of investment in patient 
services to ensure future community models can be developed to meet the 
healthcare needs of individuals and reduce the likelihood of readmissions by 
using an inclusive model which encompasses provider support. 

  
9. Risks 
 

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 ability to make the contractual shift in future bed usage. North East 
Commissioning Support is undertaking a piece of work across local CCGs to 
understand future bed requirements.  
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10. Environment and sustainability assessment  
 

The majority of people discharged from hospital will be living in North Tyneside, 
with the exception of one individual who will be moving to a purpose based unit 
in Houghton Le Spring and one individual who will be moving to a facility in 
Newcastle. 
 
North Tyneside Council has undertaken a marketing exercise of all potential 
providers. Each discharge plan and support plan has been personalised and a 
detailed specification is in place prior to discharge. Community Teams from the 
Local Authority and the Community Learning Disabilities Team have been 
working with future community based providers and NTW to ensure robust 
transition plans are in place.  
 
Commissioners will continue to work with local teams and service providers to 
continuously monitor arrangements and a monitoring framework is being 
developed to ensure compliance against the LA framework. 
 
  

 
 
 
Report author: Tom Dunkerton, Commissioning Manager 
Report date:  10 September 2014. 
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Report to:  Governing Body  
Date:  23rd September 2014 Agenda item:  8.3 

Title of report:  Integrated Quality and Performance Report  
Sponsor:  Alison Thompson, Chief Finance Officer 
Author:     James Martin, Commissioning and Performance Manager 
Purpose of the report and action required: To report progress against the CCG quality 
and performance measures. Members are asked to note the 2014/15 performance 
measures and the current progress. 
Executive summary: In 2014/15 the CCG will report will integrate quality and 
performance to ensure both are considered together. 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. he performance to note identified in this report is: 
 

 
NHS Constitution – in July NEAS failed to meet the 8 minute Red 1 standard as an 
organisation resulting in North Tyneside CCG also missing that standard on a CCG 
basis. The CCG also marginally missed the following 3 cancer standards 
• percentage of patients treated within 62-days of urgent referral from NHS Cancer 

screening service,  
• percentage of patients receiving subsequent treatment for cancer within 31-days – 

drugs, 
• percentage of patients seen within 2 weeks of an urgent referral for breast symptoms 
 
NHS Outcomes Framework: 
• 8 indicators are currently performing above their thresholds and are rated as green. 
• 13 indicators are showing under performance and are rated as amber. 
• The July year to date data is showing that the CCG is currently breaching its c-Diff 

trajectory with 30 cases against vs a trajectory of 19. 
 
NHS Quality Premium – 1/6 measures are currently on target. Currently not achieving 
trajectory for Improving Access to Psychological Therapies (IAPT), Dementia, emergency 
admissions composite measure, and the reporting of medication errors. Data is 
unavailable for one measure. 
 
Other Quality Measures - The NHS Quality Dashboard shows concerns relating to 
Northumbria Healthcare NHS Foundation Trust who are national outliers for SHMI and 
HSMR and are failing to achieve the VTE assessment target of 95%. 
 
Other Measures – a system resilience letter sent to providers is attached for info and will 
monitor performance going forward for these measures. 
 
Activity Trajectories - Provider monthly activity returns indicates that non-elective 
activity, first outpatient appointments and mapped A&E admissions are performing over 
trajectory for June 2014 year to date..  
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Executive Summary 
The quality and performance report for North Tyneside CCG provides an overview of progress against the key measures of 
success as identified by NHS England. It includes delivery of the NHS Constitution, CCG Health Outcomes and Quality Premium as 
well as key quality indicators as outlined within the NHS England Quality Dashboard. The links 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. As previous years and due to 
national data reporting time lags, some published data for 2014/15 will not be available until 2015/16, and therefore where possible, 
locally calculated data has been included for the most recent period, for example, the emergency admissions composite measure 
within the quality premium. 

 
NHS Constitution 
 

Referral to treatment – Overall performance against the admitted, non-admitted and incomplete targets remains strong for the 
CCG and within our two local acute Trusts, although this masks some underperformance within individual specialties in June 2014, 
as follows:  
 
Organisation Admitted Non – Admitted Incompletes 

North Tyneside CCG ENT On target General 
Medicine 

Trauma & 
Orthopaedics 

Northumbria Healthcare NHS 
Foundation Trust Oral Surgery Oral Surgery 

Trauma & 
Orthopaedics Oral Surgery 
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The Newcastle upon Tyne 
NHS Hospitals Foundation 
Trust 

Trauma & 
Orthopaedics Oral Surgery 

Oral Surgery Neurosurgery Trauma & Orthopaedics 
Gynaecology Other 

 
Referral to treatment is currently at the forefront of the NHS agenda1 which has resulted in funding allocations to support patients 
waiting over 18 weeks on the RTT pathway, and also progress toward 16 weeks as part of building some additional resilience into 
the system for winter. 
 
Plans to treat extra patients during July and August with this additional resource have been agreed with providers and NHS 
England. These plans were agreed at provider level and the breakdown for each commissioner is not yet available.  
 
At the end of July Northumbria Healthcare NHS Foundation Trust had delivered 173 of 176 planned additional treatments. These 
were mainly in trauma and orthopaedics and general surgery specialties.  Newcastle Hospitals NHS Foundation Trust were slightly 
behind plan having delivered 1,244 of 1,497 planned additional treatments. The Trust has cited late notification of agreed initiatives 
as the reason behind the shortfall and they have plans to catch up this activity in August and September.   
 
Once July and August RTT data is available we will know the impact this has had on the waiting lists at both trusts and CCG level.   
 
Cancer waits – In June NTCCG failed to meet 3 of the constitutional cancer standards for its residents. Two of the indicators 
‘percentage of patients treated within 62-days of urgent referral from NHS Cancer screening service’, and ‘percentage of 
patients receiving subsequent treatment for cancer within 31-days – Drugs’ missed due to only one patient missing the 
standard and so have been impacted by the low numbers of total patients treated on those pathways. Both main providers 
achieved the standard in June across all of their patients which would suggest pathways at those providers are managing activity. 
The third measure that failed to meet the standard was ‘percentage of patients seen within 2 weeks of an urgent referral for 
breast symptoms’. Northumbria Healthcare NHS Foundation Trust also failed to meet this standard in June and this will drive the 
CCG underperformance. This measure often has a high level of variability because patients can choose not to be seen within the 
two weeks and this will affect achievement of the target from month to month. We can therefore expect the fluctuations to level out 
over a longer period and the target should be met at the year end.   

                                                           
1 NHS England (2014) ‘Operational resilience and capacity planning for 2014/15’ Available at http://www.england.nhs.uk/wp-content/uploads/2014/06/op-res-cap-plan-1415.pdf  

http://www.england.nhs.uk/wp-content/uploads/2014/06/op-res-cap-plan-1415.pdf
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Ambulance Waiting times – NEAS failed to meet all 3 ambulance standards at a trust level in July, this resulted in the CCG failing 
to meet the Red 1 8 minute standard of 75%. Because there has been a change in the way ambulance trusts count activity, this has 
resulted in a rise in Red category activity and an adverse change in performance across the country. Previously any activity that 
originally wasn’t attributed a ‘Red 8 minute’ response, but was subsequently upgraded to ‘Red 8 minute’ prior to the ambulance 
arriving, had been classified under the original response category. The change means that activity is now classified under the final 
response category which would be ‘Red 8 minute’ resulting in a performance impact. NEAS have committed to a number of actions 
to address this including the use of additional resource and to improve the logistical deployment of crews.  Particular impact is 
expected through an intelligence protocol which will help to deploy crews in the most efficient way possible to ensure the correct 
crews are ready and available for Red category emergency calls to meet both the 8 minute and 19 minute standards. Performance 
has improved with all 3 measures being met at a trust level for August as at 24th August. 
 
CCG Health Outcomes 
 
 

There are 27 indicators relating to health outcomes. The CCG currently has 9 indicators with a green rating and 13 indicators with  
amber rating which are as follows: 
 

Domain 

No of 
Ambe

r 
Indic
ators 

Indicator Rationale and actions 

Preventing 
people from 
dying 
prematurely 

3 

Under 75 mortality rate from liver disease 
 

Both indicators show an increasing trend although this data relates to 
2012 and we suspect that these major time lags will continue. Work is 
currently being undertaking in conjunction with the local authority and 
NECS to obtain 2013 data. We have chased the council to take this 
forward 1st Sept, an update will be provided once this is available. 

Under 75 mortality from cancer 

Emergency admissions for alcohol-related liver 
disease 

This measure is being explored to see if its effected by the ambulatory 
care coding investigation with Northumbria Healthcare FT. 
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Enhancing  
quality of life for 
people with 
Long Term 
Conditions 

4 

Improving access to psychological therapies 
(IAPT) coverage See IAPT within Quality Premium (p8) 

Unplanned hospitalisation for chronic ambulatory 
care sensitive (ACS) conditions (adults) 

See emergency composite measure indicator within Quality Premium 
(p8 & p17) 

IAPT recovery rate 

There has been variability in performance since April 2013 against the 
50% target, which will have been particularly impacted by the re-
procurement process, in terms of staff turnover and recruitment.  The 
latest performance July 2014 stands at 39.3% which is a small 
increase on the previous month. 

Estimated diagnosis rate for people with dementia See Dementia within Quality Premium (p9) 

Helping people 
to recover from 
episodes of ill 
Health 

 
3 
 

Emergency admissions for acute conditions that 
should not usually require hospital admission See emergency composite measure indicator within Quality Premium 

(p8 & p17) Emergency admissions for children with lower 
respiratory tract infections 
Emergency readmissions within 30 days of 
discharge from hospital 

This measure is effected by the coding investigation into ambulatory 
care with Northumbria Healthcare FT. 

Ensuring people 
have a positive 
experience of 
care 

1 Friends and Family Test (NHCFT average score) See Friends and Family within Quality Premium (p9) 

Safe 
Environment 1 Incidence of healthcare associated infection: 

Clostridium difficile See Healthcare associated infections (below) 

 
 
Healthcare associated infections – June 2014 data shows that both Northumbria Healthcare NHS Foundation Trust and 
Newcastle Hospitals NHS Foundation Trust have had one case each of Methicillin-resistant Staphylococcus aureus (MRSA) year to 
date although neither of those cases were that of a North Tyneside resident. 

NHS North Tyneside CCG has a 2014/15 target of 52 c-Diff cases which is a reduction on last year’s target of 64. The July year to 
date data is showing that the CCG is currently breaching its c-Diff trajectory with 30 cases against a trajectory of 19. Additional data 
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has been requested from both Trusts to gain a more detailed picture of the pattern of cases. The existing HCAI action plan is also 
being reviewed and updated to put in place some targeted initiatives to focus on the increase in community based cases.  

 
Quality Premium 

Potential Years of Life Lost – Data for this indicator is published annually. Achievement of this indicator will be confirmed once 
2013 data has been published on the 14th September.   
 
Improving Access to Psychological Therapies (IAPT) – A challenging trajectory of 15.5% has been agreed for 2014/15. 
Current performance shows that as at the end of July 2014, the CCG has an expected IAPT end of year rate of 14.1% which is 
below trajectory and therefore it has been classified as ‘failing’ within the current quality premium scorecard. Northumbria 
Healthcare FT is currently in the process of reorganising their service to ensure that it meets commissioner requirements. This has 
led to staff changes which have effected access rates. Actions in place to improve the situation include: 

• A HR process is underway within the Trust to recruit to new and vacant posts. This should be completed by December 2014. 
• The CCG is contracting with the Richmond Fellowship to implement waiting list initiatives to provide low level support for 

people who have been assessed as having “caseness” therefore are eligible to receive an IAPT service, and who are waiting 
to undergo appropriate treatment 

• The counselling element of the service is not currently recording on IAPTUS and Northumbria Healthcare FT is considering 
how it can start recording counselling services on IAPTUS to ensure that all activity is appropriately recorded and counted. 

 
Emergency Admissions composite measure – Activity in three of the four indicators of the composite measure have increased in 
June 2014/15 ytd on the same period in 2013/14. Due to a coding change at Northumbria Healthcare FT activity coded as 
emergency admissions have increased significantly at Northumbria FT in the first quarter of 2014/15. Activity on an ambulatory care 
pathway that previously was coded as an outpatient is now being coded as an emergency admission resulting in a large increase in 
reported admissions. This change of coding is being challenged in contract meetings as this will have a significant impact on 
achieving the composite measure.  

Children don’t follow the ambulatory care pathway so the coding change doesn’t account for the increase in emergency admissions 
for children with lower respiratory tract infections being seen. It’s unclear why there would be more cases of flu, pneumonia or 
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bronchiolitis in children this year compared to last year.  There are three pieces of work underway focussing on reducing paediatric 
emergency admissions.  

• Spotting the sick child training for health visitors and GPs, currently 65% have completed this training.  
• A workshop and ongoing discussions to improve access to GP practices for sick children to provide an alternative option to 

A&E between 3pm – 9pm.  
• Development of self-care leaflets to raise awareness of the support available for self-care. The aim is to have these in place 

for winter.  
 
Friends and Family Test – As the 2013/14 quality premium is based on an improvement score in Q1 2014/15, April – June 2014 
data is being both monitored for last year’s quality premium outcome in which we need to show an improvement and this year’s 
quality premium as our baseline measure. The data is still to be converted from a provider to a CCG measure. As a proxy measure 
NHCFT’s performance in June for inpatient services and Newcastle Hospitals FT for A&E is below the Q1 2013/14 level. There is a 
meeting with the NHCFT on the 3rd September to gain assurance from the trust that this patient experience measure is improving 
and the actions the Trust has in place. The patient forum will also visit the trust to look at this in September. 
 
Improved reporting of medication safety incidents – As at the end of July 2014, the CCG had 10 medication incidents against 
an end of year target of 58 (the equivalent of 2 per practice). If we were basing this measure on a trajectory over 12 months we 
would have expected to record 19 incidents thus far and therefore this element of the quality premium has been shown as failing 
within the quality premium scorecard. This however is a bit misleading as the measure is new and practices only undertook the 
training in June 2014. Two practices have yet to sign up to use the reporting system.  

Increased estimated diagnosis rate for people with dementia – July 2014 ytd. data is showing a rate of 62.8% which is 
currently below the required trajectory of 63.3%. Actions to increase the diagnosis rate and recover the position include: 

• The CCG has recently appointed Emma Lackey as GP clinical lead for dementia who will undertake work with practices to 
raise awareness of dementia and consequently improve early diagnosis rates 

• The CCG is considering the use of electronic tools such as CANTAB (which is designed to give a quick and accurate 
assessment of a patient`s memory) to help early diagnosis rates 

• The CCG is working with the Mental Health Network to review options about implementing a data tool in GP practices to 
improve the quality and completeness of dementia registers 
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Ambulance Red 1- NEAS dropped below the 75% Red 1 8 minute ambulance response target in July with a rate of 70.7% meeting 
the standard. This dropped NEAS below 75% for the year flagging this measure as failing for the quality premium. Performance has 
been much stronger in August with the Trust at 80.4% for the month as at 24th August.   
 
 
Other Quality Measures 
 
Quality Dashboard - The quality dashboard is a snapshot of NHS England’s quality dashboard and shows performance indicators 
for quality measures that have not already been included within either the NHS Constitution, Outcomes Framework or Quality 
Premium. The main concerns relate to Northumbria Healthcare NHS Foundation Trust who are national outliers for SHMI and 
HSMR and are failing to achieve the VTE assessment target of 95%.  

 
Learning Disabilities Health Checks – The CCG met the requirement of 70% within the 2013/14 quality premium. 97 health 
checks had been completed by the end of July 2014 giving a year to date percentage of 8.7%. While this looks low this is in line 
with previous years with the majority of checks completed in Q3 and Q4 as they are annually reviewed. 
 
Deaths at Home - The CCG failed to deliver the requirement of 51.5% within the 2013/14 quality premium although we had the 
best rate within the north east and were commended for best practice within this field by the local area team. We will continue to 
monitor this measure throughout 2014/15 although we do not have any data as yet. 
 
 
Activity Trajectories  
 
Monthly Activity Return (MAR) data is indicating that both non-elective activity, first outpatient appointments, and A&E activity are 
performing over trajectory at the end of Q1 2014. 
 

This quality and performance report is based upon data available up to 28 August 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 
Health Outcomes 
• Mortality rate from liver disease (increasing trend) 
• C-Diff 
 
Quality Premium 
• Friends and family test 
• IAPT 
• Dementia 

 
 
 

NHS Constitution 
• 62 day cancer wait from urgent GP referral to treatment (QP) 
• 92% of patients to have waited less than 18 weeks at 

specialty level 
 

Health Outcomes 
• Mortality rate from cancer  
• Emergency admissions for alcohol-related liver disease (new 

in 14/15) 
• Unplanned hospitalisation for chronic ambulatory care 

sensitive (ACS) conditions (adults) 
• Emergency admissions for children with respiratory tract 

infections 
 
Quality Premium 
• Potential years of life lost through causes amenable to 

healthcare 
• Medication reporting 

 

 

 



                                                 12 

 
 

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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      Safe Environment - Healthcare Associated Infection (C.Difficile) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

 

Apr May Jun Jul

NTCCG Actual 8 15 22 30

NTCCG Trajectory 5 10 14 19

NTCCG 13/14 Trend 11 14 14 22
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North Tyneside CCG C.Diff Cases vs Trajectory  

 

Apr May Jun Jul

NUTHFT Actual 6 13 20 27

NUTHFT Trajectory 6 13 20 27

NUTHFT 13/14 Trend 9 18 21 24
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NUTHFT C.Diff vs Trajectory 

 

Apr May Jun Jul

NHCFT Actual 4 8 12 13

NHCFT Trajectory 3 6 9 12

NHCFT 13/14 Trend 2 4 5 9
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NHCFT C.Diff Cases vs Trajectory  

NHS North Tyneside CCG has a 2014/15 target of 52 c-Diff cases which is a 
reduction on last year due to strong performance.  July year to date (YTD) 
data is showing that the CCG is currently breaching its c-Diff trajectory with 
30 cases against a trajectory of 19 of which 17 were community acquired. 

Northumbria Healthcare NHS Foundation has a 2014/15 target of 30 c-Diff 
cases. July data is showing that the trust is breaching its trajectory of 12 with 
13 cases YTD. 

Newcastle upon Tyne Hospitals NHS Foundation Trust has a 2014/15 target 
of 80 c-Diff cases. July data is showing that the trust is on trajectory of 27 
with 27 cases YTD. 
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2014/15 Quality Premium 

  
Note:  OF - Linked to CCG Health Outcomes (Outcomes Framework)                  NHSE - Linked to Strategic Plan               C - Linked to NHS Constitution            * - North of England Commissioning Support (NECS) calculated data 
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Experience of Care – Friends and Family Test (F&FT) 
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Apr-14 May-14 Jun-14
Northumbria Score 48 57 57
Newcastle Score 70 78 67
England Score 55 54 53
Northumbria Uptake 28.3% 32.3% 34.7%
Newcastle Uptake 15.6% 15.0% 17.3%
England Uptake 18.6% 19.1% 20.8%

Friends and Family Test - A&E  

→ Both providers have an uptake rate above the 15% threshold. 

→ Northumbria’s (NHCFT) June 2014 score of 73 is below their 
target of 76 set in Q1 2013/14 

→ Newcastle’s (NUTHFT) June 2014 score of 82 is above  their 
target of 77 set in Q1 2013/14 

 

→ Both providers 

→ Have an uptake rate above the 15% threshold. 

→ Northumbria’s (NHCFT) June 2014 score of 57 is above their 
target of 56 set in Q1 2013/14 

→ Newcastle’s (NUTHFT) June  2014 score of 67 is below their target 
of 70 set in Q1 2103/14 
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Northumbria Score 74 71 73
Newcastle Score 81 81 82
England Score 74 74 74
Northumbria Uptake 21.3% 28.7% 25.3%
Newcastle Uptake 41.3% 41.3% 38.8%
England Uptake 34.9% 35.9% 38.0%

Friends and Family Test - Inpatient  
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Quality Premium - Avoidable Emergency Admissions Composite Measure 

 

 

 

 

 

 

 

 

 

 

 

 

  

 

 

 

 

Apr May Jun
NTCCG 240.10 497.86 718.23
Threshold 225.69 413.19 582.14
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Emergency Admissions Composite Measure 

 

Apr May Jun
NTCCG 82.56 170.22 254.10
Threshold 82.15 153.61 225.06

0.00
50.00

100.00
150.00
200.00
250.00
300.00

Cu
m

m
ul

at
iv

e 
Ag

e 
st

an
da

rd
ise

d 
ra

te
 

pe
r 1

00
,0

00
 

Unplanned hospitalisation for chronic 
ambulatory care sensitive conditions  

 

Apr May Jun
NTCCG 21.96 48.58 77.46
Threshold 22.27 40.08 89.03
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Unplanned hospitalisation for asthma, 
diabetes and epilepsy in children 

 

Apr May Jun
NTCCG 154.37 320.32 455.75
Threshold 141.45 256.48 351.88
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Emergency admissions for acute conditions 
that should not usually require hospital 

admission 

 

Apr May Jun
NTCCG 19.80 45.76 53.12
Threshold 12.02 16.38 28.63
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Emergency admissions for children with 
lower respiratory tract infection 

→ At an aggregate level the CCG has had 718 
emergency admissions per 100,000 population 
in quarter 1 of 2014/15 compared to 582 per 
100,000 population in the same period 
2013/14. 

→ 3 of the 4 measures have seen an increase in 
2014/15 on 2013/14 

→ Emergency admissions for acute conditions 
that should not usually require hospital 
admission makes up the vast majority of 
admissions with 455.75 per 100,000. 

→  Unplanned hospitalisation for asthma, 
diabetes and epilepsy in children is showing a 
decrease of 11.57 admissions per 100,000 
population. 
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Quality Dashboard  

 

Glossary: 

DTOC – Delayed Transfer 
of Care 

NRLS – National Reporting 
and Learning System 

VTE - Venous 
Thromboembolism 

 

The quality dashboard 
shows performance 
indicators for quality 
measures that have not 
already been included 
within either the NHS 
Constitution, Outcomes 
Framework or Quality 
Premium. 
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2014/15 Activity Trajectories 
 

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-14 3,115 3,158 43  1.4 1,873 2,396 523  27.9 5,806 6,626 820  14.1 6,454 5,991 -463  -7.2 
May-14 3,312 3,154 -158  -4.8 1,901 2,528 627  33.0 6,390 6,662 272  4.3 6,454 7,702 1,248  19.3 
Jun-14 3,269 3,138 -131  -4.0 1,807 2,527 720  39.8 6,163 6,429 266  4.3 6,454 6,307 -147  -2.3 
Jul-14 3,445       1,877       6,318       6,454 6,384 -70  -1.1 

YTD Total 9,696 9,450 -246  -2.5 5,581 7,451 1,870  33.5 18,359 19,717 1,358  7.4 25,816 26,384 568  2.2 
 

Source: Provider Monthly Activity Returns (MAR) 

• Elective FFCEs:  MAR data provided by NECS shows elective activity as under plan.  
• Non-elective FFCEs: MAR data provided by NECS shows significantly over plan. This relates to a coding change of 

ambulatory care at Northumbria Healthcare. 
• First outpatient attendances: MAR data provided by NECS shows elective activity as over plan 
• A&E attendances: Data provided by NECS shows A&E activity as over plan, although 3 out of 4 months of the year have 

been below the planned level. 
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Report to:  Governing Body 
Date:  23 September 2014 Agenda item:  9.1 

Title of report:  2014/15 Financial Position 
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 CCG Financial Position for the period ending 31 July 2014. The Governing 
Body is asked to note the financial position for the period to 31 July 2014 and to note 
the importance of the practice activity scheme in order to meet the CCG statutory 
duty and break even in 2014/15.  
 
Executive summary:   
The CCG has noted a number of financial challenges emerging in the early stages of 
2014/15, however through strong management of the financial recovery plan and the 
implementation of saving schemes the CCG expects to meet its statutory duty in 
2014/15.  
 
This report details the current financial position and the initiatives and mitigations 
that are in place to manage the associated financial risk. 
 
The current financial position is based on 2 months of actual performance 
information. The year to date spend of £97.7m against a plan of £97.8m means the 
CCG is on track to deliver financial balance.  
 
Assumptions in the plan require the majority of savings to be delivered in the second 
half of the year and the financial recovery plan to deliver £8m of those savings in 
year to build a firmer financial foundation for the CCG. At the end of the year the 
CCG is forecasting a surplus of £500k which is 0.2% of the total budget.  
 
 
 
Recommendation 
The Governing Body is asked to note the financial position for the period to 31 July 
2014 and to note the importance of the practice activity scheme in order to meet the 
CCG statutory duty and break even in 2014/15  
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Report to:  Governing Body 
Date:      23 September 2014 Agenda item: 9.1 
Title of report:  2014/15 Financial Position  
 

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 CCG Financial Position for the 
period ending 31 July 2014. 
 
The Governing Body is asked to note the financial position for the period to 31 
July 2014. 
 
The Governing Body is asked to note the importance of the practice activity 
scheme in order to meet the CCG statutory duty and break even in 2014/15 

 
1. Background  

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 CCG has noted a number of financial challenges emerging in the early stages 
of  2014/15, however through strong management of the financial recovery plan 
and the implementation of saving schemes the CCG expects to meet its statutory 
duty in 2014/15. 

