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1. How the Northumberland, Tyne & Wear & North Durham Sustainability & 
Transformation Plan Links With The Priorities Within the North Tyneside CCG 
Operational Plan 
 
We have begun this section by outlining some of the key pieces of information from 
the Northumberland, Tyne and Wear and North Durham Sustainability & 
Transformational Plan. This is to provide the strategic context within which the NHS 
North Tyneside Operational Plan 2017-2019 has developed and to demonstrate how 
the local plans align to regional plans.  
 
The Northumberland Tyne and Wear and North Durham (NTWND) STP footprint is a 
new collaboration covering a total population of 1.7 million residents across three 
Local Health Economies (LHEs): 

 
• Northumberland and North Tyneside 
• Newcastle Gateshead 
• South Tyneside, Sunderland and North Durham 
 
Transformation across the whole of the NTWND footprint will see a shift towards 
improving ‘population health’ - moving from fragmentation to integration in care 
delivery, but also tackling social, economic and environmental challenges that 
heavily influence the health and wellbeing of our population.  
 
Acting together as a Health and Care system will see us focus on prevention and 
lifestyle support as well as developing New Models of Care across the following 
three areas of transformation: 
 
• Scaling up Prevention, Health and Wellbeing 
• Out of Hospital Collaboration 
• Optimal use of Acute Sector  
 
The STP provides an overarching route map for the future direction of travel across 
the NTWND area. Our 2 year operational plans of each of our constituent NHS 
organisations reflect a more granular level of detail. 
 
The table below provides an overview of the STP Delivery Priorities for the three 
transformational areas detailed above.  
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Table 1 – STP Delivery Priorities Overview 
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2.  NTWND Vision 2021 
 
“A place-based system ensuring that Northumberland, Tyne and Wear and 
North Durham is the best place for health and social care” 
 
Our NTWND vision builds upon existing work underway within each of our Local 
Health Economy areas (LHEs) and enables us to take a transformative approach to 
addressing the key challenges we face across the system.  
Our key aims for Health and Care by 2021 are to: 

• Experience levels of health and wellbeing outcomes comparable to the rest of the 
country and reduce inequalities across the NTWND STP footprint area 

• Ensure a vibrant Out of Hospital Sector that wraps itself around the needs of their 
registered patients and attracts and retains the workforce it needs 

• Maintain and improve the quality hospital and specialist care across our entire 
provider sector- delivering highest levels of quality on a 7-day basis 

 
 

3. NTWND Plan On a Page  
 
Our NTWND STP plan on a page sets out how we will achieve our vision for health 
and social care over the next five years. It outlines the key actions and activities for 
the STP as embodied within our plan.  These actions and activities have been 
developed  through a clear understanding of the challenges we face  in respect of  
Health and Wellbeing, Care and Quality and Finance and Efficiency and will support 
us to achieve our ambition for improvements within the new financial envelope.  
The plan describes the 3 Local health Economy (LHE) areas which make up the STP 
footprint and their direction of travel in relation to New Care Models, the key areas 
for delivery across the STP and how the efficiencies accruing from the 
implementation of those changes are expected to deliver financial balance. 
 
Table 2 – NTWND Plan on a Page 
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4. NTWND Evolving Model 
To address the challenges we have established an NTWND STP wide framework for 
a future health and care model.  This work is based on an assessment of current re-
design programmes within each LHE including the North East Wide Vanguard 
Programmes.  Our framework provides a ‘blue-print’ for the spread of population 
based new models of care. 
 
 
Table 3 – NTWND STP Evolving Health & Care Model 
 

 
 
 

5. Understanding NTWND Gaps  
Our understanding of the current position against the three gaps set out within the 
NHS Five Year Forward View has been developed through a process of  robust 
analysis and modelling utilising for example JSNAs, scrutiny of clinical quality and 
safety data, patient and carer feedback, evaluations and organisational financial 
information. The table below summarises our understanding. 
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Table 4 – NTWND STP Gaps 
 
 

 
 
 
 

6. Individual Local Health Economy Priorities 
 
We mentioned in Section 4 above, that the Northumberland, Tyne & Wear and North 
Durham STP wide framework for a future health and care model is based on an 
assessment of current re-design programmes within each Local Health Economy 
(LHE), including the North East Wide Vanguard Programmes.  Over 2017/18 and 
2018/19, our Northumberland and North Tyneside Local Health Economy will have 
specific focus on:  
 

6.1. Continuing the development of the Northumberland ACO to allow the proof of 
concept of a PACS model supported by a new commissioning arrangement with the 
local authority to be fully tested and evaluated. The development of the ACO 
vanguard is hugely important for the NTWND STP and for colleagues looking at 
similar models across the country. It is important for this to continue to develop so 
that the benefits can be properly measured and the knowledge needed to spread the 
model wider learned.  

 
6.2. Exploring how Newcastle Gateshead CCG might support North Tyneside CCG with 

a joint management team across both CCGs, to give consistent and strong 
leadership whilst focusing on immediate financial recovery.  

 
6.3. Continuing to support Northumbria Healthcare NHS FT and Northumberland, Tyne 

and Wear NHS FT to deliver outstanding care whilst ensuring the former can deliver 
7 day services as a key part of acute care provision for the wider North of Tyne 
population centre  
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From 2019/20 onwards we will look to identify the most appropriate care model for 
North Tyneside by assessing the options presented by a mature ACO arrangement 
in Northumberland and the model of care identified for the population  
 
More specific information about the Northumberland and North Tyneside Local 
Health Economy plans are described in the table below: 
 
Table 5 – Northumberland and North Tyneside Local Health Economy Plan 
 

 
 
 

7. North Tyneside CCG Strategic Vision & Principles 
 
The NHS North Tyneside CCG Vision is:   
 
“Working together to maximise the health and wellbeing of North Tyneside 
communities by making the best possible use of resources” 
 
Our strategic vision is supported by ambitious plans to change the way that care is 
delivered by 2020/21 with specific focus during 2017-2019 to enable the schemes 
outlined in the STP and in section 6 above for our Local Health economy.  The 
schematic and text below summarises our strategic priority themes for changing the 
health care system by 2020/21, working together with our partners, as follows: 
 

• Keeping healthy, self care 
• Caring for people locally 
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• Hospital when it is appropriate. 
 
Improving and developing the integration of health and social care is also an 
important cross cutting priority for both the CCG and Local Authority.  
 
 
Diagram 1 – NHS North Tyneside CCG Strategic Priority Themes 

 
 
Our Strategic Principles are: 
 

• High quality care that is safe, effective and focused on patient experience 
• Services coordinated around the needs and preferences of our patients, carers and 

their families 
• Transformation in the delivery of health and wellbeing services provided jointly with 

the local authority, other public sector organisations and the private and voluntary 
sector 

• Best value for taxpayers’ money and using resources responsibly and fairly 
• Right services in the right place delivering the right outcomes 
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8. Achieving the Nine National ‘Must Do’s’ 
 
The table and narrative below describes our position in relation to achievement of 
the nine national “Must Do’s”.  In our narrative we describe our plans at a high level 
and have identified any issues or risks associated with these plans. 
 
Table 6 – NHS North Tyneside CCG National Must Do Progress Chart 
 

National Must Do Plan in place to 
deliver 

Progress 

 Develop a high quality and agreed STP 
  

On track 

 Return to aggregate financial balance 
  

On track 

 Local plan to ensure sustainability and 
quality of general practice  

On track 

 Achievement of access standards for A&E 
and ambulance waits  

On track 

 Improve against maintenance of NHS 
Constitution referral to treatment 
standards 

 
On track 

 Improve against maintenance of NHS 
Constitution cancer standards and one 
year survival  

 
On track 

 Achievement of new mental health 
standards 
Continue to meet Dementia diagnosis 

 
On track 

 Transform care for people with learning 
disabilities  

On track 

 Make improvements in quality 
  

On track 

 
 
 

8.1. Development of a High Quality and Agreed Sustainability and Transformation 
Plan 
 
We described earlier in the Operational Plan how the STP priorities are to: 
 
• Scale up prevention and health & well-being 
• Develop models of out-of-hospital care 
• Make best use of acute hospital sector 
 
These are to be delivered within the context of addressing a £641m potential funding 
shortfall by 2020/21 if nothing changes. 
 
The interventions that the STP expects to be led and delivered locally (i.e. at CCG / 
Local Authority level) are to support self-care and health promotion, develop primary 
care, develop community and other out-of-hospital provision support, secondary care 
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commissioning and collaboration with voluntary sector and public engagement. The 
CCG’s commissioning plans reflect this contribution.  
 
North Tyneside CCG has therefore proposed 4 main priorities which align to the STP 
programme. These are as follows:  

 
 

8.1.1. Self-care / supporting patients to make the right choices 
 
• Support for people to address their common health problems through self-

management or using low-intensity solutions to common health problems. 
Discover why people find it difficult to lose weight, exercise, stop smoking, drink 
less alcohol and make it easier for them to adopt these behaviours. 

• Promotion of ‘patient online’ and other e-solutions to improve the convenience 
and accessibility of GP services and alternative community provision 

• Collaboration with Public Health (North Tyneside Council), third sector and 
carers organisations to improve health and well-being and awareness of 
services available 

• More intervention to direct people to the right solutions for their problem (eg. 
directly bookable services through NHS 111, streaming at front-door of A&E, 
use of community pharmacy for minor ailments) 

  
 
8.1.2. Reform of Urgent and Emergency Care system 
 
• Procurement of integrated urgent care centre and GP Out of Hours service for 

North Tyneside 
• Measures to reduce demand for urgent services (A&E and non-elective 

admissions) presenting at the Northumbria Specialist Emergency Care Hospital 
(NSECH) 

• Plans that are resilient to winter surges or other sudden increases in demand 
• Measures to improve ambulance performance, especially response times and 

handover times at NSECH 
• Change contract incentives to reward activity reductions 
• Collaborate with North Tyneside Council to improve effectiveness of Better 

Care Fund 
• Address mental health needs of individuals accessing urgent care services 
 
8.1.3. Right Care 
 
• Make best use of comparative information to identify savings opportunities 

across common pathways (estimated total Rightcare opportunity £12m) 
• Prioritise following areas for improvement: 
 Musculo-skeletal 
 Respirtatory 
 Circulation 
 Gastrointestinal 
 Cancer 
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• Work collaboratively with Northumberland CCG & Northumbria Healthcare 
NHS FT to develop change programmes 

• Utilise national support effectively 
 
8.1.4. Develop out-of-hospital care 
 
• Implement the CCG / Tynehealth primary care strategy 
• Identify services currently provided in hospital settings that could be delivered 

more cost-effectively in out-of-hospital settings (eg. DMARDS, heart failure 
etc) 

• Evaluation and (if positive) roll-out of Care Plus new models of care to whole 
of North Tyneside 

• Apply planning assumptions to move resources in support of out-of-hospital 
care 

 
8.1.5. Engagement 
 
The CCG proposes to hold patient engagement workshops to refine and develop 
these proposals further. These will be taken forward with the Patient Forum / 
Healthwatch. 
 
8.1.6. Key Challenges 
 
There are risks associated with delivery of this programme described above which 
will be identified in detail individual project risk assessment documentation. As high 
level summary of some of these issues or risks are described below 
 
Many of the self-care and  supporting patients to make the right choices initiatives 
are reliant on a culture change which we recognize take time to effect and realise 
tangible benefits.  
 
We expect that other initiatives will realise benefits more quickly particularly our 
initiatives on urgent care and Rightcare. In relation to urgent care, there are obvious 
risks with undertaking procurements but the CCG has worked very closely with key 
stakeholders and NHS England to identify any such risks and minimize them as 
effectively as possible.  
 
Engagement of key stakeholders in initiatives can be an issue to successful delivery, 
but the CCG is actively working to minimize these and ensure that appropriate 
stakeholders are involved in our initiatives, such as Rightcare. 
 
