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Enclosure 5 
 

 
 Minutes of the Governing Body Meeting   

 held on Tuesday 29 September 2020 at  2.30 – 4.00pm 
 

By Teams Link 
 

Present: 
Dr David Jones Chair 
Dr Mark Dornan Assistant Clinical Chair 
Mark Adams Chief Officer  
Michael Burke Lay Member 
Oliver Wood Lay Member 
Jeff Hurst Deputy Lay Chair 
Margaret Stewart Lay Member 
Dr Elizabeth Moylett Member Practice Representative 
Jackie Cairns Director for Newcastle System (left early) 
Joe Corrigan Chief Finance Officer/Chief Operating Officer 
Chris Piercy Executive Director of Nursing, Patient Safety & Quality 
Dr Dominic Slowie Medical Director 
Julia Young Director of Complex Care & Commissioning 
 
In Attendance:  
Neil Hawkins Head of Corporate Affairs 
Louise McAndrew Minute Taker 
 
 
Welcome and Introductions 
Dr David Jones, Clinical Chair, welcomed the members of the Governing Body to the 
meeting. 
 
 
2020/09/01 Presentation 
There was no presentation at this meeting  
 
 
2020/09/02  Apologies for absence: 
Paul Gertig Lay Member 
Mandy Coppin Lay Member 
Sheinaz Stansfield Member Practice Representative 
Dr Peter Ward Member Practice Representative 
Bill Cunliffe Secondary Care Clinician 
Lynn Wilson Joint Director of Commissioning 
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2020/09/03 Declarations of Interest 
Michael Burke, Lay Member, wanted to note that his daughter has started working for 
Newcastle Hospitals Foundation Trust Community. 
 
 
2020/09/04 Quoracy 
It was confirmed that the meeting was quorate. 
 
 
2020/09/05 Minutes of previous meeting held on 14 July 2020 
The minutes were agreed as a true record.   
 
 
2020/09/06 Matters arising from the Minutes 
There were no matters arising that were not covered on the agenda. 
 
 
2020/09/07 Report from Chief Officer 
Mark Adams gave his update: 

 We are moving into another part of the year and he thanked all staff and everyone 
involved for the work they had done so far this year in sometimes challenging 
circumstances.  We are moving into winter which brings its own issues and covid just 
makes it more difficult and complex but we are working with colleagues across the 
patch looking at our winter plans.  We are also dealing with the legacy of covid wave 
1 regarding long term conditions, mental health etc. but we are putting in place very 
robust plans as a CCG and collectively with providers. 

 We need to keep the foot to the pedal regarding standing services back up which will 
bring a whole new set of challenges e.g. reduced capacity resulting from Covid 
procedures now in place.  It is also fair to say we have a very clear view regarding 
health inequalities and how we are putting the services back in place 

 The current picture is very complex and there are lots of challenges coming down 
the road towards us but he gave assurance to members that plans are in place but it 
is a fluid environment and the plans will change as necessary.   

 Outside of the CCG, the rest of the system is also planning and putting processes in 
place and Local Resilience Groups have been set up.   

 
Margaret Stewart, Lay Member, asked Mark what he felt was the greatest areas of risk?  
He replied that the risks were multiple and many and all the plans which have been put 
together in the last few months were when numbers were reducing, as they are now rising 
we need to see how that affects the situation and we will flex our plans accordingly.  Other 
main areas are finance and getting patients into hospital for planned procedures. 
 
 
2020/09/08 Patient and Public Involvement Updates 
 
8.1 CCG PPIE Update 
Chris Piercy, Executive Director of Nursing, Patient Safety & Quality, presented the paper 
which provided a summary of involvement and engagement programmes and projects 
across Newcastle and Gateshead. 



OFFICIAL  
 

    

 

3  

 
Effective involvement, engagement, patient experience with successful partnership working 
will improve commissioning decisions to meet the needs of the local population. If this is not 
done, there will be a missed opportunity to engage with patients and the public to support 
the CCGs organisational objectives to deliver improved services and outcomes for patients. 
 
Chris noted that there have been issues around the team structure with one member of 
staff going on maternity leave and another retiring but there is someone joining the team in 
the next couple of weeks.  Covid has meant they have had to use different techniques and 
there are details in the paper of how they are exploring how they can possibly do things 
differently e.g. the next involvement meeting on Monday will be virtual. 
 
Elizabeth Moylett, Member Practice Representative, noted that there had been a low 
response rate to the survey and what plans are there to engage a more diverse group?  
Chris did agree that they do struggle and have recently brought Haref back in to help with 
engagement from different age groups and backgrounds. 
 
Following a query from Oliver Wood, Lay Member, Chris confirmed that they are exploring 
other methods of engagement e.g. online. 
 

The CCG Governing Body NOTED the contents of the report. 
 

8.2 Safeguarding Adults Annual Report 
Chris Piercy presented the report which provided the detail of activity across Newcastle 
Gateshead Clinical Commissioning Group (NGCCG) in relation to our statutory 
responsibilities. It included the key priority areas, breadth of partnership working and focus 
on safeguarding activity, Safeguarding Adult Reviews (SAR)/Domestic Homicide Reviews 
(DHR), inspection feedback and safeguarding assurance. It will also outline the key 
challenges for the period, views on risks and future recommendations. The report briefly 
outlines the key challenges/priorities for 2020-21. 
 

The CCG Governing Body NOTED the contents of the report. 
 

 
8.3 Safeguarding Children Annual Report 
Chris Piercy presented the report which provided members with the details of safeguarding 
children activity in Newcastle & Gateshead Clinical Commissioning Group for 2019 – 20 in 
relation to meeting our statutory responsibilities and also outlined the key 
challenges/priorities for 2020 – 21. 
 

The CCG Governing Body NOTED the contents of the report. 
 
8.4 Looked After Children Annual Report 
Chris Piercy presented the report which provided members with the developments and 
achievements for looked after children (LAC) in Newcastle & Gateshead for 2019-20, and 
identify the priorities for 2020-21 from a commissioning and service delivery perspective 
outlined within the attached Annual Report. 
 

The CCG Governing Body NOTED the contents of the report. 
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Issues have come to light due to Covid which are not mentioned in these reports but will be 
included in future reports.   
 
Following a query from Michael Burke regarding will there be any extra resources to cope if 
things get really bad because of Covid in safeguarding, Chris confirmed that we are working 
proactively with our partner organisations to cope with whatever situations arise. 
 
Elizabeth Moylett asked about domestic homicide and what is happening with women’s 
refuges in Newcastle Gateshead?  Chris noted that there are still opportunities but 
unfortunately he does not have the details to hand but certainly from a health standpoint we 
support where necessary. 
 
 
2020/09/09 Quality, Finance & Performance  
 
9.1 Quality, Finance & Performance Report 
Dominic Slowie, Medical Director, and Joe Corrigan, Chief Finance Officer/Chief Operating 
Officer, presented the paper which gave an ICP view of Quality, Performance, Contracting 
and Finance across Newcastle Gateshead, North Tyneside and Northumberland CCGs.  
The report aims to provide a high level view of performance quality and finance, as well as 
providing benchmarking performance data in the appendices. 
 
Executive Summary 
There are ongoing risks detailed below to sustainable delivery of the national and local 
performance standards, and mitigating actions are in place to address these risks.  
The key risks demonstrated in this report are compounded by the Covid 19 pandemic and 
all Trusts are working through the recovery with the following risks: 
 

 Infection control and social distancing risks 
 Capacity and workforce shortfalls  
 Bed availability and theatre sessions  

 
Despite such challenges, Newcastle Hospitals NHS FT, Northumbria Healthcare NHS FT 
and Northumberland Tyne and Wear NHS FT continue to be rated ‘Outstanding’, and 
Gateshead Health NHS FT “Good” by the CQC. 
 
Newcastle Gateshead and North Tyneside CCGs have been rated Outstanding, in the 
Improvement and Assessment Framework (IAF) and Northumberland CCG has a rating of 
Good. For 2019/20 the IAF has been superseded by the Oversight Framework and the 
initial dashboard is found in appendix 3. 
 
System key Achievements to date for Newcastle Gateshead, North Tyneside and 
Northumberland  

 Patient satisfaction rates from the GP survey have shown recent improvements 
 Dementia Diagnosis is above the standard across the system 
 Early Intervention in Psychosis standards are being met across the system 
 All 3 North ICP CCGs are currently meeting the cancer 31 day standards for 

radiotherapy. 
 NEAS are currently meeting the national response times with the exception of Cat 2 
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The following standards are currently not being met across all 3 North ICP CCGs 
 Diagnostic delays at NUTH NHS FT impacting all 3 North ICP CCG diagnostic 

waiting time performance 
 Referral to Treatment waiting times 
 Cancer waiting times and Breast symptomatic 2 week waiting times  
 NHSI SI Framework: 60 day reporting 

 
Quality and Safety   
 

 Summary Dashboard for North ICP CCGs - Newcastle Gateshead CCG, 
Northumberland CCG and North Tyneside CCG Summary Dashboard for all North 
ICP Providers - Gateshead Health NHS FT, Newcastle upon Tyne Hospitals NHS FT 
and Northumbria Healthcare NHS FT, Northumberland Tyne and Wear NHS FT, and 
NEAS 

 Quality and Safety Exceptions summary for the North ICP. 
 
Performance  

 NHS Constitution – CCG View for Newcastle Gateshead CCG, Northumberland 
CCG and North Tyneside CCG 

 NHS Constitution Foundation Trust View for North ICP Providers - Gateshead Health 
NHS FT, Newcastle upon Tyne Hospitals NHS FT and Northumbria Healthcare NHS 
FT 

 Performance Exceptions Summary for the North ICP 
 
Contracting  

 Following national guidance, usual contracting arrangements have been suspended 
and all providers have been placed on block contracts. A brief update on current 
arrangements is included from page 21. 

 
Finance  

 This section reports on the financial position for the first four months of the financial 
year 2020/21, as at July 2020. 

 
Appendices 

 Benchmarking Information giving a CCG and FT View across the Cumbria and North 
East region 

 Quality Premium performance across Newcastle Gateshead CCG, North Tyneside 
CCG and Northumberland CCG 

 CCG Oversight Framework performance across North ICP CCGs 
 
 
David Jones noted that it is reassuring that we continue to monitor quality closely with all 
that is going on with Covid. 
  
Joe Corrigan noted that we have to submit the financial plan by 5 October and, if the 
Governing Body members agree, would look to get agreement from the Governing Body 
Chair and Chair of the Audit Committee to sign off the provisional plan due to the timetable 
of meetings.  Michael Burke confirmed he would be happy to do that.  Governing Body 
members APPROVED the request. 
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Elizabeth Moylett commented that hospitals are doing a significant amount of non face to 
face consultations but then if the patient needs a prescription we need to enable hospital 
doctors to send the prescription to community pharmacies so are there plans afoot to do 
this?  Dominic Slowie confirmed that the trusts are exploring this but there are two potential 
issues which may present challenges which are digital technology and the revenue 
implications as they have their own pharmacies.  There needs to be a full appraisal of the 
issues but both trusts are looking into it and a provisional solution is delivering medications 
or family members collecting them.  

 
The CCG Governing Body NOTED the contents of the report. 

 
 
2020/09/10 Director of Public Health Updates 
No updates had been received from Newcastle or Gateshead. 
 
 
2020/09/11 Strategic Items 
 
11.1 Corporate Principles 2020/21 
Neil Hawkins, Head of Corporate Affairs, presented the report which explained that the 
CCG corporate principles support the vision of the CCG and guide the work of teams and 
staff members. The corporate principles reflect the commissioning intentions, statutory 
functions and duties of the CCG and the NHS constitution. 
 
The CCG corporate principles have been reviewed and a revised version prepared, for 
consideration.  They have been discussed at the Corporate Management meeting and 
Executive Committee. 
 
The corporate principles underpin the CCG Risk Assurance Framework. They inform and 
guide objective setting, personal development plans and appraisals for all CCG staff. 
 
Neil noted and apologised that in previous years these would have come to the Governing 
Body earlier in the year to be approved but due to Covid had been delayed. 
 
Following a query from Elizabeth Moylett it was clarified that principle no 4 referred to the 
transformation of services we commission and Neil will amend to make this clear.   
 

The CCG Governing Body APPROVED the corporate principles. 
 

 
11.2 Quarter One Workforce, Human Resource and Organisational Development 

Report 
Joe Corrigan presented the report which provided the Governing Body with an update of 
Workforce, Human Resource (HR) and Organisational Development (OD) information for 
NHS Newcastle Gateshead CCG for the first quarter of 2020/21 covering the period April – 
June 2020. 
  
Our workforce is our most valuable asset, therefore the way we develop our organisation 
and our staff is extremely important to us. Our focus must be on developing our capacity 
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and capability to balance the challenges of providing high quality, safe services with the 
efficiencies necessary for re-investment in order to achieve our financial plans. 
 
During the Covid crisis, support for staff health and wellbeing has been of paramount 
importance and we have maintained our focus. In Q1 a range of activities and 
communications have continued to be delivered and these are described in the report. 
 
Michael Burke commented that 14% of staff sickness had been due to eye problems and 
did we know if this was down to using visual display units?  Julia Young, Director of 
Complex Care & Commissioning, confirmed that she knew the details of this and it was not 
related to work but it was added that we continue to support staff regarding eye tests and 
do reimburse staff the cost. 
 

The CCG Governing Body NOTED the contents of the report. 
 
 
2020/09/12  Assurance, Risk & Governance items 
 
12.1  Risk Register Report 
Neil Hawkins presented the report which provided a risk management update for review 
and discussion, including an update of the CCG Assurance Framework, details of any 
strategic risks approved for closure and details of any new strategic risks that have been 
added to the risk register. 
 

The CCG Governing Body APPROVED the Assurance Framework. 
 