 
This report details the current financial position and the initiatives and mitigations 
that are in place to manage the associated financial risk. 

 
 

2. Key points  
 
2.1 2014/15 Financial Position 

 
2.1.1 Overall Financial Summary 

The current financial position is based on 2 months of actual performance 
information. The year to date spend of £97.7m against a plan of £97.8m means the 
CCG is on track to deliver financial balance and a £500k surplus as expected. 
Further information is broken down in Appendix 1. 

 
Assumptions in the plan require the majority of savings to be delivered in the 
second half of the year and the financial recovery plan to deliver £8m of those 
savings in year to build a firmer financial foundation for the CCG. 

 
At the end of the year the CCG is forecasting a surplus of £500k which is 0.2% of 
the total budget.  
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2.1.2 QIPP & Financial Recovery 
As explained above, the CCG needs to achieve £8m in QIPP initiatives within 
2014/15 to achieve the planned surplus of £500k.  

 
The financial recovery plan has three main elements; 

• Corporate / housekeeping projects 
• New models of care 
• Practice activity scheme 

 

Table 1 
 Expected Savings in year 

Financial Recovery Requirement £000’s 
Corporate and Housekeeping projects (3,224) 
New models of care 0 
Practice Activity Scheme (5,000) 

 (8,224) 
 

Success against the plans will be reported at each meeting. A milestone tracker 
has been developed and will be maintained by NECS to monitor achievement 
against each of these schemes throughout the year. This is discussed at the 
monthly commissioning development meetings. 
 
The corporate housekeeping projects include practice based projects (e.g. 
guidance for locums, bringing work into practice – injections, pain clinic and better 
use of practice pharmacist). They also include corporate initiatives such as moving 
away from the block purchase of beds to spot purchase (facilitating better patient 
choice and value for money), data challenges with providers, impact of 
personalised budgets and partnership working with the local authority. 

 
New models of care will start to be developed in 2014/15 and whilst this is more of 
a medium term option there may be some short term savings achieved in year.  
 
The practice activity scheme was launched at the Council of Practice meeting on 30 
July 2014. The focus of this scheme is to support practices / localities in delivery of 
£5m of savings across the CCG. A proportion of the Quality Premium for 2014/15, 
paid in 2015/16, will be invested in primary care should this be achieved. The 
proposal is to share up to £1m of the quality premium earned during 2014/15 with 
primary care. If the full £5m of savings is made the full quality premium earned will 
be paid out. Where a locality makes a % of their targeted savings then it will receive 
the same % of the planned investment. 
 
E.g. Locality 1 – Quality Premium Achieved  
Table 2 

  
Potential investment £250,000 

(share of Quality Premium) 
Targeted Saving £1.5m 

  
Actual saving achieved 70%  

(£1,050,000) 
Amount invested in 2015/16 in locality 1 £175,000 



NHS UNCLASSIFIED 
 

Page 3  
 

 
For the Practice Activity Scheme, following the discussion at the Council of Practice 
on 30 July, their comments and feedback were taken into account in the launch of 
the scheme on 29 August. 
 
Current assumptions are that each of the schemes will deliver the predicted savings 
by 31 March 2015. 
 
Current update 
A number of practices have signed the compact agreement and time will be spent 
at the Council of Pracrices meeting to further discuss how localities can achieve 
their savings. 
 

2.1.3 Reserves 
Whilst the CCG has money set aside in reserves the funds have been committed 
as follows;  
 
Table 3 
 Annual  

Budget 
Reserves £000’s 
Special School Nursing Service 221 
Additional Contribution to NECS SLA 250 
Additional Contribution to S117 500 
CHC Restitution Provision (national requirement) 1,100 
Contribution to Specialist Services Risk Share 1,500 
Additional investment required for identified QIPP schemes 148 
Non recurrent reserves to support Contract Over performance 2,000 
GP IT (ring fenced) 545 
 6,264 

 
2.2     Running Costs 

As at 31 July 2014 the forecast outturn for running costs is break even as shown in 
Table 4 below.  It is anticipated there will be an overspend on pay budgets of £8k in 
2014/15 which will be offset against underspent budgets within other running costs. 
 
 
Table 4 

Annual 
Budget

YTD 
Budget YTD Actual YTD 

Variance
Forecast 
Outturn

Forecast 
Variance

Running Costs £000's £000's £000's £000's £000's £000's
Running Costs - Pay 2,248 749 757 8 2,248 0
Running Costs - NECS 2,090 697 697 0 2,090 0
Running Costs - Other 917 306 298 (8) 917 0
Running Costs Sub Total 5,255 1,751 1,751 (0) 5,255 0  

 
 

2.3      Healthcare Contracts 
Activity information available to the end of month 2 has been utilised to prepare 
forecasts.   
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Although there are some initial concerns about over performance particularly in 
Northumbria Healthcare (ambulatory care and non-elective performance) and 
Newcastle Hospitals (drugs and non-elective performance) it is important to note 
that at this stage the activity data received at this early stage is unvalidated which 
once this work is completed is likely to lead to a reduction in the level of over 
performance.  Current estimate assumes these contracts will break even by the end 
of the year. 
 
 

3. Other Finance Issues 
 

3.1 2015/16 Pressures and Pre-commitments 
There is a log of the current identified pressures, pre-commitments and investments 
for the CCG from 2015/16 onwards. This is circulated on a monthly basis within the 
CCG so that all members can contribute.  The log is maintained by the finance 
team as notifications of emerging pressures, pre-commitments and investments are 
received. 
 
The log is being reviewed at the fortnightly Financial Recovery meetings chaired by 
Maurya Cushlow. Philip Horsfield represents the Council of Practices.  
 
Currently there are pressures totalling £3.6m, precommittments of £1.6m and 
investments to be confirmed. We will be doing a 6 monthly financial stock check 
impacting anything applicable to 2014/15. 

 
4.  Recommendations 

 
The Governing Body are asked to note the financial position for the period to 31 
July 2014. 
 
The Governing Body are asked to note the importance of the practice activity 
scheme in order to meet the CCG statutory duty and break even in 2014/15 (see 
2.1.2).  
 
 

Appendices and further information 
 

5. Appendices  
 

Appendix 1 – Overall Financial Summary 
 

 

6. Further information relevant to the report 
None 

 

 



NHS UNCLASSIFIED 
 

Page 5  
 

Governance and Compliance   
 

7. Links to corporate objectives  
 

2014/15 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. Develop and grow North Tyneside CCG as a patient focused, 
clinically led commissioning organisation 

 

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

 

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

 

5. Deliver financial balance √ 
 
 

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

9. Risks 
 
The CCG does not currently know the outcome of its achievement against each of 
the quality premium targets. Until these have been finalised the CCG is unable to 
quantify the value of the quality premium to be paid in 2014/15 and this has not been 
included in the report. This will be accounted for on receipt of any premium payment 
which is expected in the second quarter of 2014/15. 
 
Potential risks identified in respect to pressures and pre-commitments for 2015/16 
are explained in section 3.1. 
 

10. Equality assessment 
 
No impact 
 

11. Environment and sustainability assessment  
 
No impact 
 
 
 
Report author: Emma Kelly, Finance Manager, NHS North Tyneside CCG 
Report date:  15 September 2014 
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Appendix 1 –  
 
Overall Financial Summary 
 

Annual 
Budget YTD Budget YTD Actual YTD 

Variance
Forecast 
Outturn

Forecast 
Variance

£000's £000's £000's £000's £000's £000's
01 Newcastle UT HFT contract 59,498 19,833 19,833 0 59,498 0
02 Northumbria HCFT contract 100,948 33,649 33,646 (3) 100,937 (11)
03 Northumberland Tyne & Wear Trust 19,942 6,647 6,647 0 19,942 0
04 North East Ambulance Service 7,472 2,491 2,500 9 7,500 28
05 Other Acute 5,259 1,753 1,679 (74) 5,034 (225)
06 Prescribing 37,394 12,465 12,468 3 37,404 10
07 Oxygen 541 180 180 0 541 0
08 GP OOH 1,520 507 507 0 1,520 0
09 Mental Health 442 147 148 1 446 4
10 Local Authority 7,147 2,382 2,382 0 7,146 (1)
11 Continuing Healthcare 21,200 7,067 7,067 0 21,200 0
12 Newcastle Community 879 293 293 0 879 0
13 Northumbria Community 24,107 8,036 8,102 66 24,307 200
14 Property Services 691 230 230 0 691 0
15 Other contracts 1,062 354 346 (8) 1,038 (24)
16 Learning Disabilities 393 131 131 0 393 0
17 Local Enhanced Services 1,187 396 402 6 1,205 18
18 Running Costs 5,255 1,751 1,751 0 5,255 0
19 Non Recurrent 0 0 0 0 0 0
20 Contingency 0 0 0 0 0 0
21a Reserve/(CIP) 6,263 2,088 2,088 0 6,263 0
21b Reserve/(CIP) (8,224) (2,741) (2,741) 0 (8,224) 0
22 Surplus 500 167 0 (167) 0 (500)
24 Allocation 0 0 0 0 0 0

Total 293,476 97,826 97,659 (167) 292,975 (501)  
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Report to:  CCG Governing Body 
Date:  23rd Sept 2014 Agenda item:  11.1 

Title of report  - Better Care Fund - plan submission 
Sponsor:  Phil Clow, Director of Commissioning Development 
Author:  Kevin Allan, Programme Manager – Integrated Care for Older People 
Purpose of the report and action required:   
The purpose of the report is to advise the Governing Body of progress in updating 
the Better Care Fund plan in accordance with a new national timetable and plan 
template. 
 
Executive summary: 
 
• North Tyneside submitted a Better Care Fund plan on 4th April 2014 in 

line with national guidelines. However, none of the BCF plans nationally 
have been signed off by government 

• A new set of guidance materials and timescales were issued on 25th July; 
together with a new plan template.  

• The total value of the fund in North Tyneside, for 2015/16, remains at 
£16.597m 

• Following consideration by the Better Care Fund Programme Board, the 
Health and Wellbeing Board will meet to consider approval of the BCF 
plan on 18th September 

• The deadline for submission to NHS England is 19th September 
• This will be followed by a national assurance process with the aim of 

ministerial approval by early November. Plans may be Approved; 
Approved with support; Approved with conditions; or Not approved 

 
It is recommended that the CCG Governing Body: 

• Notes the arrangements and progress made to date in terms of  developing the 
Better Care Fund Plan in North Tyneside; and 

• Agree to set a target reduction in the rate of emergency admissions of 2.4%, 
consisting of a 1.8% reduction in actual numbers of emergency admissions, 
combined with population growth of 0.6%. This is in line with the CCG 
Operational and Strategic Plans 
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Report to:          CCG Governing Body 
Date:  23rd September 2014 Agenda item:  11.1 
Title of report:  Better Care Fund – plan submission  
 
Sponsor:  Phil Clow, Director of Commissioning Development 
Author:  Kevin Allan, Programme Manager – Integrated Care for Older People 
 
Full report  
 
1      Background  
 

 1.1  In the June 2013 Spending Round, the Government announced a 
national £3.8  billion pooled budget for health and social care 
services, the Integration Transformation Fund, now known as the 
Better Care Fund (BCF) 

1.2  The BCF is intended to provide the opportunity to transform local 
services so that people are provided with better integrated care 
and support.  

.1.3 The Fund will act as an enabler to take forward the integration 
agenda, building upon the existing work of the North Tyneside 
Health and Social Care Integration Programme. 

.1.4 With the exception of a new allocation of £135m (nationally) to 
support the introduction of the Care Act, the funding is not new 
money into the health and social care system but is comprised of a 
number of existing allocations including the current NHS social 
care allocations. In addition the Fund includes some core CCG 
allocations, some other Local Authority funds and grants, including 
the Disabled Facilities Grant, and social care capital grant funding. 

1.5 In terms of its contribution, the CCG is expected to make savings 
on existing expenditure, including services commissioned from 
NHS Foundation Trusts, which will require a shift in expenditure 
from acute health services towards community health and social 
care services. 

 
 
2     Work undertaken to date 
 

2.1 North Tyneside submitted a Better Care Fund plan on 4th April 
2014 in line with national guidelines. However, none of the BCF 
plans nationally were signed off by government. In relation to the 
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range of plans throughout England, NHS England stated “these 
contained many excellent examples of innovative, integrated care. 
However, there were also some aspects in many plans that require 
further development: more evidence of sufficient provider 
engagement and agreement on the impact of plans; greater clarity 
around the alignment of the BCF plan to wider plans and policies, 
such as how BCF schemes will align with and work alongside 
primary care; and more evidence of robust finance and activity 
analytical modelling underpinning plans.” 

2.2 A new set of guidance materials and timescales were issued on 
25th July; together with a new plan template.  

2.3   The total value of the fund in North Tyneside, for 2015/16, remains 
at £16.597m 

2.4 The deadline for submission of a revised BCF plan is 19th 
September 2014. 

2.5 The Chair of the Health and Wellbeing Board wrote to members on 
11th August, proposing that responsibility for the development of 
the BCF plans be undertaken by the Better Care Fund Programme 
Board.  

2.6 The Better Care Fund Programme Board met on 3rd September 
2014 and agreed to amend wording relating to consultation. It will 
meet again on the 10th September to allow further time for NHS 
providers to complete Annex 2 of the plan template, which relates 
to the trajectory for numbers of emergency admissions to their 
Trust  

2.7 The Health and Wellbeing Board will meet on 18th September to 
consider approval of the plan. 

 
 
3      Key points  
 

3.1 The previous guidance linked release of funds to the following measures: 
• Avoidable emergency hospital admissions 
• Delayed transfers 
• Effectiveness of reablement 
• Permanent admissions to residential care 
• Patient / service user experience 
• A local measure; in our case, hospital admissions due to falls. 

3.2   BCF plans were required to set ambitious trajectories against 
these measures, but it was not planned to delay release of funds 
pending evidence of meeting goals. The new guidance links 
payments to only a single measure: 
• Emergency hospital admissions (not just avoidable admissions) 

3.3   Plans are still expected to seek improvement in metrics 2-6 above 
but they are no longer linked to payment. 
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4 Selection of a local level of ambition for emergency   
admissions 

 
The national guidance states: 
“Health and Wellbeing Boards are invited to agree a target reduction in total 
emergency admissions. The funding corresponding to any reduction forms one 
element of the pay for performance fund. The outstanding balance will be spent 
by CCGs on ‘NHS commissioned out-of-hospital services’ as part of the BCF 
plan. 
 
For the proportion of the £1bn funds linked to a reduction in total emergency 
admissions, money will be released from the CCG into the BCF pooled budget 
on a quarterly basis, depending on performance. These payments start in May 
2015 based on Quarter 4 performance in 2013/14. The remaining proportion of 
the £1bn will be released to the CCG for payment into the BCF pooled budget 
upfront in Quarter 1 in 2015/16. 
 
If the locally set target is achieved then all of the funding linked to performance 
will be released to the Health and Wellbeing Board to spend on BCF activities. 
If the target is not achieved, then the CCG will retain the money proportional to 
performance, to be spent by the CCG in consultation with the Health and 
Wellbeing Board 
 
The expected minimum target reduction in total emergency admissions will be 
3.5% for all Health and Wellbeing Board areas, unless an area can make a 
credible case as to why it should be lower.” 
 
“A plan which sets an ambition lower than 3.5% in 2015/16 must explain how 
the planned level of improvement will contribute to a longer term trajectory of 
reduction linked to the transformation of local health and care services.  
 
Any revised ambition lower than the assumed 3.5% must have the explicit 
support of the Council and all of the CCGs who are party to the plan, and must 
have the explicit written commentary of acute providers.  
 
Each area should ensure that the contingency plan and risk sharing agreement 
make prudent provision for the costs of unplanned activity if emergency 
admissions are not reduced in line with the plan.”  

 
 
5     Options to consider 
 

5.1 The draft North Tyneside BCF Plan includes an assumed 2.4% 
reduction in the rate of emergency hospital admissions, comprising 
1.8% reduction in actual numbers, combined with a 0.6% increase 
in population. 

5.2 The rationale for doing so is set out below: 
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5.3 North Tyneside has already experienced one of the highest levels 
of reduction in England, over the last five years, as shown in 
Figure 1. 

5.4 The reduction over this period, according to national data, was 
4.6% which was the 6th largest reduction in England. In 2013-14 
the North Tyneside reduction was 11%. Having achieved a 
significant change already, the scope for achieving further 
reductions is more limited and maintaining the reductions achieved 
in 2013-14 is itself challenging. 

5.5 The CCG operational (2-year) and strategic (5-year) plans are 
based on this assumption of a 1.8% decrease, have already been 
assured by NHS England, and are broadly in line with the 
expectations stated in provider plans.  

5.6   Reductions in volume of emergency admissions do not necessarily 
lead to proportionate reductions in commissioner costs, because 
they may be substituted by alternative care provision which is as 
expensive, or more so. There are other sources of potential 
savings, such as length of stay and continuing health care, which 
can contribute to the value of the BCF. 

 
 

Figure 1 

 
 

5.7   The level of ambition for reducing emergency admissions does not 
affect the overall size of the North Tyneside Better Care Fund, 
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which remains fixed at £16.597m; it simply changes the proportion 
of the Fund which is paid quarterly in arrears, depending upon the 
proportion of the target which is achieved. 

 
5.8   This is illustrated in Figure 2 below; increasing the level of 

ambition increases the proportion of the fund held by the CCG and 
paid into the BCF pooled budget quarterly in arrears (Line 6) and 
reduces the balance labelled “NHS-commissioned out of hospital 
services” (Line 7) whilst the total amount of the fund (Line 9) is 
unchanged. 

 
 
Figure 2 

 
 
 
 
6 Implementation plan/next steps 

6.1   The Health and Wellbeing Board will meet to approve the BCF 
plan on 18th September 2014 

6.2 The deadline for submission to NHS England is 19th September 
6.3 This will be followed by a national assurance process with the aim 

of ministerial approval by early November. Plans may be: 

• Approved 
• Approved with support 
• Approved with conditions 
• Not approved 

6.4 Discussions are under way between the CCG and the Council to 
agree a s75 agreement which will set out the legal, financial, and 
administrative arrangements for operation of the BCF pooled 
budget. 

Ref Scenario 1 Scenario 2
£000's £000's £000's £000's

1 CCG Contribution 15,233    CCG Contribution 15,233    
2 Disabled Facilities Grant 790          Disabled Facilities Grant 790          
3 Social Care Capital Grant 574          Social Care Capital Grant 574          
4 Total BCF amount 16,597    Total BCF amount 16,597    

5 4,403      4,403      

6

Of which, amount paid 
quarterly in arrears 
linked to reduction in 
emergency admissions

410 avoided 
admissions 611

Of which, amount paid 
quarterly in arrears linked 
to reduction in emergency 
admissions

798 
avoided 
admissio
ns 1189

7
NHS-commissioned out 
of hospital services 3,792      

NHS-commissioned out of 
hospital services 3,214      

8 12,194    12,194    
9 16,597    16,597    Total BCF amount

1.8% reduction in emergency 
admissions (2.4% rate reduction)

3.5% reduction in emergency 
admissions

Total amount potentially subject to pay for 
perfomance 

Other elements not performance-related
Total BCF amount

Total amount potentially subject to pay 
for perfomance 

Other elements not performance-related
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7 Recommendations  

It is recommended that the CCG Governing Body 

• Notes the arrangements and progress made to date in terms of  
developing the Better Care Fund Plan in North Tyneside; and 

• Agree to set a target reduction in the rate of emergency admissions of 
2.4%, consisting of a 1.8% reduction in actual numbers of emergency 
admissions, combined with population growth of 0.6%.  

 
9 Further information relevant to the report 

• North Tyneside Joint Health and Wellbeing Strategy 2013-13 
• Everyone Counts – Planning for Patients 2014/15 
• BCF Revised Planning Guidance, 

25/7/14 http://www.england.nhs.uk/wp-
content/uploads/2014/07/bcf-rev-plan-guid.pdf  

• Supplementary Guidance on the Expectation of a 3.5% Reduction 
in Emergency Admissions, http:/s/www.england.nhs.uk/wp-
content/uploads/2014/08/bcf-supp-guidance-3-5.pdf  

• The full Better Care Fund plan on the Health and Wellbeing Board 
web site http://www.northtyneside.gov.uk/browse-
display.shtml?p_ID=555352&p_subjectCategory=1566  

 
Governance and Compliance   
 
10 Links to corporate objectives  

2014/15 corporate objectives  Item links to 
objectives √ 

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

√ 

Develop and grow North Tyneside CCG as a patient focused, clinically led 
commissioning organisation 

√ 

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

√ 

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

√ 

Deliver financial balance √ 

 

  

http://www.england.nhs.uk/wp-content/uploads/2014/07/bcf-rev-plan-guid.pdf
http://www.england.nhs.uk/wp-content/uploads/2014/07/bcf-rev-plan-guid.pdf
http://www.england.nhs.uk/wp-content/uploads/2014/08/bcf-supp-guidance-3-5.pdf
http://www.england.nhs.uk/wp-content/uploads/2014/08/bcf-supp-guidance-3-5.pdf
http://www.northtyneside.gov.uk/browse-display.shtml?p_ID=555352&p_subjectCategory=1566
http://www.northtyneside.gov.uk/browse-display.shtml?p_ID=555352&p_subjectCategory=1566
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11 Consultation and engagement 

11.1 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 
• 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. 

11.2 The Better Care Fund Programme Board identified that the 
consultation referred to in the above paragraph pre-dated the 
development of proposals for primary care hubs. These proposals 
are referenced in the BCF plan as an associated development 
rather than a BCF-funded initiative. 

11.3 It is expected that Better Care Fund plans will be published on 
CCG web sites. The plan is currently available on the Health and 
Wellbeing Board website 
at http://www.northtyneside.gov.uk/browse-
display.shtml?p_ID=555352&p_subjectCategory=1566  

 
12 Resource implications 

12.1 The creation of the Better Care Fund will be accompanied by a s75 
agreement which sets out the responsibilities for management of a 
pooled budget.  

  

http://www.northtyneside.gov.uk/browse-display.shtml?p_ID=555352&p_subjectCategory=1566
http://www.northtyneside.gov.uk/browse-display.shtml?p_ID=555352&p_subjectCategory=1566
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13 Risks 

13.1 A risk assessment has been undertaken and is included within the 
Better Care Fund plan. 

14 Equality assessment 

14.1 There are no equality and diversity implications directly arising 
from this report. 

15 Environment and sustainability assessment  

15.1 There are no environment and sustainability issues arising directly 
from this report. 

 
  

 
 
Report author: Kevin Allan, Programme Manager – Integrated Care for Older 

People 
Report date:  12.09.2014 
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Report to:  Governing Body 
Date:  23rd September 2014 Agenda item:  11.2 

Title of report:  North Tyneside Operational Resilience and Capacity 
Planning for 2014/15 
Sponsor:   Dr Shaun Lackey, Clinical Director and Phil Clow, Director of 
Commissioning Development 
Author:   Helen Steadman, Commissioning Manager 
Purpose of the report and action required  

• To assure the Governing Body that preparations and plans are in hand to 
manage pressures during winter 2014/15 and system resilience; and 

• To note the contents of the report. 
Guidance published by NHS England in June 2014 indicated that managing 
seasonal pressures during winter 2014/15 needs to be seen in the wider context of 
year round resilience. North Tyneside’s Urgent Care Working Group, led by the 
CCG, has developed and submitted operational resilience and capacity plans for 
2014/15 in accordance with the published deadlines.  
 
Non-recurrent funding for 2014/15 has been made available to CCGs to support the 
successful delivery of these plans. North Tyneside NHS Clinical Commissioning 
Group’s allocation was £1,563, 233.00. The CCG received bids from partner 
organisations to the value of £2.7m. 
 
The CCG Urgent Care Working Group (UCWG) will oversee the implementation of 
the operational resilience and capacity plans including mobilising the initiatives being 
funded as well as putting a monitoring framework in place with timelines and key 
performance indicators (KPIs).   
 
 The next steps are  
• To get agreement and sign up to the plans by UCWG partners. 
• To publish the plans. 
• To work with partners to ‘mobilise’ the proposed initiatives in preparation for a 

preferred start date of 01 October. 
• To develop and agree evaluation criteria to quantify and measure the forecast 

impact of the initiatives receiving funding, including KPIs. 
• To monitor the delivery of the initiatives through the UCWG including reporting to 

the Area Team of NHSE. 
 

Recommendation 
The Governing Body is asked to note the actions North Tyneside’s UCWG has 
undertaken to put plans in place for the effective delivery of health and social care 
services during the 2014/15 winter period as well as year round resilience. 
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Report to:  Governing Body 
Date:  23rd September 2014 Agenda item:  11.2 
Title of report:  North Tyneside Operational Resilience and Capacity 
Planning for 2014/15 
Sponsor:  Dr Shaun Lackey, Clinical Director and Phil Clow, Director of 
Commissioning Development  
Author: Helen Steadman, Commissioning Manager (Planned and Urgent Care)  
Purpose of the report and action required:   

• To assure the Governing Body that preparations and plans are in hand to 
manage pressures during winter 2014/15 and system resilience; and 

• To note the contents of the report. 
 