Funding, workforce capacity and clinical leadership is an inevitable risk to delivery of 
new initiatives, such as those included in the Primary Care Five Year Forward View, 
but the CCG expects that resources will be managed to ensure that the initiatives are 
delivered.  
 
  

13 
 



 
8.2. Return to Aggregate Financial Balance 
 
We will describe in this section how we will continue delivering in-year financial 
balance over 17/18 and 18/19 and what arrangements have been put in place to 
repay our cumulative deficit of 19.3m. We will use a variety of schemes and methods 
to ensure that we can maximise efficiencies and identify savings opportunities such 
as tackling unwarranted variation and looking at quality efficiencies.  
 
The CCG is required to produce a recovery plan in response to its current legal 
directions. The plan is intended to deliver the control total for 2016/17 on a non 
recurrent basis which means that the CCG will face a recurring challenge in 2017/18.  
The recovery plan recognizes this challenge and aligns with the STP by targeting an 
outturn that is consistent with the STP control totals. 
 
To ensure compliance with the STP, the CCG is also collaborating with other 
commissioners in developing a number of region-wide QIPP schemes.  The key 
workstreams within the STP programme are: 
 
• Prevention, health and wellbeing 
• Out of hospital 
• Optimising the use of acute services 
• Mental health 
 
In addition to the above workstreams the CCG is collaborating on a number of 
additional STP wide initiatives including the reconfiguration of pathology and back 
office services.  There is a recognition that some STP savings should be delivered 
by overhead reduction and consolidation however the CCG believes that it is 
essential to supplement this work with broader cost reductions across providers.  
The CCG therefore proposes to work with providers on developing these cost 
reduction proposals in order to support a sustainable regional cost base. 
 
The STP directors of finance are also developing further proposals for savings that 
would be implemented on a region wide basis in order to ensure consistency and 
avoid the challenge of a ‘postcode lottery’. 
 
These include: 
 
• Prescribing schemes such as the cessation of grey list prescribing 
• Non prescribing schemes such as the restriction of podiatry services and BMI 

reviews prior to surgery. 
 
For 2017/18 the CCG, with the delivery of £14.2m FRP savings, will deliver an 
overall in year break even position and an in year underlying position of £0.25m. We 
are currently planning to end the financial year with a £19.3m deficit although if the 
opportunity arises in 17/18 we will be looking to make a repayment towards the 
carried forwards deficit.   
 
In line with NHSE guidance, the CCG will during 2017/18 hold reserves comprising 
of a non-recurrent 1% headroom reserve and a 0.5% contingency.  Although 0.5% of 

14 
 



the headroom reserve is available to be committed from the start of the financial year 
the CCG intends to hold the reserve to be utilised on non recurrent investments later 
in the financial year.   
 
To ensure consistency with the STP the CCG has applied the same level of growth 
to enable the reconciliation between the CCGs operational plan and the ‘do nothing’ 
position reported in the STP.  The CCGs FRP of £14.2m also includes the top down 
solutions to reduce acute activity identified within the STP along with the staged 
implementation of RightCare and the full year effect of local QIPP schemes carried 
forwards from 2016/17. 
 
We have also identified the full level of funding for the General Practice 
Transformation support in 2017/18 along with funding to ensure the delivery of the 
Mental Health Investment Standard.   
 
For 2018/19 we are planning to deliver an in-year breakeven position in line with the 
STP control total for the CCG.  An underlying position of £0 will be generated by the 
delivery of a net QIPP target of £10.4m.      
 
To help us with these financial calculations, we have carefully undertaken a 
modelling exercise to ensure that we take into account such issues as population 
growth, known health issues and the CCG’s commitment to meet constitutional 
requirements whilst also complying with the requirements of the STP.  
 
 
8.2.1. Key QIPP Schemes Overview Aligning To STP 
We have provided below some information about our key QIPP schemes mentioned 
in the table above, which will assist the CCG in meeting its financial responsibilities 
as well as providing improved quality services for patients in North Tyneside.  
 
 
i. Medicines Management 
Medicines Optimisation continues to be an important feature of the CCG’s planning 
intentions into 2017/18 and 2018/19, as it has been in previous years. During the 
next two years, we intend to undertake a number of initiatives as described below.  
 
We will: 

• Implement interventions to support optimal medicine taking to enhance the quality of 
life and experience of care for people with long term conditions, which includes: 
- Brand prescribing inhaled therapy to ensure patients receive devices they 

have been trained to use and can demonstrate their use. Brand prescribing  of 
combination inhalers is currently at over 90% 

- Carefully look at prescribing  interventions and prescribing support to make 
efficiency savings to ensure judicious use of the finite resources allocated for 
medicines set against the increasing demands of an aging population and 
increased complexity of long term care management within primary care 

 
• Reduce waste within the overall system through use of electronic prescribing and 

repeats systems and avoidable waste in care homes, which includes: 
- All practices and pharmacies across the Borough are ETP enabled 
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- Medicine Optimisation have developed a medication review and waste 
avoidance service and support remedial actions that arise from any safe 
guarding issues within the care homes 
 

• Support the judicious use of antibiotics to appropriately manage infections and 
minimising the risk of the development of healthcare acquired infections which we 
will achieve via: 
- An antibiotic awareness campaign which commenced in November 2016 to 

coincide with European antibiotic awareness day 
- Antibiotic use being monitored on a quarterly basis and forms part of the MO 

practice team work plan 
 

• Support local implementation of NICE clinical and technical guidance supporting the 
development of local integrated pathways and guidance, allied to effective horizon 
scanning through: 
- The CCG medicine optimisation Committee using effective horizon scanning to 

ensure there are sufficient resources available to encompass the introduction of 
new and NICE approved medicines.  

- NICE technical guidance implementation is facilitated through the close working 
relationship between the CCG and the Area Prescribing Committee that is the 
local decision making body for medicines   

 
We expect that the combination of the above initiatives will assist the CCG in its 
financial recovery as well as offer sustained delivery.  
 

• Ensure efficient use of our prescribing budgets within our service transformation 
proposals, enabling people to manage their health, reduce the need for acute 
intervention and maintain independence.   
 

• Be integral to and play a key role in the development of a new paradigm of 
healthcare in line with the 5 year forward view  
 
 

ii. New Models of Care 
New models of primary care are already under development in North Tyneside, with 
the aim of caring for our neediest of patients locally, in a more personal and more 
effective way. Patients with multiple long term conditions are offered an enhanced 
care package, based on wrapping services around the patient, with a shift from 
reactivity to proactivity and prevention, rather than the patient being dictated to by 
current organisational arrangements. We call this the Care Plus model.  
 
The new models of care project formed an integral part of the CCG’s financial 
recovery plan moving into 16/17 and will continue to embed during 2017/18 onwards. 
The development of Care Plus will support the review and reconfiguration of current 
community services. 
 
North Tyneside New Models of Care (Care Plus) is a partnership between Health 
services (Hospitals, community and GP Practices), Social care and Age UK who will 
work together to provide: 
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• Coordinated proactive and reactive care for a stratified population (4%) defined 
as severe or moderate on the frailty index. 

• Core GMS sub contracted services for patients whilst registered within the 
service. 

• Promoting independence guided conversations and support via Age UK  
 
It is expected that Care Plus will free up capacity in primary care as a result of caring 
for this cohort of patient in a different way. There is a compact with the practices 
involved who have agreed to target those patients with mild frailty in order to provide 
proactive interventions therefore delaying the need for more specialist services and 
improving quality of life. In addition to this they will work together to explore 
mechanisms to deliver primary care at scale and improve access. 
 
The workforce is a combination of new posts (GPwSI) and reconfiguration of existing 
commissioned services.   
 
The aims of New Models of Care are described below: 
 
1. To ensure health and social care work more effectively together to deliver 

person centred seamless care delivery –ensuring patients tell their story once-
and care is coordinated regardless of provider. 

2. Deliver early interventions so that older and disabled people can stay healthy 
and independent at home –avoiding unnecessary hospital admissions and 
reduce A&E visits. 

3. Deliver care that is centred on the individual needs; rather than what the 
system wants to provide.  

4. Provide integrated support to carers. 
5. Improved outcomes for both patients and the health economy by: 
 
 Patient centred care: the system comes to them 
 The patient tells their story once 
 Better, quicker, more consistent care across the whole system 
 Caring for patients at home and within the community 
 Reducing avoidable admissions 
 More efficient productive health economy with less duplication & waste 
 
Over the period of May 2016 to September 2016, admissions (a count of both 
elective and non-elective spells) have reduced by 20% for the patients within the 
service over the same period in 2015. 
 
Over the period of May 2016 to September 2016, length of hospital stay has reduced 
by 36% for the patients within the service over the same period in 2015. 
 
Over the period of May 2016 to September 2016, outpatient appointments have 
decreased slightly by 1% for the patients within the service over the same period in 
2015. 
 
Over the period of May 2016 to September 2016, A&E attendances have reduced by 
15% for the patients within the service over the same period in 2015. 
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In relation to impacts on GP Practices, the current position shows that an average of 
5.8 per patient appointments have been dealt with by the Care Plus service. The 
current patient cohort of 191 patients would have previously been dealt with by their 
respective GP Practices. Over the first five months of the service this equates to 
circa 1100 appointments being saved in primary care. 
If the current forecast of 251 patients comes to fruition, the service would save 2641 
(FYE) GP appointments. If the current target of 530 patients referred into the service 
by the end of Mar 17 is met, this would equate to 7329 (FYE) GP appointments 
being saved annually. 
 
 
iii. Musculoskeletal Services 
For the last few years, NHS North Tyneside Clinical Commissioning Group has been 
reviewing the current model of pre-hospital musculoskeletal (MSK) services – 
primary care physiotherapy and Intermediate Musculoskeletal Assessment and 
Treatment Teams (IMATTs) – and considering the best way to improve the 
situation.  Currently there are two separate providers of primary care physiotherapy 
and two separate providers of IMATTs, supported by a separate provider of 
Magnetic Resonance Imaging (MRI).  The current clinical model could be 
significantly improved as the current pathway is fragmented and confusing for both 
patients and referrers, and patients often “bounce” around the system.  NHS North 
Tyneside CCG’s population is a significant outlier in terms of volumes of patients 
being referred for consultant opinion within secondary care.  Developing an 
integrated pathway is the nationally and locally recognised change that will result in 
positive outcomes for patient experience, quality and cost.   
 
During 2016, NHS North Tyneside CCG decided that the best way forward was to 
procure an integrated musculoskeletal service.  An open procurement exercise was 
carried out, and the successful bidder, Northumbria Healthcare NHS Foundation 
Trust, has been working closely with the CCG to mobilise the service.  The new 
service, North Tyneside Integrated Musculoskeletal Service, will go live from 1 
January 2017. 
 
The new service will be contracted on a block basis, and is expected to save circa 
£664k per year compared to the current services, with a quarter of this figure (£166k) 
being saved in the last quarter of 2016/17. 
 
The service will deliver and evidence the following key outcomes:  
• Reduced referrals to orthopaedics and rheumatology in secondary care. 
• Referrals to secondary care will have improved patient information, including a 

referral letter detailing diagnostic tests and indication of diagnosis eliminated if 
applicable. 

• Increased conversion rates for surgery. 
• Increased confidence in managing MSK conditions in primary care. 
• Evidence of patients self-managing their condition.  
 
The biggest improvements are: 
• integrated service / less “bouncing” around the system; 
• clearer access and route through to secondary care; 
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• increased appointment availability - Monday-Friday 8.30-5 / evenings / 
Saturday mornings; 

• reduced costs of the service 
 
 
iv. Urgent Care Model 
North Tyneside CCG’s Urgent and Emergency Care Strategy 2014 -2019 sets out 
the strategic vision for the development of local urgent and emergency care services 
over the next two years. At the heart of this strategy is the need to ensure that every 
person in North Tyneside has access to the right treatment in the right place at the 
right time. The strategy describes the national and local context, the need for change 
and the approach that will be adopted to transform and improve urgent and 
emergency care services to address current issues and future needs. 
 