12.2 Information Governance Strategy 2020-23 
Neil Hawkins presented the report reported that the CCG Information Governance (IG) 
strategy had been fully reviewed. Updates made have been highlighted in tracked changes 
throughout the document for ease of reference. The strategy was approved at Quality, 
Safety and Risk Committee in September and is being brought to Governing Body for 
ratification. 
 
The strategy also has an updated Equality Impact Assessment.  
 
It is proposed that the strategy be reviewed every three years instead of one but it can be 
updated if need be. 
 
Elizabeth Moylett noted that on p10 equality had been taken out but it clarified that there is 
a new template which is in the appendix. 
 
Jeff Hurst, Lay Member, noted that he had been asked to fill in a survey regarding black 
lives matter and wondered if there was any coordinated effort in the NHS to do this?  We 
are not aware of anything but Joe Corrigan did note that it is part of the People Plan with 
the ambition of moving towards a more diverse organisation. 
 

The CCG Governing Body APPROVED the IG Strategy. 
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12.3 Audit Committee Terms of Reference – for ratification 
Neil Hawkins presented the report which explained that the Audit Committee Terms of 
Reference (ToR) are reviewed annually to ensure they remain fit for purpose. The current 
ToR were discussed at Audit Committee in September who suggested only minor changes 
to the terms of reference. 
 
Reviewing the ToR will ensure the role and remit remains appropriate and fully supports the 
Governing Body in its work. 
 

The CCG Governing Body APPROVED the Terms of Reference. 
 

 
2020/09/13 Committee Minutes/Reports to be received for information 
 
13.1(a) Minutes of the CCG Executive Committee meeting – there were no public 

minutes to circulate. 
 
(b) Minutes from the Quality, Safety & Risk Committee held on 2 July 2020. 

The CCG Governing Body RECEIVED the minutes. 
 

(c) Minutes from the Audit, Finance & Performance Committee 8 July 2020 
The CCG Governing Body RECEIVED the minutes. 

 
(d) Minutes from the Primary Care Commissioning Committee 25 February 

2020. 
The CCG Governing Body RECEIVED the minutes. 

 
(e) Minutes from the Joint Commissioning Committee 12 March 2020. 

The CCG Governing Body RECEIVED the minutes. 
 
13.2 Joint Committee Annual Report 2019/20 

The CCG Governing Body RECEIVED the report. 
 
 
 
The meeting closed at 3.40 pm. 
 
2020/09/14 Date of Next Meeting 
The next meeting will be held on Tuesday 24 November 2020, Via Teams.  
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Patient, Public and Carer Involvement and Experience 
Update 

November 2020 
 

1.  Introduction  
 
This paper summarises progress on Patient, Public and Carer, Involvement and     
Experience work across Newcastle and Gateshead since the last report in 
September. 
 
 
2.  Team Structure 
 
The PPI Team have welcomed Tina Balbach who is on secondment from County 
Durham CCG.  Tina is making fantastic progress in learning about our Newcastle 
and Gateshead system and our engagement channels which all work to ensure the 
voice of the patient, public members, carers and voluntary sector is heard. 
 
 
3.  Patient, Public, Carer and Partner Online Engagement Forums 
 
The PPI Team has held two online forums which have both been a success.  
Feedback from patients and voluntary sector organisations has shown that members 
feel keen to be involved with NG CCG again and there is a strong will to get 
engagement back up and running.  Round up of each session is outlined below; 
 
5th October Patient, Public, Carer and Partner Online Engagement Forum 
 
Presentations from  
 

 Dr Dominic Slowie, Medical Director – round up of changes and impact of 
COVID 19 

 Marc Hopkinson, Service Reform Manager – overview of urgent care and 
emergency services 

 Dan Duhrin, Involve North East – round up of feedback from engagement 
exercise in July on how we should move forward with engagement during 
pandemic 

 Lindsay Pearson, NG CCG – feedback on engagement meetings earlier in the 
year, looking at NG CCG’s channels of enagagement 

 Cynthia Atkins, Interim Operations Manager, Healthwatch – update on the 
engagement projects from Healthwatch  

 General question and answer session 
 
9th November Patient, Public, Carer and Partner Online Engagement Forum 
 
Key highlights include: 
 

 Chris Piercy, Executive Director of Nursing, Patient Safety and Quality, NG CCG 
update on engagement work as projects begin to pick up again 
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 Pauline Puntin, Lead Specialist Social Care, Newcastle Council, this 
presentation provides an overview of what is being done to support residents 
and staff to be as safe and well as possible, in terms of both their mental and 
physical health. 

 Dr Dominic Slowie, medical Director and Hilary Bellwood, Head of Planning 
and Development provided an overview of managing services during the 
pandemic whilst heading into the winter pressures. 

 
The Forum Steering Group has met up to influence the event and ensure that it is 
pitched right to engage patients and members of the public.  This group has already 
begun coming up with ideas for the next forum which will be held on Monday 7th 
December 2020.  The PPI Team is working collaboratively to ensure these forums 
become patient led. 
 
 
4. Gateshead Outer West PCN Digital Engagement 
 
Online services have provided a new way of consulting in general practice. Involve 
North East has been working with Gateshead Outer West PCN to carry out a review 
which seeks to understand the use and experience of digital consulting and services 
during the Covid-19 pandemic.  This review will help to embed successful practices 
and to support the future development of digital services.  

The engagement phase of this project has just completed where it sought views and 
insights from the Gateshead Outer West PCN GP practices patient population and 
stakeholder groups reflecting the protected characterises. This engagement 
included:  

 222 patients who were engaged via an online survey sent to them by their GP 
practice 

 22 patients who took part in telephone interviews 
 13 stakeholder groups/organisations who were interviewed 

 
Initial theming has identified a number of considerations including: 

 Age – generally older generations are less inclined to use online services than 
younger, although there are exceptions 

 IT equipment – it was highlighted that availability of suitable technology such 
as a smart phone, computer or tablet can reduce someone ability to use 
online services, often compounded by the availability of a good quality internet 
connection or limited data on an individual’s phone plan 

 Fear of the unknown – it was fedback that if individuals are unsure of how to 
use an online service, they fear they will break it or cause an issue, or have 
their data stolen and subsequently be a victim of a scammer 

 Capacity – it was felt the current online systems present a barrier to 
individuals who may have poor literacy levels or English as a second 
language due to an inability to effectively communicate their concerns 

 Lack of information – it was noted that people don’t know what to expect or 
what to do leading to confusion, often compounded by national messages. It 
was further noted by some stakeholders that this has led to users/clients they 
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support not seeking medical support and choosing to wait until things have 
returned to “normal”     

  

Involve North East is currently writing up a full report on this engagement which will 
be shared in due course. 
 
 

5. Community Mental Health Transformation Framework 
 
The PPI Team have been working very closely with Newcastle and Gateshead 
Systems on the Community Mental Health Tranformation Framework for adults and 
older adults.  This Framework locates community mental health services in the centre of 
the community, as the central pillar of mental health care, allowing all other services in 
the mental health care system to function more effectively. 
 
People with mental health problems will be supported to live well in their communities, to 
maximise their individual skills, and to be aware and make use of the resources and 
assets available to them as they wish. This will help them stay well and enable them to 
connect with activities that they consider meaningful, which might include work, 
education and recreation 
 
The PPI Team have been involved in working up the initial principles of co-production and 
engagement plan which will work to radically overhaul the way we support people by taking 
a strength based, person centred approach. Whilst the expressions of interest have 
been submitted, work continues to establish how the plan wil be implemented 
ensuring all principles are embedded within our enagement with service users, 
experts by experience, families, carers and professionals. 
  
 
6. Targeted Lung Health Checks 
 
As part of the work around the targeted lung health checks there will be some online 
engagement with service users to get their feedback on the information materials 
and patient letters, focusing on the language and photography. The main objective of 
the work is to ensure the materials are written in patient friendly language, using 
plain English. 
 
The engagement will be carried out using existing groups in specific communities 
and once the materials are drafted, they will be shared for feedback. The 
engagement will run for a few weeks and the findings will be gathered and fedback 
to the Programme Manager and the materials amended accordingly. 
 
 
7. British Sign Language (BSL) 
 
Following on from work carried out by the BSL steering group, a scoping document 
has been written to identify all of the work that has been completed and was still on-
going until Covid-19 pandemic and needs revisiting. 
 
The recommendations include having a time limited working group with members 
from provider organisations to develop some standardised materials for patients and 
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also share best practice. It is hoped that the materials could be used and apapted for 
each organisation. 
 
NHS England are also recommissioning language and interpreting arrangements for 
NHS primary care services and are currently running some listening events. They 
would like to hear about experiences from people who have used these services, 
what has worked well and what could be improved within the current service.  
The ‘listening events’ have been shared with stakeholders within the Newcastle 
Gateshead areas to share with their contacts. The information is also on NG CCG’s 
website as a news story and on the social media platforms, with the aim to reach as 
many service users as possible. It is hoped that NG CCG can also use this patient 
feedback to improve services for patients. 
 
 
8. Communications  

NGCCG now has a new website which has a fresh and up to date look.  The website 
is easier to navigate and find information about our engagement projects and events.  
The PPI Team is now working closely with NECS Communications Team to ensure 
our engagement news is reported in a timely manner and our work is given the 
promotion it deserves.  We are working with the team to ensure more of our work is 
available on social media platforms.  
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Act 2012. 

There are no implications for the nine protected characteristics. 

  



 
 

2 

Report history Previous Integrated Delivery report September 2020. 
  

Next steps 
Actions being undertaken are as outlined in the individual CCG 
reports attached as appendices to this report and progress updates 
will be provided at the next meeting of the Governing Body. 

  

Appendices None 

 

 

 

Submission checklist – to be completed by author ahead of inclusion on meeting 
agenda 

Has the paper been cleared by the lead 
Director? Yes ☒              No ☐ 

Does the covering paper clearly state what 
the Committee are asked to do – i.e. clear 
recommendations? 

Yes ☒              No ☐ 

Have the CCG finance team been consulted 
about any resource implications? Yes ☐       No ☐        N/A ☒ 

Person(s) consulted:  

Are there any wider implications that 
require consideration – HR, contracting, 
procurement, etc? If so, have CCG leads 
been consulted? 

Yes ☐       No ☐        N/A ☒ 

Person(s) consulted:  

Does the proposal realise any savings that 
could be captured through QIPP – if so 
have the PMO been consulted? 

Yes ☐       No ☐        N/A ☒ 

Person(s) consulted:  
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There are ongoing risks detailed below to sustainable delivery of the national and local performance standards, and mitigating 
actions are in place to address these risks.  

The key risks demonstrated in this report are compounded by the Covid 19 pandemic and all Trusts are working through the 
recovery with the following risks: 
 

 Infection control and social distancing risks 
 Capacity and workforce shortfalls  
 Bed availability and theatre sessions  

 
Despite such challenges, Newcastle Hospitals NHS FT, Northumbria Healthcare NHS FT and Northumberland Tyne and Wear 
NHS FT continue to be rated ‘Outstanding’, and Gateshead Health NHS FT “Good” by the CQC. 
 
Newcastle Gateshead and North Tyneside CCGs have been rated Outstanding, in the Improvement and Assessment Framework 
(IAF) and Northumberland CCG has a rating of Good. For 2019/20 the IAF has been superseded by the Oversight Framework and 
the initial dashboard is found in appendix 3. 
 
System key Achievements to date for Newcastle Gateshead, North Tyneside and Northumberland  

 Patient satisfaction rates from the GP survey have shown recent improvements 
 Dementia Diagnosis is above the standard across the system 
 Early Intervention in Psychosis standards are being met across the system 
 All 3 North ICP CCGs are currently meeting the cancer 31 day standards for radiotherapy. 
 NEAS are currently meeting the national response times with the exception of Cat 2 

 

 

 

Executive Summary 
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The following standards are currently not being met across all 3 North ICP CCGs 

 Diagnostic delays at NUTH NHS FT impacting all 3 North ICP CCG diagnostic waiting time performance 
 Referral to Treatment waiting times 
 Cancer waiting times 
 NHSI SI Framework: 60 day reporting 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Executive Summary 
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Quality and Safety   
 

 Summary Dashboard for North ICP CCGs - Newcastle Gateshead CCG, Northumberland CCG and North Tyneside CCG 
Summary Dashboard for all North ICP Providers - Gateshead Health NHS FT, Newcastle upon Tyne Hospitals NHS FT and 
Northumbria Healthcare NHS FT, Northumberland Tyne and Wear NHS FT, and NEAS 

 Quality and Safety Exceptions summary for the North ICP. 

Performance  

 NHS Constitution – CCG View for Newcastle Gateshead CCG, Northumberland CCG and North Tyneside CCG 
 NHS Constitution Foundation Trust View for North ICP Providers - Gateshead Health NHS FT, Newcastle upon Tyne 

Hospitals NHS FT and Northumbria Healthcare NHS FT 
 Performance Exceptions Summary for the North ICP 

Contracting  

 Following national guidance, usual contracting arrangements have been suspended and all providers have been placed on 
block contracts. A brief update on current arrangements is included from page 22. 
 

Finance  

 This section reports on the financial position for the first six months of the financial year 2020/21, as at September 2020. 
 