 
Full report  
 
1. Background  
 
1.1 Year round resilience 
Recent guidance1 (the Guidance) published by NHS England in June this year 
indicates that managing seasonal pressures during winter 2014/15 needs to be seen 
in the wider context of year round resilience.  
 
Sustainable service delivery requires resilience and capacity planning across the 
health and social care system to be ongoing and robust and all partner organisations 
to work together to achieve this.   
 
The Guidance specifies that Urgent Care Working Groups (UCWG) are to evolve 
into System Resilience Groups (SRG) broadening their approach to include elective 
as well as urgent and emergency care in order to manage the increasing pressure 
on elective care waiting times in order to give year round resilience. 
 
1.2 Operational resilience and capacity plans 2014/15 
CCGs have a key role within local systems to ensure the appropriate system-wide 
operational resilience plans are in place.  
 
North Tyneside’s Urgent Care Working Group, led by the CCG, has developed its 
operational resilience and capacity plans for 2014/15 incorporating a number of 
mandatory elements as required by the Guidance. 
 

                                                           
1 Operational resilience and capacity planning for 2014/15, Gateway reference 01632 
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These plans comprise core documentation (annex A, B and C2) which had to be 
completed and submitted to the Area Team of NHS England by 30th July.  Following 
feedback, the plans were re-submitted on 20th August.  
 
The Guidance is clear that the plans must be developed in collaboration and signed 
off by all UCWG/SRG member organisations. 
 
1.3 Non-recurrent funding 
Non-recurrent funding for 2014/15 has been made available to CCGs to support the 
successful delivery of these plans.  
 
North Tyneside NHS Clinical Commissioning Group’s allocation was £1,563, 233.00 
to be made available upon successful assurance of the plans. The plans must 
include the use of primary care, community and mental health services as well as 
social services to support patients with urgent care needs or to help avoid such 
urgent episodes altogether.  
 
There are separate national monies available for ambulance trusts (£966,329 for the 
North East Ambulance Service Trust FT) and the process for allocation of these 
monies is being managed by the lead CCGs for this contract, supported by NECS. In 
addition, UCWGs have assigned some of their local allocations to the North East 
Ambulance Trust. 
 
Partner organisations were asked to submit proposals for the available funding in 
order to address the Guidance and the gaps identified by the UCWG in relation to 
non-elective pathways of care to support the delivery of system resilience. Taking 
into account the timeframe around this work, the deadline for submission was 15 
July. 
 
The CCG received bids from partner organisations to the value of £2.7m. 
 
1.4  North Tyneside’s Urgent Care Working Group (UCWG) 
Having considered the expansion of its role to include elective care at its meeting on 
3 July 2014, the UCWG agreed that whilst it needs to be sighted on elective care, its 
focus should remain urgent care. Elective care, including increasing pressures on 
elective care waiting times, would be addressed through contracting and 
performance fora. 
 
2. Work undertaken to date 
 
2.1 Process to complete the plans and allocate non-recurrent funding to 
support delivery 
As SRGs/UCWGs are not statutory bodies and have no formal binding decision 
making role, the CCG established an Operational Resilience group of CCG officers 
to oversee the completion of the plans including the review and evaluation of funding 
proposals.  
 
The members of this group included: the Director of Commissioning and 
Development; Head of Finance; Planning and Performance Manager; a local GP; 
and Commissioning Manager. 
                                                           
2 Operational Resilience and Capacity Planning 2014-15 (Gateway reference 01632) 
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All initiatives proposed were shared with UCWG members and they had the 
opportunity to comment and ask questions. There were no objections to any of the 
proposals but there were concerns and issues raised for consideration by the CCG: 
 

• Funding activity that should be delivered as part of a provider’s core contract. 
• To consider the funding in the context of the Better Care Fund and the 

opportunity to bring forward initiatives supported by the wider system. 
• ‘Paying twice’ in respect of acute hospital services where the provider will be 

paid for the additional activity under PbR as well as receiving monies to put 
more capacity in the system. 

 
Having met with each provider to discuss their proposal, the Operational Resilience 
Group assessed each proposal against the following criteria: 
 

• Budget 
• Adding capacity to the system including out of hospital care 
• Meeting strategic objectives 
• Meeting national criteria 
• Improving quality of care  
• Prevents additional system costs 

 
The three possible outcomes/recommendations from the review process were: 
 

• Proposal(s) supported; 
• Proposal(s) not supported; 
• Proposal(s) supported with caveat – reduced funding and/or flexibility in 

delivery. 
 
The recommendations made by the group to the CCG’s Clinical Executive for 
consideration and endorsement at the meeting on 23rd July were shared with 
partners prior to the submission deadline of 30th July.  
 
Further discussions have taken place with UCWG partners following feedback from 
the Area Team and in light of increasing pressures being experienced by 
Northumbria Healthcare NHS FT. Appendix 1 sets out the revised proposals and 
funding allocations.  
 
The revised plan and allocation of funding to partner organisations was reported at 
the CCG’s Clinical Executive on 10th September for endorsement. 
 
The Area Team has assessed the plans and advised that our plans are ‘assured’ 
with ‘assurance underway’ in some areas.  
 
Milestone Date 
Guidance reviewed by the UCWG 03.07.14 
CCG Operational Resilience Group established 07.07.14 
Proposals for non-recurrent funding received 15.07.14 
Proposals presented by UCWG partners 17.07.14 

21.07.14 
Proposals shared with members of UCWG  22.07.14 
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Funding proposals reviewed and recommendations made to the CCG 
Clinical Executive 

23.07.14 

Plans completed and submitted to the Area Team of NHS England 
(NHSE) 

30.07.14 

Feedback and queries on the plan received from the Area Team 07.08.14 
Second draft of the plans re-submitted to Area Team and shared with 
UCWG 

20.08.14 

Revised plans including funding allocation reported to the Clinical 
Executive 

10.09.14 

Feedback received from the Area Team advising the plans are 
designated as ‘assurance underway’. 

09.09.14 

 
3. Key points  

 
3.1 The operational and resilience plans for elective and non-elective pathways 

have been submitted in accordance with the deadlines. The plans have 
been developed in collaboration with UCWG partners and we await sign off. 

 
3.2 North Tyneside’s UCWG will not become a System Resilience Group as the 

UCWG is not supportive of including elective care within its remit other than 
ensuring that pressures being experienced in elective care pathways are 
reported by exception but managed out with this group. The CCG is 
progressing how it will ensure year round system resilience in respect of 
elective care. Scope to adopt a ‘common’ approach with fellow CCGs in the 
North and South of Tyne is being explored to ensure acute trusts implement 
the Guidance for elective care. 
 

3.3 The CCG Operational Resilience Group will oversee the implementation of 
the operational resilience and capacity plans including mobilising the 
initiatives being funded as well as putting a monitoring framework in place 
with timelines and key performance indicators (KPIs).   
 

3.4  The UCWG will need to publish its plans in accordance with the Guidance. 
 

3.5 A risk register for the plans will be developed to be incorporated into the 
CCG’s corporate risk register. 
 

3.6 Supported by NECS, the UCWG is undertaking the same assurance 
process of its members’ winter plans as it did during winter 2013-14. 

 
4. Implementation plan 

 
4.1 To get agreement and sign up to the plans by UCWG partners. 

 
4.2 To publish the plans. 

 
4.3 To work with partners to ‘mobilise’ the proposed initiatives in preparation 

for a start date of 01 November. 
 

4.4 To develop and agree evaluation criteria to quantify and measure the 
forecast impact of the initiatives receiving funding, including KPIs. 
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4.5 To monitor the delivery of the initiatives through the UCWG including 

reporting to the Area Team of NHSE. 
 

5. Recommendations  
 
This paper recommends that the Governing Body note the actions North Tyneside’s 
UCWG has undertaken to put plans in place for the effective delivery of health and 
social care services during the 2014/15 winter period as well as year round 
resilience. 

  
Appendices and further information 
 
6. Appendices  
 

• System Resilience – Letter advising of funding allocated to proposals 
 

7. Further information relevant to the report 
 

• Report to the Clinical Executive, North Tyneside Operational Resilience 
and Capacity Planning 2014-15, July 2014. 

• Report to the Clinical Executive, North Tyneside Operational resilience 
and Capacity Planning 2014-15, September 2014.  

 
Governance and Compliance   
 
8. Links to corporate objectives  
 

2014/15 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. Develop and grow North Tyneside CCG as a patient 
focused, clinically led commissioning organisation 

√ 

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

√ 

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

√ 

5. Deliver financial balance √ 
 

9. Consultation and engagement 
 

A communication plan will need to be developed to share the plans more widely 
with stakeholders and the public as this is a requirement of the Guidance. 

 
 
 
Report author: Helen Steadman, Commissioning Manager 
Report date:  23rd September 2014 
 



 

 

 
 
 
 
 
 
 
 
 
 
 
 
22 August 2014 
 
 
 
 
Dear  
 
System Resilience 
 
At our last Urgent Care Working Group (UCWG) meeting on 22nd July, we shared details 
about the System Resilience funding and details of the bids that we have received from 
providers at that time. Thank you once again to those organisations and individuals who have 
developed these proposals in a short time scale for the CCG to consider. I can now confirm 
the proposed distribution of these funds. 
 
The CCG has considered the proposals that we have received, with a view to maximising 
system capacity over the 2014/15 winter period in the appropriate areas of care, and investing 
in initiatives that further the strategic aims of the system. In identifying which proposals 
receive funding, we have considered how each would improve quality of care for patients, and 
considered national criteria, such as embedding 7 day working. We have also ensured that 
the total value of the proposals are affordable, and ensured that commissioners are not 
duplicating existing funding.  
 
The initiatives that the CCG has recommended for investment are shown in the table below, 
with some explanatory notes. The investment is non-recurring funding and to be invested as 
set out in the proposals that you shared with the CCG (unless stated otherwise in the table 
below), for the 2014/15 winter period from 1st October 2014 to 31st March 2015; the 
investment is made at your organisation’s own risk. 
 

Organisation Initiative Proposed Notes Funding (£) 
NDUC Acute home visiting 

service 
The investment is for one GP over a 6 month period 
to provide acute home visiting to support primary 
care in hours. 
By working in collaboration with TyneHealth there is 
an opportunity through this service to provide 
additional support into nursing and care homes. 

80,000  

TyneHealth GP access. 
 
GP led service to 
respond to urgent care 
needs of frail and 
elderly, including high 

We would like to commission additional GP 
appointments out of hours during evenings and 
weekends for urgent cases across North Tyneside. 
We are looking to TyneHealth to coordinate this with 
input from all practices in North Tyneside, to provide 
this additional access in an appropriate number of 

80,000  

12 Hedley Court 
Orion Business Park 

North Shields 
NE29 7ST 

 
Tel: (0191) 293 1148  

Fax: (0191) 293 1181 
E-mail: Philip.clow@northtynesideccg.nhs.uk 

 



risk and palliative 
patients, from care 
homes via a single 
phone number building 
upon existing teams 
and pathways 

locations. This will provide primary care over 7 days 
for patients, who may otherwise attend A&E. 
 
There would be benefits in collaborating with NDUC 
on their ‘acute visiting service’, which can provide 
additional support into nursing and care homes as 
per proposal from TyneHealth. 

NTW  Development of a 
liaison service based at 
North Tyneside 
General Hospital. 

This investment will operate at North Tyneside 
General Hospital A&E to identify patients who need 
mental health based support services, and direct 
them accordingly. 
This investment is for 3 band 6 CPN's working 7days 
per week and 2 sessions of a consultant psychiatrist. 

98,000 

Newcastle 
Hospitals 

Specialist nurse 
discharge 

This investment is for 1 band 6 nurse, and will 
support flow of patient discharge from hospital over 
7 days, and to support capacity with patient 
discharge coordination within the hospital 

23,017 

Access to additional 
physiotherapy support 

This investment of 0.4 WTE Band 6 Physiotherapist 
will provide additional resource that will support 7 
day discharges linking up with 7 day social care 
provision. 

9,207 

Increase ED monitoring 
capacity 

This investment of  0.6 WTE Band 5 nurse and 0.6 
WTE HCA supports additional capacity within the ED. 

19,124 

Increased consultant 
capacity at weekends 
(11 weekends) and 
bank holiday to 
support surge 
management 

This investment of 0.04 consultant supports 
additional capacity within the ED. 

12,739 

Northumbria 
Healthcare 

Increased A&E staffing 
to increase capacity 
and improve patient 
flow 

This investment funds additional consultant and 
nurse support within ED to increase capacity and 
improve patient flow during peak times and at the 
weekend, and supports provision of additional space 
for patients overnight. This investment is for 2.5 
consultants and 2.6 band 7 nurses over a 6 month 
period. 

242,000 

Increased consultant 
physician presence 
BOH at weekends 

This additional resource is for 0.4 WTE consultant 
and will support 7 day discharges linking up with 7 
day social care provision, over a 6 month period. 

58,200 

Increased nursing 
capacity in the 
community  

This investment is for three additional community 
matrons for the 6 month winter period to improve 
the flow of patient discharge from hospital over 7 
days, and to support capacity with patient discharge 
coordination within the hospital.  

125,000 

Advanced Care 
Planning in Nursing 
Homes  

To fund the continuation of the existing service to 
provide support advanced care planning to nursing 
homes for patients at the end of their life, to 
improve care and reduce unnecessary hospital 
admission. This investment is for 12 months during 
2014/15, and will fund 2 band 6/7 Macmillan nurses 
and 0.5 x band 3 administrative support and 
subsidiary costs. 

120,000 

Discharge liaison 
nurses 
 

Increase capacity / extended hours to work Front of 
House over 7 days a week to reduce inappropriate 
hospital admissions by planning discharge at the 
beginning of patient care and facilitate community 
support. This investment is for 6 months for 2.65 
WTE band 6 nurses. 

60,000 

Increase capacity in FIT 
team 

Additional therapy time (physio / OT) to support 
admission avoidance over 7 days a week. This 
investment is for 6 months for 3 WTE band 7 

80,000 



 
Note that the CCG will not pay duplicate PbR payments for activity equivalent to the investment made. 
 
Through the Urgent Care Working Group we will monitor the progress and the impact of these 
initiatives to determine their success. 
 
If you have any queries, please contact 0191 293 1140 and ask for Helen Steadman.  
 
Thank you once again for your proposals, and through the UCWG I look forward to seeing the benefits 
of these initiatives. 
 
 
Yours sincerely 

 
Phil Clow 
Director of Commissioning Development 
 

therapists. 
North 
Tyneside  
Council 

Increased social work 
capacity (7/7) 

7 day social care provision will reduce delayed 
patient discharge from hospital. The investment is 
for additional social work services over a 6 month 
period. 

95,000 

Immediate response 
home care (admission 
avoidance) 

This investment will support home care, and 
reinstate the reablement service capacity, over a 6 
month period at a trial staffing level. 

105,000 

Overnight home care 
(admission avoidance) 

This investment will support home care in crisis over 
night to reduce risk of hospital admission over a 6 
month period at a trial staffing level. 

NEAS Improve NEAS capacity 
and response 

Support increase in requested Same Day Discharges 
by hospitals, and also respond to additional activity 
over the weekend period, both excluded from the 
existing contract.  Implement dedicated additional 
vehicles across the region and support FTs through 
better discharge provision. 

44,664 

Voluntary Sector TBC         50,000 
Elective care investment and CCG contingency to fund additional activity 261,249 
Total 1,563,200 
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Report to:  Governing Body 
Date:  23 September 2014 Agenda item:  11.3 

Title of report:  Children and Young People’s Plan 2014-2018 
Sponsor:  Phil Clow, Director of Commissioning Development 
Author:  Steve Rundle, Commissioning Manager (Children and Young People) 
Purpose of the report and action required: This report is for information.  
Governing Body is asked to note the plan. 
Executive summary:  The most intractable issues facing children, young people and 
their families are complex, interconnected and have proved resistant to traditional 
service delivery models.  They require integrated action across organisational and 
professional boundaries. 
 
The attached North Tyneside Children and Young People’s Plan 2014-18 provides 
the shared strategic vision that will enable partners to further integrate the planning, 
commissioning and delivery of children’s services, to address their shared priorities. 
It will facilitate the development of innovative approaches that are both efficient and 
effective in improving the lives of children, young people and their families.  Its 
priorities are aligned with the ‘Our North Tyneside Plan’, the Joint Health and 
Wellbeing Strategy and the Safer North Tyneside Plan. 
 
The plan has been developed through the North Tyneside Children, Young People 
and Learning Partnership, which is led by North Tyneside Council, and of which the 
CCG is a key member.  There has been a significant amount of stakeholder and 
public involvement during the production of the plan.  The plan has been endorsed 
by Clinical Executive. 
 
Governance and Compliance   
 
Links to corporate objectives  
 

2014/15 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. Develop and grow North Tyneside CCG as a patient 
focused, clinically led commissioning organisation 

√ 

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

√ 

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

√ 

5. Deliver financial balance  
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Children and Young People’s Plan 

2014 – 2018 
 

1. Introduction  
Welcome to the Children and Young People’s Plan 2014-18, which sets out the strategic framework 
for planning, commissioning and delivering children’s services in North Tyneside.  The plan sets out 
how North Tyneside’s Children, Young People and Learning Partnership will work together to 
address the biggest challenges facing the borough’s children, young people and their families.  The 
partnership brings together public and voluntary sectors organisations responsible for children 
services, with the aim of integrating services to improve the lives of children, young people and their 
families.      
   
North Tyneside is a great place to grow up.  The majority of children in North Tyneside have a happy 
childhood and become successful adults, supported by their families, communities and universal 
services.  The Children, Young People and Learning Partnership has made considerable progress in 
improving key outcomes for children and young people since the publication of the first Children and 
Young People’s Plan in 2006. These include:   
     

• Sustained improvements in GCSE performance; 
• Significant reduction in Youth Justice system entrants; 
• Fewer young people are NEET (Not in Education, Employment or Training);   
• Substantial reduction is the under 18 conception rate; 
• Every care leaver securing suitable accommodation;   
• A higher proportion of young people progressing to higher education after Key Stage 

5 than the national average.   
 
The plan has also underpinned the ongoing integration of children’s services, key successes include:      

 
• Multi agency support which is now routinely coordinated around the needs of 

families; 
• The establishment of a comprehensive early intervention and prevention 

infrastructure; 
• The embedding of multi agency safeguarding arrangements across partners; 
• Excellent participation and engagement opportunities that provide children and 

young people with a say in local decision-making.   
 
Yet partners recognise that significant challenges remain.  Nationally children’s services are facing 
unprecedented change arising from constrained public expenditure, rapid technological change, an 
evolving policy environment and increasingly complex delivery networks.  Children’s services are 
also increasingly addressing issues that are complex, multi faceted and unpredictable, which 
required integrated and localised responses.  These factors are driving rapid change and greater 
integration within the sector.   
 
Within North Tyneside, a sizeable minority of children and young people do not realise their full 
potential and a growing number of families are experiencing difficulties that require specialist 
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support.  Entrenched deprivation and inequality persist, with almost 1 in 5 of the borough’s children 
raised in poverty, a figure that is considerably higher in our most deprived neighbourhoods.  Youth 
unemployment exceeds the national average and our most deprived young people are at greater risk 
of achieving the higher level skills needed to succeed in the labour market of the future.  Our schools 
system faces a surplus of secondary places but along with other children’s services will experience 
rising demand in the longer term, as a result of demographic pressures.  Children’s services in North 
Tyneside face significant change and uncertainty, with partners having to make difficult decisions 
around resources.     
 
The partnership has identified areas of shared focus that will continue beyond the expiration of the 
current Children and Young People’s Plan in 2014.  These include:  

 
• Early help for families with additional needs; 
• Supporting, protecting and caring for vulnerable children and young people; 
• An early start in healthy living for children; 
• Supporting children to develop core “early years” skills required for success at school;  
• Breaking the cycle of child poverty; 
• High quality training and learning opportunities for children and young people, delivered by 

a sustainable, high quality skills and learning infrastructure;     
• Addressing the gap in outcomes between vulnerable and deprived children / young people 

and their peers; 
• Enabling young people to develop core “adult skills” to thrive at work and in their adult life.   

 
The scale and scope of the challenges facing the partnership requires fresh thinking and new 
solutions.  Over the next four years partners will explore innovative ways of working together.  That 
is why the partnership has agreed a new Children and Young People’s Plan, which will provide the 
framework for greater integration of services and improved outcomes for children, young people 
and their families. 
 
North Tyneside Children, Young People and Learning Partnership has agreed a new approach to the 
Children and Young People’s Plan for 2014-18.   In a period of reduced public funding, the 
partnership must focuses its energies on those areas where it can achieve the greatest impact.  The 
new plan is focussed on a limited number of priorities, which are not intended to capture the 
entirety of children’s services activity but represent those areas where collaboration can deliver 
significant change.   
 
The Children, Young People and Learning Partnership want every child and young person in North 
Tyneside to fulfil their potential.  Partners will embed a culture of excellence and high ambitions for 
every child and young person, based on innovation and collaboration.  While the plan articulates the 
overarching vision and principles for all children’s services in North Tyneside, its main focus is on 
improving outcomes for the minority of children and young people who are experiencing, or who are 
at increased risk of vulnerability, poor outcomes or deprivation.  The plan seeks to achieve a 
sustainable balance between prevention, early intervention and remedial provision for children, 
young people and their families.   
 
This plan is a high level document that establishes a clear strategic direction for children’s services in 
the borough, ensuring coherence across the partnership’s planning, commissioning and delivery 
arrangements.  The detail on which actions partners will undertake are set out in the partnership’s 
existing suite of delivery plans.  The partnership wants the Children and Young People’s Plan to 
foster innovation and greater responsiveness, so the annual update of our delivery plans will provide 
partners the opportunity to adapt to changing circumstances and test new approaches.    Our suite 
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of delivery plans sets out ambitious but realistic programme for addressing the partnership’s shared 
priorities and outcomes.   
   
The Children and Young People’s Plan is also North Tyneside’s Child Poverty Strategy.  The priorities 
and outcomes outlined in the plan will address the underlying causes of child poverty and disrupt 
the intergenerational cycle of disadvantage that limits the life chances of too many children and 
young people.         
 
The priorities and outcomes contained within the plan were identified following consultation with 
children, young people and communities and an analysis of strategic needs.  The plan is also aligned 
with the ‘Our North Tyneside Plan’, the Joint Health and Wellbeing Strategy and the Safer North 
Tyneside Plan.   Our ongoing programme of consultation and engagement with children, young 
people and their families, will ensure the partnership continue to focus on the key issues facing 
children and young people.     
 

     

The Scope of the Plan 
The plan focuses on all children and young people up to the age of 19 years and those young people 
aged up to 25 years who are care leavers, have special needs or a disability and live in the borough.  
We have also extended the plan’s remit to incorporate the partnership’s work with families of 
children and young people.  The partnership recognises that sustainable improvements to children 
and young people’s lives cannot be made without addressing the wider familial context.        

 

Our Vision and Principles 
North Tyneside Children, Young People and Learning Partnership worked with children, 
young people and stakeholders to establish a clear vision for the borough, following its 
establishment.  Our vision continues to drive the work of the partnership today.  We believe 
North Tyneside should be a borough where:   

•  Children and young people are respected, valued and listened to;  

•  Childhood is nurtured;   

•  Children and young people are happy, healthy, confident and safe, and develop as 
enthusiastic learners and tolerant, compassionate individuals who are challenged and 
supported to be the best they can be;  

•  The power of learning is harnessed to transform the lives of individuals and 
regenerate our communities; 

•  Children and young people grow into successful adults.   

 

The partnership’s work is underpinned by a set of principles that will inform all aspects of 
our work.  The principles were established in 2006, in consultation with children, young 
people and stakeholders.   As a result of consultation with partners, children and young 
people during the development of this plan, the partnership’s ten founding principles have 
been extended to include an eleventh, which reflects the importance of sustainable adult 
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employment in improving the long term outcomes of children, young people and families.  
The new principles are: 

Children and young people:  

1.  Come first.  

2.  Have a right to be recognised as people with views and interests.  

3.  Have a right to be protected from harm and discrimination.  

4.  Have a right to develop as curious, enthusiastic and autonomous learners.  

5.  Have a right to the best health possible and to appropriate medical care.  

6.  Have a right to live and play in a safe healthy environment.  

7.  Have a right to an identity.  

8.  Should grow up in a family and a community with equality of access and 
opportunity.   

In addition: 

9.  Parents, carers and communities need to be supported in promoting the interests 
and welfare of their children and those in their communities.  

10.  We never give up on a child or young person - no child should be viewed as a lost 
cause. 

11.  Everyone should have the skills to find sustainable employment as adults.     
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Children and Young People Plan 2014-18 Priorities.   
North Tyneside Children, Young People and Learning Partnership has identified three priorities and 
associated outcomes.   

 

Priority 1 and 2 are based on a life-course approach, with an appreciation of key age and 
phase transition points i.e. ready for school, ready for work and life.  The third theme cuts 
across all age stages to ensure children and young people are safe, supported and cared for, 
regardless of their age phase.       
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Strategic Links Diagram 
The diagram below shows how the Children and Young People’s Plan position within the borough’s 
strategic planning framework.   