In addition to the aims and objectives set out in the Urgent and Emergency Care 
Strategy, the CCG will also support the Northumberland & North Tyneside Local 
A&E Delivery Board to implement the 5 improvement initiatives mandated by NHS 
England and NHS Improvement. These are: 
 
1. Streaming at the front door of A&E to ambulatory and primary care 
2. Increasing the number of NHS 111 calls which are transferred for clinical advice 
3. Increase the ambulance service’s use of ‘see and treat’ and ‘hear and treat’ 

interventions in order to decrease the number of unnecessary conveyances to 
A&E 

4. Implement a package of measures to improve patient flow through hospitals 
5. Implement the ‘discharge to assess’ and ‘trusted assessor’ models to reduce 

discharge delays.  
 
The Right Care, Time & Place review of urgent care services provides the CCG with 
an opportunity to create a local urgent care system which delivers the objectives set 
out in the Urgent & Emergency Care Strategy. In 2017/18 the CCG will commission 
a new integrated urgent care service for North Tyneside which will consist of: 
 
• A single integrated urgent care centre providing 24/7 access to urgent care 

services for the residents of North Tyneside 
• Assessment and streaming at the front door with patients being given the 

option of alternative appointment with a suitable primary care service 
• Booked appointments within the Centre available via NHS 111 
• Seamless integration of in-hours and out-of-hours urgent care services 
 
The new Urgent Care Centre will form the nucleus of a reformed North Tyneside 
Urgent Care system that could eventually include the addition of primary care hubs 
providing enhanced access to urgent GP appointments for patients with a primary 
care need.  
 
The CCG will support the Local A&E Board’s delivery of the 5 mandated 
improvement initiatives by; 
 

• Commissioning urgent and emergency care services which include assessment 
and streaming as a core part of the service specification 
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• Work with primary care to increase the accessibility and availability of primary 
care services for people with an appropriate urgent care need. 

• Continue to support the development of the regional Clinical Hub and ensure 
that appropriate alliance arrangements are built into the specification of future 
service contracts. 

• Continue to develop and test ambulance crew protocols aimed at increasing the 
utilisation of local urgent care services. 

• Continue to support the implementation of the SAFER Bundle and Full Capacity 
Protocols for hospital sites with a Type 1 A&E facility. 

• Build on the success of the ‘discharge to assess’ pilot at North Tyneside 
General Hospital and bring this into mainstream practice during 2017/18. 

 
We expect the outcomes of the Right Care, Time & Place review to be: 
• Better patient outcomes and experience 
• Improved access to urgent care services 
• The provision of a high quality, financially sustainable, urgent care service 
• The implementation of an ‘assess to admit’ based approach to urgent care, with 

services which are designed to direct patients to the most appropriate point of 
care 

• Greater integration of primary and secondary care 
• Better lateral integration between urgent care, emergency care and specialist 

services 
• Less waste and duplication of services 
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8.3. Local Plan to Ensure Sustainability and Quality of General Practice 
 
8.3.1. Key Initiatives 
Current provision of general medical services in North Tyneside is through 29 
individual General Practices. Quality and patient experience measures show that 
although there are some areas that need improvement, service provision for North 
Tyneside residents is good.  
 
We know that there are a number of risks and pressures that will impact on the 
ability to deliver General Practice services in North Tyneside moving forward. We are 
aware of changes to the North Tyneside population which is expected to increase, 
including an increase in older residents. We are also conscious of the decrease in 
the number of student GP placements being filled and Government led initiatives 
such as 7 day working in the NHS which will present challenges in implementing. 
 
A clear increase in demand for General Practice services is therefore predicted at a 
time when capacity within existing general practice is likely to decrease.  A Tripartite 
Primary Care strategy has been developed for North Tyneside to ensure the 
sustainable delivery of services at the high levels currently experienced. This 
document has been produced in a collaboration between TyneHealth GP Federation, 
Newcastle & North Tyneside LMC and North Tyneside CCG and this collaborative 
approach will allow general practices in North Tyneside to work together within a 
wider structure of local healthcare provision along the lines suggested in the Five 
Year Forward View and GP Forward View. 
 
The Strategy is broken down into 4 work streams 
 
1. Redesigning Access to Primary Care  
We propose a GP led clinical team with a mix of skills and disciplines utilising new 
technologies to manage patients who need same day appointments, notionally 
available 8am-8pm 7 days per week. This is not about all practices opening their 
doors 8am-8pm 7 days per week but organising on a useful level and sharing 
responsibility.  Clusters of practices will work in ‘virtual hubs’, small enough to be 
personal and close to the patient but a large enough population to work efficiently for 
all.  This would link with urgent care services so that scarce resources can be used 
in the most flexible way. We believe that redesigning access in this way will both 
improve access to same day appointments in primary care as well as freeing up 
sufficient GP time to properly support those patients with more complex needs.  
 
2. Extended Primary Care Team (EPCT) 
More, and more complex care has moved out of hospitals and into primary 
care.  The EPCT will enrich the team with a range of healthcare professionals of 
complementary disciplines, working together to deliver the best care for each patient, 
and free up GP time to do the things that only GPs can do – diagnosing the complex 
patient safely in the community.  
 
3. Integrating Specialist Support 
Many patients have multiple co-morbidities, and specialists need to bring their skills 
into the community, closer to patients, to support the primary care team to deliver 
whole-person healthcare.  These specialists can continue to be employed by the 
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hospital or any other provider, and provide mobile clinics and transfer of knowledge 
to healthcare professionals in the community. This is about joining up the care 
provided by professionals who support the same people. This will be achieved by 
shifting the care resources to manage the health and care needs of patients to the 
most appropriate location. 
 
4. Prevention and self-management 
The only way to sustain financial balance is to put ownership back with the 
patient.  We will support people to manage their own health, linking them with social 
support systems in their community and identifying when a non-clinical intervention 
will produce the best experience and outcomes for patients. 
 
Through 2016/17 the CCG and Tynehealth federation have been engaging with 
member practices to develop projects to deliver this strategy, and in 2017/18 and 
2018/19 we will support GP practices to implement these projects, and make the 
changes identified to increase resilience and make general practice more 
sustainable. The North Tyneside Tripartite Primary Care Strategy is very much 
aligned with the General Practice Forward View and it’s important that we make use 
of available national funding associated with this document to deliver the local 
strategy. Projects implemented in 2017/18 will therefore include  
 
• the implementation of extended access to GP services in evenings and on 

weekends for all practices in North Tyneside  
• supporting practices to implement the 10 high impact changes identified in 

Releasing Time to Care 
• supporting training within local practices including the training of Care 

Navigators 
• piloting the use of new technology such as online consultation  
 
8.2. Key Challenges 
General Practice in North Tyneside is already very busy and our biggest challenge 
will be time away from the day job for both clinical and non-clinical practice staff to 
make the changes needed to implement these projects or work in a leadership role 
to ensure that projects are delivered successfully. The CCG will look to use resource 
to support practices to create the time to do this where we can but this will be the key 
factor that effects the speed with which projects can be implemented.    
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8.4. Achievement of Access Standards for A&E and Ambulance Waits 
 
8.4.1. Deliver the four hour A&E standard, and standards for ambulance 

response times including through implementing the five elements of the 
A&E Improvement Plan. 

 
Delivery of national performance standards will be led by the Northumberland & 
North Tyneside Local A&E Delivery Board. The Board’s work plan for 2016/17 
includes: 
 
• Routine system-wide monitoring of organisational performance against key 

metrics to allow for rapid and integrated implementation of actions required to 
improve performance 

• Development of a system-wide resilience and escalation plan ensuring a 
coordinated and consistent approach to the management of surge and 
seasonal pressures 

• On-going performance management of the recovery plan for improving 
ambulance response times 

• A commitment to implement any actions arising from the Emergency Care 
Improvement Team’s (ECIST) review of the Northumbria Specialist 
Emergency Care Hospital 
 

In respect of the five elements of the A&E Improvement Plan the CCG will: 
• Make appropriate triage, streaming and redirection a core feature of the 

emergency care services we commission. This will be carried out in 
conjunction with the development of programmes designed to improve urgent 
access to primary care, such as the local rollout of direct-booking to GP 
practices via NHS 111, thus ensuring that patients can be safely diverted 
away from A&E to a suitable alternative service.  

• Integrate the delivery of 24/7 urgent care services with the developing NHS 
111 Clinical Hub, thus ensuring that a greater proportion of NHS 111 calls can 
be transferred to a telephone-based appointment with a clinician as an 
alternative to attendance at A&E. 

• Participate in the regional task-and-finish group which has been tasked with 
developing processes and protocols to deliver the Discharge on Disposition 
model for ambulance services.  

• Ensure that service contracts for 2017/18 specify the provision of the SAFER 
bundle and work with partner organisations within the Local A&E Delivery 
Board to ensure that the new standards are maintained. 

• Participate in the task-and-finish group which has been established to lead the 
implementation of the Discharge to Assess model across Tyne & Wear. We 
will also encourage our Local Authority partners to remain engaged with this 
process.  
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8.4.2. By November 2017, meet the four priority standards for seven-day 
hospital services for all urgent network specialist services. 

 
The CCG and its commissioned providers continue to work toward full 
implementation of 7-day working, with both of the major acute providers supplying 
evidence through the Quality reference Groups of their implementation of the 10 
national clinical standards.  The providers and CCGs will continue to work together 
to look at the key areas of implementation and where the organisations can work 
collaboratively to ensure the sustainability of 7-day working. 
 
Northumbria Healthcare Trust’s model of urgent and emergency care is already 
based upon the principle of delivering a 7 day service. The trust will ensure that 35% 
of its patients are discharged by midday and to continually review patients for 
discharge throughout each day from 8 am onwards, spread across 7 days of the 
week.  It is hoped that this will result in a continual flow of patients being discharged 
and planned for discharge across the week. Thought is being given as to how this 
model can be measured and what metrics would be used and it is proposed that this 
will be done by looking at the numbers of discharges through readmission rates 
(comparing months / years) and the ability to avoid bed blockages in the system at 
periods of surge.  
 
Newcastle upon Tyne Hospitals Trust has embedded 7 day working within its 
transformation and redesign programmes. 7 day working has already been achieved 
in the delivery of routine diagnostics and consultant cover for A&E. The Trust is also 
undertaking a rolling review of employment contracts and work-plans to further 
enhance the delivery of 7 day services.   
 
The CCG has developed a primary care strategy which includes extended access at 
evenings and weekends as one of its keep themes. The development of an action 
plan for delivering this strategy is still under discussion with local practices and will 
need to be informed by concurrent programmes to reform the delivery of urgent and 
emergency care. 
 
 
8.4.3. Implement the Urgent and Emergency Care Review 
 
The CCG will commission a new integrated urgent care service for North Tyneside 
from 1st October 2017. This service will deliver the requirements of the Urgent and 
Emergency Care Review by: 
 
• Simplifying the local urgent care system and ensuring that it is more adept at 

directing patients to the most appropriate source of care. 
• Integrating in-hours and out-of-hours provision in a single service with less 

duplication and greater capacity to flex clinical resources to meet demand. 
• Encouraging patients to see NHS 111 as the ‘front door’ into the local urgent 

care system by allowing 111 to directly book appointments in the urgent care 
centre. 

• Integrating the urgent care centre with primary care by introducing triage on 
arrival and encouraging the public to take up the offer of a same-day primary 
care appointment wherever possible. 
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• Review of the current pilot 24/7 liaison psychiatry service operating at The 
Northumbria Hospital to determine future commissioning model 

 
8.4.4 Deliver a reduction in the proportion of ambulance 999 calls that result 

in avoidable transportation to an A&E department. 
 