Appendices 

 
 Benchmarking Information giving a CCG and FT View across the Cumbria and North East region 
 Quality Premium performance across Newcastle Gateshead CCG, North Tyneside CCG and Northumberland CCG 
 CCG Oversight Framework performance across North ICP CCGs 

Executive Summary: Contents 
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Quality and Safety 
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Safe Quality Indicators Overview
Key

Performance
Area

Indicator Period Threshold CCG 
Actual

YTD 
Actual Movement Threshold CCG 

Actual
YTD 

Actual Movement Threshold CCG 
Actual

YTD 
Actual Movement

MRSA Assignment Following PIR Process Aug-20 0 0 0 0 0 0 0 0 0

C Difficile Aug-20 15.0 13 67 4.0 4 19 6.0 3 25

C Difficile Community Cases Aug-20 N/A 8 37 N/A 3 8 N/A 2 16

MSSA Aug-20 N/A 12 51 N/A 5 19 N/A 11 45

E Coli Aug-20 32.0 29 175 15.0 9 83 22.0 23 125

Never Events (i.e., number involving CCG's patients) Sep-20 0 0 1 0 0 0 0 0 1

Serious Incidents - NHS Providers Sep-20 N/A 13 84 N/A 3 23 N/A 3 34

Serious Incidents - Primary Care Sep-20 N/A 0 0 N/A 0 1 N/A 0 0

Safeguard Incident Risk Management (SIRMS) Sep-20 N/A 105 545 N/A 10 74 N/A 26 135

Caring Quality Indicators Overview
Key

Performance
Area

Indicator Period Threshold CCG 
Actual

YTD 
Actual Movement Threshold CCG 

Actual
YTD 

Actual Movement Threshold CCG 
Actual

YTD 
Actual Movement

Overall experience of GP practice Jul-20 
publication 82.0% 82.0% 82.0% 85.0% 82.0% 84.0%

Overall experience of making an appointment Jul-20 
publication 65.0% 66.0% 65.0% 69.0% 65.0% 68.0%

Overall experience of services when GP practice is 
closed 

Jul-20 
publication 67.0% 72.0% 67.0% 72.0% 67.0% 67.0%

Responsive and Well - Led Quality Indicators Overview
Key

Performance
Area

Indicator Period Threshold CCG 
Actual

YTD 
Actual Movement Threshold CCG 

Actual
YTD 

Actual Movement Threshold CCG 
Actual

YTD 
Actual Movement

Formal Complaint Sep-20 N/A 1.0 6.0 N/A 0.0 5.0 N/A 1.0 2.0

Concern/Advice/Other Sep-20 N/A 0.0 8.0 N/A 1.0 4.0 N/A 0.0 2.0

Freedom of Information Requests Sep-20 N/A 19.0 99.0 N/A 22.0 84.0 N/A 18.0 81.0

GP Patient Survey

Newcastle Gateshead CCG North Tyneside CCG Northumberland CCG

Responsive

Newcastle Gateshead CCG North Tyneside CCG Northumberland CCG

HCAI

Newcastle Gateshead CCG North Tyneside CCG Northumberland CCG

Incidents

Quality Dashboard - CCG Summary 
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Safe Quality Indicators Overview
Key

Performance
Area

Indicator Period Threshold GHFT Movement NHCFT Movement NuTHFT Movement CNTWFT Movement NEASFT Movement

MRSA Assignment Following PIR Process Aug-20 0 0 0

C Difficile Aug-20 6 2 9

MSSA Aug-20 3 3 9

E Coli Aug-20 15 23 33

Never Events Sep-20 0 0 0 0 0 0

Serious Incidents Sep-20 N/A 3 3 8 14 1

NHSI SI Framework: 2 Day Reporting Q2 20/21 95% 75.0% 100.0% 100.0% 97.0% 100.0%

NHSI SI Framework: 60 Day Reporting Q2 20/21 95% 20.0% 69.0% 58.0% 87.0% 100.0%

Safeguard Incident Risk Management (SIRMS) Sep-20 N/A 21 16 30 8 12

NRLS - Proportion of Incidents that are harmful. Jul-20 N/A 35.6% 30.8% 33.1% Nil

NRLS - Potential under-reporting of death/severe harm Jul-20 N/A 0.28 0.29 0.34

NRLS - Potential under-reporting Jul-20 N/A 37 62.3 77 Nil

NRLS - Consistency of Reporting Jul-20 N/A 6 6 6 Nil

Staffing Absence rate May-20 4.72% 4.49% 4.35% 4.70% 5.01% 6.22%

Alerts Patient safety alerts open past deadline Oct-20 0 3 0 0

HCAI

Incidents

Quality Dashboard Foundation Trusts - Safe  
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Effective Quality Indicators Overview
Key

Performance
Area

Indicator Period Threshold GHFT Movement NHCFT Movement NuTHFT Movement CNTWFT Movement NEASFT Movement

Summary Hospital-level Mortality Indicator (SHMI) Mar-20 106.0 100.7 97.9

Hospital Standardised Mortalbity Ratio (HSMR) Sep-19 105.1 108.1 98.6

VTE VTE Risk Assessment Dec-19 99.00% 95.10% 97.40%

Caring Quality Indicators Overview
Key

Performance
Area

Indicator Period Threshold GHFT Movement NHCFT Movement NuTHFT Movement CNTWFT Movement NEASFT Movement

Friends and Family Suspended a

Responsive and Well - Led Quality Indicators Overview
Key Performance Area Indicator Period Achievement

Well - Led CQUIN - Suspended to March 2021

Mortality

Quality Dashboard – Effective, Responsive and Well-Led 
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Health Care Acquired Infections (HCAI):  
 
C Difficile:  In August 2020 GHFT reported 6 (published) cases exceeding their monthly trajectory of 3.  The appeals process has 
been removed and due to the COVID-19 pandemic NHSE/I has not yet identified the annual trajectories.  All cases have been 
jointly reviewed and learning identified around timely stool submissions, poor communication and incomplete documentation. The 
findings have been fed back to the relevant teams.   
 
MSSA:  In August 2020 NuTHFT reported 9 (published cases) and was the highest reporter of MSSA in the region.  The Trust is 
showing as an outlier on the NHSE/I Quality Dashboard.  Reducing HCAI remains a priority for the Trust in 2020/21 and there are a 
number of quality improvement projects running in parallel with awareness campaigns, education and audit of practice with a 
specific focus on antimicrobial stewardship and safe prescribing and insertion and ongoing care of invasive prosthetic devices.  As 
well as ward monitoring of device compliance for peripheral intravenous and urinary catheters. 
 
E.coli:  In August 2020 NuTHFT reported 33 (published) cases and was the third highest reporter in the region and is showing as 
an outlier on the NHS Quality Dashboard.  For 2020/21 the Trust has set an internal reduction for E. coli bacteraemia cases with 
the aim to achieve ≤194 cases.   
 
Serious Incident Performance Q2 60 day reporting requirement: GHFT achieved 20% compliance, NuTHFT achieved 58% and 
CNTWFT achieved 87%.  However it should be noted that the requirement for Trusts to submit their investigation reports within 60 
days was suspended due to the pandemic.  Trusts have plans in place to manage the backlog of cases and this is being discussed 
and monitored via the relevant quality review group meetings. 
 
Serious Incidents Reported in September:  
 
GHFT reported 3 SIs (1 fall, 1 pressure ulcer and 1 suboptimal care of a deteriorating patient).  This is a decrease compared to the 
same reporting period last year (n= 10 reported). 
 

Quality Exceptions: North ICP 
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NuTHFT reported 8 SIs (6 pressure ulcers, 1 fall and 1 surgical incident).  This is a decrease compared to the same reporting 
period last year (n=12 reported) 
 
CNTWFT reported 14 SIs (8 unexpected deaths, 2 unexpected injuries, 2 falls, 1 homicide and 1 alleged abuse).  Of the 14 SI 
reported 3 involved NGCCG patients.  This demonstrates an increase when compared to the same period last year (n=6 reported).   
 
NEAS reported 1 SI (treatment delay) involving a Tees Valley patient.  This is a decrease compared to the same reporting period 
last year (n=2 reported) 
 
NGCCG Serious Incident Panel (October 2020):  28 provider cases were considered.  21 were closed pending confirmation of a 
completed action plan, 3 requests for a delog from STEIS were considered and agreed and 4 remain open as additional assurance 
was requested before agreeing closure.  The panel also considered 4 open cases on the action log and all were closed as 
appropriate additional assurance had been received.  
 
NHS Sickness Absence Rates:  CNTWFT and NEASFT were above the England average for May (4.72%) 
 
Patient Safety Alert:  GHFT is showing as having 3 outstanding alerts on the NHSE Acute Quality Dashboard (September 2020).  
However, the Patient Safety Compliance data for September 2020 shows that the Trust has no outstanding alerts. 
 
NGCCG Complaints:  In September 1 formal complaint was received via NHSE/I requesting a response from a primary care 
commissioning perspective on the running of GP services during COVID-19.  Information was provided to NHSE/I which will be 
provided in their overall response to the complainant. 2 provider complaints and 1 concern were received and all were passed to 
the relevant organisation to manage and respond, with the complainants consent.   
 
Friends and Family Test (FFT):  The collection of this data has been suspended due to COVID-19. 
 
CQUIN:  CCG and specialised CQUINs will remain suspended for all providers until 31 March 2021. 
 
Quality Accounts 2019/20:  The regulations to submit quality accounts by 30/06/20 were amended due to the pandemic.  It was 
recommended that providers should submit their quality account by 15 October 2020 to stakeholders ensuring sufficient time for 
scrutiny and comment.  Trusts are then expected to submit their final quality account by 15 December 2020. Arrangements are 
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underway within NECS Clinical Quality Team to ensure the quality accounts for all providers are reviewed, statements drafted and 
shared with the CCGs to ensure that the statutory 30 day turnaround timescale is met.   
 
Temporary Closure of Marie Curie Hospice:  The hospice declared a COVID-19 outbreak in October 2020 which affected 3 or 4 
patients and 21 staff members.  The hospice liaised with the Health Protection Team, Infection Prevention Control Team and the 
CCGs and as result of the outbreak the hospice has temporarily closed.  At the time of closure there were 5 patients, 4 were 
discharged and 1 was transferred to Wansbeck General Hospital.  The provider has reported this as a serious incident. 
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Performance 
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*Data publication paused due to Covid-19  

Performance Dashboard – NHS Constitution CCG View 

Actual YTD Risk Actual YTD Risk Actual YTD Risk Actual
% patients spending 4 hrs or less in A&E or minor injury unit Sep-20 95.0% 93.9% 95.8% 96.8% 98.2% 97.2% 98.4% 87.3%

Category 1 Response times (7 Mins ave) 07:00 00:05:31 00:05:39 00:06:31 00:06:09 00:07:37 00:07:37 00:07:16

Category 2 Response times (18mins ave) 18:00 00:23:30 00:19:47 00:23:15 00:18:58 00:23:18 00:19:35 00:22:32

Category 1 Response times (90th centile) 15mins 00:10:34 00:09:17 00:09:56 00:09:28 00:12:53 00:13:02 00:12:55

Category 2 Response times (90th centile) 40mins 00:46:28 00:39:36 00:44:57 00:36:30 00:45:14 00:39:11 00:46:03

Category 3 Response times (90th centile) 2hrs 03:15:49 02:11:26 03:14:15 01:56:53 02:12:44 01:28:30 02:37:06

Category 4 Response times (90th centile) 3hrs 03:02:41 02:06:34 03:22:24 02:01:56 02:11:45 01:48:34 03:27:55

% patients waiting for initial treatment on incomplete pathways within 18 weeks 92.0% 58.9% 60.1% 66.2% 66.9% 64.5% 65.9% 53.6%

Number of patients waiting more than 52 weeks for treatment 0 521 1154 172 348 218 524 111,026

MSA *Mixed Sex accommodation - number of unjustified breaches Feb-20 0 0 7 0 0 0 1 4,929

Diagnostics % patients waiting less than 6 weeks for the 15 diagnostics tests (including audiology) Aug-20 99.0% 63.5% 48.8% 76.6% 57.3% 85.6% 62.6% 62.0%

% of patients seen within 2 weeks of an urgent GP referral for suspected cancer 93.0% 64.8% 74.6% 78.8% 87.3% 83.0% 89.3% 87.8%

% of patients seen within 2 weeks of an urgent referral for breast symptoms 93.0% 94.0% 75.5% 94.3% 88.3% 94.0% 93.7% 82.3%

% of patients treated within 62 days of an urgent GP referral for suspected cancer 85.0% 81.5% 73.8% 91.7% 83.9% 83.5% 83.6% 77.9%

% of patients treated within 62 days of an urgent GP referral from an NHS Cancer Screening Service 90.0% 50.0% 21.6% 0.0% 22.0% 100.0% 17.6% 55.9%

% of patients treated for cancer within 62 days of consultant decision to upgrade status N/A 100.0% 57.1% 100.0% 58.8% 100.0% 73.3% 86.3%

% of patients treated within 31 days of a cancer diagnosis 96.0% 96.3% 92.8% 96.5% 88.3% 96.4% 94.6% 94.5%

% of patients receiving subsequent treatment for cancer within 31 days - surgery 94.0% 97.1% 91.4% 100.0% 89.0% 92.9% 88.6% 87.3%

% of patients receiving subsequent treatment for cancer within 31 days - drugs 98.0% 100.0% 97.3% 95.7% 96.4% 96.6% 95.7% 99.2%

% of patients receiving subsequent treatment for cancer within 31 days - radiotherapy 94.0% 96.3% 97.5% 100.0% 98.5% 98.3% 96.4% 96.1%

6 Week wait IAPT treatment (People Completing Therapy) Jul-20 75% 96.6% 96.6% 95.0% 95.0% 98.4% 98.4% 87.5%

18 Week wait IAPT treatment (People Completing Therapy) Jul-20 95% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 97.6%

% people with anxiety  disorders and depression who access psychological therapies (IAPT) Aug-20 9.2% 1.1% 4.9% 1.3% 5.5% 1.0% 5.0%

% complete treatment who are moving to recovery Aug-20 50% 47.1% 49.1% 55.0% 55.2% 54.5% 53.6%

Early intervention in psychosis - % with 1st episode treated within 2 weeks Sep-20 60% 92.3% 79.3% 84.0% 87.2% 50.0% 74.1%