 
 

2. Why do we need a Children and Young People’s Plan? 
Children’s services both nationally and locally are facing unprecedented change that will transform 
the way services are provided.  The long term sustainability of the existing children’s services model 
is threatened by growing demand and constrained public expenditure.  Technological change is 
transforming communities, the workplace and our lives, creating huge uncertainty.  Yet the 
distribution of deprivation, inequality and disadvantage in the borough remain stubbornly 
entrenched and the life chances of our most vulnerable and deprived children continue to be 
constrained.  North Tyneside has a lower than average level of child poverty, yet almost 1 in 5 of 
North Tyneside’s children are raised in poverty.  This rate is considerably higher in our most deprived 
communities.  This means that within some communities, successive generations of children and 
young people grow up to become poor adults.  The partnership has to find new ways of working 
together if we are to tackle the persistent and emerging issues affecting children, young people and 
their families.  The Children and Young People’s Plan 2014-18 sets out how partners will work 
together to plan, commission and develop support for children, young people and their families.      
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Strategic Needs Analysis - Summary 
The priorities and outcomes identified in this plan have been developed following analysis of the 
national and local evidence base, consultation with children, young people and the wider 
community.  The Children and Young People’s Strategic Needs Assessment contains the detailed 
analysis but the following summary sets out the key inequalities and factors that underpin 
vulnerability and poor outcomes for children and young people.     
 
 North Tyneside Issues National Policy Context 

Ready for 
School 

Increased birth rate will place additional 
demands on early years services. 

A lower proportion of North Tyneside’s children 
make a good level of progress during the 
Foundation Stage Profile than the national 
average.   

North Tyneside’s breast feeding rates remain 
lower than the national average.   

In 2012 10.5% of Reception children were classed 
as very overweight.  Local data for 2013 shows an 
increase for Reception to 11.7% (the highest 
ever).  

Children born in our most deprived communities 
are at greater risk of poor health outcomes 
throughout their life.   

Allen Review: Early Intervention.   

Field Review: The Foundation Years: 
preventing poor children becoming 
poor adults 

The Marmot Review: Fair Society, 
Healthy Lives 

Health and Social Care Act 2012 

Reform of the Early Years Foundation 
Stage 

Ready for 
Work and Life 

The number of young people aged 18-24 claiming 
job seekers allowance in North Tyneside exceeds 
the national average.   

The proportion of North Tyneside’s children 
living in poverty is lower than the national 
average but one in five children is raised in 
poverty.  The figure is significantly higher in our 
most deprived communities.  

The educational attainment gap between North 
Tyneside’s vulnerable learners and their peers 
persists.  (i.e. Looked after children, those with 
Special Educational Needs and Disabilities and 
those in receipt of pupil premium).    

Surplus capacity in secondary schools.   

North Tyneside performs below the national 
average across a number of Key Stage 5 
indicators.   

Young people who have experienced deprivation 
are less likely to progress to higher education 
than their peers.  This gap is higher in North 

Academies Act 2010  

The Education Act 2011 

The Marmot Review: Fair Society, 
Healthy Lives 

Child Poverty Strategy 

Social Mobility and Child Poverty 
Commission  

Pupil Premium 

Reform of Key Stage 4 Qualifications 

Raising of the Participation Age 

Welfare Reform Act 2012 

Skills for Sustainable Growth 

Skills Funding reform 

Making Apprenticeships More 
Accessible to Small and Medium 
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 North Tyneside Issues National Policy Context 

Tyneside than the national average.     

Fewer residents are qualified to the highest level 
(equivalent to NVQ 4 and above) compared to 
the national average and the rate of 
improvement is slower then the national 
average. 

  

Enterprises: Holt Review 

Review of Vocational Education: Wolf 
Review  

Future of Apprenticeships in England: 
Richards Review  

The Children and Families Act 2014 

Safe, 
Supported and 
Cared For 

Current levels of demand for specialist children’s 
services are unsustainable in the long term.   

Demand for specialist support is predicted to 
increase in the future. 

Long term stability of placements for looked after 
children and seeking adoptions within the 
government’s timescales remain a challenge. 

Families dissatisfied with existing support for 
children and young people with disabilities or 
additional needs.   

Domestic abuse is a significant issue in the 
borough in terms of violent crime, community 
safety, mental health and child protection.  

Despite a sustained and significant reduction in 
recent years, teenage conception rates in the 
borough continue to exceed the national 
average.   

North Tyneside has higher rates of young people 
being admitted to hospital due to self harm, 
alcohol related conditions and substance misuse 
than the national average.   

The Munro Review of Child Protection: 
A child centred system 

Government’s Adoption Proposals 

Revised Statutory Guidance on 
Safeguarding  

Troubled Families Initiative 

Children and Families Act 2014 

Special Educational Needs and 
Disabilities Reforms 
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3. What we will do 
 
North Tyneside Children and Young People’s Partnership will focus on the following strategic 
priorities and outcomes:   
 
 

Priority 1. Ready for School  

Early childhood is a critical period in which an individual’s emotional, physical and cognitive 
development and wellbeing is shaped.  That is why the Children, Young People and Learning 
Partnership want every child to experience a positive early childhood, which prepares them for 
school and provides the foundations for lifelong success.  The single biggest influence on a child’s life 
during early childhood is the family, so the partnership will empower parents and carers to support 
their children’s health and development.  The partnership will focus on North Tyneside’s Ready for 
School offer, which will ensure children get the foundations to succeed throughout their life.   
  
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

 
 

 
 
 

 
 
 
 
 
 

Outcome 1.1 A Healthy Early Childhood  
 
The Issue  
Health is a key determinant of life chances.  The foundations for good health and wellbeing are 
established during early childhood.  Unfortunately stark health inequalities persist within the 
borough.  Children born into our most deprived communities experience a higher risk of poor health 
and shorter life expectancies than their peers.  In fact a social gradient in health is apparent, with 
health inequalities reflecting wider socio-economic inequalities.  Adopting healthy lifestyles early in 
life can reduce the need for interventions in later life.  
 
Early childhood is also essential to the emotional and social development of children.  Children who 
develop a positive relationship with their parents / carers during the early years are more likely to 
achieve positive outcome throughout their life and require additional support in later life.      
 
Our Response 
The partnership will seek to ensure every child has a healthy early childhood, while aiming to reduce 
health inequalities.  Resources will be targeted to ensure the scale and intensity of support reflects 
levels of disadvantage, with the aim of reducing demand for specialist provision in the longer term.  
Partners will work with families from before birth to support the healthy development of children.  A 
targeted approach will build the capacity of (potentially) vulnerable families to lead healthy lifestyles 
from (before) birth.  We will also enable vulnerable and ‘at risk’ families to support their child’s 
emotional development, with a strong focus on positive parenting, bonding and resilience.  Partners 
will ensure that families understand and are able to put into practice the foundations of effective 
parenting.  We will also work with partners to address parental health issues, which can contribute 
to child poverty and may act as a barrier to children realising their potential.     
 
Key partners – Public Health, North Tyneside Council, NHS North Tyneside Clinical Commissioning 
Group, Northumbria Healthcare NHS Foundation Trust, The Newcastle upon Tyne Hospitals NHS 
Foundation Trust, GPs, early years providers, parents and carers. 
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Outcome 1.2 Children are ready to start school  
 
The Issue  
Children develop the skills, knowledge and attitudes that provide the foundations for learning during early 
childhood.  Children who start school without the core skills for learning face an immediate disadvantage, 
which can persist into adulthood.   Children from deprived households are at greater risk of entering 
school without the skills for learning, which can perpetuate the cycle of poverty and increase the likelihood 
that they will require specialist support services.  The family is the main influence upon a child’s 
development during early childhood but good quality early years provision can help children prepare for 
school.  Good early years education is particularly beneficial for children from deprived backgrounds, or 
who are at risk of poor outcomes.    
 
 
Our Response 
Families play a critical role in preparing children for school.  North Tyneside Children, Young People and 
Learning Partnership will focus on supporting families where school readiness is a potential issue.  Partners 
will identify children with additional needs at the earliest opportunity and arrange the appropriate 
support.  Partners will focus on building the capacity of parents to provide a positive learning environment 
at home.  We will also ensure that every child has access to affordable high quality early education within 
their locality, particularly those from deprived backgrounds and those vulnerable or at risk of becoming 
vulnerable or experiencing poor outcomes.   
 
Key partners – Early years providers, primary / first schools, North Tyneside Learning Trust, North Tyneside 
Council, parents and carers and the voluntary and community sector  
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Priority 2. Ready for Work and Life 
 
North Tyneside Children, Young People and Learning Partnership believe every child and young 
person should be supported to realise their full potential.  The overwhelming majority of children 
and young people are assisted by their family, friends and community to achieve this goal, supported 
by universal services.    However a minority of the borough’s children and young people find their 
aspirations constrained from an early age and require additional support if they are to fulfil their 
potential.  Supporting the learning and personal development of these children and young people 
can transform life chances and significantly reduce the risk of experiencing poverty in later life.     
 
The partnership will focus our efforts on raising the aspirations and attainment of children and 
young people who are experiencing / or at increased risk of vulnerability, poor outcomes or 
deprivation.  Ensuring these children and young people have the skills and qualifications to succeed 
as adults is at the heart of our efforts to break the intergenerational cycle of poverty.  These children 
and young people will be supported to achieve at school.  They will also be supported to access skills 
and qualifications pathways that lead to the sustainable employment and improved life chances.        

Some young people engage in risk taking behaviours.  This can compound existing disadvantages to 
significantly harm their life chances and increase their risk of experiencing poverty as an adult.  
Targeted support will reduce risk taking behaviours amongst vulnerable young people and those at 
increased risk of vulnerability, poor outcomes and deprivation.   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

Outcome 2.1 Narrow the gap in educational outcomes  
 

The Issue  
The majority of children and young people in North Tyneside achieve well in their education.  
However a persistent gap in educational outcomes exists between children and young people from 
vulnerable or deprived backgrounds and their peers.  Poor educational attainment is a critical 
component of intergenerational poverty and a major determinant of life chances.  High quality 
schools provision is a key component in tackling educational disadvantage, along with targeted 
support for those at greatest risk of underperformance.     
 

Our Response 
Partners will identify children and young people at increased risk of underachieving, monitor their 
progress and provide support.  Support will be targeted at those in greatest need.  Partners will work 
with the wider family to remove any potential barriers to educational progress.     
 
Key partners – Schools, North Tyneside Learning Trust, further education partners, voluntary and 
community sector, parents, carers and North Tyneside Council  
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Outcome 2.2 Ready for employment 
 

The Issue  
Sustainable employment is at the heart of improving life chances and breaking the cycle of child 
poverty.  A key challenge for partners is to ensure young people have the higher level skills 
required by employers.  A strong link exists between childhood deprivation, low skills and 
reduced employment opportunities in later life.  Fewer young people from vulnerable or 
deprived backgrounds achieve the higher level skills needed for sustainable employment.  
Young people from deprived backgrounds are also more likely to lack the basic employability 
skills required for even entry level positions.  Prolonged absence from education or 
employment, particularly during early adulthood has a significant impact upon life chances.  
Young people from deprived or vulnerable backgrounds are also at greater risk of 
unemployment or underemployment during early adulthood.  Partners need to support more 
young people from deprived and vulnerable backgrounds to achieve the skills needed to 
succeed in the workplace.   
 

Our Response 
The partnership will develop pathways from learning to sustainable employment, with a strong 
focus on vocational learning.  Partners will ensure young people from vulnerable and deprived 
backgrounds are supported to develop the skills and knowledge to succeed in employment.  We 
will also focus on developing work readiness and greater understandings of the world of work 
for those young people who are not currently ready to enter employment.  Partners will work 
with employers to deliver a demand led skills and employment infrastructure.  Opportunities 
arising from the Enterprise Zone and north bank of the Tyne redevelopment will be used to 
prepare young people for sustainable employment.  We will also ensure North Tyneside plays a 
full role in the sub regional arrangements for improving skills, which is led by the North East 
Local Enterprise Partnership.  Young people at risk of leaving education, employment or training 
and those who are long term unemployed, will receive additional support.  We will also work 
with parents of children living in deprivation to develop the skills to (re)enter employment.   
Partners will also agree a ready for work and life offer that will set out the skills, knowledge and 
characteristics that we will support young people to achieve by 19 or 25 years, to ensure they 
are ready to succeed as an adult.    This will guide all partners in all aspects of the work they do 
with young people from 5 to 19 / 25 years.   
 
Key partners – Schools, further education providers, Training Providers, Employers, North 
Tyneside Learning Trust and North Tyneside Council, voluntary and community sector, North 
Tyneside Business Forum, Confederation of British Industry, North East Chamber of Commerce, 
parents and carers, Institute of Directors, North East Local Enterprise Partnership  
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Outcome 2.3 Reduce risk taking behaviour  
 

The Issue  
Risk taking behaviour remains an ongoing issue for a minority of young people in the borough.  
North Tyneside has higher incidences of smoking, substance and alcohol misuse and teenage 
conceptions then the national average.  These issues disproportionately affect the most 
vulnerable and deprived young people, compounding existing health, education and employment 
disadvantages.  North Tyneside has a minority of young people who are engaged in offending 
behaviour, which has serious implications for their future outcomes.  Partners will have to work 
together to identify and support young people engaged in risk taking behaviour.  Intervening 
early to address risk taking behaviour can reduce the need for later specialist interventions. 
 
Our Response 
We will support young people to make informed decisions about their lives and to reduce 
behaviours that limit life chances.  Partners will target young people engaged in multiple risk 
taking behaviours, as they are at greatest risk of experiencing poor outcomes.  Support will also 
be directed at those young people where there is an identified risk of poor outcomes in the 
future.       
 
Key partners – NHS North Tyneside Clinical Commissioning Group, Northumbria Healthcare NHS 
Foundation Trust, Northumberland, Tyne and Wear NHS Foundation Trust, Public Health, North 
Tyneside Safeguarding Children Board, GPs, Voluntary and Community Sector, Safer North 
Tyneside Partnership, Youth Offending Service, Northumbria Police and North Tyneside Council  
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Priority 3. Safe, Supported and Cared For 
Protecting and caring for children and young people is at the heart of the Children and Young People 
Partnership’s work.  A minority of families do not provide the appropriate care and protection for 
their children.  The persistent failure to meet the physical and psychological needs of a child can 
significantly harm their life chances.  It is essential that partners identify those at risk at the earliest 
opportunity and prevent further harm.  Where necessary the most vulnerable children and young 
people are looked after by the local authority.  Projected demand for Tier 3 and 4 services is 
unsustainable in the long term and poverty is placing additional burdens on services.  Partners need 
to manage down demand for acute services by intervening earlier to address underlying issues and 
risk factors before they escalate and become entrenched.  Children and young people who become 
looked after are at increased risk of poor outcomes and experiencing poverty as adults.     
 
Children and young people with disabilities and additional needs face additional barriers, which can 
result in poor outcomes, compared to their peers.  We will work with individuals and their families 
to ensure they get the appropriate support and assistance.     
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Outcome 3.1 The Most Vulnerable Children and Young People are 
Protected 
 
The Issue  
A minority of families in North Tyneside face severe problems, which result in children and young 
people becoming vulnerable.  However demand for acute and specialist services from families in crisis 
will become unsustainable in the long term.  Early support for families can prevent problems from 
escalating and becoming entrenched, reducing the number of families reaching crisis point.  Early 
preventative interventions are also more effective and efficient, but some families will continue reach 
crisis point and timely action must be taken to protect children and young people in such cases.  
Reducing the number of children and families requiring specialist services will only be achieved if 
partners work collaboratively to identify and address risk at the earliest opportunity.   
 
Our Response 
The partnership will continue working with North Tyneside Safeguarding Children Board to deliver 
integrated provision to identify and protect vulnerable children and young people.  Greater resources 
will be focused on early preventative interventions, to address risk factors and to reduce the number 
of vulnerable families requiring specialist / acute (Tier 3 and 4) services.    Evidence based 
interventions will be used to manage and reduce risk factors within families identified as being ‘at 
risk’.  The most vulnerable families will receive intensive multi agency programmes of support to 
rapidly reduce the level of risk.  Where the problems facing a family cannot be adequately resolved 
partners will take swift action to protect children and young people.  Partners will also work with the 
North Tyneside Safeguarding Children Board to address priorities such as domestic abuse, sexual 
exploitation and neglect.   
 
Key partners – North Tyneside Safeguarding Children Board, NHS North Tyneside Clinical 
Commissioning Group, Northumbria Healthcare NHS Foundation Trust, Public Health, parents and 
carers, GPs, Northumbria Police and North Tyneside Council  
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Outcome 3.2 Improved Outcomes for Looked After Children  
The Issue  
North Tyneside’s looked after population has experienced sustained growth and continues to 
experience poor outcomes in comparison to their peers, despite significant progress being achieved 
in some areas.  The long term stability of placements and the Government’s adoption timescales 
remain a priority for the partnership.  Nationally care leavers are at greater risk of experiencing 
poverty as adults than their peers.   

Our Response 
The partnership will ensure looked after children receive the same opportunities and outcomes as 
their peers.  The partnership will continue to focus on improving educational attainment, health 
and emotional wellbeing, increasing the number of looked after children finding a permanent and 
stable home and ensuring a successful transition to adulthood, including sustainable employment.   

Key partners – North Tyneside Council, North Tyneside Safeguarding Children Board, private care 
providers, foster carers, GPs, NHS North Tyneside Clinical Commissioning Group, Northumbria 
Healthcare NHS Foundation Trust, and schools.  
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Outcome 3.3 The Right Support for Children and Young People 
with Disabilities and Additional Needs.   
 

The Issue  
Children and young people with disabilities and additional needs face extra barriers to 
success, which often results in poorer outcomes than their peers.  Many families believe the 
current support systems are complicated, fragmented and time consuming.  They are 
perceived as placing additional burdens on families and frequently fail to meet the needs and 
aspirations of children, young people and their wider family.   Families with a disabled child 
are more likely to experience poverty and children with a disability and / or additional needs 
are also at increased risk of experiencing poverty as an adult.      

Our Response 
The partnership will ensure children, young people and their families get the appropriate 
education, health and care support when they need it.  Partners will integrate services, so 
they respond to the needs and expectations of families.  Children, young people and their 
families will also be given greater control over the support they receive.  Ensuring families get 
appropriate support may help some families to enter employment, reducing the risk of 
poverty.  We will also support young people with disabilities and additional needs to find 
employment where appropriate.        

Key partners – North Tyneside Council, schools, GPs, further education providers, voluntary 
and community sector, NHS North Tyneside Clinical Commissioning Group, Northumbria 
Healthcare NHS Foundation Trust, Adult Social Care Board, The Newcastle upon Tyne 
Hospitals NHS Foundation Trust, and Northumberland, Tyne and Wear NHS Foundation Trust 
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Enabling Actions 
The Children, Young People and Learning Partnership will undertake the following activities to 
facilitate the successful delivery of the Children and Young People Plan 2014-18: 

- Review governance arrangements to ensure they provide the appropriate ownership, 
accountability, challenge and scrutiny to deliver the Children and Young People’s Plan, both 
now and in the future. 

- Ensure we have the right communication systems and methods in place to share consistent 
messages with partners and stakeholders, regarding the plan.     

- Review our arrangements for sharing information, to ensure partners are able to make 
informed and timely decisions around the delivery and review of the Children and Young 
People’s Plan.   

- Publish a revised Workforce Development Strategy that will ensure the children’s services 
workforce has the shared culture, knowledge and skills to support families in accordance 
with partnership’s vision and outcomes.   

- Provide progress reports to North Tyneside Council’s Children, Education and Skills sub 
committee.   
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How will we know it is working? 
The success measures set out below will enable the Children, Young People and Learning 
Commissioning Executive Board to assess the impact of the work to deliver the priority themes and 
associated outcomes.  The Commissioning Executive Board will receive in year progress against the 
success measures.    
 
Priority Outcome Success Measures 

1. Ready for School 

 

1.1 Children and their families lead 
healthy lifestyles  
 
 

• Proportion of women smoking in 
pregnancy 

• Proportion of children aged 4-5 who 
are overweight 
 

1.2 Children are ready to start school  • Percentage of children making a 
good level of development at Early 
Years Foundation Stage 

2. Ready for Work and Life 2.1 Narrow the gap in educational 
outcomes 

• Achievement gap between 
disadvantaged pupils and their peers 
achieving at Key Stage 2 at least a 
Level 4 in Reading, Writing and 
Maths 

• Achievement gap between 
disadvantaged pupils and their peers 
achieving at Key Stage 4 (5 A*-C inc 
Eng and Maths) 

2.2 Ready for employment 
 

• Percentage of young people aged 16-
18 NOT in education, employment or 
training 

• Inequality gap in the achievement of 
a Level 3 qualification by the age of 
19  

2.3 Reduce risk taking behaviour 
 

• Re-offending rate 
• Hospital admissions due to Alcohol 
• Hospital admissions due to substance 

misuse 
• Rate of sexually transmitted 

infections for young people aged 15-
24 

3. Safe, Supported and 
Cared For  

3.1The most vulnerable children are 
protected from harm  
 

• Referral Rate to children’s social care 
• Rate of children subject to a Child 

Protection Plan 
• Proportion of children becoming the 

subject of a child protection plan for 
the second or subsequent time 

3.2 Improved outcomes for looked after 
children 
 

• Rate of Looked After Children 
• Placement stability (long term) 
• Adoption whole journey timescale  

3.3 The Right Support for children and 
young people with disabilities and 
additional needs  

• Percentage of Special Educational 
Needs statements converted to a 
single Education, Health and Care 
(EHC) plan 

 
The partnership’s suite of delivery plans sets out ambitious but realistic targets that build on existing 
high performance and seek to transform outcomes in areas of shared focus.   
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Governance Arrangements 
The Children, Young People and Learning Partnership is responsible for delivering the Children and 
Young People’s Plan 2014-18.   The partnership is integrated within the borough’s wider governance 
network for children’s services, which ensure the appropriate challenge and scrutiny of the plan.  
The graphic below shows how the Children, Young People and Learning Partnership is integrated 
within the borough’s wider governance network.               
 
Children and Young People’s Plan 2014-18 Governance Arrangements 
 

 
 
 
 
 



NHS UNCLASSIFIED 
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Report to: Governing Body 
Date:  23 September 2014 Agenda item:  12.1 
Title of report: Risk Assurance Framework 
Sponsor: Pauline Fox, Head of Governance 
Author:    Shelagh Cockburn, Quality and Risk Officer 
Purpose of the report and action required:  This report is to inform of progress 
and invite comment on the risks identified in the Risk Assurance Framework, the risk 
rating and controls and assurance provided.   
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 CCG Assurance Framework was last reviewed by the Governing Body in March 
2014.  The current Assurance Framework is attached, showing changes in risk 
ratings. The risk distribution matrix provides a snap-shot.  
 
Since the last Governing Body review, two risks have decreased in their residual risk 
rating and two risks have increased in their residual risk rating.   
 

• Risk 73 regarding the IG Toolkit has reduced from 6 to 3 due to the CCG 
successfully obtaining Level 2 in the self-assessment.  Work has commenced on 
the collation of evidence for the 2014/15 submission. 

• Risk 109 regarding over activity by providers has been reduced due to a 
strengthening of the controls 

• Risk 188 regarding Healthcare Associated Infections has reduced from 16 to 12 
due to the robustness of the controls.  

• Risk 285 regarding procurements residual risk rating has reduced from 12 to 9 
due to the CCGs recent success negotiating the procurement process. 

 
There were also three risks closed and three new risk added:   
 
Risks closed: 
• Risk 197 – Risk regarding the CCG not meeting its statutory duties. 
• Risk 203 – Risk regarding the national lack of clarity about the responsibility for 

improvement in Primary Care, which has become clearer throughout the year. 
• Risk 205 – Risk regarding the updating of Service Specifications. 
 
New Risks:  
• Risk 533 – Risk regarding the potential financial pressure of the funding of 

complex cases 
• Risk 534 – Risk regarding the capacity of the system to meet demand particularly 

of the winter period. 
• Risk 535 – Risk regarding the reputational and financial damage to the CCG as a 

result of legal challenge.  
 
The Governing Body is invited to receive the Risk Assurance Framework.  
 



NHS North Tyneside CCG Risk Assurance Framework - September 2014

Date entered 

Risk Ref.

Responsible 

Director

Risk Description

Consequence

Likelihood

Initial score

Controls Detail

Gaps in Controls

Assurance

Gaps in Assurance

Consequence

Likelihood

Residual score

Review date

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

21/05/2013 198
Lesley 
Young-
Murphy

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 
Northumberland, 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
• Internal Audit review 
result significant 
assurance with no 
issues of note. 

• Lack of monitoring 
visits and 
subsequent 
assurance re 
Domiciliary Care.

4 4 16 03//10/2014

20/05/2013 189
Lesley 
Young-
Murphy

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 for 2014/15
• Agreed process in place with NECS 
responding to Care Home 
Safeguarding issues
• Gap analysis complete re training 
and guidance and reported to Quality 
and Safety Committee and Governing 
Body
• HCAI Care Homes report completed 
and presented at Quality and Safety 
Committee and Governing Body

• Quality and Safety 
Committee receives 
monthly updates on 
progress.
• Annual monitoring 
report including findings 
and recommendations 
to go Quality and Safety 
Committee.
• Community of practice 
set up with Nursing 
Homes to respond to 
improvements together 
as a whole system.

5 3 15 03/10/2014



Date entered 

Risk Ref.