The Northumberland & North Tyneside Local A&E Delivery Board will review the 
feasibility of providing paramedics with rapid access to clinical advice which can be 
used to determine the appropriate patient disposition. The development of the 
Clinical Hub will also provide 999 callhandlers with the ability to deflect non-
emergency calls to a telephone-based appointment with an appropriate clinician.  
 
North Tyneside CCG will continue to work with Northumbria Healthcare and NEAS to 
ensure that a greater proportion of 999 calls result in transportation to an urgent care 
centre rather than the A&E department at NSECH. Revised clinical protocols have 
been agreed and are being piloted with a view to full implementation being achieved 
by 2017/18.   
 
 
8.4.5. Initiate cross-system approach to prepare for forthcoming waiting time 
standard for urgent care for those in a mental health crisis. 
 
North Tyneside CCG is working with other CCG and providers to prepare for the 
forthcoming waiting time standards for urgent care. We are already shadow 
monitoring the A&E liaison psychiatry service which is jointly commissioned across 
our Local Health Economy by North Tyneside and Northumberland CCGs.  
 
Shadow monitoring for the period 4 July 2016 to 30 September 2016 during which 
time the service operated on a 24/7 basis, demonstrates that: 
• 65% of cases referred from A&E were seen in less than 1 hour 
• 15% of cases referred from A&E were seen between 60 – 90 minutes 
• 20% of cases referred from A&E were seen in 90+ minutes 

 
However, the vast majority of patients who were not seen within 90 minutes was due 
to the patient not being medically fit. 
 
100% of cases from wards were seen within 24 hours of referral 
 
We will use this information to help inform our future commissioning model for liaison 
psychiatry services. Both CCGs hope to submit a joint bid with Northumberland Tyne 
& Wear mental Health Trust and with Northumbria Healthcare NHS Foundation Trust 
to enhance the existing service. We will develop the bid with our local A&E Delivery 
Board to ensure system-wide input and responsibility for the service.  
 
 
8.4.6. Key Challenges 
  
The financial envelope within which we have to work poses a challenge whereby 
investment is likely to be sought from efficiencies elsewhere in the system. This will 
require cooperation and commitment from both commissioners and providers to 
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review how the proposed measures will impact on revenue flows and cross 
organisational / sector boundaries. 
 
The creation of the local A&E Delivery Boards under the leadership of the 
Foundation Trusts, increases the importance of whole system collaboration in 
delivering improved outcomes in A&E.  
 
While we are committed to the implementation of assessment and streaming at the 
front door of A&E to appropriately manage capacity and ensure people receive the 
right treatment in the right place, the geographically fragmented nature of the 
Northumbria urgent and emergency care system makes this one of the key 
challenges we will have to address.  
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8.5. Improve Against Maintenance of NHS Constitution Referral to Treatment 
Standards 
 
 
8.5.1. Deliver the NHS Constitution standard that more than 92% of patients on 
non-emergency pathways wait no more than 18 weeks from referral to 
treatment (RTT).  
 
The NHS Constitution standard is currently being delivered in North Tyneside with 
over 94% of patients waiting no more than 18 weeks from referral to treatment. The 
standard has been consistently met since April 2013 when the CCG was 
established, and the expectation is this will be maintained and the standard will 
continue to be met through 2017/18 and 2018/19. Work with our main providers of 
acute care to streamline elective care pathways will help to reduce waiting times for 
treatment for local patients. In addition the local Referral Management Service and 
engagement with local GP practices to review variation in referral levels has 
supported local acute trusts to manage the increasing levels of demand experienced 
through local demographic change.      
 
8.5.2. Deliver patient choice of first outpatient appointment, and achieve 100% 
of use of e-referrals by no later than April 2018 in line with the 2017/18 CQUIN 
and payment changes from October 2018.  
 
GPs are fully aware of the requirement to offer patients choice of first outpatient 
appointment, and are reminded of this periodically through the CCG’s Integrated 
Care Bulletin.  
 
North Tyneside CCG currently has a good usage of the e-referral system by local 
GPs at the point of referral, with all referrals that go through the North Tyneside 
Referral Management Service made through the e-referral system. While most 
referrals are started through an e-referral this hasn’t translated into high usage 
figures however. Through 2017/18 we will work with our main providers to 
understand what the barriers to the use of the system for the full pathway are and 
why for some patients the final appointment is being made using other local systems. 
Additionally in conjunction with local hospital trusts we will identify the services that 
need to be included on the system to ensure it’s possible to book appointments 
through an e-referral for all suitable services.    
 
 
8.5.3. Streamline elective care pathways, including through outpatient 
redesign and avoiding unnecessary follow-ups. 
 
NHS North Tyneside CCG will continue to streamline elective care pathways, 
including a focus on outpatient redesign and avoiding unnecessary follow-ups as 
appropriate.  Our main delivery methodology will be NHS Right Care.  NHS Right 
Care is an enabler to drive clinical change.  Using national and local data, it identifies 
areas of unwarranted variation in clinical practice by comparing a CCG with a peer 
group of 10 demographically-similar CCGs.  It enables CCGs to prioritise areas 
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where they wish to transform services using robust clinical leadership to deliver 
sustainable transformation.  We are a Wave 1 NHS Right Care adopter and started 
work on this programme during 2016/17.  We have reviewed the NHS Right Care 
“Where to Look Packs” and focus packs, and based on the potential savings 
opportunities compared to our comparator peer group established four priority work 
programmes - Musculoskeletal, Gastrointestinal, Circulation and Respiratory.  We 
will continue to deliver on these programmes in 2017/18, working with our main 
providers, Northumbria Healthcare and Newcastle Hospitals, to improve value for 
money in these services.  We will also continue to actively seek opportunities in 
other services. 
 
 
8.5.4. Implement the national maternity services review, Better Births, through 
local maternity systems 
 
The Northern England Clinical Networks Maternity Clinical Advisory Group is leading 
on implementation of the national review of maternity services, Better Births, across 
the region.  NHS North Tyneside CCG will continue to engage with this work and 
play its part in developing the local maternity system and implementing the outputs 
of the review.  Recently, seven early adopter sites have been selected to spearhead 
this work, and our region will learn the lessons from these sites. 
 
 
8.5.5. Key Challenges 
 
Engagement of key stakeholders in Rightcare initiatives could be a potential 
challenge successful delivery. We need to recognize the impact that these initiatives 
will have on providers and actively work with providers to ensure their buy-in and 
engagement with the initiatives.  
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8.6. Improve Against Maintenance of NHS Constitution Cancer Standards 
and One Year Survival 
 
8.6.1. Service Developments 
North Tyneside CCG will continue to build on its cancer strategy work plan towards 
delivering the key standards set out in the World Class Outcomes for Cancer 
document (2015).  Where these actions are more than a single CCG footprint, North 
Tyneside CCG will collaborate with neighbouring CCGS the Northern Cancer 
Alliance.  The plan to deliver against cancer standards in CCG is set in the context of 
the STP.    
 
• The Northern Cancer Alliance has convened its first board meeting with support 

from all CCGs and providers in the NE and Cumbria.  A commissioning forum as 
a working arm of the alliance has been established from December 2016. 

• The current performance reported on early diagnosis, 62 day wait and patient 
experience is good.  The North Tyneside CCG will continue to work with both of 
our main provider trusts to maintain this high level of performance.  It will also 
work with the Northern Cancer Alliance as there is a recognition that workforce 
pressures will increase with respect to diagnostics on a regional basis.   

• One year survival is below the national average, although there has been a 10% 
point improvement for NTCCG over the past 15 years. 

• Historical, high rates of cancer are due to a range of factors including our 
industrial heritage, high levels of deprivation and lifestyle issues like smoking 
which have a detrimental impact on survival rate (lowest quartile nationally).  

• Some elements of cancer activity are not amenable to health service only 
interventions and the CCG recognizes the importance of working with our 
partners in care in developing through health pathways, a more targeted 
approach focusing on the most disadvantaged communities where prevalence 
rates in the most common cancers is higher than the national average.  

 
Key priorities for the North Tyneside Cancer locality Group in 2017/18 include:  
 
• Improving pathways in to stop smoking services. North Tyneside smoking 

prevalence (although declining year on year) remains significantly higher than 
the national average. Smoking prevalence is the second highest in the region 
with both genders high.  Lung Cancer in particular is high when compared to 
comparable CCGs.  North Tyneside CCG is working with North Tyneside 
Public Health and the Smoking Alliance to develop a joint plan to reduce the 
harm that tobacco causes.  The aim will be to reduce prevalence to 5% by 
2025.  This will require a cross-cutting approach embracing compliance (e.g. 
tackling illegal tobacco and enforcing smoke-free legislation), targeted work 
with specific groups with high smoking prevalence rates (such as pregnant 
women, mental health service users and low income groups/communities) 
and stop-smoking services.  The details of this plan are being presented to 
Health and Wellbeing Boards in January 2017 and will have described a multi-
agency approach to delivering the tobacco control agenda required to meet 
this ambitious target of a smoking rate of 13% by 2020 and 5% by 2025.  
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• 1 –year survivorship. The health of people in North Tyneside is generally 
worse than the England average (11.6 years lower for men and 9.2 years 
lower for women). Early diagnosis and improvements in treatment means that 
survival rates are increasing and more than 50% patients will now survive at 
least 5 years. However early deaths from cancer remain worse than the 
England average.  

 
North Tyneside CCG is working with local providers in developing survivorship 
pathways. Traditionally, the focus of cancer service improvement has been on the 
referral to treatment pathway with the emphasis post treatment on surveillance and 
monitoring. Evidence suggests many follow appointments are perfunctory and often 
have little benefit in terms of developing self-management strategies.  
 
The aim in North Tyneside is to focus on self-management as early as possible after 
diagnosis for all cancer pathways. Taking to account local data on readmissions and 
premature deaths, North Tyneside CCG will initially focus on developing three new 
survivorship pathways for patients living with and beyond cancer. Activity will begin 
in 2017/18 to agree the priority for these actions across breast, colorectal and 
prostate cancer.  This will include a review of the feasibility of how to implement the 
clinical nurse specialists/key worker model as being delivered within the Long Term 
Conditions approach to care.  
 
The survivorship model will comprise of a fully comprehensive Recovery Package 

based on the following principles: 
• Risk stratification of Care – based on tumour type, treatment and personal 

circumstances. 
• Health needs Assessment –everyone with cancer should be offered a Holistic 

Needs Assessment. 
• Personalised Care Plan – for all patients diagnosed, focussing on individual 

needs along with a treatment summary for the patient and those involved with 
their Care. Adopting the principles of the “Year of Care” model by putting 
patients in the driving seat of their care, supporting then to self-manage and 
allow for a constructive dialogue between the GP and the person living with 
cancer.   

• Information and Education – that enables choice and confidence to self-
manage. 

• Remote monitoring – provision of safe, effective monitoring at a distance with 
timely interventions. 

• Care co-ordination – linked intrinsically with the care plan that aims to ensure 
the needs of the individual are met seamlessly across organisational 
boundaries. 

 
The CCG will work with the Northern Cancer Alliance to review the Breast Cancer 
Services.  Capacity across the North East and Cumbria will be stretched over the 
period of this planning guidance.  A review has been instigated in 2016/17 to assess 
the resilience of these services.  This is in addition to the local activity of the CCG to 
agree activity to discharge women who are symptom free and agree a route for them 
to come back into services should this change.  The stratification approach will be 
extended to colorectal cancer by 2018/9.  A review of the existing prostate 
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stratification will be undertaken to ensure that activity agreed in 2015/16 is still in 
place for men using these services. 
 
Cancer Screening 
North Tyneside CCG will continue to develop effective strategies to optimize uptake 
of  the HPV vaccine. In addition, we will take the learning from the recent North 
Tyneside Primary Care Cancer audit and develop plans for improving uptake in the 
three national screening programmes.  
 