Waiting times for routine referral to CYP Eating Disorder Services - Within 4 weeks 96.8% 96.8% 96.4% 96.4% 79.3% 79.3% 79.0%

Waiting times for Urgent referrals to CYP Eating Disorder Services - within 1 week 100.0% 100.0% 100.0% 100.0% 84.8% 84.8% 86.0%

Inappropriate OAPs active at period end
Jul-20 <0 5 5 5 5 5 5 590

Improve diagnosis rate for people with dementia Sep-20 70.0% 70.5% 70.5% 66.4% 66.4% 62.9% 62.9% 63.0%

RTT Aug-20

Q2 2019-20 - Q1 
2020-21

Cancer Aug-20

Mental Health

England 
Benchmark

 CCG Performance Indicators 2020/21 - Constitution

Ambulance Sep-20

North Tyneside CCG Northumberland CCG
Threshold

Indicators Indicator Description Latest Data 
Period

Newcastle Gateshead CCG

Front Door
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Performance Dashboard – CCG Trends 

Key

Newcastle Gateshead CCG

North Tyneside CCG

Northumberland CCG

Target

80.0%
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90.0%

95.0%

100.0%

% patients 4hrs or less in A&E
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100.0%

% patient waiting 18 weeks on incomplete 
pathway
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 *Data publication paused due to Covid-19 ***Future data collection snapshot 

Performance Dashboard – NHS Constitution NHS Foundation Trust View 

Actual YTD Risk Actual YTD Risk Actual YTD Risk Actual YTD Risk

% patients spending 4 hrs or less in A&E or minor injury unit 95.0% 93.4% 96.0% 94.6% 95.5% 97.8% 98.8%

Over 12 hour trolley waits <0 0 0 0 0 0 0

Turn around time - Arrive Hospital to Clear <= 30% 43.4% 48.1% 38.2%

Ambulance handovers 30 mins - 60 mins <0 54 291 3 59 300 1,187

Ambulance handovers => 60 mins <0 1 2 1 6 83 151

Ambulance handovers =>120mins <0 0 0 0 0 1 1

Category 1 Response times (7 Mins ave) 07:00 00:06:27 00:06:14

Category 2 Response times (18mins ave) 18:00 00:24:19 00:20:46

Category 1 Response times (90th centile) 15mins 00:11:00 00:10:33

Category 2 Response times (90th centile) 40mins 00:48:26 00:42:04

Category 3 Response times (90th centile) 2hrs 02:59:55 02:04:25

Category 4 Response times (90th centile) 3hrs 02:52:48 02:07:12

*Delayed Days - Acute 694 7,214 309 2,862 56 540

*Delayed Days - Non-Acute 207 1567 0 0 42 442
% patients waiting for initial treatment on incomplete pathways within 18 
weeks 92.0% 58.3% 60.3% 63.6% 60.4% 76.2% 76.4%

Number of patients waiting more than 52 weeks for treatment 0 1041 2386 41 90 11 33

Number of patients waiting >26 weeks on incomplete pathway 20,616 2,332 3356

*Mixed Sex accommodation - number of unjustified breaches Feb-20 0 0 0 0 8 0 0

*Cancelled Ops Q3 2019/20 95.0% 95.8% 93.6% 91.4% 89.5% 94.8% 91.7%

Diagnostics % patients waiting less than 6 weeks for the 15 diagnostics tests (including 
audiology) Aug-20 99.0% 70.0% 52.6% 57.5% 44.8% 87.6% 65.0%

% of patients seen within 2 weeks of an urgent GP referral for suspected 
cancer 93.0% 57.0% 74.8% 52.5% 62.2% 94.5% 95.5%

% of patients seen within 2 weeks of an urgent referral for breast symptoms 93.0% 93.8% 75.7% 100.0% 70.4% 94.9% 94.2%

% of patients treated within 62 days of an urgent GP referral for suspected 
cancer 85.0% 82.7% 75.4% 67.7% 63.2% 87.8% 86.9%

% of patients treated within 62 days of an urgent GP referral from an NHS 
Cancer Screening Service 90.0% 33.3% 21.3% 45.5% 32.0% n/a 16.7%

% of patients treated for cancer within 62 days of consultant decision to 
upgrade status N/A 84.6% 56.3% n/a 85.7% 100.0% 81.8%

% of patients treated within 31 days of a cancer diagnosis 96.0% 93.6% 89.4% 96.6% 95.9% 100.0% 99.0%

% of patients receiving subsequent treatment for cancer within 31 days - 
surgery 94.0% 94.3% 89.8% 95.2% 95.3% 100.0% 87.5%

% of patients receiving subsequent treatment for cancer within 31 days - 
drugs 98.0% 97.2% 96.3% 100.0% 98.9% 92.9% 96.7%

% of patients receiving subsequent treatment for cancer within 31 days - 
radiotherapy 94.0% 98.3% 96.2% n/a n/a n/a n/a

***Non-clinically justifiable 104 day delays 0.0%

NHS Foundation Trusts Performance Indicators 2020/21

Front Door

Sep-20

Ambulance Sep-20

Indicators Indicator Description Latest Data 
Period Threshold

Cancer Aug-20

NEAS

DTOC Feb-20

Newcastle Hospitals NHS FT Gateshead Health NHS FT Northumbria Healthcare NHS FT

RTT

Aug-20

Sep-20
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Performance Dashboard – NHS Foundation Trust Trends 

Key
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*Data publication paused due to Covid-19 

 
 A robust information system is in development at NUTH NHS FT to record accurate waiting times information for wheelchairs 
 Wheelchair data for Q3 has been submitted for Gateshead 
 A Task and finish group has been established and an action plan in place for the Learning Disabilities Clinical lead to work 

with practices in Newcastle and Gateshead and North Tyneside to increase the uptake of annual health checks. 

  

Actual YTD Risk Actual YTD Risk Actual YTD Risk

AHCs delivered by GPs for 
patients on the Learning 
Disability Register

Patients aged 14 or over on the GPs  Learning Disability Register receiving a health check 
within the quarter Q1 2020/21 176 1747 40 893 116 1427

*Personal Health budgets Number of PHBs in place Q3 2019/20 503 1099 124 250 430 614

*Children waiting more than 
18 weeks for a wheelchair

% of children whose episode of care was closed within the reporting period where equipment 
was delivered in 18 weeks or less of being referred to the service Q3 2019/20 92.0% 100% 100% 92.0% 100.0% 95.1% 92.0% 76.2% 72.8%

 CCG Performance Indicators 2019/20 - Other Commitments

Indicators Indicator Description Latest Data 
Period Threshold

Newcastle Gateshead CCG North Tyneside CCG Northumberland CCG
Threshold Threshold

CCG Performance Dashboard – Other Commitments 
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A&E: 95% 4 Hour standard – North ICP 

 Demand throughout the Covid 19 pandemic has decreased across the North ICP and performance has significantly 
improved.  Demand is increasing however as we approach the winter period and more recent performance at Newcastle 
Hospitals NHS FT and Gateshead Health NHS FT has deteriorated. 

 Actions - Integrated A&E improvement plans which incorporate initiatives such as ED staffing, specialty assessment, early 
discharge and stranded patients, long length of stay audit, all which contribute to sustainable improvement, are in effect. 

 Action plans are in line with winter planning to factor in the operational challenges over the winter months.  
 A&E Delivery Boards are established which are working on transformation of urgent care in order to continue to deliver 

improvements in performance.   
 

Cancer Waiting times: North ICP 

 NUTH NHS FT and Gateshead Health are currently not meeting the Cancer 62 day standard due to continued pressures, 
particularly in relation to the Urology pathway and significant pressures in endoscopy.  Social distancing and isolation pre 
diagnostics and surgery has added significant days to the 62 day pathway.  Dermatology at NUTH is a particular pressure 
and the North ICP is implementing a digital dermatology pathway to help ease pressures.. 
 

 NGCCG is implementing work across the North ICP FTs to standardise the approach to endoscopy. All FTs in the ICP have 
had a recent strong focus on improving the endoscopy pressures, and urgent referrals have now improved through triage, 
increased outsourcing, DNA reminders, FIT testing triage, straight to test, and advice to GPs.  This has been further 
extended throughout the pandemic. 
 

 A North ICP improvement programme led by the Northern Cancer Alliance is underway to streamline pathways and embed 
rapid diagnostics initiatives.   
 

Performance Exceptions: North ICP  
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 There are currently significant pressures facing Breast services across the North East, with Durham, Newcastle and 
Northumbria all expressing concern about the sustainability of their capacity. Planning work is underway to develop options 
for future expansion of breast capacity to meet this future growth but this is against an acute shortage of breast radiologists.  
Gateshead Health NHS FT are currently providing support to Durham with additional weekend sessions to clear the backlog.  

Referral to Treatment (RTT) – North ICP 

 All Trusts are underway with the recovery following the suspension of all routine surgery and diagnostics which have 
significantly impacted RTT pathways. 
 

 There has been a significant increase in long waiters across the patch, including over 52 week waiters particularly in spinal 
surgery, Ophthalmology and vascular surgery at NUTH.  Ophthalmology waiting times have increased significantly. Trusts 
are now being monitored on 78-103 week waiters, with particular pressures at NUTH in spinal surgery  
 

 A North ICP RTT meeting between FTs and CCGs has re-commenced on a bi-monthly basis to consider pressures and 
patient flows across the North ICP.  Action plans are being developed across pressured specialties in relation to waiting 
times and waiting list growth. 
 

 A national programme for the clinical validation of waiting lists is underway.  
 
 

NEAS Response times  

 Response times remain a pressure across the ICP, vehicle configuration and increased demand the main issues affecting 
performance. 

 CCGs across CNE agreed 4 year investment plan from 2018/19 in response to the Operational Research in Health (ORH) 
report which will see significant investment in NEAS over the coming years and significant changes which will lead to 
performance improvements and delivery of the standards.   

Performance Exceptions: North ICP continued 
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 Specific actions include: Additional recruitment of paramedics; Re-rostering of shifts to match the demands of the service; 
Change in front line skill mix to 60:40 paramedics to emergency care assistants 

 Risk to performance remains as the 4 year investment plan is rolled out. 
 
 
Diagnostics 99% Standard – Pressures at NUTH  

 
• Trust frameworks developed for OP, RTT and Diagnostics 
• Work to increase diagnostics capacity with the FTs is underway with a particular focus on endoscopy at all Trusts which has 

been impacted particularly by social distancing.  
 

Improving Access to Psychological Therapies (IAPT)  

 Pressures continue within the Newcastle service and moving to recovery rates and access rates have dropped below the 
standard.  Both the Newcastle, North Tyneside and Northumberland services are not meeting the 2018/19 requirement for 
19% access which remains a challenge, although North Tyneside and Northumberland CCGs are meeting the 50% moving 
to recovery standard.   
  

 The North Tyneside service is linking in with Universities and Colleges, looking to provide wellbeing courses for students and 
targeting companies at Cobalt Business Park in order to maximise access.   

 

 Following an unsatisfactory procurement process the NGCCG is working in partnership with the current providers to develop 
a new model of delivery to ensure improvement of future KPI’s. The current waiting list is to be managed separately outside 
of the main contract.  

 

Performance Exceptions: North ICP continued 
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Better Care Fund  

An update on Better Care Fund will be provided in due course given national guidance is still awaited.  

System Performance Exceptions  
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Contracting 
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Note: Thresholds for A&E type 1 attendances are based on 2020/21 demand plan data.They have not been signed off by the CCGs or the FTs. They are 
included for illustrative purposes only. Incomplete wating lists thresholds are based on March 19 position. 
 

 A&E Attendances are significantly below anticipated levels due to the impact of the pandemic.    
 Waiting list volumes are compared against the March 2019 actual position for illustrative purposes only. Whilst this reflects 

a positive position at present, this is entirely due to the significant reduction in referrals during March to June 2020 as a 
result of the significant reduction in the number of referrals due to the pandemic. With referrals now increasing and provider 
capacity reduced due to the impact of social distancing requirements, significant pressures (already being experienced in 
over 52 week waiters) are likely to be encountered in relation to waiting list volumes.  

 The North ICP RTT meeting involving providers and Commissioners continues to review waiting list pressures and patient 
flows across the North ICP and seek assurance on actions to mitigate pressures although this is in the context of Covid 
recovery and the reinstatement of services.  

CCG Contracting Dashboard Contracting KPI Dashboard 

Actual YTD Risk Actual YTD Risk Actual YTD Risk
Type 1 A&E attendance 85,765 7,132 38,719 31,760 3,943 21,632 39,497 5175 27,941
Non elective admissions with zero length of stay comapred to plan 12,705 1,973 9,931 9,529 1,295 6,926 12,225 1,914 10,187
Non elective admissions with length of stay of 1 day or more compared to plan 21,974 3,137 16,524 9,374 1,363 7,423 13,481 1,994 10,792

Actual YTD Risk Actual YTD Risk Actual YTD Risk
Type 1 A&E attendance Sep-20 60,287 8,474 46,843 42,645 6,743 36,788 58,646 7,557 41,558
Incomplete waiting list (Threshold March 2019) Aug-20 71,972 66,190 66,190 8,541 9,083 9,083 22,395 21,463 21,463 

Actual YTD Risk Actual YTD Risk Actual YTD Risk
Incomplete waiting list (Threshold March 2019) 39,693 36,062 36,062 17,133 17,673 17,673 24,485 24,934 24,934
Number of patients waiting >26 weeks on incomplete pathway 11,020 11,020 4,448 4,448 6,385 6,385Aug-20

Northumbria Healthcare NHS FT

Latest Data 
Period Threshold

Newcastle Gateshead CCG
Threshold

North Tyneside CCG
Threshold

Northumberland CCG

YTD 
Threshold

Northumberland CCG

Latest Data 
Period Threshold

Newcastle Hospitals NHS FT
Threshold

Gateshead Health NHS FT
Threshold

North Tyneside CCG

Sep-20

Latest Data 
Period YTD 

Threshold
Newcastle Gateshead CCG YTD 

Threshold
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As a result of the covid-19 pandemic, NHSE/I issued guidance which effectively suspended all usual contracting arrangements and 
set out that NHS commissioners did not need to put in place written, signed contracts with Trusts; instead, block payments would 
be made to Trusts, at levels set nationally by NHSE/I. The operation of CQUIN was also suspended for all providers. This 
arrangement will continue for the remainder of this financial year.  