Responsible 

Director

Risk Description

Consequence

Likelihood

Initial score

Controls Detail

Gaps in Controls

Assurance

Gaps in Assurance

Consequence

Likelihood

Residual score

Review date

01/04/2013 146
Lesley 
Young-
Murphy

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. 5 3 15 03/10/2014

20/05/2013 188
Lesley 
Young-
Murphy

HCAI - MRSA and 
C.Diff 
Patients contract 
an avoidable 
infection which 
could prove fatal.

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
• Community action plan in place

• 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

4 3 12 03/10/2014



Date entered 

Risk Ref.

Responsible 

Director

Risk Description

Consequence

Likelihood

Initial score

Controls Detail

Gaps in Controls

Assurance

Gaps in Assurance

Consequence

Likelihood

Residual score

Review date

21/05/2013 209 Phil Clow

Delivery of Quality 
Premium.
Key Areas of 
performance 
assessed by 
NHSE Area Team 
and potential loss 
of £1m funding to 
support - Practice 
Activity Scheme 
which will be 
received in 
2015/16. 4 4 16

• Monthly performance reporting with 
financial impact
• Clinical and Commissioning 
Manager Leads identified
• Action Plans in place
• Practice Activity Scheme, progress 
report to Council of Practices

• Reports to Governing 
Body, Quality and 
Safety Committee, 14 
day review and Clinical 
Executive.
• Deep dive reports to 
Council of Practices.
• Quarterly Area Team 
Assessment
• Reviewed monthly 
• Reports regarding 
IAPT, Dementia, 
Prescribing - medication 
incidents, HCAIs checks 
go to Quality and 
Safety, Clinical 
Executive and 
Governing Body
• Data available for local 
QP by end Q2
• Internal Audit review 
(13/14) report significant 
assurance with no items 
of note.

4 3 12 09/10/2014

20/05/2013 191 Phil Clow

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 
•  Capacity review complete and being 
implemented
•  Service line review in progress with 
NECS, following which new Service 
Specs will be developed by 
Independent Management Consultant.

• Service not as high 
quality as expected
• Clarity of roles and 
responsibilities re 
NECS

• Monitored by Clinical 
Executive.
• Review by Internal 
Audit resulted in 
significant assurance 
with 2 issues of note

• Service is 
improving but time 
still required until 
support at the right 
level
• Review by Internal 
Audit resulted in 
significant 
assurance with 2 
issues of note

4 3 12 09/10/2014



Date entered 

Risk Ref.

Responsible 

Director

Risk Description

Consequence

Likelihood

Initial score

Controls Detail

Gaps in Controls

Assurance

Gaps in Assurance

Consequence

Likelihood

Residual score

Review date

04/04/2014 532
Lesley 
Young-
Murphy

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

4 3 12 03/10/2014

21/05/2013 205

Phil Clow
Lesley 
Young-
Murphy

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 almost 
complete

• Reports to 
Commissioning 
Development Group

2 4 8 04/08/2014 Closed

02/05/2013 75 Alison 
Thompson

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.
• Review by Internal 
Audit resulted in 
significant assurance

4 2 8 03/10/2014



Date entered 

Risk Ref.

Responsible 

Director

Risk Description

Consequence

Likelihood

Initial score

Controls Detail

Gaps in Controls

Assurance

Gaps in Assurance

Consequence

Likelihood

Residual score

Review date

21/05/2013 197 Maurya 
Cushlow

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

4 2 8 02/04/2014 Closed

21/05/2013 213
Lesley 
Young-
Murphy

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

4 2 8 03/10/2014



Date entered 

Risk Ref.

Responsible 

Director

Risk Description

Consequence

Likelihood

Initial score

Controls Detail

Gaps in Controls

Assurance

Gaps in Assurance

Consequence

Likelihood

Residual score

Review date

03/06/2013 222 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.  
NT CCG Clinical Executive approved 
policy October 2013.  
• Included in monthly finance reports 
to Governing Body, Clinical Executive 
and Council of Practices

• Audit of appeals 
undertaken.
• CCG participates in 
region-wide 
arrangements, 
benefitting from peer 
review and region-wide 
protocols.

3 2 6 03/10/2014

07/06/2013 285 Phil Clow

Procurement 
targets. Non 
achievement of 
procurement 
targets

3 4 12

• Project group established
• Project Plans with timescales 
devised
• Procurement Groups established
• Team identified lessons learnd and 
incorporated into models for further 
procurement projects.

• Reports to Clinical 
Executive.
• Council of Practices 
engaged in process 
ensuring Clinical 
Leadership.
• Procurement Group
• Reports to Governing 
Body

3 3 9 09/10/2014

Corporate Objective 2:  Develop and grow North Tyneside CCG as a patient focussed, clinically led commissioning organisation.



Date entered 

Risk Ref.

Responsible 

Director

Risk Description

Consequence

Likelihood

Initial score

Controls Detail

Gaps in Controls

Assurance

Gaps in Assurance

Consequence

Likelihood

Residual score

Review date

21/05/2013 199 Maurya 
Cushlow

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 Activity 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
• GP member of the Audit Committee
• Clinical Chair and Chief Officer joint 
practice visits

• GP required for 
membership of 
Quality and Safety 
Committee

• Committee attendance 
monitoring.
• Personal Performance 
Reviews.
• OD strategy and plans 
supporting the 
development of the 
Council of Practices and 
key Committees.
• Action Plan from 
Council of Practices 
survey agreed

3 2 6 19/09/2014

01/04/2013 73 Pauline Fox

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 completing IG Training 
Programme 2014/15
• CCG and NECs meeting monthly to 
monitor progress of 14/15 submission 

• Information Asset 
Register requires 
review

• Regular updates 
provided to the Quality 
and Safety Committee.
• SIRO and Caldecott 
Guardian trained
• Formal report went to 
Quality and Safety 
Committee April 2014 
confirming Level 2 IG 
Toolkit achieved 3 1 3 19/09/2014

04/03/2014 531 Phil Clow

Growth in demand 
for HealthCare as 
a result of Social 
Care budget 
reductions 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.
• Review by Internal 
Audit resulted in 
significant assurance

4 3 12 09/10/2014

Corporate Objective 3:  Work collaboratively with partners and stakeholders to be responsive to the population of North Tyneside



Date entered 

Risk Ref.

Responsible 

Director

Risk Description

Consequence

Likelihood

Initial score

Controls Detail

Gaps in Controls

Assurance

Gaps in Assurance

Consequence

Likelihood

Residual score

Review date

13/08/2014 534 Phil Clow

System 
Resilience.
Risk regarding 
Health and Social 
Care system not 
having capacity to 
meet demand 
particularly over 
the winter period 5 3 15

• Investment in additional services to 
create capacity and ensure patient 
flow over winter
• Winter plans in place
• System to monitor capacity and 
pressure in place.

• Winter plans require 
strengthening.
System to monitor 
capacity/pressure 
requires 
strengthening.

• Urgent Care Working 
Group/System Reliance 
Group in place to 
monitor capacity and 
direct investment as 
required.
• Clinical Executive 
reviews plans as 
necessary 5 2 10 03/10/2014 NEW

07/05/2013 138 Alison 
Thompson

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.
• Monthly performance review with 
Area Team.

• Reviewed at Quality 
and Safety Committee,  
Health and Wellbeing 
Board, Council of 
Practices and 
Governing Body.
• Quarterly formal 
reviews with Area Team
• Review by Internal 
Audit resulted in 
significant assurance.
• Positive feedback from 
the Area Team 
regarding performance 
during year 1.

4 2 8 03/10/2014

21/05/2013 206 Phil Clow

Effective 
governance 
arrangements with 
Local Authority. 
CCG needs to 
demonstrate 
effective 
governance 
arrangements with 
formal 
agreements with 
Local Authorities 
S75

4 3 12

• CCG reviewed the 256/117 
agreements
• Review of partnership arrangements 
is complete
• Discussed with Local Authority
• 256 agreements agreed

• Review Policy for 
Governance 
Arrangements re 
Partnership 
Agreements

• Internal Audit review 
resulted in significant 
assurance
• Reports to go to 
Clinical Executive.

4 2 8 19/09/2014



Date entered 

Risk Ref.

Responsible 

Director

Risk Description

Consequence

Likelihood

Initial score

Controls Detail

Gaps in Controls

Assurance

Gaps in Assurance

Consequence

Likelihood

Residual score

Review date

21/05/2013 200 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

• Governing Body
• Overview and Scrutiny 
Committee
• Health and Wellbeing 
Boards
• Quality Review Group
• Quality and Safety 
Committee.
• Review by Internal 
Audit resulted in 
significant assurance 
with 1 issue of note

3 2 6 09/10/2014

21/05/2013 207 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 Activity 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
• Annual Report published and 
presented to Council of Practices

• Possible mismatch 
when National Policy 
differs from local 
needs/requirements

• Committee attendance 
monitoring.
• Continuous 
development of an open 
culture.

3 2 6 19/09/2014

21/05/2013 204
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 

• 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 03/10/2014



Date entered 

Risk Ref.

Responsible 

Director

Risk Description

Consequence

Likelihood

Initial score

Controls Detail

Gaps in Controls

Assurance

Gaps in Assurance

Consequence

Likelihood

Residual score

Review date

21/05/2013 203 Maurya 
Cushlow

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 3 1 3 02/04/2014 Closed

 

21/05/2013 202 Phil Clow

Emergency Care 
Centre and base 
site development.  
Risk Emergency 
Care Centre 
affecting existing 
pathways of care 
and 
commissioning 
costs increasing.

4 5 20

• CCG meeting with Northumbria 
Healthcare NHS FT to influence 
changes in pathways
• Contract monitoring
• Urgent Care Board and Pathway 
Sub Group
• Acute paediatric group to establish 
commissioning plan
•  Monthly meeting with Northumbrai 
Healthcare CHS FT and 
Northumberland CCG re 
communication plans for the new 
hospital.

• Conflicting priorities 
between CCG and 
FT.
• Action Plan to be 
developed

• Plans to be reviewed 
by Clinical Executive.
• Quality Review Groups 
challenge quality 
variance.

4 3 12 09/09/2014

20/05/2013 193 Phil Clow

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
• Engagement with the Local Authority 
and providers through Health and 
Wellbeing Board and External 
Stakeholder meetings

• Planning process 
overseen by Council of 
Practices and Health 
and Wellbeing Board.
• Regular updates to 
Governing Body
• Significant assurance 
received from Internal 
Audit

• Internal Audit 
identified an issue of 
note

3 3 9 09/10/2014

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



Date entered 

Risk Ref.

Responsible 

Director

Risk Description

Consequence

Likelihood

Initial score

Controls Detail

Gaps in Controls

Assurance

Gaps in Assurance

Consequence

Likelihood

Residual score

Review date

07/05/2013 137 Phil Clow

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 
health budgets

3 4 12

• 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
Processes in place for Continuing 
Care Children and CHC

• Work plans go to 
Clinical Executive.
• Requirement Public 
Health Board 
referenced in provider 
contract.

• Work in progress

3 3 9 03/10/2014 NEW

19/08/2014 535 Maurya 
Cushlow

Legal Challenge
Reputational and 
Financial Risk of 
CCG being 
subject to legal 
challenge about its 
activities and/or 
decision making

3 4 12

• NHS Constitution in place
• Clear governance structures
• Clear conflict management 
arrangements
• Suitably qualified Head of 
Governance in place
• Robust contracting and procurement 
process in place.
• Access to legal advice
• Robust consultation and 
engagement processes

• Formal decision 
making re contracting, 
procurement and 
disputes are referred to 
Governing Body or 
formal committee on its 
behalf
• Conflict of Interest and 
Governance review by 
Internal Audit 2013/14 
resulted in Significant 
Assurance
• CCG Annual Report 
and Annual Governance 
Statement

3 3 9 03/10/2014 NEW

Corporate Objective 5:  Deliver financial balance.



Date entered 

Risk Ref.

Responsible 

Director

Risk Description

Consequence

Likelihood

Initial score

Controls Detail

Gaps in Controls

Assurance

Gaps in Assurance

Consequence

Likelihood

Residual score

Review date

10/06/2013 286
Lesley 
Young-
Murphy

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
• Fortnightly meetings to monitor 
activity and cost across all CHC
• Budget set 4% higher than 13/14
• Block beds decommissioned

• Unable to predict 
exact numbers due to 
changing 
demographics
• Uncertainty 
regarding the 
numbers involved
• Standard contracts 
with set costs
• NECS forecast out 
turn position 
significant overspend

• Exception reports 
reviewed by Clinical 
Executive and Audit 
Committee.
• Monthly reports from 
CHC team to Clinical 
Executive.
• Sensitivity analysis 
carried out for fast track 
to facilitate accurate 
forecasting
• Personal Health 
Budgets in place
• NECS agreed to 
provide accurate weekly 
information re Clinical 
and Financial 
information with cost 
and care packages 
accurately reflected in 
trajectories. 

• Outcome of 
Internal Audit review
• Detailed 
breakdown of spend 
in relation to 
Domiciliary Care.

4 4 16 03/10/2014

21/05/2013 195
Lesley 
Young-
Murphy

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 costs
• Financial Management recovery plan 
developed and in place
• Additional Nurse Assessor has been 
recruited to further expedite claims

• Difference between 
worst case prediction 
locally and formula 
used for DH 
prediction
• Change in 
accounting treatment 
will lead to funding 
pressures in 2014/15 
(£1.1 million)

• Exception reports 
reviewed by Clinical 
Executive, Audit 
Committee and 
Governing Body
• Monthly reports from 
Restitution team to 
Finance Contract and 
Performance 
Committee

4 4 16 03/10/2014

28/04/2014 533 Alison 
Thompson

Complex Cases
Significant 
financial risk to 
CCG and risk to 
relationship with 
Local Authority 4 5 20

• Sharing of funding for complex 
cases being reviewed with LA
• Discussion with Area Team may 
result in transitional funding 14/15 only

• No agreed process 
to share funding

• Report to the Clinical 
Executive

4 4 16 03/10/2014 NEW



Date entered 

Risk Ref.

Responsible 

Director

Risk Description

Consequence

Likelihood

Initial score

Controls Detail

Gaps in Controls

Assurance

Gaps in Assurance

Consequence

Likelihood

Residual score

Review date

02/09/2013 530 Alison 
Thompson

Better Care Fund
Government 
announced plans 
to transfer 3% of 
CCGs budget to 
Local Authority in 
15/16.  Risks 
regarding changes 
the way care is 
provided to 
patients and 
affording the 
transfer of CCG 
budget to Better 
Care Fund

4 5 20

• Better Care Fund Programme Board 
established to meet with Local 
Authority and Local Providers to 
discuss further guidance and manage 
transition.
• Transfer of funds has been factored 
into financial strategy.
• Health and Wellbeing Board signed 
off initial Better Care Fund 
submission.

• 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
• Health and Wellbeing 
Board continues to 
scrutinise of Strategic 
Plan including Better 
Care Fund. 09/05/2014
• Risk log discussed at 
regular meetings of the 
BCF Programme Board.

• Providers 5 year 
plan does not 
incorporate impact 
of Better Care Fund

4 4 16 09/10/2014

21/05/2013 196 Alison 
Thompson

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
• 14 day review meetings with 
Northumberland CCG
• QIPP Plan and tracker in place and 
monitored through Contract 
Commissioning and Performance 
meeting
• Robust planning process with clear 
prioritisations of schemes
• Monthly contract management 
meetings
• Recovery plan developed and 
implemented
•  Refocused finance and 
performance meeting, to better 
understand contractual impacts.
• 14 Day reviews with Northumberland 
CCG to provide assurance re 
transactional information.

• QIPP tracker needs 
detailed cost benefit 
analysis for each 
project
• Numbers being 
provided require deep 
dive

• 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.
• Internal Audit review 
gave significant 
assurance

• Some concerns 
regarding the 
timeliness and 
robustness of 
information being 
provided by NECS

5 3 15 03/10/2014



Date entered 

Risk Ref.

Responsible 

Director

Risk Description

Consequence

Likelihood

Initial score

Controls Detail

Gaps in Controls

Assurance

Gaps in Assurance

Consequence

Likelihood

Residual score

Review date

01/04/2013 109 Alison 
Thompson

Contracted activity 
with providers 
exceeds planned 
levels.
Activity exceeds 
funded contract 
level

4 4 16

• 2014/15 Contracts for Acute and 
Community, Ambulance and Mental 
Health agreed and signed and 
reported to Governing Body April 2014
• Urgent Care Working Group
• Monthly contract 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.
• Contracts with AQPs are in place
• Monthly monitoring of 
Commissioning budgets taking place 
with Northumberland CCG
• Integrated plan developed and in 
place to address overall finance/ 
activity/contract pressures
• Refocused Commissioning Finance 
and Performance meeting on 
contractual impacts

• Plan not in place to 
monitor overuse of 
AQP

• Monthly performance 
reporting to Governing 
Body and Clinical 
Executive.
• Monthly reports from 
NECS - activity plan and 
assumptions.
•Provider variance 
analysis.
• Internal Audit review 
gave significant 
assurance
• Report to Governing 
Body April 2014 4 3 12 03/10/2014

02/05/2013 78 Phil Clow

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 
Commissioning Development Group
• More accurate data being provided
• Financial recovery plan developed 
2014/15
• Practice Activity Scheme launched
• Capacity review complete and being 
implemented

• Capacity within 
organisation to 
deliver QIPP savings

• Commissioning 
Development Group 
reviews monthly.
• Clinical Executive 
reviews plans by 
exception.

4 3 12 03/10/2014

21/05/2013 210 Alison 
Thompson

Increase in either 
volume or price of 
prescribing over 
and above of what 
is included in the 
commissioning 
plan

4 4 16

• Medicines Optimisation Plans
• Medicines Optimisation Committee
• Medicines Optimisation Services 
purchased from NECS
• Monthly reporting
• Robust QIPP
• Phase 1 of new operating model s 
being implemented

• National process 
fragmented
• Development of 
Business case not 
agreed with 
Newcastle Hospital
• Increase in the cost 
of medicine

• Reports to the Council 
of Practices, Governing 
Body and Clinical 
Executive.

4 3 12 03/10/2014
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Report to:  Governing Body 
Date:  23 September 2014 Agenda item:  12.2 

Title of report:  Equality Strategy and Equality Objectives 2014/15 
Sponsor:  Pauline Fox, Head of Governance 
Author:  Shelagh Cockburn, Quality and Risk Officer 
Purpose of the report and action required:  This report is to present the 2014/15 
Equality Strategy and 2014/15 Equality Objectives for review and approval. 
Executive summary 
The CCG is committed to the principles of equality and diversity and complies with 
its duties under the Equalities Act 2010.  The CCG Annual Report included 
information on the CCG’s work on Equality and Diversity.  
 
Equality Strategy  
The Equality Strategy is an important step in outlining the CCG’s strategic direction 
to ensure compliance with the Public Sector Equality Duty and highlights the national 
and local drivers that will shape and influence our approach. The CCG Equality 
Strategy was approved in 2012 as part of CCG preparation for authorisation. It was 
amended by the addition of Equality Objectives in 2013. The strategy has been 
reviewed and refreshed during 2014. The attached Equality Strategy was considered 
by the Quality and Safety Committee in July 2014. With the approved Equality 
Objectives included as Appendix 1, it is recommended for approval.  
 
Equality Objectives  
In accordance with the Public Sector Equality Duty and the Equalities Act 2010, the 
CCG used the Equality Delivery System (EDS) to develop Equality Objectives, which 
were published on the CCG website by 13 October 2013. The Governing Body 
delegated the monitoring of the action plan to the Quality and Safety Committee, 
where quarterly monitoring reports have been received and progress confirmed.  
 
The Equality Objectives have been reviewed. This was considered by the Quality 
and Safety Committee. It is proposed that the CCG’s Equality Objectives 1 and 3 
remain unchanged but that Objective 2 is changed to reflect the local work on 
dementia diagnosis, in line with agreed CCG local target for the Quality Premium. 
The proposed Equality Objectives are:  
 
1. Ensure North Tyneside CCG uses a wide range of information to assure and 
improve the safety of patients  
2. Increase the estimated diagnosis rate for people with dementia, with a target of 
67% for this measure in 2014/15 
3. Support managers and staff across North Tyneside CCG in line with good 
equality practice so that staff are able to fully realise their potential 
 
The committee is requested to review and approve the revised 2014/15 Equality 
Strategy and the Equality Objectives.  
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1.0 Foreword 
 

NHS North Tyneside Clinical Commissioning Group (CCG) Equality Strategy 2014 – 2016 
acknowledges the Equality Act 2010 which provides a cross-cutting legislative framework 
to: 
 
• protect the rights of individuals and advance equality of opportunity for all  
• update, simplify and strengthen the previous legislation; and  
• deliver a simple, modern and accessible framework of discrimination law which 

protects individuals from unfair treatment and promotes a fair and more equal 
society.  

 
This strategy sets out our commitment to taking Equality and Human Rights into account 
in everything we do, whether that is commissioning services, employing people, 
developing policies, communicating, consulting or involving people in our work. 
 
We describe a clear picture of the significant targets we have set in relation to Equality 
and Human Rights. It is a long-term commitment driven by both equalities legislation and 
by the needs and wishes of our local people and staff. For that reason, much of the work 
will be on-going over the next few years.   
 
Our Governing Body is committed to monitoring our progress and has requested regular 
reporting on the implementation of the strategy, ensuring that the action plan moves 
forward ensuring all staff are aware of their own responsibilities in regards to equality and 
diversity in our organisation.  
 
This has to be planned and supported in an effective way so that everyone concerned can 
play their part in turning this strategy into reality. 
 
We look forward to the work ahead, facing the challenges, and meeting the targets we 
have set ourselves. 

 
 
 
 

Dr John Matthews 
NHS North Tyneside Clinical Commissioning Group (CCG) Clinical Chair 
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2.0 Introduction  
 

NHS North Tyneside Clinical Commissioning Group (CCG) was established in April 2013 
and operates as a collaborative, confident, open-minded, caring and accountable 
organisation, which seeks to maximise the value added in clinician involvement with 
commissioning decisions. 
 
As a public sector organisation, NHS North Tyneside CCG is required to publish its 
equality information to demonstrate compliance with the general equality duty, as specified 
in the Equality Act 2010, which states in summary: 
 
‘Those (organisations) subject to the general equality duty must, in the exercise of their 
functions, have due regard to the need to: 

• Eliminate unlawful discrimination, harassment and victimisation and other conduct 
prohibited by the Act. 

• Advance equality of opportunity between people who share a protected 
characteristic and those who do not. 

• Foster good relations between people who share a protected characteristic and 
those who do not.’ 
 

For further information on the General Duties please refer to Appendix 2. 
 
Additionally, NHS North Tyneside CCG must: 

• Prepare and publish one or more objectives it considers should be achieved to do 
the things mentioned in the aims of the general equality duty, and at least every 
four years thereafter. 

• Ensure that those objectives are specific and measurable. 
• Publish those objectives in such a manner that they are accessible to the public. 

 
Appendix Two highlights the Equality, Diversity and Human Rights Considerations. 
 
The equality objectives for NHS North Tyneside CCG for 2013/2014 can be found in 
Appendix 1. 
 
2.1 Purpose of strategy 

 
This strategy is an important step in outlining our strategic direction to ensure compliance 
with the Public Sector Equality Duty and, highlights the national and local drivers that will 
shape and influence our approach. 
 
3. National drivers 
 
3.1 Health and Social Care Act 2012  
 
The Health and Social Care Act 2012 states that ‘each commissioning group must, in the 
exercise of its functions, have the regard to the need to:  
 

• reduce inequalities between patients with respect to their ability to access health 
services;  

 

• reduce inequalities between patients with respect to the outcomes achieved for 
them by provision of health services;  

 

• promote the involvement of patients and their carers in decisions about provision of 
the health services to them, and 
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• enable patients to make choices with respect to aspects of health services provided 
to them.’  

 
3.2 The NHS Constitution  

 
The NHS Constitution was created to protect the NHS and make sure it will always do the 
things it was set up to do in 1948 – to provide high-quality healthcare that’s free and for 
everyone. The NHS Constitution brings together in one place details of what staff, patients 
and the public can expect from the National Health Service.  
 
The NHS Constitution includes clear values and principles about equality and fairness and 
sets out your rights:  
 
As an NHS patient:  
“You have the right not to be unlawfully discriminated against in the provision of NHS 
services including on grounds of gender, race, religion or belief, sexual orientation, 
disability (including learning disability or mental illness) or age.”  
 
As a member of staff:  
You have a duty “Not to discriminate against patients or staff and to adhere to equal 
opportunities and equality and human rights legislation.”  
 
You have the right “To a working environment (including practices on recruitment and 
promotion) free from unlawful discrimination on the basis of race, gender, sexual 
orientation, disability, age or religion or belief.”  
 
3.3 Equality Act 2010  
 
The Equality Act 2010 came into force on 1 October 2010. The Act brings together and 
replaces the previous anti-discrimination laws with a single Act, which aims to simplify and 
strengthen the law, removing inconsistencies and making it easier for people to 
understand and comply with it. The Act covers the following protected characteristics:  
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3.3.1 Public Sector Equality Duty – General Equality Duty  
 
The Equality Act 2010 also includes a general equality duty that replaces previous 
separate duties on race, disability and gender equality. This came into force on 5 April 
2011.  
 