 
Delivery of 62 day target and improve diagnostic capacity  
 
North Tyneside CCG along with its main acute providers usually exceeds the 85% 
target for 62 day target. The CCG will continue to work with our providers to ensure 
the 62 day standard is met. This includes having robust systems in place to ensure 
appropriate reviews of breaches are undertaken with improvement plans put in place 
where improvements are needed. 
 
8.6.2. Key Challenges 
Increase uptake in direct access to diagnostics for suspected cancer will require 
providers and CCGs to undertake a capacity assessment of current provision and 
assess workforce capability in areas such as radiology and pathology. 
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8.7. Achievement of new mental health standards: Continue to meet 
Dementia diagnosis 
 
In North Tyneside, we have two main providers of mental health services. 
Northumbria Healthcare NHS Foundation Trust provides Talking Therapies services, 
CAMHS services and mental health services for older people. Northumberland, Tyne 
& Wear Mental Health Trust provides all other services.  
 
8.7.1. Strategic Development 
We are committed to delivering the Mental Health Five Year Forward View and we 
have described below the measures and initiatives that we are implementing to 
achieve this. 
 
The Mental Health Integration Board which includes Public Health, North Tyneside 
Local Authority, NTWFT and NHCFT, as well as the CCG continues to meet bi-
monthly.  During 2016/17, an adult mental health strategy was been developed and 
was signed off via the Health & Well-Being Board. An Action Plan is in the process of 
development which focuses on the areas highlighted in the strategy document and 
national priorities for adult mental health services. Similar strategies are being 
developed by the CCG and Local Authority for older peoples mental health services 
and Children & Young Peoples Mental Health & Emotional Well-Being.  These 
documents and action plans re the main focus for the Board, alongwith the roll-out of 
the NTW Transformation Programme.  
 
We are continuing to work with Northumberland, Tyne & Wear Mental Health Trust 
(NTW Trust) on their Transformation Programme in recognition that the majority of 
its resources have been directed to inpatient services, accessible therefore to a 
minority of patients.  We have worked with the Trust during 2014/15 and 2015/16 to 
implement changes to inpatient services and to review community service provision.  
The changes to the community pathways will also influence the new specifications 
being developed for community crisis resolution and home treatment services 
provided by the Trust. The existing services are being reorganised within the Trust to 
be responsive and to meet patients needs. There have been some delays within the 
Trust on roll out of the new community pathways but these are now being resolved 
and it is expected that roll out will begin in the latter quarter of 2016/17. 
 
The North Tyneside Mental Health Crisis Concordat Stakeholder Group continues to 
meet on a bi-monthly basis following the upload and successful assurance of our 
North Tyneside Crisis Concordat Action Plan. During the latter half of 2016/17 we 
are reviewing the current Plan, to include new appropriate actions and to note those 
actions which have been completed. Some completed actions have highlighted 
further work, which need to be reflected in our updated Plan. We recognise the 
importance of ensuring that crisis services are timely and responsible and that we 
continue to improve the system of care and support so that people in North Tyneside 
in crisis because of a mental health condition are kept safe.  
 
We are committed to continuing to work collaboratively with our partners to 
commission mental health services for children and young people to ensure that their 
mental health needs have parity of esteem with their physical health needs.  In North 
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Tyneside, we benefit from a strong and responsive integrated tier 2/3 Children & 
Adolescent Mental Health Service. The service works with other services at tier 1, 
tier 3+ and tier 4 to ensure that the continuum of needs is met.  Children and young 
people’s emotional health and wellbeing are a high priority in North Tyneside and the 
Youth Council is working to ensure that mental health education is improved. We are 
currently implementing our refreshed CAMHS Transformation Plan, working in 
partnership with key stakeholders. Key features of our Transformation Plan are: 

- Investment into Children & Young Peoples IAPT services to ensure we achieve the 
national target of all areas being part of Children & Young Peoples IAPT by 2018. 
Staff in the North Tyneside service has undergone training during 2015/16 and 
further staff members will undergo training during 2016/17. Investment includes 
backfill funding for staff members to undergo the training.  

- Investment into eating disorder services at tier 3 level to offer direct clinical provision 
as well as ensuring pathways for children & young people requiring onward referral 
are as smooth as possible 

- Investment into development of information packs, social media apps etc for use by 
children & young people and schools.  

- Funding a research project into crisis services 
- Funding into crisis services 
- Development of improved access to CAMHS, including more evening appointments, 

reorganisation of MDT process, and introduction of self-referral in specific 
circumstances. 

 
 
8.7.2. Community & Primary Care 
During 2015/16 we worked very closely with Northumbria Healthcare Trust to 
remodel the Talking Therapies service so that it is based on the outcomes identified 
during a communications process undertaken during 2013.  The new model offers 
improved access to counselling services, a Single Point of Access for patient and a 
self-referral process for group work and non-group work. 
 
North Tyneside has been selected as an Early Adopter site for expansion of IAPT 
services to people with Long Term Conditions and Medically Unexplained 
Symptoms. The CCG and Northumbria Healthcare are in the process of 
implementing this. Funding for this expansion is initially from national funds. The 
CCG and Trust will work together to identify future potential savings which are 
expected to fund the service in the future.  
 
We continue to achieve, and exceed, the current national access rate of 15%. The 
recovery rate is currently below the national target of 50% but is continuing to rise 
and we expect to achieve the target by the end of March 2017. An Action Plan to 
achieve the Recovery rate has been agreed between the CCG and Trust which is 
being rigorously monitored. We are also monitoring the national mental health 
access standards for Improving Access to Psychological Therapies (IAPT) services 
(75 per cent of people with common mental health conditions referred to the IAPT 
programme will be treated within six weeks of referral, with 95 percent treated within 
18 weeks) and are consistently achieved both standards and we are confident that 
this will continue.  
 

33 
 



North Tyneside CCG commissions an employment service for people who access 
the IAPT service, aiming to enable people to maintain or regain their employment 
status or seek alternative employment. We are also part of the national Trailblazer 
project which aims to encourage people who have been out of work on a longer term 
basis because of their mental ill health back into employment.  The CCG has applied 
to be part of the Early Adopter Scheme for Employment Advice in IAPT and have 
been informed by NHS England that we will be part of the Wave 3 implementation 
process which will take place from April 2019. It is expected that these services and 
initiatives will enable an increase in access to individual placement support for 
people with severe mental illness in secondary care services, to achieve the national 
target of 25% by April 2015. 
 
The CCG currently has an early dementia diagnosis rate which exceeds the national 
target of at least two-thirds of the estimated number of people with dementia. We are 
finalising a joint strategy with North Tyneside Council on mental health services for 
older people, including dementia.  A Mental Health Needs Assessment was 
undertaken by Public Health which we have used to inform our Strategy. We are also 
conscious of the work currently being undertaken by the Clinical Network and will 
use the information from this to help plan our commissioning intentions for the future. 
We remain committed to improving our early dementia diagnosis rate and are also 
considering options to improve post diagnostic support available to people in North 
Tyneside.   
 
 
8.7.3. Secondary Level Services 
Work continues at a regional level to review and monitor the Early Intervention in 
Psychosis service provided by Northumberland, Tyne & Wear Mental Health Trust. A 
particular gap is around workforce and CCGs and the Trust are working with HENE 
to develop a workforce plan. The readiness tool has highlighted those areas 
requiring action.  The provider has indicated how issues will be addressed and 
progress will be monitored via EIP steering group meetings and the wider contract 
meetings. The EIP team covering North Tyneside CCG is well established and has a 
good understanding of local incidence.  The workforce calculator has been used to 
predict required staff compared to the current staff which has highlighted a gap. The 
CCG agreed to invest further funding into the EIP service in 2016/17 and although 
this new funding does not close the gap, a clinically led decision has been made 
about how to use the new resource optimally.   
 
We also monitor the EIP access target introduced in April 2016 whereby it is 
expected that more than 50% of people experiencing a first episode of psychosis will 
commence treatment with a NICE approved care package within two weeks of 
referral. The quarter 1 information (April – June 2016) in the mental health 
dashboard reports the rate for North Tyneside as 87.5%. We are therefore confident 
that we will continue to achieve the expanded national target of 53%. 
 
In North Tyneside, we commission Northumbria Healthcare to provide a liaison 
psychiatry service for older people, based in inpatient and rehabilitation wards at 
North Tyneside General Hospital. We are closely monitoring the impact of this 
service and are seeing a reduction in the average length of stay for older people 
following intervention from the liaison psychiatry team.  
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A&E based liaison psychiatry is provided by Northumberland Tyne & Wear Mental 
Health trust and is based at The Northumbria Hospital. During 2015, the North 
Tyneside team and Northumberland team have commenced working as one team 
The service is currently operating on a 24/7 service including input into wards and 
staff education. We will be undertaking a robust evaluation to demonstrate, improve 
clinical outcomes and efficiency.  This model has been established on a pilot basis. 
An interim evaluation has taken place which we are using to help inform an ongoing 
service model, maximizing positive clinical outcomes and efficiencies.  Funding for 
this service is available until mid-February 2017 and we expect to submit a joint bid 
with Northumberland CCG for national funding to extend the service beyond this 
period, pending the outcome of ongoing evaluation.  
 
In relation to eating disorders, we have already described that the CCG has invested 
in an additional clinical post within the CAMHS service to offer direct support to 
children & young people as well as act as a liaison for onward referrals. The CCG 
also commissions a Tier 3+ service called Eating Disorders Intensive Community 
Treatment service (EDICT) which is provided by Northumberland Tyne & Wear 
Mental Health Trust. Although the current services does meet the NICE standards 
for community eating disorder services, CCGs across the NTW STP footprint are 
working together to review the service to ensure it is commissioning the right level of 
service to meet patients needs and also to be sure that the national standard of 95% 
of children and young people will receive treatment within 4 weeks of referral for 
routine cases and 1 week of referral for urgent cases.  
 
Further work is underway on a regional footprint to look at specialised eating 
disorders provision. A Health Needs Assessment has been undertaken and is being 
used to inform development of an all ages recovery focussed model for eating 
disorder services across the region. This work is ongoing.  
 
Data from the Mental Health Five Year Forward View Dashboard at November 2016, 
shows that the suicide rate in North Tyneside as at 2012-14 are reducing. Hospital 
admission for self harm for children and young people under 18 years are better than 
the England average while the same measure for adults is poorer than the England 
average.  
 
We are working with Public Health colleagues and other key stakeholders to ensure 
that we meet the target to reduce suicide rates in North Tyneside by 10% against the 
2016/17 baseline. Public Health is coordinating a local suicide group to meet to 
discuss our current approach, revise our suicide prevention action plan and consider 
the ambition described above, taking into account newly issued national guidance on 
suicide prevention.  
 
 
8.7.4. Key Challenges 
There are several workforce issues which need to be addressed. This includes the 
shortfall of particular specialties within EIP services and a regional plan is being 
developed to overcome this issue. Workforce recruitment has also been an issue for 
development and roll-out of the NTW Trust mental health pathways Transformation 
Programme in North Tyneside. The Trust has undergone a robust and active 
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recruitment programme to ensure it has the correct staff mix with appropriately skills 
qualifications and experience to deliver its Programme. 
 
As both commissioners and providers, we are always aware of meeting standards, 
several of which are newly introduced or will be introduced in the future in mental 
health services. Specifically in relation to IAPT services, as North Tyneside has been 
selected as an early adopter site for expansion of IAPT to people with Long Term 
Conditions, there is concern about the potential impact on the national recovery 
target. The CCG and provider are working together to monitor and analyse this 
concern as we progress with implementation of this service early in 2017.  
 
Funding is a key challenge over the next two years for all key stakeholders including 
the CCG, mental health provider Trusts and North Tyneside Council. This 
necessitates a close working relationship between providers and commissioners to 
jointly understand and address this issue, optimising outcomes and care for patients 
within the available financial resources. The CCG will take advantage of any national 
funding bid opportunities for mental health services and intends to reserve funding in 
our funding plan for expenditure on mental health provision, ensuring that we meet 
our Parity of Esteem responsibilities.  
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8.8. Transform care for people with learning disabilities 
 
8.8.1. Service Developments and Transformation 
 
There is a shared vision in North Tyneside that people who have learning disability 
and/or autism and whose behaviour may challenge services can be cared for and 
have quality of life in the community, with admission only being an action of last 
resort to address need.  The Local Authority and North Tyneside CCG have 
established joint processes to enhance and/or integrate services that underpin living 
well in the community. 
 