POD Group

Activity 

Plan

20/21

Activity 

Actual

20/21

Activity 

Variance

20/21

Variance 

%

Activity 

Actual

19/20

Activity as 

% of last 

year

Activity 

Plan

20/21

Activity 

Actual

20/21

Activity 

Variance

20/21

Variance 

%

Activity 

Actual

19/20

Activity as 

% of last 

year

Activity 

Plan

20/21

Activity 

Actual

20/21

Activity 

Variance

20/21

Variance 

%

Activity 

Actual

19/20

Activity as 

% of last 

year

AandE 2,581 1,996 (585) -23% 2,658 75% 47,266 30,973 (16,293) -34% 46,863 66% 42,129 23,500 (18,629) -44% 40,132 59%

Ambulatory Care 314 304 (10) -3% 313 97% 2,189 2,390 201 9% 2,018 118% 2,695 1,813 (882) -33% 2,834 64%

Critical Care 49 55 6 12% 40 138% 2,461 2,861 400 16% 2,352 122% 1,380 1,255 (125) -9% 1,247 101%

Elective 277 104 (173) -62% 278 37% 17,656 8,607 (9,049) -51% 17,499 49% 8,340 3,795 (4,545) -54% 8,320 46%

Excess Beddays 35 17 (18) -51% 34 50% 5,792 1,569 (4,223) -73% 5,383 29% 1,568 840 (728) -46% 1,367 61%

Maternity Pathways 164 214 50 31% 129 166% 2,527 3,854 1,327 53% 2,549 151% 1,604 2,081 477 30% 1,604 130%

Mental Health 16 32 16 106% 0 0% 0 1,068 1,068 0% 704 152% 0 1,091 1,091 0% 1,988 55%

Non Elective 241 235 (6) -3% 244 96% 18,550 11,408 (7,142) -39% 17,431 65% 8,820 6,846 (1,974) -22% 8,657 79%

Other Services 182 143 (39) -21% 180 79% 943,142 599,879 (343,263) -36% 948,268 63% 63,414 36,222 (27,192) -43% 59,631 61%

Outpatient Diagnostics 274 134 (140) -51% 290 46% 18,673 11,831 (6,842) -37% 18,209 65% 12,080 6,406 (5,674) -47% 12,578 51%

Outpatient First 507 164 (343) -68% 494 33% 38,262 26,101 (12,161) -32% 38,087 69% 14,515 9,376 (5,139) -35% 13,771 68%

Outpatient First NF2F 170 254 84 49% 191 133% 320 2,662 2,342 733% 262 1016% 403 3,345 2,942 730% 470 712%

Outpatient Follow Up 1,681 236 (1,445) -86% 1,620 15% 76,712 52,558 (24,154) -31% 74,639 70% 38,052 17,342 (20,710) -54% 36,157 48%

Outpatient Follow Up NF2F 52 586 534 1032% 36 1628% 1,828 6,763 4,935 270% 1,886 359% 121 9,273 9,152 7554% 123 7539%

Outpatient Procedures 116 45 (71) -61% 118 38% 32,751 11,745 (21,006) -64% 32,759 36% 3,924 1,563 (2,361) -60% 4,089 38%

Grand Total 6,659 4,519 (2,140) -32% 6,625 68% 1,208,130 774,269 (433,861) -36% 1,208,909 64% 199,045 124,748 (74,297) -37% 192,968 65%

Northumbria Healthcare NHS Foundation Trust Newcastle Hospitals NHS Foundation Trust Gateshead Health NHS Foundation Trust
NHS Newcastle Gateshead CCG - Month 5 YTD

CCG Contract Finance & Activity Dashboard – Newcastle Gateshead 
CCG CCGCCGCCCCCCCGCCG 
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Therefore the above contract information is included for illustrative purposes only and gives an indication of the impact of the 
pandemic on activity levels at our three major acute providers. Planned activity levels are those which we would have expected to 
have agreed this year and which were under discussion with providers in March.  

One of the impacts of the pandemic, particularly during the recovery stage, has been the increased use of technology as a result of 
the need for social distancing. The implementation of block contracts and the removal of the link between activity and finance has 
also supported a material change in the way outpatient services are delivered.  

This has resulted in a significant increase in the number of non-face to face contacts (both telephone and video) in the first five 
months of the financial year. At NuTH there has been an increase of 7,277 over the same period last year whilst at GHNHSFT the 
increase has been 12,094, the majority being in relation to follow ups.  

Whilst not every non face to face contact will lead to an avoided outpatient attendance, this will undoubtedly have as positive 
impact on creating capacity and improving patient experience.  

As part of the restoration of services following the peak of the pandemic, NHSEI announced in July an expectation that activity 
plans for the reminder of the financial year would be based on the following objectives:   

• In September, delivering at least 80% of last year’s activity for both overnight electives and for outpatient/daycase 
procedures, rising to 90% in October (while aiming for 70% in August).  
• This means that systems need to very swiftly return to at least 90% of their last year’s levels of MRI/CT and endoscopy 
procedures, with the goal to reach 100% by October; and  
• 100% of last year’s activity for first outpatient attendances and follow-ups (face to face or virtually) from September through 
the balance of the year (and aiming for 90% in August).  
 
On the 20th August NHSEI announced an incentive scheme, effective from September, aimed at rewarding those systems which 
are able to exceed these activity trajectories, but at the same time applying financial penalties, again at a system level, for those 
systems unable to achieve these activity trajectories. These financial adjustments will be made at a marginal rate with rewards 
calculated at 75% (electives/OP procedures) and 70% (OP attendances) whilst penalties will be applied at a marginal rate of 25% 
(electives/OP procedures) and 20% (OP attendances).  
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The table below reflects month 5 data and is included for indicative purposes given the incentive scheme is only applicable from 1st 
September and reflects the system position as opposed to the individual NGCCG position. It nevertheless provides an indication of 
system performance against the required trajectories. It is not yet clear as to whether the incentive scheme will be modified given 
the impact of the second wave of the pandemic.  

 

The national average outpatient cost to be applied to the incentives and penalties is still to be announced. Future reports will 
highlight the potential financial benefit and risks to the North of Tyne and Gateshead ICP in relation to current activity levels as 
compared to the national expectation.   

Ambition

Activity 

Actual

20/21

Activity 

Actual

19/20

Activity 

Variance

Year on Year

Activity as % 

of last year

M5 (Aug) 

'aim'

Electives & Outpatient Procedures 16,697 26,276 (9,579) 64% 70%

MRI 1,608 2,128 (520) 76% 90%

CT 3,504 3,936 (432) 89% 90%

Endoscopy 1,214 1,661 (447) 73% 90%

Outpatient activity (FA &FUP total) 65,935 72,058 (6,123) 92% 90%

Outpatient NF2F total % 26%   National benchmark is 25% including 60% of all follow ups
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Finance 
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YTD Forecast (To Month 6 2020) YTD Forecast (To Month 6 2020) YTD Forecast (To Month 6 2020)

Financial Position - (underspend) / deficit 6,637 6,637 1,148 1,148 4,358 4,358

Commisioning Spend - (underspend) / deficit 6,601 6,601 1,107 1,107 4,253 4,253

Running Costs - (underspend) / deficit 36 36 41 41 105 105

Cash 1.06% 1.06% 1.04% 1.25% 0.20% 1.25%

Better Practice Payment Code (BPPC) 99.04% 95.00% 98.65% 95.00% 99.92% 95.00%

Month 6 - September 2020
Newcastle Gateshead CCG North Tyneside CCG Northumberland CCG

CCG Finance Dashboard – Executive Summary 

Notes 

Financial Position

Commissioning Spend

Running Costs

Cash

BPPC

Underspends are shown as a credit and overspends as a debit which is consistent with internal reporting within CCGs but differs from NHSE reporting via Non ISFE

Numerical figures in the table above are in thousands

NHSE KPI for CCGs to pay 95% of their invoices within 30 days. This is based on number of invoices for both NHS and Non NHS.

This is year to date actuals and forecast outturn position versus in-year allocations.

This is the variance between plan and actual for Commissioning spend.

This is the variance between plan and actual for Running Cost spend.

NHSE KPI for CCGs to hold no more than 1.25% of their initial monthly cash drawdown in their bank at month end.
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This section reports on the financial position of the CCG for the first six months of the financial year 2020/21. Due to the COVID-19 
pandemic CCG allocations have been adjusted to match national expectation of required funding to cover only the period April2020 – 
Sept 2020. Therefore the forecast position relates to this period only.  
 
Newcastle Gateshead CCG 

 The forecast outturn reported at Month 6 is an in-year pressure of £6,637k 
 Of this pressure £4.4m is COVID19 specific expenditure: 

o £3.7m in CHC and Hospital Discharge Programme 
o £0.66m in Primary Care and PPE. 
o £0.04m in other programme 

 COVID costs reported to Month 5 were reimbursed through an additional allocation transfer from NHSE of £4,636k for COVID 
costs, and £246k for non-COVID pressures. This was in addition to the £15.5m allocations received for Months 1 to 4, and 
therefore the remaining pressure above is also expected to be reimbursed in this way after month end. 

 The underlying non-COVID pressure reported at Month 6 is £2.2m. Of this pressure £1.1m relates to latest Prescribing estimates 
based on 20/21 BSA profiles, with remaining pressures mainly in Other Primary Care costs and Service Development Fund 
scheme estimates.  
 

 QIPP plans have been paused during the COVID19 pandemic and therefore there is no reporting schedule for QIPP at this time. 
 Risk and mitigations are not required for NHSE reporting during the COVID19 pandemic and therefore are not included at this 

time. 
 
 
 
 
 
 
 

CCG Finance Dashboard – Overview of Financial Position 
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Newcastle Gateshead CCG: In Year Monitoring Analysis for 2020/21 – September 

 

 

Recurrent Non- Recurrent Total Recurrent Non- Recurrent Total Recurrent Non- Recurrent Total

£000's £000's £000's £000's £000's £000's £000's £000's £000's

Published Allocations - Running Costs 9,310 0 9,310 4,144 0 4,144 6,144 6,144

Published Allocations -Final allocation after place-based pace of change 797,929 0 797,929 350,970 0 350,970 509,487 509,487

Published Allocations - Other funding after pace of change 3,261 0 3,261 1,313 0 1,313 48,647 48,647

Published Delegated Allocations - Final allocation after place-based pace of change 77,333 0 77,333 31,590 0 31,590 1,925 1,925

Reduction for central indemnity scheme -2,221 0 -2,221 -907 0 -907 -1,397 -1,397 

IR PELs transfer 133 0 133 162 0 162 128 128

Additional Premises Support 0 0 0 0 0 0 400 400

NHS Property Services Voids & Subs 826 0 826 181 0 181 687 687

Morbid Obesity Risk Share 0 0 0 -63 0 -63 -78 -78 

CCG core services additional funding from 2020/21 to 2023/24 576 0 576 254 0 254 368 368

Transfer 8 months Programme Allocation to central reserve 0 -536,055 -536,055 0 -235,305 -235,305 0 -341,678 -341,678 

Prospective 4 months Programme Non-Recurent Adjustment 0 -2,234 -2,234 0 -7,194 -7,194 0 -182 -182 

Transfer 8 months delegated allocation to central reserve 0 -49,169 -49,169 0 -20,361 -20,361 0 -31,767 -31,767 

Prospective 4 months delegated Non-Recurent Adjustment 0 -288 -288 0 -170 -170 0 27 27

Transfer 8 months Running Costs allocation to central reserve 0 -6,207 -6,207 0 -2,763 -2,763 0 -4,096 -4,096 

Prospective 4 months running costs Non-Recurent Adjustment 0 -633 -633 0 -299 -299 0 -644 -644 

Transfer 2 months Programme allocation from central reserve - see schedule for details 0 134,014 134,014 0 58,826 58,826 85,420 85,420

Prospective 2 months Programme Non-recurrent Adjustment - see schedule for details 0 -1,117 -1,117 0 -3,597 -3,597 -91 -91 

Transfer 2 months delegated allocation from central reserve - see schedule for details 0 12,292 12,292 0 5,090 5,090 7,942 7,942

Prospective 2 months delegated Non-recurrent Adjustment - see schedule for details 0 -144 -144 0 -85 -85 14 14

Transfer 2 months Running Costs allocation from central reserve - see schedule for details 0 1,552 1,552 0 691 691 1,024 1,024

Prospective 2 months running costs Non-recurrent Adjustment - see schedule for details 0 -317 -317 0 -150 -150 -322 -322 

Total NHS Allocation Baseline 887,147 -448,306 438,841 387,644 -205,317 182,327 566,311 -284,353 281,958

Allocations Received within 2020-21 financial year - COVID 0 17,819 17,819 0 3,648 3,648 0 11,545 11,545

Allocations Received within 2020-21 financial year - NON COVID 2,589 2,589 264 264 0 3,079 3,079

Retrospective Top Ups - September 2020 0 20,408 20,408 0 3,912 3,912 0 14,624 14,624

Revenue Resource Limit In Year -  September 2020 459,249 186,239 296,582

Newcastle Gateshead CCG North Tyneside CCG Northumberland CCG

CCG Finance Dashboard – Allocations 
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Budget (Mth 
1-6)