The aim of the general equality duty is to ensure that public authorities and those carrying 
out public functions, consider how they can positively contribute to a fairer society through 
advancing equality and fostering good relations in their day to day activities. The duty 
ensures that equality considerations are built in to the design of policies and the delivery of 
services and that they are kept under review. 
  
We are required to have due regard of the need to: 
 

• Eliminate unlawful discrimination, harassment and victimisation and other conduct 
that is prohibited by the Act. 

 

• Advance equality of opportunity between people who share a relevant characteristic 
and those who do not. 
 

• Foster good relations between people who share a relevant characteristic and 
those who do not.  

 
Having “due regard” means consciously thinking about the three aims of the Equality duty 
as part of the process of decision-making. This means that consideration of equality 
issues must influence how our decisions are reached on how services are commissioned. 
 
To make sure we comply with the Act we must: 
 

• Remove or minimise disadvantages experienced by people due to their protected 
characteristics. 

 
• Take steps to meet the needs of people from protected groups where these are 

different from the needs of other people. 
 

• Encourage people with protected characteristics to take part in public life or in other 
activities where their participation is disproportionately low. 

 
For more information on the General Duties please see Appendix 2. 
 
3.3.2 Public Sector Equality Duty – Specific duties 
 
Specific duties set out in the Equality Act 2010 promote better performance of the general 
equality duty by requiring the publication of: 
 
• Equality objectives, at least every four years, and 
• Information to demonstrate compliance with the equality duty, at least annually. 
 
These tell us the steps we need to take to demonstrate we are paying due regard to the 
general duty. 
 
For more information on the specific duties please see Appendix 2. 
 
3.4 The Human Rights Act 1998 
 
The Human Rights Act (HRA) 1998 details how the UK complies with and implements the 
rights and freedoms guaranteed under the European Convention on Human Rights. All 



 

Page 7 of 20 
 

public bodies have an obligation to ensure respect for human rights, acting in ways that 
positively reinforce the principles of the HRA 1998. 
 
The HRA 1998 came into force in October 2000 and enabled people to enforce the 
European Convention on Human Rights in the UK courts. Article 14 of the HRA 1998 
refers to the prohibition of discrimination, and states that the enjoyment of the rights and 
freedoms set out in the European Convention on Human Rights shall be secured without 
discrimination on the grounds of sex, race, colour, language, religion, political or other 
opinion, national or social origin, associated with a national minority, property, birth or 
other status. 
 
A summary of the Human Rights Act Convention Rights is attached at Appendix 3. 
 
3.5 The Care Quality Commission (CQC) 
 
The CQC’s 16 essential standards of quality and safety are central to their work in 
regulating health and adult social care. Each of the standards has an associated outcome 
that we expect all people who use services to experience as a result of the care they 
receive. When the CQC checks providers’ compliance, they focus on one or more of the 
16 that most directly relate to the quality and safety of care. Providers must have evidence 
that they meet these outcomes, most of which have an equality theme or an impact on a 
protected characteristic group. 
 
As a commissioner of health services, we closely monitor the outcomes of the CQC’s work 
and expect our providers to demonstrate robust compliance with these outcomes. 
 
3.6 NHS Equality Delivery System (EDS) 
 
The Equality Delivery System (EDS) is an equality outcomes framework specifically 
designed for the NHS to support commissioners and providers to deliver better outcomes 
for patients and communities and better working environments for staff, which are 
personal, fair and diverse. The EDS aims to assist organisations to achieve compliance 
with the Public Sector Equality Duty by encouraging them – in engagement with 
stakeholders – to review their equality performance and to identify future priorities and 
actions. 
 
The EDS was refreshed in 2013 (EDS2) and includes a set of 18 outcomes grouped into 
four objectives. These outcomes focus on the issues of most concern to patients, carers, 
communities, NHS staff and Boards. It is against these outcomes that performance is 
analysed and graded and action determined. 
 
The four EDS2 objectives are: 
 

1. Better health outcomes. 
2. Improved patient access and experience. 
3. A representative and supported workforce. 
4. Inclusive leadership. 

 
For each EDS2 outcome, there are four grades to choose from: 
  

• Excelling (all protected groups) – Purple  
• Achieving (for most (6-8) protected groups) – Green  
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• Developing (for some (3-5 protected groups) – Amber  
• Undeveloped (no evidence at all, few or no protected groups) – Red  

It should be recognised that the grades are intended to help organisations clearly identify 
equality progress and challenges. Whilst both good and poor performance may come to 
light, the purpose of the EDS2 and its grades should, primarily, be about helping good 
organisations maintain and further improve their performance, and helping poor 
organisations address and overcome their difficulties and so embed equality into 
mainstream business. 
 
The grades for the performance of NHS North Tyneside CCG, following analysis and 
engagement undertaken during 2013, are shown in Appendix 4. This contributed to a gap 
analysis which has been used to inform our equality objectives and help identify what 
actions we might take. 
 
It will also help us demonstrate ourselves to be an employer that recognises the 
importance of embedding equality among our workforce; develop a working culture where 
employees feel they can work in an environment free from discrimination and, recognition 
that differences among individuals can be an asset to an organisation. 
 
4.        Our approach to meeting our equality duties 
 
4.1 Leadership and governance 

The Governing Body accountability for equality and diversity sits with the Chief Officer of 
the CCG who is also the executive lead for equality. She is supported in this by the Head 
of Governance.  

Our Quality and Safety Committee will monitor our performance against our objectives. 
 
Our leadership approach will ensure that there is fairness in our commissioning decisions 
and that business is planned and conducted to meet our equality duties. 
 
Our Governing Body members are committed to ensuring that the organisation values 
diversity and promotes equality and inclusivity in all aspects of its business.  
 
4.2 Equality analysis 
 
To ensure that our decision making is robust and does not discriminate we need to 
undertake an equality analysis. Essentially, equality analysis is about asking: Can 
everyone who needs to use the service do so, no matter who they are, no matter what 
their background?, and have we done everything possible to make sure it’s a positive 
experience for them? To be able to answer yes, we have to firstly do some thinking and 
research and secondly agree some actions.   
 
Equality Analysis (EA) is a legal requirement under the Equality Act 2010 and the public 
sector equality duty and is a process of systematically analysing a new or existing policy 
or strategy to identify what effect or likely effect will follow as a result of its implementation 
for different groups within the community. It can also be used as a mechanism for 
analysing the impact of a whole service or one aspect of the service. 
 
We have developed and implemented a tool and guidance for use by staff to help identify 
likely equality implications of any of our policies, projects or functions. Training has been 
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provided to our staff and our Governing Body will consider the results of any analysis 
undertaken during the decision-making process. 
 
EA is published, either as part of a policy document or separately on our website. 
 
4.3     Our staff 
 
The CCG employs fewer than 150 staff and is therefore exempt from the requirement to 
publish information relating to employees who share a protected characteristic. However, 
we are committed to attracting, retaining and developing a diverse and skilled workforce 
that is representative of our local population. 
 
We actively work to remove any discriminatory practices in our work, eliminate all forms of 
harassment and promote equality of opportunity in our recruitment, training, 
performance management and development practices. We have policies and processes in 
place to support this. 
 
We routinely provide equality, diversity and human rights training which is mandatory for 
all our staff and Governing Body members. Enhanced training is available, as appropriate 
to individual roles. 
 
4.4 Our population and their health needs 
 
Working in conjunction with the North Tyneside Public Health team and North Tyneside 
Council, a Joint Strategic Needs Assessment (JSNA) has been developed which identifies 
health needs across the borough. More details can be found 
at www.northtynesidejsna.org.uk  
 
North Tyneside Health and Wellbeing Board has developed a Health and Wellbeing 
Strategy, which sets out how the health and wellbeing of the local population will be 
improved by working together. More details can be found 
at: http://www.northtyneside.gov.uk/ntsp/browse-
display.shtml?p_ID=25324&p_subjectCategory=900  
 
The CCG has engaged with the public and stakeholders across North Tyneside on an 
annual basis to develop a direct understanding of patient issues and health requirements. 
Key messages from our most recent engagement include: 
 
• Improving the quality of services is important, including access to information and 

receiving better support after discharge from hospital.  
• Managing demand and value for money are of high importance, with more 

simplistic prescribing processes to benefit patients.  
• Improving access to services and appointments for all people is crucial to patient 

satisfaction, enabled by the use of technology. 
• There is support for promotion of self-care, care planning and independence; 

support for carers is important and education can help.  
• Prevention and wellbeing programmes are positively received, with social activity 

being seen as an important element.  
 
Our JSNA makes it clear that our local population is projected to rise with an increasingly 
ageing population. Long term conditions and dementia will be among our biggest 
challenges ahead, smoking and alcohol remain major local issues, and major causes of 

http://www.northtynesidejsna.org.uk/
http://www.northtyneside.gov.uk/ntsp/browse-display.shtml?p_ID=25324&p_subjectCategory=900
http://www.northtyneside.gov.uk/ntsp/browse-display.shtml?p_ID=25324&p_subjectCategory=900
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poor health and poor mental health and wellbeing are linked to socio-economic deprivation 
and vulnerability.  
 
Key Messages from the Joint Strategic Needs Assessment include: 
 
• The population of North Tyneside is projected to grow by 9.8% by 2030 with an 

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

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

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

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

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

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

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

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

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

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

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

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

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

• Long term conditions and dementia will be among our biggest challenges going 
forward.  

• The proportion of people with a disability is also likely to increase with an ageing 
population creating additional demands for service provision. 

 
Our draft Health & Wellbeing Strategy sets out how we will work together with our local 
partners to address issues of health and wellbeing, the key themes are:  
 
• Reducing avoidable hospital admissions  
• Improving the health and wellbeing of families  
• Improving mental health and emotional wellbeing  
• Addressing premature mortality to reduce the life expectancy gap 
•  Improving healthy life expectancy.  
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North Tyneside’s result for each indicator is shown as a circle. The average rate for 
England is shown by the black line, which is always at the centre of the chart. The range 
of results for all local areas in England is shown as a grey bar. A red circle means that this 
area is significantly worse than England for that indicator; however, a green circle may still 
indicate an important public health problem. 
 
Not all of these measures are the responsibility of healthcare commissioners, and NHS 
North Tyneside CCG is working with other partners through the JSNA to affect positive 
change for the population of North Tyneside in all these indicators. 
More details can be found at www.healthprofiles.info 
 

http://www.healthprofiles.info/
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4.5 Communications and engagement 
 
We have an executive and lead for equality and diversity, who is also a Governing Body 
member.   
 
Patient and public engagement is critical to the success of developing the CCG, promoting 
GPs as the leaders of commissioning in the NHS and the authoritative source of 
information on local health services to help people make informed choices on health 
matters. In particular there needs to be a focus on working with community and voluntary 
organisations to increase engagement with easy to overlook communities. 
 
5.0 Our vision 
 
 

“Working together to maximise the health and wellbeing of North Tyneside 
communities by making the best use of NHS resources”  

 
 
The vision and our three commissioning principles (which underpin all commissioning 
activity) have been developed with our stakeholders, including service users and 
community representatives as part of the commissioning intentions engagement process 
and have been supported without exception.  
 
Our commissioning principles are as follows:  

• Preventative healthcare and promoting wellbeing;  
• Delivering care locally in primary, community and home settings;  
• Promoting self care and care planning.  

 
6.0 Implementing our plans 
 
Implementing effective engagement processes and promoting equality is important as we 
want to work in partnership with our local population to ensure we commission services 
that are best for them and contribute to promoting better health for all groups. We will 
promote a human rights based approach to our work, with the belief that individuals should 
be treated with fairness, respect, equality, dignity, and autonomy. 
 
7.0 Protected Characteristics  
 
This equality strategy outlines our commitment to valuing the diversity of service users and 
employees, and identifies our approach to promoting equality and respect for human 
rights. In doing so we will take the following categories into account, which are the specific 
groups listed in the Equality Act 2010, and are referred to as the nine protected 
characteristics: 
 
Age- Where this is referred to, it refers to a person belonging to a particular age. 
  
Disability- A person has a disability if s/he has a physical or mental impairment which has 
a substantial and long-term adverse effect on that person's ability to carry out normal day-
to-day activities. 
 
Gender reassignment - The process of transitioning from one gender to another. 
 
Marriage and civil Partnership- Marriage is defined as a 'union between a man and a 
woman'. Same-sex couples can have their relationships legally recognised as 'civil 
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partnerships'.  Civil partners must be treated the same as married couples on a wide 
range of legal matters. 
 
Pregnancy and maternity - Pregnancy is the condition of being pregnant or expecting a 
baby. Maternity refers to the period after the birth, and is linked to maternity leave in the 
employment context. In the non-work context, protection against maternity discrimination 
is for 26 weeks after giving birth, and this includes treating a woman unfavourably 
because she is breastfeeding. 
 
Race - Refers to a group of people defined by their race, colour and nationality (including 
citizenship) ethnic or national origins. 
 
Religion and belief - Religion has the meaning usually given to it but belief includes 
religious and philosophical beliefs including lack of belief (e.g. Atheism). Generally, a 
belief should affect your life choices or the way you live for it to be included in the 
definition. 
 
Sex - A man or a woman. 
 
Sexual orientation - Whether a person's sexual attraction is towards their own sex, the 
opposite sex or to both sexes. 
 
In addition to the protected characteristics, the particular geography of North Tyneside, 
being a mix of urban and rural communities, means that we want also to take into account 
the differing needs and perspectives that these communities bring. 
For further information please follow the links below: 
 
Protected Characteristics information 
EHRC Website 
 
8.0 CCG Annual Report 
 
North Tyneside CCG’s Annual Report 2013/14, published on 13 June 2014, includes a 
section on equality and diversity as a statutory requirement. 
 
9.0 Conclusion  
 
North Tyneside CCG has developed detailed constitutional and governance arrangements 
to ensure the structures are in place to develop and maintain the organisation’s capacity to 
deliver on all statutory duties and responsibilities. 
 
North Tyneside CCG endeavours to always gain the support of people with the right skills, 
competencies and capacity to ensure North Tyneside CCG can carry out all corporate and 
commissioning responsibilities, including the delivery of statutory functions such as 
Equality, Diversity and protecting people’s Human Rights.  
 
North Tyneside CCG incorporates equality, diversity and human rights into all aspects of 
our business plans, such as commissioning and organisational development plans, 
developing an organisational culture which is diverse in its makeup, uphold equality of 
opportunity and fairness for all. 
 

http://www.legislation.gov.uk/ukpga/2010/15/part/2/chapter/1
http://www.equalityhumanrights.com/advice-and-guidance/new-equality-act-guidance/protected-characteristics-definitions/
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8.0 Glossary 
Here is a guide to some of the commonly used terms that are used in relation to equality 
and diversity, many of which have been used in the Strategy. 
Term What it means 
Access The extent to which people are able to receive the information, services or care 

they need and are not discouraged from seeking help (eg premises suitable for 
wheelchairs; information in Braille/large print/other formats and languages; and 
the provision of culturally appropriate services) 

Ageism Discrimination against people based on assumptions and stereotypes about age. 
Black and 
Minority Ethnic 
(BME) 
 

Term currently used to describe range of minority ethnic communities and 
groups – can be used to mean the main Black and Asian and Mixed racial 
minority communities or it can be used to include all minority communities, 
including white minority communities.  

Champion Someone who is appointed to stand up for the interests of a particular user 
group or issue (eg equality and diversity). A champion can be a senior staff 
member in health or social services; a councillor or a representative of the group 
concerned, eg older people. 

Commissioning The process of specifying, purchasing and monitoring services to meet the 
needs of the local population. 

Comply To make sure the CCG meets the requirements of different equality and diversity 
legislation. 

Consultation Asking for views on services or policies from service-users, staff, decision-
making groups or the general public.  
Consultation can include a range of different ways of consulting, eg focus 
groups, surveys and questionnaires or public meetings. 

Culture  Relates to a way of life. All societies have a culture, or common way of life, 
which includes:  
• Language - the spoken word and other communication methods  
• Customs - rites, rituals, religion and lifestyle  
• Shared system of values- beliefs and morals  
• Social norms - patterns of behaviour that are accepted as normal and right 

(these can include dress and diet).  
Direct 
Discrimination 

Treating one person less favourably than another on the grounds of 
race/disability/gender/age/ religion or belief/sexual orientation or other grounds.  

Disability The Equality Act 2010 defines disability as ‘a physical or mental impairment that 
has a substantial and long term negative effect on a person’s ability to do normal 
day-to-day activities. 

Discrimination Unfair treatment based on prejudice. In health and social care, discrimination 
may relate to a conscious decision to treat a person or group differently and 
deny them access to relevant treatment or care. 

Diversity Appreciating diversity goes beyond the mere recognition that everyone is 
different; it is about valuing and celebrating difference and recognising that 
everyone through their unique mixture of skills, experience and talent has their 
own valuable contribution to make. 

Equal 
Opportunities 
 

This is a term used for identifying ways of being disadvantaged either because 
of, for example, race, disability, gender, age, religion/belief or sexuality. ‘Equal 
Opportunities’ is an attempt to provide concrete ways to take action on the 
inequalities revealed by analysis of the differences and barriers that exist for 
people in the above groups. 

Equalities 
 

This is a short hand term for all work carried out by an organisation to promote 
equal opportunities and challenge discrimination, both in employment and in 
carry out functions and delivering services. 

Equality 
 

Equality is about making sure people are treated fairly and given fair chances. 
Equality is not about treating everyone in the same way, but it recognises that 
their needs are met in different ways. 
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Term What it means 
Ethnicity A sense of cultural and historical identity based on belonging by birth to a 

distinctive cultural group. 
Gender 
 

Gender options are male, female, or other (in order to allow an option for 
transgender and self-identifying individuals). 

Harassment 
 

Behaviour which is unwelcome or unacceptable and which results in the creation 
of a stressful or intimidating environment for the victim amounts to harassment. It 
can consist of verbal abuse, racist jokes, insensitive comments, leering, physical 
contact, unwanted sexual advances, ridicule or isolation. 

Homophobia 
 

An irrational fear of, aversion to, or discrimination against people who are gay 
and homosexuality. 

Indirect 
Discrimination 
 

Setting rules or conditions that apply to all, but which make it difficult for a group 
to comply with on the grounds of race, disability, gender, age, religion or belief, 
or sexual orientation. 

Institutional 
Racism 

When the systems and procedures in an organisation discriminate against a 
person – or a group of people – on the basis of race. 

Interpreting 
 

The conversion of one spoken language into another, enabling communication 
between people who do not share a common language. 

LGB Lesbian, Gay and Bisexual 
Monitoring 
 

The process of collecting and analysing information about people’s gender/racial 
or ethnic origins/disability status/sexual orientation/religion or belief/age to see 
whether all groups are fairly represented.  

Multicultural 
 

Of/relating to many cultures; including people who have many different 
customs/beliefs. Britain is increasingly a multicultural society. 

National Origin Relates to the country where someone was born, regardless of where they are 
now living and their current citizenship. 

Positive 
Discrimination 

Selecting someone for a job / promotion / training / transfer etc. purely on the 
basis of their race, disability, gender, age, religion or belief, or sexual orientation, 
and not on their ability to do the job. 

Prejudice Is a negative assumption or judgement about a person – or a group of people – 
that we do not know. 

Race A human population considered distinct based on physical characteristics such 
as skin colour. This term is often interchanged with ethnicity. Ethnicity is a term 
which represents social groups with a shared history, sense of identity, 
geography and cultural roots which may occur despite racial difference. 

Racism Belief (conscious or unconscious) in the superiority of a particular race, leading 
to acts of discrimination and unequal treatment based on an individual’s skin 
colour or ethnic origin or identity. 

Religion The term religion – sometimes used interchangeably with faith or belief system – 
is commonly defined as belief concerning the supernatural, sacred, or divine, 
and the moral codes, practices and institutions associated with such belief.  

Sexual 
Orientation 
 

Within the sexual orientation regulations, sexual orientation is defined as: 
- An orientation towards persons of the same sex (lesbians and gay men) 
- An orientation towards persons of the opposite sex (heterosexual) 
- An orientation towards persons of the same sex and opposite sex (bisexual) 

SLAs Service Level Agreement is a form of contract between two parties. 
Transsexual / 
Transgender 
People 

Transgender, transsexual or trans person describes a person who appears as, 
wishes to be considered as, or has undergone or is undergoing surgery to 
become a member of the opposite sex. 

Victimisation 
 

Treating people less favourably because they have made a complaint or intend 
to make a complaint about discrimination or harassment. 
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Appendix 1 – NHS North Tyneside CCG Equality Objectives October 2013  
 
 

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

2. Increase the number of eligible adults with a learning disability who have received 
an NHS Health Check. 

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

practice so that staff are able to fully realise their potential. 
. 
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Appendix 2- Equality Act 2010 Section 149 General / Specific Duties 
 

Equality Act 2010 Section 149 General / Specific Duties (1-3) 
General Duties Due Regard 
1 Eliminate discrimination, 

harassment, victimisation and any 
other conduct that is prohibited by 
or under the Equality Act 2010 

Remove or minimise disadvantages connected 
with a relevant protected characteristic (e.g. 
address the problems that women have in 
accessing senior positions in the workplace) 
Take steps to meet the different needs of persons 
who share a relevant protected characteristic (e.g. 
ensure the particular needs of BME women 
fleeing domestic violence are met) 
Encourage persons who share a relevant 
protected characteristic to participate in public life 
or any other activity in which they are under-
represented (e.g. take steps to encourage more 
disabled people to apply for senior posts). 

2 Advance equality of opportunity 
between persons who share a 
relevant protected characteristic 
and persons who do not share it 

Tackle prejudice (e.g. tackle hate crime for people 
with protected characteristics) 
 

3 Foster good relations between 
persons who share a relevant 
protected characteristic and 
persons who do not share it. 

Promote understanding (e.g. promote an 
understanding of different faiths). 
 

NB Organisations that are not public authorities are also required to have due regard to the 
needs listed above whenever they carry out public functions. This could include, for 
example, a private company with a contract to provide certain public services. 

Specific Duties 
4 Publication of information 

Each public authority must publish information to show that it is complying with the 
s.149 duty by 31st January 2012 and at least on an annual basis after that. Authorities 
must include information about persons who share a protected characteristic who are its 
employees (if it has 150 or more employees) and its service users.  

5 Equality objectives 
Each public authority must prepare and publish one or more objectives it thinks it should 
achieve to have due regard to the need to eliminate discrimination and harassment, to 
advance equality of opportunity or to foster good relations. Any objective must be 
specific and measurable. Authorities must publish their first objectives no later than 6  
April 2012 and at least every four years after that. 
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Appendix 3 - Summary of the Human Rights Act 
 
Article 1  The Convention 
Article 2  Right to life  
Article 3  Prohibition of torture  
Article 4  Prohibition of slavery and forced labour  

Exclusions from meaning of “forced labour” defined (military service, penal  
sentence etc).  

Article 5  Right to liberty and security  
No deprivation of liberty except in the cases specified in accordance with law. 
e.g. of those of unsound mind. Right to damages for unlawful arrest/detention  

Article 6  Right to a fair trial  
Provides for a fair, timely, and public hearing except in the interests of morals, public order, 
national security, juveniles or the protection of the private life of the parties.  

Article 7  No punishment without law  
Article 8  Right to respect for private and family life  

No interference except in accordance with the law or in the interests of national security, public 
safety, the economic wellbeing of the country, the prevention of disorder or crime, the 
protection of health or morals, or for the protection of the rights and freedoms of others.  

Article 9  Freedom of thought, conscience and religion  
Includes freedom to change religion or beliefs and to manifest these in worship, teaching, 
practice and observance.  

Article 10  Freedom of expression  
Includes freedom to hold opinions and to receive and pass on information and ideas. 
Exclusions include the rights of others and disclosure of information received in confidence, or 
for maintaining the authority and impartiality of the judiciary.  

 Freedom of assembly and association  
Includes the right to form and join trade unions, or refuse membership of a union.  

Article 12  Right to marry  
Article 14  Prohibition of discrimination  

The enjoyment of Convention rights and freedoms irrespective of sex, race, colour, 
language, religion, political or other opinion, national or social origin, association with a  
national minority, property, birth or other status.  

Article 16  Restrictions on political activity of aliens  
Nothing in Articles 10, 11 and 14 shall be regarded as preventing the High Contracting  
Parties from imposing restrictions on the political activity of aliens.  

Article 17  Prohibition of abuse of rights  
The Convention does not authorise any activity aimed at the destruction of any of the  
rights and freedoms it contains.  

Article 18  Limitation on use of restrictions on rights  
Restrictions permitted under the Convention on rights and freedoms shall not be applied  
for any purpose other than those for which they have been prescribed.  

The First Protocol  
Article 1  Protection of property  

Entitlement to peaceful enjoyment of possessions subject to the securing of payment of 
 taxes or other contributions or penalties.  

Article 2  Right to education  
No person shall be denied the right to education. Where the State assumes functions in 
relation to education and teaching, it shall respect the right of parents to ensure such education 
and teaching conform with their own religious and philosophical convictions.  

Article 3  Right to free elections  
Free elections at reasonable intervals by secret ballot.  