The North Tyneside Implementation plan for people with learning disabilities and/or 
autism takes in to account the STP planning assumptions and the CCG will continue 
to work as part of the regional Transformational Board on developing a system wide 
out of hospital care and allow people with complex learning disabilities to be 
appropriately and safely support closer to home. 
People known to having learning disability in N Tyneside: 
 1144 people on GP Practice registers; 
 641 people in receipt of LA services 

 
Many in this population can access universal services with reasonable adjustments. 
 
We will continue to roll out the North Tyneside Implementation Plan which is 
strategically aligned to the regional Transformation Plan for people with learning 
disabilities and or autism. So far, we have successfully re-settled the majority people 
who were identified as part of the Winterbourne View Review cohort and have 
developed robust community pathways that have helped in reducing the risk of 
readmissions. In 2017/18, we have identified a number of key priorities that will help 
to further strengthen the community infrastructure and reduce reliance on hospital 
beds. These include:  
 
Prevention of challenging behaviours - Requires early years support to family and 
child.  Identifying triggers where possible, removing or managing the trigger or using 
desensitisation and positive behavioural support to minimise response; working 
closely with family, carer and schools to adapt  assessment and therapies as child 
develops; maximising communication tools for the individual to seek help and 
providers to understand when therapies are initiated or withdrawn.  
 
We recognise that further improvement is needed to ensure a robust commissioning 
framework for support young people and their families through transition in to 
adulthood. This will include providing access to parenting approaches, providing 
access to PBS training for social care providers, schools and vocation placements. 
 
North Tyneside CCG will work together with our partners in social care and health 
services in continuing to engage and co-produce our community model with parents, 
carers and young people who already help us to steer what needs to happen to 
improve services for children and young people with learning disabilities and/or 
autism.   
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Improving access to Community Psychiatry 
North Tyneside CCG will work with our local mental health provider to develop new 
approaches to community psychiatry. This will include the undertaking of a clinically 
led review of community psychiatry for children and adults with the aim of improving 
the role of psychiatry as part of an integrated multi-agency community model. 
 
Medication Influencing Mood: - Alternative intervention should be tried in a 
reasonable timescale before medication is introduced or increased.  The CCG is 
working with NTW FT and Northumbria Healthcare on a medical optimisation 
programme to ensure patients and carers are involved in decision making about 
medication, its use and review. Completion date September 2017/ 
 
Care Co-ordination and Pathways -This work will focus on three areas: 
 Prevention, community support and early intervention programmes. 
 Implementation of Positive Behaviour Support 
 Improve crisis support.  
 
The aim will be to ensure a robust community infrastructure that not only provides 
proactive car coordination but has the flexibility to respond rapidly at point of crisis 
both for the care provider and the individual in time of crisis and reduce risk of a 
hospital admission. North Tyneside has undertaken a capacity plan to identify bed 
usage needs for the next 4 years.  Completion date March 2019. 
 
Joint Commissioning Framework-  North Tyneside CCG and the Local Authority 
has developed a joint commissioning framework for a specialist list of providers in 
supporting those individuals with more challenging needs.  
Work is progressing to further develop this framework with the aim of establishing 
joint commissioning arrangements and intentions. 
 
Increase offer of Personal Health Budgets.  
North Tyneside CCG has extended the offer of a Personal Health budgets for people 
who have a learning disability and/or autism and aims to have up to 20 PHBs in 
place for this population group by March 2018.     
 
Mortality Reviews - North Tyneside CCG is working with NTW and acute and 
community services in the undertaking of mortality reviews for people who are known 
to services as having a Learning Disability who have died. The aim of the reviews is 
to get a better understanding of the reasons and causes of death and to identify what 
opportunities can be developed in to better manage the health of this population 
group through informed education, reasonable adjustments and increased early 
interventions.   
 
ADHD/Autism 
ADHD and autism referrals for children and young people are managed by the North 
Tyneside CAMHS team, provided by Northumbria Healthcare Trust. The CCG and 
Trust work together to regularly monitor numbers of referrals and waiting times for 
treatment to ensure that local KPIs are met. 
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In 2015/16, the CCG committed funding for development of adult ADHD and autism 
services offering a specialist diagnostic service as well as an integrated community 
model, mainstreaming ongoing care and management following diagnosis within 
CMHTs with specialist input where required. The new service model has been has 
begun to be developed during 2016/17 and the CCG is working in collaboration with 
other CCGs in the region to ensure that the model is affording appropriate 
community level provision as expected and that the outcomes are as anticipated. 
The service specification is being updated accordingly. We expect that this will 
ensure appropriate pathways and services provided in appropriate settings to meet 
peoples’ needs,  thereby minimising the risk of inappropriate admissions into 
inpatient mental health service or ’bouncing‘ around the healthcare system.  We are 
working with the Trust to finalise this service specification and agree implementation 
timescales of the new model.   
 
 
8.8.2. Key Challenges 
 
The ambitions set out in NHS England’s Transforming Care for people with learning 
disabilities and/or autism sets out a number of challenges for local health and social 
care commissioners to ensure  less reliance on hospital bed and greater focus on 
early intervention and crisis prevention by delivering a sustainable outcome focussed 
community model. Key challenges include: 
• Stimulating the market and develop a robust commissioning framework of 

providers suitably skilled to support the most vulnerable individuals to live as 
independently as possible and optimise their life potential. 

• Developing a local community model that is affordable and safe using within 
the existing financial envelope.  
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8.9. Make Improvements in Quality 
 
8.9.1. Overview 
In order to commission high quality care successfully, we actively promote 
engagement, transparency and successful relationships between all key 
stakeholders involved in the delivery of health and care services.  This is in order to 
realise our vision of a health system shaped by patient and citizen participation and 
is designed with improved outcomes and patient experience at its heart.  
 
8.9.2. Quality Systems and Processes 
Quality Review Groups (QRGs) are in place for all Foundation Trusts and local 
private hospital providers.  They focus on assurance relating to the clinical quality of 
commissioned services across the domains of clinical quality; patient safety, patient 
experience and clinical effectiveness.  This includes triangulation of data from a 
range of sources including mortality indices, patient experience programmes 
including the Friends and Family Test, staff surveys, serious incidents, complaints, 
soft intelligence and the internal processes in place within providers to ensure the 
robust management of these issues. 
 
During 2016/17 specific assurance has been provided to the CCG in areas such as 
safe staffing levels, incident reporting, management and learning processes, falls 
management and harm minimisation, compliance with NICE guidance, action on 
mortality and sepsis and the avoidable harms outlined in the NHS Safety 
Thermometer. Assurance relating to National reports is also sought including gap 
analysis and action, for example in response to The Morecambe Bay Report. 
 
The QRGs also oversee the CCG assurance process for provider cost improvement 
plans, maintaining a constructive dialogue with providers throughout the year 
ensuring that plans are quality impact assessed for any potential quality or safety 
issues.  
 
The CCG member practices continue to play a key role in the identification and 
reporting of clinical quality intelligence about our providers.  The Safeguard Incident 
and Risk Management System (SIRMS) enables practices to report data on 
incidents, experiences and issues that they and their patients have with various 
providers within the local healthcare system.  Reporting rates are steadily growing 
across North Tyneside practices, 100% of practices have access to SIRMS and it is 
expected that incidents reported during 2016/17 will be in excess  of 300.  Where 
quality issues are identified, they are discussed collaboratively with providers and 
feedback/learning is requested for identified themes, trends and significant individual 
patient safety issues.  
 
The CCG has in place a robust process for the assurance, management and closure 
of serious incidents reported by commissioned services.  The serious incident 
closure panel ensures that serious incidents are only closed when the CCG has 
evidence that lessons have been learned and all actions have been taken to prevent 
re-occurrence.  During 2016/17 the CCG received ‘Substantial Assurance’ from 
internal audit that the serious incident closure process within the CCG is robust. 
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The CCG is an active member of the local Quality Surveillance Group at which 
information and intelligence on Providers is shared between NHS England and the 
local CCGs.  This is then communicated to our Quality and Safety Committee and 
Governing Body as part of the assurance process. 
We have continued to work in collaboration with the Care Quality Commission 
(CQC), sharing review information and provider action plans when there has been 
any concern regarding quality issues. During 2016/17 we have commenced a 
schedule of quality assurance visits in partnership with the Local Authority to all 
Independent Nursing Homes. In addition we attend quarterly information sharing 
meetings with each Nursing Home provider in partnership with the Local Authority. 
We have also continued to undertake assurance visits with our acute and 
independent hospital Trusts. Regular meetings continue with Healthwatch as part of 
a strong and collaborative working relationship, which includes membership of the 
CCG Patient Forum, Health and Social Care Integration Partnership working groups 
and the Health and Wellbeing Board. 
 
8.9.3 Better Care Fund 
The Better Care Fund remains an important vehicle for driving forward the 
integration agenda across Health and Social Care in North Tyneside.   
 
In our Better Care Fund Plan we are developing our aspiration to collectively design 
a North Tyneside system to address the broader determinants of health that affect 
people’s lives enabling change through joint commissioning, system redesign and 
joining up workforce capacity and capability to deliver against shared goals and 
ambitions.  
 
Our Plan will be overseen by a Better Care Fund Partnership Board. We will review 
and realign our focus whilst continuing to achieve the national standards and 
requirements.  A realignment of the existing Better Care Fund Plan will ensure we 
reflect the North Tyneside transformation agenda and our new model of care 
recognising the vision and ambition outlined within our Sustainability and 
Transformation Plan.   
 
The delivery chain, evidence base, agreed investment, and impact and success 
factors, outlined for each initiative in the Plan, will allow those initiatives to be 
adapted into realistic deliverable projects.  They will contribute to the delivery of 
affordable contracts.  
 
Within the plan we reflected the aims outlined within our Health and Wellbeing 
Strategy which 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.  
 
8.9.4. Patient Experience 
Robust complaints processes ensure that we are notified of all complaints relating to 
our patients as soon as they are recorded.  Provider complaints are managed under 
the provider’s complaints procedures and reported to us through their board level 
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Patient Experience report, which is shared at Quality Review Group meetings.  We 
continue to work with member practices and the NHS England Team to develop and 
assure quality and safety in primary care.  
 
8.9.5. Safeguarding 
The Governing Body has delegated responsibility for monitoring and assuring 
safeguarding to the Quality and Safety Committee and this is explicit in the CCG 
Constitution and the Quality and Safety (Q&S) Committee terms of reference.  The 
Executive Director of Nursing and Transformation is the lead officer for safeguarding, 
supported by the CCG employed Designated Nurse (Safeguarding Children), 
Designated Nurse (Looked After Children), the Designated Doctor and the 
Safeguarding Adults Lead Nurse, the named GP for safeguarding children and the 
named GP for safeguarding adults.  In addition to regular and detailed reports to the 
Quality and Safety committee, reports are provided to the CCG Governing Body at a 
private session at every meeting. The CCG also works closely with providers to 
ensure that Safeguarding remains part of regular discussions at the QRG, receiving 
regular reports outlining the internal assurance process and activity around adults 
and children at risk. 
 
The Governing Body members and CCG staff receive safeguarding adults and 
children training and are clear about their respective roles and responsibilities.  The 
CCG is an active member of the Safeguarding Adults Board and the Local 
Safeguarding Children Board. 
 