Year to Date 
Budget

Year to Date 
Actual

Year to Date 
Variance

£'000 £'000 £'000 £'000
Funding:
2020/21 Initial Commissioning Allocation 398,691 398,691 398,691 0
2020/21 Running Costs Allowance 3,705 3,705 3,705 0
2020/21 Primary Care Co-Commissioning Allocation 36,445 36,445 36,445 0
Cumulative Underspend Carry Forward
Additional Allocations - CSF 20,408 20,408 20,408 0
Total Income 459,249 459,249 459,249 0

Running Costs:
Total CCG Running Costs Running Costs 3,678 3,678 3,714 36

                    
Commissioning Expenditure Budgets:
South Tyneside and Sunderland NHSFT Acute 2,155 2,155 2,155 0
Co Durham & Darlington NHSFT Acute 1,001 1,001 1,001 0
Gateshead Hospitals NHSFT Acute 70,440 70,440 70,440 (0)
Newcastle upon Tyne Hospitals NHSFT Acute 121,742 121,742 121,742 0
Northumbria Healthcare NHSFT Acute 2,636 2,636 2,636 0
South Tees NHSFT Acute 155 155 155 (0)
North Tees & Hartlepool NHS FT Acute 81 81 81 (0)
Non NHS Acute Acute 1,563 1,563 1,562 (1)
Other Acute Acute 1,027 1,027 1,027 0
Non Contracted Activity & Individual Funding Requests Acute 261 261 150 (110)
North East Ambulance Service Amb 9,190 9,190 9,190 0
Northumberland Tyne & Wear NHSFT MH/LD 35,888 35,888 35,888 (0)
Non NHS MH/LD MH/LD 4,551 4,551 4,562 12
Packages of Care and Non Contracted Activity MH/LD 948 948 703 (245)
s117 MH/LD 9,034 9,034 9,424 390
Newcastle upon Tyne Hospitals NHSFT Community 16,861 16,861 16,861 0
Gateshead Community Services Community 13,636 13,636 13,636 0
Joint Community Servci Community 0 0 0 0
Non NHS Community Community 3,595 3,595 3,544 (51)
Local Authority Services Community 590 590 750 160
Continuing Healthcare/Funded Nursing Care CHC 51,035 51,035 54,817 3,782
Prescribing Prim Care 43,119 43,119 44,107 987
Commissioned Services & Out of Hours Prim Care 11,263 11,263 11,611 348
Services for Over 75's Prim Care 620 620 620 0
Primary Care Co-Commissioning Prim Care 36,486 36,486 36,667 181
Programme Costs Prog 5,937 5,937 6,311 373
Better Care Fund Prog 8,834 8,834 8,834 0
Total Commissioning Expenditure Budgets 452,646 452,646 458,473 5,827

Reserves:
Earmarked Reserves Reserve 2,925 2,925 3,700 774
Total Commissioning Reserves 2,925 2,925 3,700 774

Total Commissioning Expenditure 455,571 455,571 462,172 6,601

Total Expenditure (Running costs & commissioning) 459,249 459,249 465,886 6,637

Cumulative Surplus 0 0 0 0

(Underspend)/Deficit In-Year Movement 0 6,637

CCG Finance Dashboard – Financial Position and Risk  
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Not currently reported due to COVID-19 pandemic 

 

  

CCG Finance Dashboard – QIPP 
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Not currently reported due to COVID-19 pandemic 

 

 

 

 

CCG Finance Dashboard – Risks and Mitigations 
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September August Movement September August Movement September August Movement

£000's £000's £000's £000's £000's £000's £000's £000's £000's

Non Current Assets Property, plant and equipment 0 0 0 0 0 0 677 698 (21)

Intangible Assets 0 0 0 0 0 0 0 0 0

Other Financial Assets 0 0 0 0 0 0 0 0 0

Total Non Current Assets 0 0 0 0 0 0 677 698 (21)

Current Assets Trade and other Receivables 880 1,732 (852) 22 42 (21) 136 131 4

Prepayments and Accrued Income 56,815 52,070 4,745 23,780 24,936 (1,156) 33,662 33,609 53

Cash and cash equivalents 698 607 90 288 147 141 88 235 (147)

Total Current Assets 58,393 54,410 3,983 24,089 25,125 (1,035) 33,885 33,975 (90)

Total Assets 58,393 54,410 3,983 24,089 25,125 (1,035) 34,562 34,673 (111)

Current Liabilities Trade and other payables (12,122) (11,435) (687) (2,804) (3,124) 320 (8,613) (7,876) (737)

Accruals (72,874) (68,512) (4,363) (18,476) (18,507) 31 (32,826) (31,040) (1,786)

Other liabilities 0 0 0 0 0 0 0 0 0

Provisions 0 0 0 0 0 0 0 0 0

Borrowings 0 0 0 0 0 0 0 0 0

Total Current Liabilities (84,996) (79,947) (5,049) (21,280) (21,631) 351 (41,438) (38,915) (2,523)

Non-Current Assets plus/less Net Current Assets/Liabilities (26,603) (25,537) (1,066) 2,810 3,494 (684) (6,876) (4,242) (2,634)

Non-Current liabilities Other liabilities 0 0 0 0 0 0 0 0 0

Provisions 0 0 0 0 0 0 0 0 0

Borrowings 0 0 0 0 0 0 0 0 0

Total Non-Current Liabilities 0 0 0 0 0 0 0 0 0

TOTAL ASSETS EMPLOYED (26,603) (25,537) (1,066) 2,810 3,494 (684) (6,876) (4,242) (2,634)

Newcastle Gateshead CCG North Tyneside CCG Northumberland CCG

CCG Finance Dashboard – Balance sheet 



35 
 

 
Executive Summary Quality Performance Contracting Contracting Finance Appendices 

 

 

 

 

 

Appendices 

 

 

 



36 
 

 
Executive Summary Quality Performance Contracting Contracting Finance Appendices 

 

 Appendix 1a CCG Benchmarking Information – Benchmarking of key constitution standards for CNE CCGs 
 Appendix 1b FT Benchmarking Information – Benchmarking of key constitution standards for CNE FTs 
 Appendix 2a CCG Quality Premium – CCG Quality Premium is an incentive scheme for CCGs and comprises of a demand 

management element and a quality element, appendix 3a details performance against the quality measures and their 
associated value to each CCG.  Progress against the demand management element is detailed within the contracting 
section of this report. 

 Appendix 2b Local CCG Quality Premium – Each CCG has a local quality premium indicator.  Appendix 3b show progress 
against this indicator for each CCG.   

 Appendix 3 – Improvement and Assessment Framework (IAF) – The IAF outlines the metrics that inform NHS England’s 
assessment of CCGs in 2018/19. 

 
  

Appendices 
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* Data publication paused due to Covid-19  

Cancer Indicators Period Target NH
S 

NE
W

CA
ST

LE
 

GA
TE

SH
EA

D 
CC

G

NH
S 

NO
RT

H 
TY

NE
SI

DE
 C

CG

NH
S 

NO
RT

HU
MB

ER
LA

ND
 C

CG

NH
S 

SO
UT

H 
TY

NE
SI

DE
 C

CG

NH
S 

SU
ND

ER
LA

ND
 

CC
G

NH
S 

CO
UN

TY
 

DU
RH

AM
 C

CG

NH
S 

NO
RT

H 
CU

MB
RI

A 
CC

G

NH
S 

TE
ES

 
VA

LL
EY

 C
CG

Aug-20 64.8% 78.8% 83.0% 65.2% 79.9% 75.7% 76.6% 73.3%
YTD 20 74.6% 87.3% 89.3% 74.9% 86.5% 84.6% 88.7% 81.3%
Aug-20 94.0% 94.3% 94.0% 100.0% 63.6% 54.3% 90.4% 82.0%
YTD 20 75.5% 88.3% 93.7% 60.0% 56.1% 64.7% 91.6% 78.4%
Aug-20 81.5% 91.7% 83.5% 90.5% 82.4% 80.8% 55.2% 75.7%
YTD 20 73.8% 83.9% 83.6% 83.7% 79.7% 77.2% 66.5% 76.8%
Aug-20 50.0% 0.0% 100.0% 0.0% 66.7% 50.0% n/a 50.0%
YTD 20 21.6% 22.0% 17.6% 33.3% 43.8% 55.6% 10.0% 58.1%
Aug-20 100.0% 100.0% 100.0% 100.0% 91.7% 100.0% 81.8% 84.2%
YTD 20 57.1% 58.8% 73.3% 87.0% 92.7% 84.4% 80.6% 80.2%
Aug-20 96.3% 96.5% 96.4% 98.6% 99.2% 96.7% 86.7% 95.3%
YTD 20 92.8% 88.3% 94.6% 97.0% 99.2% 96.7% 91.1% 95.2%
Aug-20 97.1% 100.0% 92.9% 81.8% 90.0% 93.6% 100.0% 85.2%
YTD 20 91.4% 89.0% 88.6% 95.6% 92.6% 93.1% 92.9% 89.9%
Aug-20 100.0% 95.7% 96.6% 100.0% 100.0% 96.7% 97.4% 100.0%
YTD 20 97.3% 96.4% 95.7% 100.0% 99.3% 97.9% 97.3% 98.7%
Aug-20 96.3% 100.0% 98.3% 100.0% 100.0% 98.9% 96.6% 93.1%
YTD 20 97.5% 98.5% 96.4% 93.8% 93.0% 96.6% 99.0% 95.7%

RTT Period Target
% patients waiting for initial treatment on incomplete 
pathways within 18 weeks Aug-20 92.0% 58.9% 66.2% 64.5% 66.9% 67.3% 56.7% 49.8% 56.4%

Aug-20 521 172 218 119 213 691 1361 903
YTD 20 1,154 348 524 276 488 1,676 4,321 2,366
Feb-20 0 0 0 0 0 0 3 0
YTD 20 7 0 1 0 9 12 18 7

Diagnostics Period Target
% patients waiting less than 6 weeks for the 15 
diagnostics tests (including audiology) Aug-20 99.0% 63.5% 76.6% 85.6% 63.5% 65.6% 79.5% 45.8% 74.4%

Dementia Period Target
Improve diagnosis rate for people with dementia Sep-20 70.0% 70.5% 66.4% 62.9% 64.8% 63.9% 65.9% 60.7% 73.8%

A&E Period Target
% patients spending 4 hrs or less in A&E or minor injury 
unit Sep-20 95.0% 93.9% 96.8% 97.2% 94.4% 94.4% 91.3% 85.3% 93.2%

98.0%

Number of patients waiting more than 52 weeks for 
treatment
*Mixed Sex accommodation - number of unjustified 
breaches

0

0

94.0%

% of patients receiving subsequent treatment for cancer 
within 31 days - surgery

% of patients receiving subsequent treatment for cancer 
within 31 days - drugs

% of patients receiving subsequent treatment for cancer 
within 31 days - radiotherapy

93.0%

93.0%

85.0%

90.0%

N/A

96.0%

94.0%

% of patients seen within 2 weeks of an urgent GP 
referral for suspected cancer
% of patients seen within 2 weeks of an urgent referral 
for breast symptoms

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

% of patients treated within 62 days of an urgent GP 
referral from an NHS Cancer Screening Service
% of patients treated for cancer within 62 days of 
consultant decision to upgrade status
% of patients treated within 31 days of a cancer 
diagnosis

Appendix 1a CCG Benchmarking Information Constitution Standards 
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*Data publication paused due to Covid-19  ***Future data collection snapshot   
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Aug-20 52.5% 57.0% 94.5% 95.7% 75.9% 76.1% 69.9% 60.2% 91.0%
YTD 20 62.2% 74.8% 95.5% 96.9% 84.1% 88.8% 84.7% 73.4% 90.6%
Aug-20 100.0% 93.8% 94.9% n/a 37.3% 90.1% 20.0% 100.0% 89.3%
YTD 20 70.4% 75.7% 94.2% n/a 57.8% 91.4% 48.1% 100.0% 83.6%
Aug-20 67.7% 82.7% 87.8% 91.1% 81.0% 57.0% 66.8% 80.6% 77.7%
YTD 20 63.2% 75.4% 86.9% 83.9% 81.7% 69.0% 71.0% 75.2% 82.9%
Aug-20 45.5% 33.3% n/a 100.0% 50.0% n/a 0.0% 100.0% 50.0%
YTD 20 32.0% 21.3% 16.7% 54.5% 36.4% 15.4% 50.0% 68.8% 58.7%
Aug-20 n/a 84.6% 100.0% 97.9% 100.0% 93.3% 88.5% 87.5% 82.4%
YTD 20 85.7% 56.3% 81.8% 93.1% 72.7% 86.4% 86.7% 75.4% 89.2%
Aug-20 96.6% 93.6% 100.0% 98.8% 98.6% 87.6% 89.2% 96.8% 95.3%
YTD 20 95.9% 89.4% 99.0% 99.5% 98.8% 92.0% 92.9% 95.1% 95.2%
Aug-20 95.2% 94.3% 100.0% 92.0% 86.4% 100.0% 100.0% 92.9% 81.8%
YTD 20 95.3% 89.8% 87.5% 95.9% 92.2% 100.0% 78.7% 92.5% 85.9%
Aug-20 100.0% 97.2% 92.9% 100.0% 100.0% 96.3% 100.0% 98.1% 100.0%

YTD 20 98.9% 96.3% 96.7% 99.6% 100.0% 97.8% 99.3% 97.2% 99.0%
Aug-20 n/a 98.3% n/a n/a n/a 95.8% n/a 95.3% n/a
YTD 20 n/a 96.2% n/a 100.0% 100.0% 98.8% 100.0% 96.1% 100.0%
N/A
N/A