The Sixth Protocol  
Article 1  Abolition of the death penalty  
Article 2  Death penalty in time of war  

A government may derogate from its Convention obligations during war or other public 
emergency.  
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Appendix 4 – North Tyneside CCG NHS Equality Delivery System Self-
Assessment Grading June 2013 

 
Goal Narrative Outcome Grade 

U
nd
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ed

 

De
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ev
in

g 

Ex
ce
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ng

 

1. 
Better health 
outcomes for 

all 

The NHS should 
achieve 

improvements in 
patient health, 

public health and 
patient safety for 

all, based on 
comprehensive 

evidence of needs 
and results 

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

    

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

    

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

    

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

    

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

    

2. 
Improved 

patient 
access and 
experience 

The NHS should 
improve 

accessibility and 
information, and 
deliver the right 
services that are 
targeted, useful, 
useable and used 

in order to 
improve patient 

experience 

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

    

2.2 Patients are informed and supported to be as involved as 
they wish to be in their diagnoses and decisions about their 
care, and to exercise choice about treatments and places of 
treatment 
2.3 Patients and carers report positive experiences of their 
treatment and care outcomes and of being listened to and 
respected and of how their privacy and dignity is prioritised 
2.4 Patients’ and carers’ complaints about services, and 
subsequent claims for redress, should be handled respectfully 
and efficiently 

3. 
Empowered, 
engaged and 

well-
supported 

staff 
 

The NHS should 
Increase the 
diversity and 
quality of the 

working lives of 
the paid and non-
paid workforce, 
supporting all 
staff to better 

respond to 
patients’ and 

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

    

3.2 Levels of pay and related terms and conditions are fairly 
determined for all posts, with staff doing equal work and work 
rated as of equal value being entitled to equal pay 

    

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

    



 

Page 20 of 20 

communities’ 
needs 

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

    

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

    

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

    

4.  
Inclusive 

leadership at 
all levels 

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

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

    

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

    

4.3 The organisation uses the “Competency Framework for 
Equality and Diversity Leadership” to recruit, develop and 
support strategic leaders to advance equality outcomes     
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Report to:  Governing Body 
Date:  23 September 2014 Agenda item:  12.3 

Title of report:  Committee Terms of Reference  
Sponsor and Author:  Pauline Fox, Head of Governance   
Purpose of the report and action required: This report is for decision. Members 
are asked to consider and approve the proposed changes to the Governing Body 
Committee Terms of Reference.  Members are also asked to note the revised Terms 
of Reference for the Council of Practices and the Clinical Executive.  
 
Executive summary:   
The Governing Body has four committees: Audit Committee, Quality and Safety 
Committee, Remuneration Committee and Patient Forum.  
 
The ToR for the Audit Committee, Quality and Safety Committee and Remuneration 
Committee were approved for CCG authorisation and have been in place the first 
year of the CCG. In line with good governance principles, each committee has 
reviewed its terms of reference and here proposes revised ToR for consideration and 
approval by the Governing Body.  
 
The terms of reference (ToR) for the Patient Form were agreed by the Governing 
Body in September 2013 so hare not yet due for review.  
 
As indicated in the CCG constitution, the CCG has two other committees, the 
Council of Practices and the Clinical Executive.  The ToR for those committees were 
also approved for CCG authorisation and have been reviewed. The Governing Body 
is asked to consider and note those revised ToR.  
 
The proposed changes to the committee ToR are detailed in the full paper.  
 
Recommendation 
Members are asked to consider and approve the proposed changes to the 
Governing Body Committee Terms of Reference.  Members are also asked to note 
the revised Terms of Reference for the Council of Practices and the Clinical 
Executive.  
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Report to:  Governing Body 
Date:  23 September 2014 Agenda item:  12.3 

Title of report:  Committee Terms of Reference  
Sponsor and Author:  Pauline Fox, Head of Governance   
Purpose of the report and action required: This report is for decision. Members 
are asked to consider and approve the proposed changes to the Governing Body 
Committee Terms of Reference.  Members are also asked to note the revised Terms 
of Reference for the Council of Practices and the Clinical Executive. 
 
 
1. Background and work undertaken to date 

 
The Governing Body has four committees: Audit Committee, Quality and Safety 
Committee, Remuneration Committee and Patient Forum.  The ToR for the 
Audit Committee, Quality and Safety Committee and Remuneration Committee 
were approved for CCG authorisation and have been in place the first year of 
the CCG. In line with good governance principles, each committee has 
reviewed its terms of reference and here proposes revised ToR for 
consideration and approval by the Governing Body.  
 
The terms of reference (ToR) for the Patient Form were agreed by the 
Governing Body in September 2013 so hare not yet due for review.  
 
As indicated in the CCG constitution, the CCG has two other committees, the 
Council of Practices and the Clinical Executive.  The ToR for those committees 
were also approved for CCG authorisation and have been reviewed. The 
Governing Body is asked to consider and note those revised ToR.  
 
The proposed changes to the committee ToR are detailed below.  

 
2. Key points  

 
2.1 Audit committee: the revised ToR for the Audit Committee were discussed 
at the Audit Committee meeting in July 2014.  

 
The proposed changes to the Audit Committee ToR are: 
• Amendment of the term ‘board’ to ‘governing body’ throughout  
• Reference to the ‘lay member who leads on audit and governance’ (rather 

than audit and conflict of interest matters) 
• The third member of the committee to be nominated by the Council of 

Practices (not the board) 
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• In the membership section, reference to external and internal audit 
strengthened to say will ‘normally’ attend meetings, reference to counter 
fraud attending the meeting twice per year and removal of reference to the 
medical director attending 

• Removal of the word ‘maximum’ in relation to the term of office (page 2) 
• Removal of the reference to the Counter Fraud and Security Management 

service (page 4) 
• Addition of new section on whistle blowing (from revised audit committee 

handbook) as section 9.7 
• Removal of ‘NT CCFG’ from section 11 
 
The proposed, revised ToR for the Audit Committee are attached as Appendix1 
to this paper.  
 
2.2 Quality and Safety Committee: the revised ToR for the Quality and Safety 
Committee were discussed at the Quality and Safety Committee meeting in 
July 2014.  
 
The proposed changes to the Quality and Safety Committee ToR are: 
• Amendment of the term ‘board’ to ‘governing body’ throughout  
• In the membership section, correcting the job titles and adding two new 

members, the Head of Quality and Patient Safety and the Head of Planning, 
Performance and Business Development 

• Correcting the reference to Conflicts of Interest Policy to read Standards of 
Business Conduct Policy 

• Removing the reference to the annual controlled drugs report (as this is not 
CCG business)  

 
The proposed, revised ToR for the Quality and Safety Committee are attached 
as Appendix 2 to this paper.  
 
2.3 Remuneration Committee: the revised ToR for the Remuneration 
Committee were discussed at the Remuneration Committee meeting in 
September 2014.  
 
The proposed changes are: 
• Amendment of the term ‘board’ to ‘governing body’ throughout the 

document 
• Addition of the word ‘advisors’ to section 3, in respect of those who may be 

invited to attend all or part of a meeting. This is the acknowledge that an HR 
advisor (e.g. from NECS) may be invited to attend. 

• Addition of a new sub section (8.2 c) to refer to advising and recommending 
remuneration for the GPs, practice managers and practice nurses. This was 
implied in section 8.1, but was not explicit.  

 
The proposed, revised ToR for the Remuneration Committee are attached as 
Appendix 3 to this paper.  

 
2.4 Council of Practices: the revised ToR for the Council of Practices were 
discussed and agreed at the Council of Practices meeting in July 2014.  
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The agreed changes were: 
• Amendment of the term ‘board’ to ‘governing body’ throughout the 

document 
• Amendment of the term ‘group’ to ‘CCG’ throughout the document  
• Amendment of the term ‘NHS Commissioning Board’ to ‘NHS England’ 

throughout the document  
• Reference to the Council of Practices’ right to identify a Vice Chair (section 

3) 
• Reference to meeting papers normally being circulated 10 days and not less 

than 5 days before the meeting (it previously stated papers would normally 
be circulated 5 days in advance) (section 8) 

• Adding ‘and committees of the Governing Body’ to the 5th bullet point of 
section 12 (referring to appointment of clinical leaders to committees) 
(section 12) 

• Removal of the reference to sub groups of the Council of Practices (section 
14) 

 
The revised ToR for the Council of Practices are attached as Appendix 4 to this 
paper, for information.  
 
2.5 Clinical Executive committee: the revised ToR for the Clinical Executive 
were discussed and agreed at the Clinical Executive meeting in July 2014.  
 
The agreed changes were 
• Amendment of the term ‘board’ to ‘governing body’ throughout the 

document 
• Amendment of the term ‘group’ to ‘CCG’ throughout the document  
• Amendment of the term ‘NHS Commissioning Board’ to ‘NHS England’ 

throughout the document  
• Amendment of the term ‘accountable officer’ to ‘chief officer’ throughout the 

document 
• Membership amended to show accurate job titles (section 3)  
• The inclusion of the CCG chair in the list of people who may be invited to 

attend meetings (section 3)  
• Meeting frequency amended. The previous version suggested monthly 

business meetings and monthly development meetings, the revised version 
commits to meetings normally being held at least monthly and no less that  
8 meetings per year (section 5) 

• Removal of reference to the Clinical Executive setting the agenda for the 
CCG Board (section 9)  

 
The revised ToR for the Clinical Executive are attached as Appendix 5 to this 
paper, for information.  

 
 
3. Recommendations  
 

3.1 Members are asked to consider and approve the proposed changes to the 
Audit Committee Terms of Reference.    
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3.2 Members are asked to consider and approve the proposed changes to the 
Quality and Safety Committee Terms of Reference.   
 

3.3 Members are asked to consider and approve the proposed changes to the 
Remuneration Committee Terms of Reference.   

 
3.4  Members are asked to note the revised Terms of Reference for the Council 

of Practices  
 

3.5 Members are asked to note the revised Terms of Reference for the Clinical 
Executive. 

 
 
Appendices and further information 
  
4. Appendices  
 

Appendix1: proposed ToR for Audit Committee 
Appendix 2: proposed ToR for Quality and Safety Committee 
Appendix 3: proposed ToR for Remuneration Committee 
Appendix 4: ToR for Council of Practices 
Appendix 5: ToR for Clinical Executive  

 
Governance and Compliance   
 
5. Links to corporate objectives  
 

2014/15 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. Develop and grow 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 
 

The proposed Terms of Reference have been considered in detail by the 
relevant committee  

 
7. Resource implications 

 
There are no resource implications identified  
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8. Risks 
 

It is good practice to review committee ToR – this is part of ensuring the 
committees of the CCG continue to be fit for purpose.  

 
9. Equality assessment 
 

An impact assessment has not been completed.  
 
10. Environment and sustainability assessment  
 

No environmental or sustainability issues have been identified.  
 
 
Report author: Pauline Fox, Head of Governance  
Report date:  12 September 2014  
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Audit Committee  
Terms of Reference  

 
1. Introduction 

 
The audit committee of NHS North Tyneside Clinical Commissioning Group is 
established as a sub-committee of the CCG Governing Body, in accordance 
with constitution, standing orders and scheme of delegation.  
 
These terms of reference set out the membership, remit, responsibilities and 
reporting arrangements of the audit committee and shall have effect as if 
incorporated into the CCG constitution and standing orders.  
 

2. Principal Function 
 

The committee provides the CCG Governing Body with an independent and 
objective view of the CCG’s financial systems, financial information and 
compliance with laws, regulations and directions governing the CCG in so far 
as they relate to finance. 
 
The duties of the committee are driven by the priorities identified by the CCG 
and the associated risks and outlined in more detail in section 9.  

 
3. Membership  
 

The membership of the audit committee will consist of: 
• The Lay Member of the NHS North Tyneside Clinical Commissioning 

Group who leads on audit and governance matters  
• At least one other Lay Member of the NHS North Tyneside Clinical 

Commissioning Group 
• One other member with the relevant skills and experience as 

nominated by the Council of Practices 
 
The Chief Finance Officer will be the lead officer for the committee and will be 
invited to attend all meetings. The Accountable Officer should attend at least 
annually to discuss with the committee the process for assurance that 
supports the Annual Governance Statement. He or she should also attend 
when the committee considers the draft internal audit plan and the annual 
accounts. 
 
The External Auditor and Head of Internal Audit will normally attend the 
committee. The counter fraud specialist will attend a minimum of two 
meetings a year.  
Any other directors (or similar) may be invited to attend, particularly when the 
committee is discussing areas of risk or operation that are the responsibility of 
that director. Other officers, employees, and practice representatives of the 
CCG may be invited to attend all or part of meetings of the committee to 

Appendix 1 



NHS UNCLASSIFIED 

Page 7 of 29 
 

provide advice or support particular discussion from time to time, as may 
officers of other organisations (e.g. NHS Protect) as required.  

 
Regardless of attendance, external audit, internal audit, local counter fraud 
and NHS Protect providers will have full and unrestricted rights of access to 
the Audit Committee. 
 
At least once a year the Audit Committee will hold part of its meeting with the 
external and internal auditors with only the members present. 

 
Those invited to attend will not be entitled to vote. 
 
Lay member audit committee members will serve on the audit committee for a 
period of three years, when tenure will be reviewed.  

 
4. Chair  
 

The committee will be chaired by the Lay Member leading on audit and 
governance matters.  
 
The Chair has the responsibility to ensure that the Committee obtains 
appropriate advice in the exercise of its functions. 

 
5. Secretarial support 

 
The head of governance will ensure that a minute of the meeting is taken and 
provide appropriate support to the Chair and Committee members.  This will 
include supporting the Audit Committee chair in the management of the 
committee’s business and for drawing the committee’s attention to best 
practice, national guidance and other relevant documents, as appropriate 
 

6. Quorum and decision making 
 

A quorum shall be two members of the Committee, including at least one lay 
member. 
 
In the event of the Chair of the Committee being unable to attend all or part of 
the meeting, he/she will nominate a replacement from within the membership 
to deputise for that meeting. 
 
Generally it is expected that decisions will be reached by consensus. Should 
this not be possible then a vote of members will be required. In the case of an 
equal vote, the person presiding (i.e. the Chair of the meeting) will have a 
second, and casting vote. 

 
7. Frequency of meetings 
 

Meetings of the Audit Committee will normally be held bi-monthly, and not 
less than 5 times per financial year. There will be no more than 20 weeks 
between meetings. The External Auditor or Head of Internal Audit may 
request a meeting if they consider one is necessary. 
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A record of attendance will be kept in the minutes of the meeting. Members 
will be expected to attend each meeting and should attend at least 80% of the 
meetings in any financial year.  
 
In exceptional circumstances and where agreed in advance by the chair, 
members of the committee or others invited to attend may participate in 
meetings by telephone, by the use of video conferencing facilities and/or 
webcam where such facilities are available. Participation in a meeting in any 
of these manners shall be deemed to constitute presence in person at the 
meeting. 

 
8. Agendas and papers 

 
The agenda for meetings of the committee will be set by the chair. The 
agenda and papers for meetings of the committee will be distributed 5 working 
days in advance of the meeting. Items for the agenda should be notified to the 
chair 10 days in advance of each meeting.   

 
9. Remit and responsibilities of the committee 

 
The duties of the committee will be driven by the priorities identified by the 
CCG and the associated risks. It should operate to a programme of business, 
agreed by the clinical commissioning group, and will be flexible to new and 
emerging priorities and risks.  

 
The committee shall critically review the clinical commissioning group’s 
financial reporting and internal control principles and ensure an appropriate 
relationship with both internal and external auditors is maintained.  
 
9.1 Governance, Risk Management and Internal Control: 
The Committee shall review the establishment and maintenance of an 
effective system of integrated governance, risk management and internal 
control, across the whole of the organisation’s activities (both clinical and non-
clinical), that supports the achievement of the organisation’s objectives. 
 
In particular, the Committee will review the adequacy and effectiveness of: 
 

• all risk and control related disclosure statements (in particular the 
Annual Governance Statement where this is required), together with 
any accompanying Head of Internal Audit statement, external audit 
opinion or other appropriate independent assurances, prior to 
endorsement by the CCG Governing Body; 

• the underlying assurance processes that indicate the degree of the 
achievement of corporate objectives, the effectiveness of the 
management of principal risks and the appropriateness of the above 
disclosure statements;  

• the policies for ensuring compliance with relevant regulatory, legal 
and code of conduct requirements and related reporting and self-
certification;  

• the policies and procedures for all work related to fraud and 
corruption as set out in Secretary of State Directions and as required 
by NHS protect); 
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• the CCG’s  arrangements for effective management of all matters 
relating to contractual performance and associated financial 
performance  
 

In carrying out this work the Committee will primarily utilise the work of 
Internal Audit, External Audit and other assurance functions, but will not be 
limited to these sources.  It will also seek reports and assurances from 
directors and managers as appropriate, concentrating on the over-arching 
systems of integrated governance, risk management and internal control, 
together with indicators of their effectiveness. 
 
This will be evidenced through the Committee’s use of an effective 
Assurance Framework to guide its work and that of the audit and 
assurance functions that report to it. 
 

9.2 Internal Audit: 
The Committee shall ensure that there is an effective internal audit function 
that meets mandatory NHS Internal Audit Standards and provides appropriate 
independent assurance to the Audit Committee, Accountable Officer and the 
Governing Body. This will be achieved by: 

 
• consideration of the provision of the Internal Audit service, the cost 

of the audit and any questions of resignation and dismissal;  
• review and approval of the Internal Audit strategy, operational plan 

and more detailed programme of work, ensuring that this is 
consistent with the audit needs of the organisation as identified in 
the Assurance Framework; 

• considering the major findings of internal audit work (and 
management’s response), and seeking to ensure co-ordination 
between the Internal and External Auditors to optimise audit 
resources;  

• ensuring that the Internal Audit function is adequately resourced and 
has appropriate standing within the organisation; 

• annual review of the effectiveness of internal audit. 
 
9.3 External Audit: 
The Committee shall review the work and findings of the external auditors and 
consider the implications and management’s responses to their work. This will 
be achieved by: 

 
• consideration of the appointment and performance of the external 

auditors, as far as the rules governing the appointment permit; 
• discussion and agreement with the external audit, before the audit 

commences, of the nature and scope of the audit as set out in the 
Annual Plan, and seeking to ensure coordination, as appropriate, 
with other external auditors in the local health economy; 

• discussion with the external auditors of their local evaluation of audit 
risks and assessment of the CCG and associated impact on the 
audit fee; 

• review of all external audit reports, including the report to those 
charged with governance, agreement of the annual audit letter 
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before submission to the board and any work undertaken outside 
the annual audit plan, together with the appropriateness of 
management responses. 
 

9.4 Other Assurance Functions: 
The Audit Committee shall review the findings of other significant assurance 
functions, both internal and external to the organisation, and consider the 
implications for the governance of the organisation. 
 
These will include, but will not be limited to, any reviews by Department of 
Health Arm’s Length Bodies or Regulators/Inspectors (for example the Care 
Quality Commission, NHS Litigation Authority etc.) and professional bodies 
with responsibility for professional standards, performance and advice (e.g., 
Royal Colleges, accreditation bodies, etc.) 
 
In addition, the Committee will review the work of other committees within the 
organisation, whose work can provide relevant assurance to the Audit 
Committee’s own scope of work. 

 
9.5 Counter Fraud 
The Committee shall satisfy itself that the organisation has adequate 
arrangements in place for countering fraud and shall review the outcomes of 
counter fraud work.   

 
9.6 Management 
The Committee shall request and review reports and positive assurances from 
the senior managers of the CCG on the overall arrangements for governance, 
risk management and internal control. 
 
They may also request specific reports from individual functions within the 
organisation as they may be appropriate to the overall arrangements. 
 
9.7 Whistleblowing 
The Committee shall review the effectiveness of the arrangements in place for 
allowing staff to raise (in confidence) concerns about possible improprieties in 
financial, clinical or safety matters and ensure that any such concerns are 
investigated proportionately and independently.  

 
9.8 Financial Reporting 
The Audit Committee shall monitor the integrity of the financial statements of 
the CCG and any formal announcements relating to the CCG’s financial 
performance. 
 
The Committee should ensure that the systems for financial reporting to the 
board, including those of budgetary control, are subject to review as to 
completeness and accuracy of the information provided to the Governing 
Body. 

 
The Audit Committee shall review the Annual Report and Financial 
Statements before submission to the Governing Body, focusing particularly 
on:  
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• the wording in the Annual Governance Statement and other 
disclosures relevant to the Terms of Reference of the Committee; 

• changes in, and compliance with, accounting policies and practices 
and estimation techniques; 

• unadjusted misstatements in the financial statements; 
• significant judgments in preparation of the financial statements; 
• significant adjustments resulting from the audit; 
• letter of representation and 
• qualitative aspects of financial reporting. 

 
10. Reporting arrangements 

 
The committee reports to the CCG Governing Body. 
 
The committee will provide a report to the meeting of the CCG Governing 
Body immediately following each meeting of the committee, unless this 
meeting is within 10 working days of the meeting of the committee in which 
case the committee will provide a report to the following meeting of the 
Governing Body. 
 
Minutes of the committee will be received formally at the same meeting of the 
Governing Body as the committee’s report. 
 
The Governing Body will hold the committee to account for the delivery of its 
remit and responsibilities.  
 
The committee will report to the board annually on its work in support of the 
Annual Governance Statement, specifically commenting on the fitness for 
purpose of the Assurance Framework, the completeness and embeddedness 
of risk management in the organisation and the integration of governance 
arrangements. 

 
11. Policy and best practice 

 
The committee will apply best practice in its decision making, and in particular 
it will:  

• comply with current disclosure requirements for remuneration; 
• ensure that decisions are based on clear and transparent criteria 
• comply with CCG policy and procedures for the declaration of interests 

 
The committee will have full authority to commission any reports or surveys it 
deems necessary to help it fulfil its obligations. To support best practice, the 
Audit Committee will undertake a self assessment reviewing its own 
performance, membership, terms of reference and its effectiveness each 
December. Any changes will be agreed with the Governing Body and then 
implemented from the start of the following financial year. 
 

12. Conduct of the committee 
 
All members of the committee and participants in its meetings will comply with 
the Standards of Business Conduct for NHS Staff, the NHS Code of Conduct, 
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and the CCG’s Policy on Standards of Business Conduct, Declarations of 
Interest which incorporate the Nolan Principles and any standards set out by 
their respective professional bodies.  
 

13. Date of Review 
 
The committee will review its performance, membership and these Terms of 
Reference at least once per financial year.  It will make recommendations for 
any resulting changes to these Terms of Reference to the Governing Body 
for approval. 

 
No changes to these Terms of Reference will be effective unless and until 
they are agreed by the Governing Body. 
 
 
 
Date agreed: 30 April 2013  

  Date reviewed: 23 June 2014; agreed [tbc] 
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Quality and Safety Committee 
Terms of Reference 

 
1. Introduction 

 
 The Quality and Safety Committee (the committee) is established as a 

committee of the CCG Governing Body, in accordance with constitution, 
standing orders and scheme of delegation.  

 
 These terms of reference set out the membership, remit, responsibilities and 

reporting arrangements of the committee and shall have effect as if 
incorporated into the CCG constitution and standing orders.  

 
2. Principal Function 
 

The Quality and Safety Committee is responsible for ensuring the appropriate 
governance systems and processes are in place to commission, monitor and 
ensure the delivery of high quality safe patient care in commissioned services.  
 
In achieving this, the committee will seek to promote a culture of continuous 
improvement and innovation with respect to safety of services, clinical 
effectiveness and patient experience, to secure public involvement, to promote 
research and the use of research and to provide assurance to the Governing 
Body about the quality, safety and risks of the services being commissioned, 
and the overall risks to the organisation’s strategic and operational plans. 
 
The Committee will, as delegated by the Governing Body, provide oversight 
and scrutiny of arrangements for supporting NHS England in relation to 
securing continuous improvement in the quality of primary medical services. 
 
The Committee will, as delegated by the Governing Body, approve 
arrangements for handling complaints, information governance including 
arrangements for handling Freedom of Information requests, and provide 
oversight and scrutiny on arrangements for business continuity and emergency 
planning. 

 
3. Accountability 

 
The Quality and Safety Committee is a Committee of the CCG Governing Body.  

 
4. Membership 
 
 Membership of the Committee is: 

• A Lay Member of the Clinical Commissioning Group (Chair of the 
Committee) 

• Secondary Care Specialist Doctor 

Appendix 2 
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• Medical Director 
• Executive Director of Nursing and Transformation   
• Chief Officer 
• Nominated GP Clinical leads 
• Nominated Practice manager 
• Head of Governance  
• Head of Quality and Patient Safety  
• Head of Planning, Performance and Business Development  

 
 The Chair has the responsibility to ensure that the Committee obtains 

appropriate advice in the exercise of its functions.   
 
 Officers, employees, and practice representatives of the CCGs and other 

appropriate individuals may be invited to attend all or part of meetings of the 
committee to provide advice or support particular discussion from time to time.  
This may include, for example, representatives from the Commissioning 
Support service.  

 
5. Authority 
 
5.1  The CCG Governing Body authorises the Committee to pursue any activity 

within these Terms of Reference including to: 
 

(i)  Seek any information it requires from CCG employees, in line with its 
responsibility under these terms of reference and the Scheme of 
Reservation and Delegation; 

 
(ii)  Require all CCG employees to co-operate with any reasonable request 

made by the Committee, in line with its responsibility under these terms of 
reference and the Scheme of Reservation and Delegation; 

 
(iii)  Review and investigate any matter within its remit and grants freedom of 

access to the organisation’s records, documentation and employees. The 
Committee must have due regard to the Information Governance Policies 
of the CCG, regarding personal health information and the CCG’s duty of 
care to its employees when exercising its authority. 