Safeguarding of children is an important element of contract monitoring with 
providers, and assurance is sought through regular meetings, quality review groups 
and Section 11 provider audit reports to the Local Safeguarding Children Board.  
Quarterly monitoring is also in place using a safeguarding children quality 
dashboard. During 2016/17 the CCG received significant assurance from NHS 
England when benchmarked against the regional safeguarding audit tool.  
In relation to adults, the CCG has robust information sharing mechanisms in place 
with the CQC and North Tyneside Local Authority.  The Local Authority and the CCG 
have joint monitoring arrangements in place for nursing homes, which have identified 
opportunities for improvement across a range of areas.   
 
Currently the CCG receives a safeguarding performance dashboard from the 
following providers: 
• Northumbria Health Care NHS Foundation Trust (NHCFT) in relation to 

children, including Looked After Children. 
• Northumberland Tyne and Wear NHS Foundation trust (NTW) in relation to 

children and adults. 
 
The North of England Commissioning Support (NECS) is currently in the process of 
setting up a system whereby the safeguarding performance dashboards will be 
provided via the contracting processes.  
The CCG has also requested the dashboards from the following providers: 
• Safeguarding Adult’s dashboard from NHCFT 
• Safeguarding Children and adults dashboard from NEAS 
• Safeguarding Children and adults dashboard from Newcastle 
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In addition to the dashboards, the CCG receives information and assurance from a 
variety of other sources for example: 
• Local Safeguarding Children Boards 
• Quality Review Groups – safeguarding is a standing agenda item 
• Contract monitoring via the performance monitoring team particularly in 

relation to the performance indicators outlined in the NHS Standard Contract 
Service Conditions: SC32 Safeguarding, Mental Capacity and Prevent. 

 
NHS England’s Mental Capacity Act 2005 A Guide for Clinical Commissioning 
Groups and other commissioners of healthcare services on Commissioning for 
Compliance sets out our duty to ensure that the legislation, guidance and policy 
relating to the MCA are delivered by service providers thereby assuring CCGs and 
NHS England that the rights of patients are being recognised and protected; in North 
Tyneside we use the framework for tendering, contracting and monitoring and 
ongoing assurance. The CCG appointed a Lead Nurse for MCA and DoLS during 
2016/17 to strengthen the clinical team, providing training and advice. 
 
8.9.6 Patient and Public Engagement 
Our public engagement and communications strategy meets the requirements set 
out in the ’transforming participation‘ guidance and  national planning guidance.  We 
are an active Health and Wellbeing Board member, driving the integration agenda in 
order to support the ambitions of the borough which is underpinned by patient and 
community participation to ensure high quality sustainable responsive services for 
local people. 
 
We have a proactive patient and public engagement approach ensuring that patients 
and local communities help to shape our commissioning intensions and the future of 
care delivery for the residents of North Tyneside.  Working with our key partners, we 
ensure that the patient and public voice is heard and actively engage them in service 
transformation and development programmes.  
 
Adopting systematic approaches such as My NHS, which is a sophisticated 
customer management tool, also allows us to recruit patient and community 
members aligned with their own particular areas of interest. We actively seek 
ongoing feedback on NHS-commissioned services and have a proactive approach to 
ensure that local voices are heard.  This then informs ongoing service and system 
improvement. 
 
The vibrant patient forum, and its sub groups, is made up of members of the GP 
practice forums as well as the Community Health Forum.  Building capacity to 
promote self-care is an ongoing area of priority and builds on the successful work so 
far including the ’Keep Calm‘ winter campaign developed by this group. 
Ensuring the delivery of person centred care is a core feature of ongoing 
developments across primary and secondary care.  Working with the patient forum 
and community members will raise the awareness of the importance of shared 
decision making and help local people to get the most from their contacts with health 
professionals. 
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8.9.7. Workforce and Staff Experience 
We recognise that our staff are our greatest asset and therefore strive to ensure their 
health and wellbeing is paramount; we support flexible working and encourage 
positive workforce practices.   
 
We are committed to a ‘whole system’ approach to workforce development to ensure 
that it is fit for the future.  There are three areas of focus: CCG staff, primary care 
and the staff working within the provider organisations that we commission services 
from. The CCG continues to monitor Safe Staffing information through the QRGs 
and during assurance visits.  
 
The future sustainable delivery of high quality care is dependent upon an agile, 
adaptive workforce that can respond to the changing context of care delivery.  In 
order for providers to work effectively with Health Education North East (HENE), the 
CCG will work in collaboration to ensure that future commissioning intensions and 
large scale change are identified.  This will enable the projected workforce changes 
to be made for undergraduate, post graduate and continuing professional 
development programmes. 
 
We will continue to work in partnership with HENE and the North East Leadership 
Academy to maximise the opportunities to influence workforce development now and 
in the future. 
 
We will work with member practices to identify future workforce needs in response to 
the changing landscape of primary care.  As commissioners we will ensure that we 
have robust succession and talent management systems in place for our own CCG 
workforce.  We are committed to help grow the next generation of clinical leaders 
and will work with key stakeholders to turn this commitment into a reality. 
 
8.9.8. PREVENT 
The Counter-Terrorism and Security Act 2015, places a duty on certain bodies in the 
exercise of their functions to have “due regard to the need to prevent people from 
being drawn into terrorism”. Those bodies are referred to “specified authorities” and 
include NHS Trusts. 
 
The statutory guidance: ‘Prevent Duty Guidance’ was published in 2015 and clarifies 
that all specified authorities subject to the duty will need to ensure they provide 
appropriate training for staff involved in the implementation of this duty. The CCG 
monitors implementation of the PREVENT agenda through the QRGs. 
The Prevent strategy, published by the Government in 2011, is part of the overall 
counter-terrorism strategy, CONTEST. The aim of the Prevent strategy is to reduce 
the threat to the UK from terrorism by stopping people becoming terrorists or 
supporting terrorism.  
 
In health, training is delivered in partnership between NHS England, CCG’s and 
health providers.  
 
In line with statutory requirements North Tyneside Clinical Commissioning Group 
(NTCCG) has a PREVENT lead who in conjunction with provider leads is 
responsible for driving the strategy forward in North Tyneside and providing support 
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and advice. The Prevent lead role includes training and education, monitoring and 
reporting locally, regionally and if required nationally. The lead also attends and 
receives updates from the North of England PREVENT forum and ensures this 
information is disseminated.  
 
NTCCG have been delivering PREVENT basic awareness sessions to its staff since 
2014 to ensure CCG staff have the required a knowledge and skills to fulfil their role. 
At the present time, the CCG is compliant with regard to prevent training.  
 
NTCCG are in the process of delivering WRAP3 training. This is a higher level of 
training and recently the requirement for staff undertaking this higher level of training 
has increased to include all clinical staff working with children and adults).  
 
The CCG safeguarding team continue to deliver WRAP workshops for CCG and 
primary care staff and scheduled program of WRAP training is on-going.   
NTCCG’s health providers are working on setting up systems that will enable them to 
deliver WRAP3 training within their own organisations and report on the level of 
compliance to the CCG.  
 
This is now monitored via the NHS Standard Contract.  
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9. Health & Inequalities 
 
9.1. STP Health & Wellbeing Needs 
The health and wellbeing needs of the Northumberland, Tyne & Wear and North 
Durham (NTW&ND) STP Footprint area are diverse and reflect the history and 
geography of the North East of England. The population is spread across major 
urban centres, coastal towns and villages, and rural communities. 
 
There are around 1.7 million people in the NTW&ND area. The NTW&ND area has a 
broadly similar population structure to that of England with the key differences being 
a smaller 0-14 population, a larger 20-34 year old population in Newcastle and 
Gateshead, and older populations in Northumberland, North Durham and South 
Tyneside. As a whole the STP has a greater proportion of over 65 year olds (19.1%) 
than England (17.7%). This equates to an additional 23,000 over 65 year olds. 
 
Nationally, over the next 20 years we’re set to see the number of 65-85 year olds 
increase by a third and the over 85s more than double. This is important as health 
and care utilisation increases with age and therefore costs increase with age. In a 
hypothetical lifetime, individuals have only spent around 50% of their lifetime health 
and care costs by the time they reach 65, so a further 50% is yet to come. 
 
9.2. North Tyneside Health & Wellbeing Needs 
North Tyneside specifically is one of the least deprived boroughs in the region and 
there is generally an improving picture of health and wellbeing. However, there are 
still significant health and social care challenges to be addressed.  
 
Life expectancy is increasing in North Tyneside as early deaths due to 
cardiovascular disease (CVD) and cancer are declining. People are living longer; 
with the average life expectancy for North Tyneside is 81 years (79 years for males 
and 83 for females).  The gap in life expectancy within the borough is wide (11.6 
years for males and 9.2 years for females) and this gap has remained constant 
throughout the last decade.   
 
Conversely healthy life expectancy (HLE) is not increasing at the same rate in North 
Tyneside as life expectancy, leaving large numbers of people living the later stages 
of their lives in poor health, often with multiple long term conditions. Both life 
expectancy and HLE in North Tyneside are lower when compared with England 
rates.  
 
Relative deprivation in the Borough is improving, but there are wide inequalities 
across the Borough, with persistent pockets of deprivation particularly in the wards of 
Riverside and Chirton. The Borough has high numbers of people who are 
unemployed and claiming Employment and Support Allowance due to mental health 
or behaviour disorders.  
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9.3. STP Health & Wellbeing Gaps 
Across the STP footprint, there are key population groups that require more health 
and care services. Over the next 5 years we’re expecting increases in people: 
 
• Requiring end of life care, 8,758 rising to 9,712 – potentially costing an 

additional £1.3m in healthcare costs 
• Who are frail and elderly, 34,073 rising to 37,594 - potentially costing an 

additional £2.8m in healthcare costs 
• Who have dementia, 12,867 rising to 14,481 - potentially costing an additional 

£2.8m in healthcare costs 
• With cancer, 40,189 rising to 42,645 - potentially costing an additional £16.5m 

in healthcare costs 
• With one or more longterm condition, 441,452 rising to 457,230 - potentially 

costing an additional £2.4m in healthcare costs 
• Life expectancy across NTW&ND has risen by 3.3 years in males and 2.1 

years in females since 2001-03. Current life expectancy is still lower than that 
of England with males at 78 (compared with 79.6 for England) and females at 
81.7 (compared with 83.2). These averages also mask significant inequalities 
within the STP area. They also don’t reflect the challenge we face with more 
people living in ill health, as healthy life expectancy remains broadly static and 
overall life expectancy increases. 

• With an ageing (relatively unhealthy population) there is expected growth in 
the number of people with dementia, musculoskeletal problems, diabetes, 
obesity and longterm limiting illness. For example, in 2014/15, the population 
weighted average prevalence of diagnosed diabetes (from QOF) for the NTW 
STP area population aged 17+ was 6.7% (92,000 people diagnosed with 
diabetes), however we know that our estimated diabetes prevalence should 
be 8.4% (115,000) in 2014/15, the population weighted average prevalence of 
diagnosed diabetes (from QOF) for the NTW STP area population aged 17+ 
was 6.7% (92,000 people diagnosed with diabetes). 

• There is also the challenge of multiple morbidity this is also more prevalent in 
more deprived populations and drives a substantial amount of healthcare 
costs. The key leading co-morbid factor is mental health, and this itself 
correlates with health inequalities and disease burden. 

• An unhealthy population (and the factors described above) create a significant 
burden of disease, which is the key driver of health and care service utilisation 
and costs. Evidence tells us the top five causes of years lived with a disability 
are lower back pain, neck pain, depressive disorders, diabetes and hearing 
loss. These all have a huge impact on care, particularly social care as more 
support is required to remain independent. 

• The key drivers of elective activity across the STP area are MSK procedures 
(13% of the activity but 30% of the spend), cancer and tumours (20% and 
17% respectively), and Gastrointestinal problems (21% and 14% 
respectively). In absolute terms, MSK elective procedures cost £84m per 
annum. We know from NHS Rightcare that the local STP CCGs have 
consistently higher levels of activity than peers in relation to these elective 
procedures. 