RTT Period Target
% patients waiting for initial treatment on incomplete pathways within 18 weeks Aug-20 92.0% 63.6% 58.3% 76.2% 69.5% 48.3% 48.4% 48.0% 39.5% 79.9%

Aug-20 41 1,041 11 239 664 1,298 873 1,227 34
YTD 20 90 2,386 33 501 1,586 4,165 2,083 3,283 86
Feb-20 0 0 0 0 0 3 26 0 0
YTD 20 8 0 0 10 7 4 305 3 0

Diagnostics Period Target
% patients waiting less than 6 weeks for the 15 diagnostics tests (including audiology) Aug-20 99.0% 57.5% 70.0% 87.6% 62.8% 85.0% 44.8% 69.8% 70.0% 78.0%

A&E Period Target
% patients spending 4 hrs or less in A&E or minor injury unit Sep-20 95.0% 94.6% 93.4% 97.8% 94.4% 90.6% 85.2% 89.2% 86.6% 100.0%

Number of patients waiting more than 52 weeks for treatment
0

*Mixed Sex accommodation - number of unjustified breaches
0

% of patients receiving subsequent treatment for cancer within 31 days - surgery
94.0%

% of patients receiving subsequent treatment for cancer within 31 days - drugs
98.0%

% of patients receiving subsequent treatment for cancer within 31 days - radiotherapy
94.0%

0.0%
***Non-clinically justifiable 104 day delays

% of patients treated within 62 days of an urgent GP referral from an NHS Cancer Screening 
Service 90.0%

% of patients treated for cancer within 62 days of consultant decision to upgrade status
N/A

% of patients treated within 31 days of a cancer diagnosis
96.0%

% of patients seen within 2 weeks of an urgent GP referral for suspected cancer
93.0%

% of patients seen within 2 weeks of an urgent referral for breast symptoms
93.0%

% of patients treated within 62 days of an urgent GP referral for suspected cancer
85.0%

Appendix 1b: FT Benchmarking Information Constitution Standards 
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Measure

Threshold for success Latest Data Eligible QP 
Funding Latest Data Eligible QP 

Funding Latest Data Eligible QP 
Funding

Part A1) Type 1 A&E attendances compared to plan 
Mar 19:  Target 
170,412 - Actual 
178,608

Mar 19:  Target 
71,732 - Actual 
56,464

Mar 19:  Target 
72,095 - Actual 
75,971

Part A2) Non elective admissions with zero length of stay comapred to plan
Mar 19:  Target 
12,935- Actual 
14,092

Mar 19:  Target 
11.431- Actual 11,664

Mar 19:  Target 
15,681 - Actual 
16,912

50.0% Part B) Non elective admissions with length of stay of 1 day or more 
compared to plan

Mar 19:  Target 
42,187 - Actual 
41,212

£986,004
Mar 19:  Target 
17,348- Actual 17,247 £415,192

Mar 19:  Target 
25,873 - Actual 
26,117

£608,858

Cancers diagnosed at early stage 17.0%
4% improvement in the proportion of cancers diagnosed at stages 1 and 2 in 
2017 compared to 2016 OR > 60% of all cancers diagnosed at stages 1 and 2 
in  2017.

FY2017-Q4 53.0% £111,747 FY2017-Q4 51.5% £45,711 FY 2017 Q4 56.8% £69,004

GP access and Experience 17.0%
85% of respondents who said they had a good experience of making an 
appointment, OR 3 % increase from July 2018 publication  of those who said 
they had a good experience of making an appointment

July 2018  71% v July 
2019 67% £111,747 July 2018  72% v July 

2019 69% £45,711 July 2018  71% v July 
2019 70% £69,004

Part A) 50% - > 80% of cases with a positive NHS CHC Checklist, the NHS CHC 
eligibility decision is made by the CCG within 28 days from receipt of the 
Checklist (or other notification of potential eligibility)

Q4 2018/19 83.6% £55,874 Q4 2018/19 83.5% £22,855 Q4 18/19 64.3% £34,502

Part B) 50% - <15% of all full NHS CHC assessments take place in an acute 
hospital setting. Q4 2018/19 0.0% £55,874 Q4 2018/19 4.5% £22,855 Q4 18/19 2.1% £34,502

At least a 14% increase in the number of individual children and young people 
aged under 18 with a diagnosable Mental Health condition receiving treatment by 
NHS funded community services when they need it in Year 1 OR The increase in 
activity necessary to enable 32% of children and young people aged under 18 
with a diagnosable MH condition to receive treatment in NHS funded community 
services when they need it in Year 1.

Sept 18 59.5% Sept 18 56.0% £45,711 Sept 18 61.0% £69,004

Recovery rate of people accessing IAPT services identified as BAME; 
improvement of at least 5 percentage points or to same level as white British, 
whichever is smaller.

Q3 2018/19 43% Q3 2018/19 53% Q3 2018/19 44%

The proportion of people accessing IAPT services aged 65+ to increase to at 
least 70% of the proportion of adults aged 65+ in the local population in Q4. 
Where 70% has already been achieved or exceeded to achieve the same % 
point improvement in Q4 Year 2 as that achieved in Q4 Year 1.

Q3 2018/19 4.3% Q3 2018/19 7% Q3 2018/19 6.7%

Reduction in E coli BSI 2018/19 Mar 19 - Target 379 - 
Actual 506 £33,524 Mar 19  Target 179- 

Actual 207 £13,713 Mar 19  Target 262- 
Actual 353 £20,701

Collection and reporting of a core primary care data for E coli Q2 Reporting 
complete £16,762 No reporting 

requirement £6,857 No reporting 
requirement £10,351

Reduction  in Trimethoprim: Nitrofurantoin prescribing to patients aged 70 years 
10% reduction 

Target 9,776                    
12 months to Mar 
2019 - 5,376

£22,349
Target 5,065                
12 months to Mar 2019 
- 3,185

£9,142
Target 7,111              
12 months to Mar 2019 
- 5,011

£13,801

Sustained reduction of inappropriate prescribing in primary care <1.161 12 months to Mar 
2019 - 1.072 £11,175 12 months to Mar 2019 

- 1.083 £4,571 12 months to Mar 2019 
- 1.104 £6,900

Reduction in Items per Specific Therapeutic group Age-Sex Related Prescribing 
Unit (STAR-PU) =<0.965

12 months to Mar 
2019 - 1.072 £27,937 12 months to Mar 2019 

- 1.083 £11,428 12 months to Mar 2019 
- 1.104 £17,251

Northumberland CCG

Emergency Demand Management 

50.0% £608,858

M
an

da
te

d

Continuing Health Care 17.0%

 CCG Quality Premium 2018/19

% of 
quality 

premium
Title of Measure

Bloodstream Infections: Part A 30% (Ai =30% Aii 
15%) Part B 20%  Part Ci 10% Cii 25% 17.0%

North Tyneside CCGNewcastle Gateshead CCG

£111,747

£986,004 £415,192

Mental health: Improve inequitable rates of access to 
Children & Young People’s Mental Health Services 17.0%

Appendix 2a: CCG Quality Premium  
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See contracting page for; 

 Emergency Demand Management data 
 Waiting list information 

Title of Measure

% of 
quality 

premium Threshold for success Latest Data
Eligible QP 

Funding

Ne
w

ca
st

le
 

G
at

es
he

ad

Glucose Blood Testing Reagents - Primary Care 
Prescribing 

Reduce expenditure on blood glucose test strips by 10% when comparing 
quarter 3 2017/18 and quarter 4 of 2018/19 (£617.49 per 1000 pop)

 per 1000 pop: Q3 
£668.10

£98,600

No
rth

 
Ty

ne
si

de

Musculoskeletal System Problems
50% reduction in growth in prescribed pregablin or gabapentin (GABA-ergic 
medicines) for chronic non-cancer pain management.

Mar 2019 YTD target 
1,596,890 actual 
1,157,963

£40,333

No
rth

um
be

rla
nd

Rate of recovery: % of people who are "moving to 
recovery" of those who have completed IAPT treatment Q4 performance in 2018/19 to achieve 55% Mar 2019 55.4% ytd £60,886

15.0%

CCG Local Quality Premium 2018/19

Threshold for success
Latest Data Adjustment to 

funding Latest Data Adjustment to 
funding Latest Data Adjustment to 

funding

RTT Number of patients on an incomplete pathway not to be higher in March 2019 
than in March 2018

Mar 19: Target 31,762 
Actual 39,696 50.0%

Mar 19: Target 14,050 
Actual 17,133 50.0%

Mar 19: Target 20,994 
Actual 24,485 50.0%

Cancer 62 days Max 2 months (62day) wait from urgent cancer referral to first definitive treatment 
for cancer

Mar 19: Target 85.4% 
Actual 83.3% 50.0%

Mar 19: Target 85.0% 
Actual 84.3% 50.0%

Mar 19: Target 85.7% 
Actual 83.9% 50.0%

Title of Measure

Northumberland CCG

N
H

S 
C

on
st

itu
tio

na
l 

rig
ht

s 
an

d 
pl

ed
ge

s

Newcastle Gateshead CCG North Tyneside CCG

Appendix 2b: Local CCG Quality Premium  
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Appendix 3: NHSE Oversight Framework (Quarterly) 

Domain Area No Ref Indicator Name Latest period Target
NHS Northumberland 
CCG

NHS Newcastle 
Gateshead CCG NHS North Tyneside CCG

Preventing ill health and reducing inequalitiesObesity 1 102a Percentage of children aged 10-11 classified as overweight or obese 2015-16 to 2017-18 34.71% 38.40% 34.53%

2 103a
Diabetes patients that have achieved all the NICE recommended treatment targets: three (HbA1c, 
cholesterol and blood pressure) for adults and one (HbA1c) for children 2018-19 38.10% 38.76% 37.40%

3 103b People with diabetes diagnosed less than a year who attend a structured education course 2017-18 (2016 cohort) 13.13% 16.22% 14.19%

Preventing ill health and reducing inequalitiesFalls 4 104a Injuries from falls in people aged 65 and over 19-20 Q2 2,626 2,597 2,962

New Service Models Personalisation and patient choice 5 105b Personal health budgets 19-20 Q2 149 140 290

Quality of care and outcomes People with long term conditions and complex needs6 105c Percentage of deaths with three or more emergency admissions in last three months of life 2017 8.55% 8.01% 9.41%
Health inequalities

7 106a
Inequality in unplanned hospitalisation for chronic ambulatory care sensitive and urgent care 
sensitive conditions 19-20 Q2 3,465 2,926 2,931

8 107a Antimicrobial resistance: appropriate prescribing of antibiotics in primary care 2019 10 0.965 1.087 1.043 1.068

9 107b Antimicrobial resistance: appropriate prescribing of broad spectrum antibiotics in primary care 2019 10 10% 7.05% 7.31% 7.65%

Quality of care and outcomes People with long term conditions and complex needs10 108a The proportion of carers with a long term condition who feel supported to manage their condition 2019 100% 58.5% 56.9% 60.6%

Finance and use of resources Finance and use of resources 11 109a Reducing the rate of low priority prescribing 19-20 Q2 Green Star Green Star Green

12 121a Provision of high quality care: hospital 19-20 Q1 79 78 78

13 121b Provision of high quality care: primary medical services 19-20 Q1 70 68 68

14 122a Cancers diagnosed at early stage 2017 54.83% 53.22% 51.96%

15 122b People with urgent GP referral having first definitive treatment for cancer within 62 days of referral 19-20 Q2 85% 84.31% 76.15% 85.97%

16 122c One-year survival from all cancers 2017 75% 72.80% 72.40% 71.60%

17 122d Cancer patient experience 2018 9.0 9.0 9.0

18 123a Improving Access to Psychological Therapies – recovery 19-20 Q2 50% 55.26% 48.66% 55.64%

19 123b Improving Access to Psychological Therapies – access 19-20 Q1 4.69% 6.17% 4.44%

20 123c
People with first episode of psychosis starting treatment with a NICE-recommended package of 
care treated within 2 weeks of referral 2019 08 56% 83.56% 75.84% 84.75%

22 123f Mental health out of area placements 2019 09 24 14 51

Preventing ill health and reducing inequalitiesHealth inequalities 23 123g Proportion of people on GP severe mental illness register receiving physical health checks 19-20 Q2 60% 43.3% 37.4% 42.9%

Finance and use of resources Finance and use of resources 24 123i Delivery of the mental health investment standard 19-20 Q2 Green Green Green

Quality of care and outcomes Diabetes

Preventing ill health and reducing 
inequalities

Antimicrobial resistance

General

Mental health

Quality of care and outcomes

Cancer services
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 Highest Performing quartile Interquartile range Lowest Performing quartile

Appendix 3: NHSE Oversight Framework (Quarterly) 
Domain Area No Ref Name Latest period Target

NHS Northumberland 
CCG

NHS Newcastle 
Gateshead CCG NHS North Tyneside CCG

Mental Health 25 123j Ensuring the quality of mental health data submitted to NHS Digital is robust (DQMI) 2019 09 91.21% 90.69% 88.96%

28 124b Proportion of people with a learning disability on the GP register receiving an annual health check 2017-18 53.59% 46.67% 53.20%

29 124c Completeness of the GP learning disability register 2017-18 0.66% 0.63% 0.71%

31 125a Neonatal mortality and stillbirths 2016 5.30 3.51 2.65

32 125b Women’s experience of maternity services 2018 82.4 86.1 89.6

33 125c Choices in maternity services 2018 61.8 63.2 61.5

Smoking 34 125d Maternal smoking at delivery 19-20 Q2 6% 14.20% 12.23% 11.09%

35 126a Estimated diagnosis rate for people with dementia 2019 11 67% 68.50% 77.14% 69.98%

36 126b Dementia care planning and post-diagnostic support 2018-19 77.45% 79.81% 78.70%
Integrated primary care and community 
health services 37 127b Emergency admissions for urgent care sensitive conditions 19-20 Q2 3,296 3,257 3,662