 
5.2  In discharging its responsibilities the Committee will comply with the CCG’s 

Standing Orders and Prime Financial Policies and Standards of Business 
Conduct Policy.  

 
6. Roles and responsibilities 
 
6.1  To develop, monitor and review the CCG’s vision for commissioning services 

that are safe, high quality and clinically effective. 
 
6.2  To receive reports on the quality of commissioned services, to review risks 

arising and monitor progress in implementing recommendations and action 
plans. 
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6.3  To receive reports on clinical risks, incident reporting, serious incidents, ‘Never 
Events’, complaints, claims and safety alerts; and monitor progress in 
implementing recommendations and action plans. 

 
6.4  To oversee development of a Patient Safety Assurance Framework with 

systems for monitoring quality and safety of care, with reference to a range of 
indicators which might include Care Quality Commission ratings and reviews, 
Monitor ratings and any other relevant sources of external assurance.  

 
6.5  To ensure that the views of patients and the public are properly reflected in the 

development and implementation of CCG Policies and Plans and to receive 
and act upon reports on patient experience. 

 
6.6  To ensure a clear escalation process, including appropriate trigger points, is in 

place to enable appropriate engagement of external bodies in relation to areas 
of concern, with a view to an external review being carried out. 

 
6.7  To receive and scrutinise independent investigation reports relating to patient 

safety issues and agree publication plans. 
 
6.8  To seek assurance on the performance of NHS provider organisations in terms 

of the Care Quality Commission, Monitor and any other regulatory bodies. 
(Note that the Monitor’s compliance framework relies on assurance from third 
parties, including local commissioners of services). 

 
6.9  To receive and review the Quality Accounts of NHS Foundation Trusts which, 

as a minimum, will include those relating to the Foundation Trusts which 
provide local acute services, community health care services and mental health 
and learning disabilities services to the North Tyneside population. 

 
6.10  To receive reports on the management of infection control performance, 

especially health care acquired infections. 
 
6.11  To receive a Medicines Management Report, not less than annually. 
 
6.12  To ensure that appropriate strategies and training plans are in place for 

safeguarding of children and vulnerable adults, receiving appropriate reports 
pertaining to the CCG’s safeguarding duties. 

 
6.13  To ensure that all systems are in place and operating effectively for the 

identification, assessment and prioritisation of potential risk (including quality 
and patient safety, financial risk including regarding QIPP,  health and safety, 
emergency preparedness, business continuity, information governance and 
sustainable development), and to report on any major strategic issues and any 
associated financial implications to the Governing Body and to other external 
agencies as appropriate including the National Reporting and Learning System 

 
6.14  To ensure the adequacy of the Risk Assurance Framework, using it 

operationally to guide the work of the committee in gaining assurances on the 
principal strategic risks identified within the framework. This will include review 
of the content of the Corporate Risk Register and to scrutinise controls and 
actions for high and extreme risks. 
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6.15 To advise and assure the Clinical Commissioning Group on the development of 

policy, strategy and practice in respect of equality, diversity and human rights 
(supported through the Equality Delivery System), including the Equality 
Diversity and Human Rights Annual Report to ensure the statutory and legal 
obligations of the CCG are met. 

 
6.16  To ensure that the CCG promotes research and the use of research. 
 
6.17 To ensure that agreements and processes in place with the CCG’s members to 

secure improvements in the quality of primary medical services in terms of 
clinical effectiveness, patient safety, risk, safeguarding and patient experience 
in GP practices.  

 
7. Administration 

 
The head of governance will ensure that a minute of the meeting is taken and 
provide appropriate support to the Chair and Committee members.  

 
8. Quorum 
 
 The quorum shall be four members of the committee, including at least two 

clinical members (doctor or nurse).  
 

9. Decision Making 
 
 Generally it is expected that decisions will be reached by consensus. Should 

this not be possible then a view of members will be required. In the case of an 
equal vote, the person presiding (i.e. the Chair of the meeting) will have a 
second, and casting vote. 

 
10. Frequency and notice of meetings 
 
 Meetings will be held at such interval as the Chair shall judge necessary to 

discharge the responsibilities of the Committee, but shall be at least six times 
per year. 

 
11. Attendance at meetings 
 
11.1  The members of the Committee are required to provide information to progress 

and inform the agreed agenda items. 
 
11.2  The Committee members are required to attend each meeting or if apologies 

are made any information they are expected to contribute must be supported 
either through a deputy or in writing to the Chair. 

 
11.3 In addition to the core membership the Committee may co-opt additional 

members as appropriate to enable it to undertake its role. 
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12. Reporting Arrangements 
 

        The minutes of the meetings shall be formally recorded and submitted to the 
Governing Body. 

 
 The Chair of the committee shall draw to the attention of the Governing Body 

any issues that require disclosure to the Governing Body, or require executive 
action. The committee will report to the Governing Body, at least annually on its 
work. 

 
13. Conduct of the committee 
 
 All members of the committee and participants in its meetings will comply with 

the Standards of Business Conduct for NHS Staff, the NHS Code of Conduct 
and the CCG’s Policy on Standards of Business Conduct and Declarations of 
Interest which incorporate the Nolan Principles. 

 
14. Date of Review 

 
The committee will review its performance, membership and these Terms of 
Reference at least once per financial year.  It will make recommendations for 
any resulting changes to these Terms of Reference to the Governing Body for 
approval. 

 
 No changes to these Terms of Reference will be effective unless and until they 

are agreed by the Governing Body. 
 
 
 
 Date agreed: 30 April 2013 
 Date reviewed: 20 June 2014; agreed [tbc] 
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Remuneration Committee  
Terms of Reference 

 
1. Introduction 

 
The Remuneration Committee (the committee) is established as a committee 
of the Governing Body of NHS North Tyneside Clinical Commissioning Group, 
in accordance with constitution, standing orders and scheme of delegation.  
 
These terms of reference set out the membership, remit, responsibilities and 
reporting arrangements of the committee and shall have effect as if 
incorporated into the CCG constitution and standing orders.  
 

2. Principal Function 
 
The remuneration committee is an advisory committee which makes 
recommendations to the CCG board on determinations about the 
remuneration, fees and other allowances for employees and for people who 
provide services to the group and on determinations about allowances under 
any pension scheme that the group may establish as an alternative to the 
NHS pension scheme. 
 
In addition, the CCG Governing Body has conferred or delegated the 
following functions, connected with the CCG Governing Body’s main function, 
to its remuneration committee: 
 
i) Approving severance payments of the accountable officer, the chief 

finance officer and of other staff 
 

3. Membership 
 
The membership of the committee will consist of: 

• All of the Lay members of the NHS North Tyneside Clinical 
Commissioning Group  
 

The committee will be chaired by the Lay Member of North Tyneside CCG 
who is the Deputy Chair.  
 
The Chair has the responsibility to ensure that the Committee obtains 
appropriate advice in the exercise of its functions. 
 
The Accountable Officer will be the lead officer for the committee and will be 
invited to attend all meetings; he or she will withdraw for discussions relating 
to his or her own remuneration.   
 

Appendix 3 
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Other officers, employees, advisors and practice representatives of the CCG 
may be invited to attend all or part of meetings of the committee to provide 
advice or support particular discussion from time to time. They will not be in 
attendance for discussions about their own remuneration or terms of service. 
 
Those invited to attend will not be entitled to vote. 
 

4. Secretarial support 
 

The Head of Governance will be Secretary to the Committee and shall ensure 
that a minute of the meeting is taken and provide appropriate support to the 
Chair and Committee members.  
 

5. Frequency of meetings 
 

Meetings will be held as and when required, but not less than once per 
financial year. There will be no more than 15 months between meetings. 
 
Members will be expected to attend each meeting.  
 
In exceptional circumstances and where agreed in advance by the chair, 
members of the committee or others invited to attend may participate in 
meetings by telephone, by the use of video conferencing facilities and/or 
webcam where such facilities are available. Participation in a meeting in any 
of these manners shall be deemed to constitute presence in person at the 
meeting. 

 
6. Agendas and papers 

 
The agenda for meetings of the committee will be set by the chair. 
 
The agenda and papers for meetings of the committee will be distributed at 
least 3 working days in advance of the meeting. Items for the agenda should 
be notified to the chair 10 days in advance of each meeting.  The setting of 
agendas for, and minutes of, each meeting should identify where discussion 
should rightly be recorded as being of a confidential or commercially sensitive 
nature. 

 
7. Quorum and Decision Making 

 
The quorum will be two members. 
 
Generally it is expected that decisions will be reached by consensus. Should 
this not be possible then a vote of members will be required. In the case of an 
equal vote, the person presiding (i.e. the Chair of the meeting) will have a 
second, and casting vote. 
 

8. Remit and responsibilities of the committee 
 
The committee will: 
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8.1 Make recommendations to the CCG Governing Body  on the approach to 
pay and remuneration for employees of the CCG and people who provide 
services to the CCG and allowances under any pension scheme it might 
establish as an alternative to the NHS pension scheme  
 
8.2 Specifically, the duties and functions of the Committee are as follows; 
 
a) to provide advice and make recommendation to the CCG Governing Body 
on the appropriate remuneration and terms and conditions for the 
Accountable Officer/Chief Officer and other senior managers paid through the 
Very Senior Managers Pay Framework including: 

 
• all aspects of salary including any performance-related elements; 
• provisions for other benefits 
• arrangements for termination of employment and other contractual 

terms. 
 
b) to advise and make recommendation to the CCG Governing Body on the 

appropriate remuneration for the role of Deputy Chair and the 
remuneration and terms of appointment of any lay members and 
secondary care specialist doctor 
 

c) to advise and make recommendation to the CCG Governing Body on the 
appropriate remuneration for the role of Clinical Chair, Medical Director, 
clinical directors, clinical leads, practice managers and practice nurses 
who undertake sessional work for the CCG. 

 
c) to ensure that there is proper calculation and scrutiny of termination 
payments taking account of such national guidance as appropriate, seeking 
HM Treasury approval as appropriate in accordance with the guidance 
‘Managing Public Money’ available on the HM Treasury.gov.uk website 

 
8.3 The Committee will also fulfil the role associated with that of a 
nominations committee to oversee and where relevant lead the process for 
board appointments, ensure the Governing Body  has the balance of skills 
and expertise to discharge its duties and responsibilities, and ensure 
succession planning for members of the Governing Body 

 
9. Reporting arrangements 

 
The committee reports to the CCG Governing Body. The committee will 
provide a report to the next meeting of the Governing Body  and the 
Governing Body will hold the committee to account for the delivery of its remit 
and responsibilities.  

 
10. Policy and best practice 

 
The committee will apply best practice in its decision making, and in particular 
it will:  
 

• comply with current disclosure requirements for remuneration; 
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• seek independent advice about remuneration for  individuals where 
appropriate to ensure equity and fairness;  

• ensure that decisions are based on clear and transparent criteria 
• comply with the CCG’s policy and procedures for the declaration of 

interests 
 
The committee will have full authority to commission any reports or surveys it 
deems necessary to help it fulfil its obligations. 

 
11. Conduct of the committee 

 
All members of the committee and participants in its meetings will comply with 
the Standards of Business Conduct for NHS Staff, the NHS Code of Conduct, 
and the CCG’s Policy on Standards of Business Conduct and Declarations of 
Interest which incorporate the Nolan Principles. 
 

12. Date of review 
 
The committee will review its performance, membership and these Terms of 
Reference at least once per financial year.  It will make recommendations for 
any resulting changes to these Terms of Reference to the CCG Governing 
Body for approval. 

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

 
 

Date agreed: 30 April 2013 
Reviewed July 2014: agreed [tbc] 
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Council of Practices  
Terms of Reference 

 
1. Introduction 

 
The Council of Practices is established as a committee of NHS North 
Tyneside Clinical Commissioning Group in accordance with its constitution, 
standing orders and scheme of delegation.  
 
These terms of reference set out the membership, remit, responsibilities and 
reporting arrangements and shall have effect as if incorporated into the CCG 
constitution and standing orders.  
 

2. Principal Function 
 
The Council of Practices is the mechanism through which the individual 
Member Practice Representatives come together for collective decision 
making as a member organisation, ensuring active participation by each 
Member Practice in the functions of the CCG. It will hold to account the CCG 
Governing Body and clinical executive through two way communication about 
the overall performance of the CCG and will enable member Practices to 
influence the strategic direction and priorities of the CCG.  
 

3.  Membership 
 
The membership will consist of: 
 

• The GP nominated by each Member Practice to act on its behalf in 
dealings with the CCG and to represent that Member Practice at 
meetings of the Council of Practices. 

 
The GP representative should not be an officer of the CCG.  
 
The members will select from the membership the Chair of the Council of 
Practices.  The Council of Practices may identify a Vice Chair. In the absence 
of the chair, meetings will be chaired by the Vice Chair, if one has been 
appointed or by a member chosen by those present at the meeting. 
 
The Council of Practices will consider and determine who else will join the 
Council of Practices. It will be for the Council of Practices to determine the 
role and involvement of any such additional members. Practice Managers 
may be invited to attend to support the GP representative to fulfil their 
responsibilities. Practice Managers cannot deputise for the GP representative.  
 
Members of the CCG Governing Body, the Clinical Executive or CCG 
employees may be invited to attend all or part of meetings to provide advice 
or support particular discussion from time to time. Invitations may also be 
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extended to individuals such as the Local Authority Director of Public Health 
or individuals from other organisations to give advice and support. Those 
invited to attend will not be entitled to vote. 
 

4. Roles and responsibilities of Practice Representatives  
 
• To represent their practice’s views and act on behalf of the practice in 

matters relating to the CCG.   
• To attend general meetings of the Council of Practices to represent their 

practice’s views 
• To endeavour to secure the effective participation of their practice in 

exercising of the CCG’s functions 
• To ensure clinical commissioning business is on the agenda of the 

practice meeting 
• To ensure their practice uses all reasonable endeavours so as to meet the 

objectives and assist in the development and delivery of the CCG’s  
commissioning plans 

• To ensure that their practice shares lessons learned and adopts good 
practice as agreed by the CCG 

• To commit to work collaboratively within the CCG 
• To declare any conflicts of interests of the individual and of other 

individuals within their GP Practice  which may affect the integrity of the 
CCG’s decision making process 

 
5. Secretarial support 

 
The CCG Head of Governance will ensure that a minute of the meeting is 
taken and provide appropriate support to the Chair and members.  
 

6. Frequency of meetings 
 

A minimum of four meetings will be held during any one year.   
 
Members will be expected to attend each meeting. Where the nominated GP 
representative of the practice cannot attend then a GP deputy should attend, 
notified to the Chair in advance.  
 
Participation of members in meetings is crucial to the success of the Council 
of Practices and the CCG is committed to exploring ways of improving 
engagement and participation. Members of the Council of Practices or others 
invited to attend may participate in meetings by telephone, by the use of video 
conferencing facilities and/or webcam where such facilities are available. 
Participation in a meeting in any of these manners shall be deemed to 
constitute presence in person at the meeting. 
 

7. Extra-ordinary meeting 
 
The Clinical Executive or the CCG Governing Body or at least 30% of the 
members may call a general meeting of the Council of Practices by giving all 
members at least twenty one day’s notice 
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8. Agendas and papers 
 
The agenda for meetings will be set by the chair. The agenda and papers for 
the meeting will normally be distributed 10 days before the meeting and not 
less than 5 working days in advance of the meeting. Items for the agenda 
should be notified to the chair 15 working days in advance of each meeting. 
The setting of the agenda for, and minutes of, each meeting should identify 
where discussion should rightly be recorded as being of a confidential or 
commercially sensitive nature. 

 
9. Quoracy 

 
50% of members, including nominated GP deputies, shall be the quorum. 

 
10. Decision Making  

 
Decision making will generally be by consensus.  In any matter put to a vote 
the following voting arrangement will apply: 
 

• Each Practice will have one vote per practice  
 
In the case of an equality of votes the chair of the meeting shall be entitled to 
a casting vote. 
 

11. Resolutions in Writing 
 
A resolution in writing signed or approved by 75% of Members shall be as 
valid and effectual as if it had been passed at a general meeting held.   
 

12. Remit and responsibilities of the Council of Practices   
 
The remit and responsibilities of the Council of Practices are set out in the 
Constitution. It will be responsible for: 

• Shaping and defining the culture of the CCG in relation to 
commissioning safe, high quality services 

• Identifying opportunities for improved health care provision and 
priorities for inclusion in the CCG’s Commissioning intentions 

• Developing the strategic commissioning priorities to ensure the 
Commissioning Plan (incorporating the Financial Plan) will deliver on 
the vision, values and overall strategic direction of the CCG 

• Consideration and approval of applications to NHS England on any 
matter concerning changes to the CCG’s constitution 

• Approving the arrangements for the appointment of clinical leaders to 
represent the CCG’s membership on the CCG Governing Body and 
committees of the Governing Body 

• Approving the arrangements for identifying the CCG’s proposed 
accountable officer 

• Approve decisions that individual members or employees of the group 
participating in joint arrangements on behalf of the group can make. 
Such delegated decisions will be disclosed in the overarching scheme 
of reservation and delegation 



NHS UNCLASSIFIED 

Page 25 of 29 
 

• Agreeing any proposals to merge, amalgamate or federate with any 
other CCG which will be proposed to NHS England for approval 

• Holding the Governing Body and Clinical Executive to account through 
two way communications about the overall performance of the group 

• Being consulted upon any changes to commissioned services upon 
which service users are being consulted in accordance with the 
statutory duty 

 
13. Reporting arrangements 

 
The Council of Practices will be accountable to the Member Practices and will 
make its approved minutes available to all Member Practices. The approved 
minutes will also be received by the CCG Governing Body. The minutes of all 
formal meetings will be a matter of public record unless agreed specifically to 
the contrary. 
 

14. Policy and best practice 
 

The Council of Practices will apply best practice in its decision making, and in 
particular it will:  

• comply with current disclosure requirements for remuneration; 
• ensure that decisions are based on clear and transparent criteria 

 
It will have full authority to commission any reports or surveys it deems 
necessary to help it fulfil its obligations. 
 

15. Conduct of the Council of Practices  
 
All members of the Council of Members and participants in its meetings will 
comply with the Standards of Business Conduct for NHS Staff, the NHS Code 
of Conduct, and the CCG’s Policy on Standards of Business Conduct and 
Declarations of Interest which incorporate the Nolan Principles. 
 
The Council of Practices will review its performance, membership and these 
Terms of Reference at least once per financial year.  Any changes to these 
Terms of Reference will be notified to the CCG Governing Body and thereby 
become a matter of public record.  

 
 

Date agreed: 26 February 2013   
  Date reviewed: 23 June 2014; agreed 30 July 2014 
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Clinical Executive  
Terms of Reference 

 
1. Introduction 

 
The Clinical Executive is established as a committee of NHS North Tyneside 
Clinical Commissioning Group in accordance with its constitution, standing 
orders and scheme of delegation.  
 
These terms of reference set out the membership, remit, responsibilities and 
reporting arrangements of the Clinical Executive and shall have effect as if 
incorporated into the group’s constitution and standing orders.  
 

2. Principal Function 
 
The Clinical Executive is established to support the clinical commissioning 
group, its Council of Practices, its Governing Body and the accountable 
officer in the discharge of their functions.  It will assist the CCG in its duties to 
promote a comprehensive health service, reduce inequalities and promote 
innovation.  Its remit includes development and implementation of strategy, 
monitoring and delivery of statutory duties, operational, financial, contractual 
and clinical performance as well as ensuring the coordination and monitoring 
of risks and internal controls. It is responsible for ensuring effective clinical 
engagement and promoting the involvement of all member practices in the 
work of the CCG in securing improvements in commissioning of care and 
services. 
 

3. Membership 
 
The membership of the committee will consist of: 
  

• Chief Officer 
• Chief Finance Officer 
• Medical Director 
• Executive Director of Nursing and Transformation  
• Clinical Directors (x3) 
• Nominated Practice Manager 
• Director of Commissioning Development 
• Head of Governance  

 
Meetings will be chaired by the Chief  Officer. In the absence of the Chief 
Officer meetings will be chaired by the Medical Director. 
 
The chair has the responsibility to ensure that the Committee obtains 
appropriate advice in the exercise of its functions.   
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The Chair of the CCG, officers, employees, and practice representatives of 
the CCGs and other appropriate individuals may be invited to attend all or part 
of meetings of the committee to provide advice or support particular 
discussion. This may include representatives from the Commissioning 
Support service. 
 

4. Secretarial support 
 

The head of governance will ensure that secretarial support is provided to the 
committee..  
 

5. Frequency of meetings 
 

Meetings of the clinical executive will usually meet at least monthly and not 
less than 8 times per financial year. There will be no more than 10 weeks 
between meetings. 
 
Members will be expected to attend each meeting.  
 
 
In exceptional circumstances and where agreed in advance by the chair, 
members of the clinical executive or others invited to attend may participate in 
meetings by telephone, by the use of video conferencing facilities and/or 
webcam where such facilities are available. Participation in a meeting in any 
of these manners shall be deemed to constitute presence in person at the 
meeting. 
 

6. Agendas and papers 
 
The agenda for meetings of the clinical executive will be set by the chair. 
 
The agenda and papers for meetings of the clinical executive will be 
distributed 3 working days in advance of the meeting. Items for the agenda 
should be notified to the chair 10 days in advance of each meeting. The 
setting of agendas for, and minutes of, each meeting should identify where 
discussion should rightly be recorded as being of a confidential or 
commercially sensitive nature. 

 
7. Quoracy and Decision Making 

 
One third of members are needed for the meeting to be quorate, and: 

• At least the Chief Officer  or the Chief Finance Officer must be present 
• At least one clinician (nurse or doctor) must be present.  

 
Generally it is expected that decisions will be reached by consensus. Should 
this not be possible then a view of members will be required. In the case of an 
equal vote, the person presiding (i.e. the Chair of the meeting) will have a 
second, and casting vote. 
 

8. Remit and responsibilities of the clinical executive 
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The clinical executive will be responsible for providing day to day operational 
management direction for the successful delivery of the objectives of the 
CCG: 
 
8.1 Strategy and Planning 
 

• Preparing and recommending the strategy and annual commissioning 
plan for the Governing Body to consider and approve and overseeing 
its delivery 

• Formulating and implementing service change and development 
arising out of the strategy 

• Preparing and recommending to the Governing Body the 
Organisational Development Plan and enabling strategies including the 
Communications and Engagement Strategy, and overseeing their 
delivery 

• Developing CCG input to the Joint Health and Wellbeing Strategy and 
contributing  to the Joint Strategic Needs Assessment, with a view to 
reducing inequalities in health 

• Establishing links and working arrangements with other CCGs, 
Provider Trusts, the Local Authority, other health care partners, the 
NHS England Area and Regional Team and the clinical senate that 
would support the integration of both health services with other health 
services and health services with health-related and social care 
services where the CCG considers that this would improve the quality 
of services or reduce inequalities. 

• Ensuring that the views of patients and the public are properly reflected 
in the development and implementation of CCG policies and plans  
 

8.2 Delivery 
 

• Delivering target outcomes and outputs set by the Secretary of State, 
NHS England, NICE, CQC and other national/regional authorised 
bodies and providing assurance to the Governing Body in this respect 

• Ensuring the co-ordination and monitoring of the CCG’s clinical work 
programme, in delivery of the CCG’s annual commissioning plan 

• Managing the performance of the CCG against its financial and non-
financial targets including QIPP  

• Oversight and detailed scrutiny of implementation of  disinvestment  
programmes and QIPP delivery  

• Ensuring the control, co-ordination and monitoring within the 
organisation of risk and internal controls, reviewing  the corporate risk 
register regularly 

• Approving business cases and procurement contract awards in line 
with the CCG’s financial scheme of delegation and approved budgets 

• Leading the delivery of the CCG educational programme 
• Preparing the CCG’s annual report for the audit committee to consider 

and approve and recommend to the board 
• Approving the CCG’s operational  policies and procedures 
• Overseeing and managing the contract and annual work plan with the 

CCG’s commissioning support services provider.  
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9. Reporting arrangements 
 

The Clinical Executive reports to the CCG Council of Practices. The CCG 
Governing Body will receive assurance from the Clinical Executive on the 
delivery of its remit and responsibilities. 
 

10. Policy and best practice 
 

The clinical executive will apply best practice in its decision making, and in 
particular it will:  

• comply with current disclosure requirements for remuneration; 
• ensure that decisions are based on clear and transparent criteria 

 
The clinical executive will have full authority to commission any reports or 
surveys it deems necessary to help it fulfil its obligations. 
 
The clinical executive will establish such sub-groups to assist with the delivery 
of its delegated responsibilities and progress its work as it sees fit.  

 
11. Conduct of the clinical executive 

 
All members of the clinical executive and participants in its meetings will 
comply with the Standards of Business Conduct for NHS Staff, the NHS Code 
of Conduct, and the CCG’s Policy on Standards of Business Conduct and 
Declarations Interest which incorporates the Nolan Principles. 
 

12. Date of Review 
 
The clinical executive will review its performance, membership and these 
Terms of Reference at least once per financial year.  It will make 
recommendations for any resulting changes to these Terms of Reference to 
the Governing Body for approval.  

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

 
 
 

Date agreed: 30 April 2013 
 Date reviewed: 23 June 2014; agreed 23 July 2014 
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