• Chronic and acute ambulatory care sensitive conditions (largely preventable) 
account for over a quarter of all non-elective admissions across the STP. The 
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main drivers of ambulatory care sensitive conditions (chronic and acute) are 
urinary tract infections, COPD, and flu and pneumonia – which account for 
10% of the activity and 14% of the spend – some £50m per year. 

 
The Northumberland, Tyne and Wear and North Durham (NTW&ND) Sustainability 
and Transformation Plan (STP) is driving a shared ambition in relation to prevention.  
The ambition is to ensure that prevention is embedded in the local health economy 
and not seen as a separate issue. 
 
The following health and wellbeing gaps have been identified across NTW&ND: 
 

1. Poor early years outcomes as a result of child poverty and deprivation 
2. Potentially preventable illness, which includes addressing smoking, and 

tobacco, alcohol, obesity and promoting exercise. 
3. Excess premature mortality (Cancer, CVD and respiratory disease) 
4. An ageing population with multiple social and health challenges which 

includes healthy ageing, diabetes, falls and fractures and mental health. 
 
 

9.4. North Tyneside Health & Wellbeing Gaps 
To help prepare for implementation of specific actions in North Tyneside to meet 
both local need and regional health and inequalities challenges, we have updated 
our local data based on the above NTW &ND health and wellbeing gaps. 
 
Addressing poor early year’s outcomes 
In North Tyneside the proportion of women initiating breastfeeding has increased to 
67.4%, however this still remains lower than the England average 74.3% (2014/15).  
In North Tyneside the proportion of women continuing to breastfeed at 6 – 8 weeks 
falls to 38.5%, which is lower than the England average of 43.8% (2014/15).  
Breastfeeding is a known protective factor for childhood obesity and other non-
communicable diseases such as diabetes and high blood pressure later in life. 
 
Addressing preventable illness 
There has been an overall decline in the prevalence of smoking in the adult 
population with 18% of all adults smoking, however it is estimated that 33% of adults 
in the most deprived areas of North Tyneside continue to smoke. 
 
The rate of smoking attributable hospital admissions in North Tyneside is 2,727 per 
100,000 population (2012-2014).  This is 39% higher than the rate for England 
(1,671 per 100,000) this equates to an extra 1,280 hospital admission in North 
Tyneside (2014/2015). 
 
Alcohol misuse 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.  Excess alcohol consumption is the main cause of liver 
disease and there are significantly higher deaths from liver disease in North 
Tyneside. 
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In North Tyneside a third of the adult population drinks at levels that risk damaging 
health. The rate of alcohol-related admissions for North Tyneside is 38% higher than 
the England rate; this equates to an extra 390 hospital admissions in 2014/2015. 
 
In North Tyneside 64.7% of adults aged 16+ are either overweight or obese (2012 – 
2014), this is higher than the England average (64.6%). 
 
Over a quarter of all adults in North Tyneside are estimated to be obese. Obesity is a 
key risk factor for diabetes.  With increasing prevalence of obesity the number of 
people in North Tyneside with type 2 diabetes has increased by more than 1 in 10, 
from 5.9 to 6.8% in just 5 years. This means that approximately 1600 more adults in 
the borough had diabetes in 2014/15 than was the case in 2010/1. 
 
Data from the National Child Measurement Programme (NCMP) show that the 
prevalence of obesity has improved in reception and is at an all time low however the 
prevalence in year 6 has seen a slight increase.  Excess weight in reception has 
reduced and excess weight in year 6 has increased only slightly.  The proportion of 
adults with excess weight in North Tyneside is 64.7% and there is a relationship 
between childhood and adult excess weight, therefore more needs to be done to 
address levels of excess weight in children in order to prevent future adult excess 
weight.  
 
Addressing excess premature mortality 
There were 2,144 premature deaths in North Tyneside (2012-15). The principal 
cause of premature death in North Tyneside is cancer, followed by CVD, although 
premature death due to CVD is declining.  Raised blood pressure is the most 
important modifiable risk factor for CVD. The cancer with the highest premature 
mortality rate is lung cancer and 86% of lung cancer is attributable to smoking.   
 
Overall, the trend in the mortality rate due to CVD in North Tyneside is declining and 
is approaching the England average. However it should be noted that CVD is the 
biggest single cause of health inequalities within the borough so the distribution of 
need and equity of access to services may require examination. 
 
Trend data indicate that recently the North Tyneside under 75 mortality rate from 
cancer has increased and has overtaken the North East and NTW&ND average.  
Although the absolute numbers are small, we are concerned at this trend, which 
alongside other data indicate that cancer should remain our biggest priority in 
relation to early mortality. 
 
Age standardised mortality rate for respiratory disease has declined in North 
Tyneside, however with 18% of the adult population smoking and 33% of our most 
deprived population smoking, more still needs to be done to address the causes of 
respiratory disease.    
 
 
Addressing an ageing population with multiple social and health challenges 
HLE in North Tyneside for men and women is lower than the England average.  For 
women there has been a recent increase in HLE (62.7 years) however this is still 
lower than the England average (64 years). 
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The HLE for men in North Tyneside (60.2 years) has consistently remained 3 years 
below the England average (63.4 years) 
 
HLE for men is 5 years below the state pension age.  Whilst HLE for women is 
currently higher than the state pension age by 2018 the state pension age for women 
will be 65 years, therefore the HLE for women will need to continue to improve to 
remain above the state pension age.  The Chief Medical Officer’s Report highlights 
the importance of employment as protective factor for good health in later life, 
however if the HLE in North Tyneside remains below the state pension age, this 
means that a significant proportion of people in North Tyneside may not be able to 
work as result of health limiting conditions.    
 
Around 30% of people aged 65 and c50% aged over 80 experiences a fall each year 
and this can result in emergency hospital admissions, long-length hospital stays and 
prolonged contact with health and social care. For the elderly, muscle weakness, 
physical inactivity and balance impairment increase the likelihood of falling.   
 
Emergency Hospital Admission for hip fractures in people aged 65-79 in North 
Tyneside (2014/15) was 26% higher than the England rate.    
 
Emergency Hospital Admission for hip fractures in people aged over 80 years old in 
North Tyneside (2014/15) was 7% higher than the England rate 
 
Fall related injuries in people aged 65-79 in North Tyneside (2014/15) was 29% 
higher than the England rate.    
 
Fall related injuries in people in people aged over 80 years old in North Tyneside 
(2014/15) was 13% higher than the England rate 
 
There is the challenge of the burden of multiple morbidities, and whilst life 
expectancy has increased, HLE for men has not and for women the increase in HLE 
has been relatively modest.  This means that we have an aging population that is 
living longer with LTCs.  There is an expected growth in the number of people with 
dementia, musculoskeletal problems, diabetes and other long-term limiting 
conditions, including mental health and the prevalence of these LTCs is higher in 
more deprived populations.     
 
9.5. Addressing the Health & Inequalities Gaps 
 
There is a significant contribution to be made by the local health economy in order to 
address health inequalities.  This will be achieved through a programme of 
evidenced based public health interventions that will improve the health of the 
population and contribute to the delivery of savings to the NHS and wider social 
care/health system.  
 
Work is ongoing at the STP footprint level to agree priorities for focus and how they 
will be measured and governed. We are also in the process of identifying and 
agreeing our local priorities, expanding on or further developing those already 
identified within our Local Health Economy. 
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We have outlined in our Joint Delivery Plan, at a high level, some of the areas of 
work we will be undertaking over the next two years but we continue to develop this 
further, taking into account expectations from the CCG and other key stakeholders 
as detailed in the national planning guidance.  
 
We are reviewing the recommendations contained in the Public Health England 
document “Local Health and Care Planning: Menu of preventative interventions”, 
November 2016 to help inform how the CCG and its partners will work together to 
optimise opportunities for further improvements. 
 
For example, the CCG is currently the only CCG in the region to commission 
specialist community perinatal services for women with severe or complex 
conditions. We do intend to work with the provider to enhance this further to meet 
national guidelines. 
 
The CCG also commissions Tier 3 weight management services in accordance with 
NHS England guidance thereby offering links across the weight management 
pathway into Tier 4 level services.  
 
Another example is in relation to diabetes care, the CCG has committed additional 
funding for structured education, recognizing that this investment is necessary to 
meet the growing demand for this service. Additionally, the CCG is actively working 
with other CCGs and stakeholders to develop a bid for national diabetes funding to 
further enhance structured education services as well as potentially develop multi 
multidisciplinary diabetic foot teams for people with diabetic foot disease, and access 
to specialist diabetes teams for inpatients with diabetes. 
 
In addition to the range of preventative work, we are working with colleagues in 
Public Health to look at the newly published (January 2016) Right Care guidance so 
that we can identify further areas of improvement in both outcomes and spend. 
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10. Informatics 

During 2015/16, the CCG made considerable progress towards improving 
informatics. For example, phase one of Patient Online was implemented across all 
twenty nine GP practices which gives citizens access to their online GP records and 
the availability of online appointments. Also, 97% of GP practices are transmitting 
prescriptions to the pharmacy electronically and roll out of the Electronic Prescription 
Service (EPS) was completed in March 2016. 
 
We are implementing an informatics programme during 2016/17 to continue to 
improve the patient experience and be as efficient as possible.  We have developed 
an electronic Patient Forum newsletter which is sent to all Patient Forum members 
and to all of our 29 member practices.   
 
We have also updated the vast majority of our member practice web site which will 
create easier access for patients when booking appointments, ordering prescriptions 
and seeking advice without making a GP appointment. 
 
Electronic discharge summaries are now being used by GP practices across North 
Tyneside. We are continuing to develop electronic referrals between GP practices 
and other services to create a fully interoperable digital record.  This work has led to 
the development and implementation of the Medical Interoperable Gateway (MIG) in 
collaboration with Acute and Primary care services and organisations. 
 
We continue to develop a collaborative care data initiative with hospitals, GP 
practices admin and audit to support quality improvement.  
 
We are continuing our aim to have a minimum of 10%, by the end of 2016/17,of the 
patient population within North Tyneside to actively be accessing primary care 
services on line through the development of apps and improved website functionality 
allowing patients to book appointments and other services online. This will include, 
EPS, online appointments and access to detailed information within their GP 
record.  This process will have an assigned project lead and planning group to 
deliver the project. 
 
The introduction of the Medical interoperability gateway will allow acute and primary 
care services access to full medical records with agreed data sharing agreements in 
place.  This will give clinicians the ability to treat patients in a more efficient way and 
will be accessed at the point of contact with patient approval 
 
All GP practices will complete the IG toolkit creating robust data security 
standards.  This process will be supported by the continuous governance 
arrangement s we have in place with our system supplier who have completed all the 
national data security standards through the GP National framework and GP Soc. 
 
The implementation of Patient on line phase two will create a significant increase in 
patient access to their health record. This functionality will allow patients to access 
detailed coded information held within their record.   
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The continued development of the Local Digital Roadmap with our partners and 
service providers across North Tyneside and Northumberland will result in a more 
sustainable and efficient pathway when sharing information across the health and 
social care economy. 
 
Support and lead on the Forward View into Action through the development, delivery 
and completion of the Digital Maturity Self-Assessment (The Digital Road Map) in 
collaboration with Northumbria Health Care Trust, Northumberland and Tyne &Wear 
Trust, North Tyneside Council, Northumberland CCG and Newcastle Hospitals 
Foundation Trust.  The roadmap will have an effective, clear and consistent baseline 
against which local partners can demonstrate how far they have progressed towards 
the goal of being paper-free at the point of care.  A collaborative working group has 
been developed which includes all the relevant partners re the delivery of the project. 
 
We have identified a number of outcomes and impacts in relation to our work on 
informatics: 
 
• Quality improvement through improved collaboration on care data between 

hospitals and GP Practices 
• Improved access for patients to their GP records and online appointment 

booking 
• Improved patient treatment through access to full medical records 
• Improved Information Governance 
• Significant progress towards being paper free at the point of care 
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