38 127c Percentage of patients admitted, transferred or discharged from A&E within 4 hours 2019 03 95% 95.26% 95.18% 95.47%

39 127e Delayed transfers of care per 100,000 population 2019 11 4.2 5.4 2.8

40 127f Population use of hospital beds following emergency admission 19-20 Q2 928 1182 1040
Integrated primary care and community 
health services 41 128b Patient experience of GP services 2019 84.36% 84.37% 86.37%

Leadership and workforce Leadership and workforce 42 128d Primary care workforce 2019 03 1.15 1.00 0.98

44 129a Patients waiting 18 weeks or less from referral to hospital treatment 2019 03 92% 91.51% 92.84% 91.45%

45 129b Overall size of the waiting list 2019 11 27,740 41,427 20,074

46 129c Patients waiting over 52 weeks for treatment 2019 11 2 0 0

47 130a Achievement of clinical standards in the delivery of 7 day services 2017-18 3 2 3

48 131a Percentage of NHS Continuing Healthcare full assessments taking place in an acute hospital setting 19-20 Q2 15% 1.63% 0.00% 0.00%

General 49 132a
Evidence that sepsis awareness raising amongst healthcare professionals has been prioritised by 
the CCG 2018 Amber Green Green Star

Planned care 50 133a Percentage of patients waiting 6 weeks or more for a diagnostic test 2019 11 1% 1.41% 3.40% 1.81%

General 51 134a Evidence based interventions 19-20 Q2 Red Amber Red

Finance and use of resources Finance and use of resources 52 141b In-year financial performance 19-20 Q2 Amber Green Green

New Service Models Personalisation and patient choice 53 144a Utilisation of the NHS e-referral service to enable choice at first routine elective referral 2019 07 100% 99.95% 99.99% 100.00%

Finance and use of resources Finance and use of resources 54 145a Expenditure in areas with identified scope for improvement 19-20 Q2 Amber Green Red
55 162a Probity and corporate governance 19-20 Q2 not applicable not applicable not applicable

56 163a Staff engagement index 2018 3.94 3.90 3.94

57 163b Progress against the Workforce Race Equality Standard 2018 0.11 0.11 0.11

58 164a Effectiveness of working relationships in the local system 2018-19 60.2 72.8 76.9

59 165a Quality of CCG leadership 19-20 Q2 Green Green Star Green Star

60 166a
Compliance with statutory guidance on patient and public participation in commissioning health and 
care 2018 Amber Green Green

Quality of care and outcomes

Maternity services

People with long term conditions and complex needs

Learning disability and autism

Quality of care and outcomes

Leadership and workforce Leadership and workforce

New Service Models
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1 Purpose of this report 
 
This report provides the CCG with: 
 

1. An overview of workforce data for Quarter 2 (Q2) of the 2020/2021 financial year, 
being the period from 1 July 2020 to 30 September 2020.  The data is based on 
those staff who are paid via payroll and includes all permanent, fixed term, full-time, 
part-time and bank staff. 

2. An overview of the Human Resources activity delivered within and/or on behalf of the 
CCG during Q2.  

3. A summary of progress made against the CCG’s Organisational Development (OD) 
plan during Q2 2020/21.  

 
2 Workforce Overview 
 
At the end of Q2 the CCG had a headcount of 159, which is a decrease from 161 at the end 
of the last quarter. The WTE  stands at 116.88 which is a decrease from the last quarter 
These figures include those staff who are engaged with the CCG under permanent, fixed 
term and zero hour contracts.  
 
There are 30 staff engaged with the CCG on fixed term contracts or secondments, 
representing  approximately 18.87% of the workforce. Work continues to review all 
temporary workforce arrangements across the CCG. 
 
During the second quarter there has been one new hire processed onto the payroll system 
and three staff have left the CCG, (one end of FTC, one voluntary resignation and one 
retirement age). For the 12 month period ending on 30 September 2020, annual turnover is 
calculated at 15.87% of the workforce, this is a decrease on Q1’s annual attrition rate.  
 
As at the end of the quarter Q1 Q2 Q3 Q4 
Total Headcount 161 159   
Total Full Time Equivalent (FTE) 119.22 116.88   
Fixed Term Staff (headcount) 32 30   
Fixed Term Staff (FTE) 11.97 10.82   
Quarterly Turnover Rate 2.49% 1.88%   
Turnover Rate (rolling 12 months) 18.63% 15.87%   

 
Activity during the quarter  Q1 Q2 Q3 Q4 
New Hires 12 1   
New Hires FTE 11.03 1   
Leavers 4 3   
Leavers FTE 2 1.80   
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3 Sickness Absence Overview 
 
The rolling absence figure for Q2 has decreased against the last quarter from 4.50% to 
4.12%. This equates to 14.78 average days lost per FTE to the CCG over the 12 month 
period.  The estimated 12 month cost of absence is £189,559 which is a decrease of 
approximately £40,000 from Q1.  
 
Sickness Absence (rolling 12 
months) 

Q1 Q2 Q3 

 Annual Sickness Absence Rate 4.50% 4.12%   
Average days lost per FTE  15.46 14.78   
Estimated Cost £230,0033 £189,559   

 
The data below provides a comparison of the CCG’s 12 month rolling absence figure 
(defined as absence as a % of available FTE) against seven other CCGs in the North East 
and North Cumbria.  The 12 month rolling absence figure for Newcastle Gateshead CCG 
(4.12%) sits above the current average of 2.89%.  
 
 

 
 

Monthly % Rolling Sickness Absence (% of available FTE) 

 
 

Organisation Absence FTE %

Organisation 1 3.21%

Newcastle Gateshead CCG 4.12%

Organisation  2 2.32%

Organisation  3 4.44%

Organisation  4 2.54%

Organisation  5 1.53%

Organisation  6 2.83%

Organisation  7 2.16%

Average 2.89% 0.00%
0.50%
1.00%
1.50%
2.00%
2.50%
3.00%
3.50%
4.00%
4.50%
5.00%

12 Month Rolling Sickness by CCG
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Sickness Absence (% of available FTE) split by Short Term / Long Term 2020 

 
 

 
 

 
 

Sickness Absence (% of available FTE) split by Short Term / Long Term 2019 
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Absence Reason by Days Lost

 
 
 
 
Sickness Absence Benchmarking Data 2020 (NHS Digital)  
 

 
 
 
4 COVID-19 
 
Sickness 
It has been agreed that where someone has been diagnosed with Coronavirus the most 
appropriate absence code is selected based on the information provided by the employee 
(e.g. ‘S15 Chest and respiratory problems). Then one of the following is recorded in the 
Reason for Absence field: 

 Coronavirus (COVID-19) 
 Coronavirus (COVID-19) - Household Member Symptoms  
 Coronavirus (COVID-19) - Post Travel Quarantine  
 Coronavirus (COVID-19) - Test and Trace Contact 

 
For quarter 2 there were no sickness absences recorded due to COVID-19. 
 
Self-isolation 
It has been agreed that self-isolation will be recorded as special leave with full pay and the 
reason under special leave should be recorded as ‘infection precaution.’ Where employees 

January              
2020

February                                
2020

March             
2020

April
2020

May
2020

June
2020

April to 
June 2020

England 4.81% 4.51% 5.36% 6.20% 4.72% 4.04% 4.98%

Acute 4.65% 4.36% 5.36% 6.49% 4.89% 4.10% 5.15%
Ambulance 6.27% 5.84% 6.62% 7.35% 5.34% 4.65% 5.77%
Clinical Commissioning Group 3.33% 3.16% 3.16% 2.32% 1.80% 1.75% 1.95%
Commissioning Support Unit 3.80% 3.59% 3.34% 2.59% 2.06% 1.93% 2.19%
Community Provider Trust 5.28% 4.90% 5.48% 5.76% 4.70% 4.06% 4.84%
Mental Health and Learning Disability 5.43% 5.06% 5.54% 5.74% 4.58% 4.17% 4.82%
Others 2.99% 2.89% 3.42% 2.70% 1.98% 2.01% 2.22%

S10 S23 

S17 
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are able to work from home, i.e. they are isolating but still working, there is no requirement to 
record anything on ESR. 
 
For quarter 2 there were no special leave absences recorded due to COVID-19. 
 
 
5 Human Resources 
 
5.1 HR Support 
 
The CCG continues to have a dedicated HR Business Partner who provides day to day HR 
& OD advice and support on HR & OD matters. Prior to the COVID 19 pandemic, the HR 
Business Partner would spend a minimum of one day per month at the CCG and managers 
are able to book appointments during these times. Where the CCG has required additional 
on-site support, this has been accommodated.  Due to the COVID 19 pandemic, additional 
support has been provided through Microsoft Teams and telephone; monthly scheduled 
Microsoft Teams meeting have taken place in addition to fortnightly HR Link Meeting 
updates. 
 
5.2 Employment Relations 
 
HR advice and support continues to be provided in respect of formal and informal issues 
across a range of day-to-day management areas, including: 
 
Topic Risks & Mitigation 
Workforce  
Support provided to help the CCG attain the 
Gold award for Better Health at Work 

Ensure appropriate and timely employee 
engagement to reduce any negative impact on 
employee morale, turnover and sickness 
absence. 

Performance Management  
Advise and support on informal performance 
management cases including advice on 
performance improvement plans 

Advice given in line with the performance 
management policy that includes the setting of 
SMART objectives and regular reviews. The 
aim is to support an improvement in 
performance without the need to progress to a 
more formal stage in the policy. 

Absence Management  
Supporting managers including attendance at 
attendance review meetings and 
occupational health referrals  

Ensure a fair and consistent approach to the 
absence management policy including 
consideration of the Equality Act and contribute 
to the reduction of sickness absence across 
the CCG. 
Support with final absence meetings and return 
to work plans 

Staff Survey  
2020 staff survey  
 

Awaiting details on the launch of the 2020 staff 
survey 

Job Evaluation   
Supporting line managers in drafting and 
gaining the required banding for a number of 
JD 

Continue to support the line managers in using 
the national profiles to support the JD drafting. 

Appointments / Secondments   
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Advice has been provided on recruitment 
processes, appointments and appropriate 
use of contracts and internal and external 
secondments. 

Ensure a fair and consistent approach to 
appointments and recruitment is being adhered 
to in line with the Recruitment policy. 

COVID-19  
Advice and support has been provided during 
the COVID-19 with support in FAQ writing 
and support to staff. 
 

 

 
5.3 Projects, Developments and Meetings  
 
5.3.1 CCG HR & OD Reference Group & CCG Partnership Forum  
 
HR facilitate a quarterly CCG HR & OD Reference Group with a view to coordinate HR and 
OD practice across the North of England CCGs, influence the HR and OD service delivered 
to CCGs and share HR & OD best practice. The Reference Group also provides as a 
management pre-meet for the CCG Partnership Forum attended by staff and Trade Union 
representatives. 
 
The CCG Partnership Forum is also held quarterly with the purpose of facilitating and 
promoting partnership working between all CCGs and Trade Unions. The meeting provides a 
platform to enable meaningful consultation, negotiation and communication. 
 
During Q2 issues discussed included: 

 Review and approval of ten HR policies (see below) 
 Update from each CCG on ways of working during the COVID-19 pandemic 
 Update from each CCG on their plans for the flu vaccinations  
 A review of the NHS People Plan action plan 

 
5.3.2 Health & Wellbeing 
 
The CCG are making progress with the Health and Wellbeing Agenda and progress to the 
Gold Award was put on hold due to COVID-19. However, the plan is to have this established 
for February 2021 including, for example, plans to re do the health and wellbeing survey 
undertaken in January 2020 to ensure topic areas are meeting staff needs. 
 
The health, safety and wellbeing of our staff is an absolute priority, and although the Covid-
19 pandemic has altered our workforce’s health and wellbeing priorities,  the organisation 
has been focused on ensuring staff have been supported with safe working environments at 
home, mental health support,  advice guidance and sign posting such as the activities and 
communictaions highlighted below: 
 

 Regular staff email 
 Shared guidance from a range of organisations including   

o Better Health At Work Active Newcastle 
o Public Health England 
o North East Counselling Service monthly contact bulletins were shared  

 Updates from NECS  Health & Safety Team 
 Updates from NECS HR including FAQs and guidance  on a range of topics – 

sickness absence, carer responsibilities, childcare, shielding  
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 Risk assessmmet of CCG premisies at Ridley House and Riverside House and 
devlopment of SOP with key actions introduced prior to any offices welcoming back 
staff, including a full Covid health and safety risk assessment and the issue of a 
compliance certificate. 

 Actively encouraged staff to take annual leave  
 Team meetings continued virtually 
 Fortnightly staff sessions informative and fun  
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5.3.4 Staff Survey 
 
The Staff Survey was launched on 5 October 2020 and findings will be reported to the 
Governing Body. 
 
5.3.5 COVID-19 
 
The HR Service continues to support the CCGs on a number of COVID-19 related issues 
including: 
 

 Support and co-ordination for the Deployment Hub 
 Production of regular FAQ’s and COVID-19 related information 
 Support on the outcomes of the individual risk assessment 
 Management of fortnightly update meetings with Health & Safety, HR links and Staff 

side 
 

5.3.6 NHS People Plan 
 
The HR Service will work with the CCG HR link to provide support on the progression of the 
NHS People Plan actions in the following areas: 
 

 Health & Wellbeing 
 Flexible Working 
 Equality & Diversity 
 Culture & Leadership 
 New ways of delivering care 
 Growing the workforce 
 Recruitment 
 Retaining staff 
 Recruitment & deployment across systems 

 
An initial mapping exercise against the People Plan has been undertaken (Appendix 1), with 
a view to identify areas which can be progressed at a local CCG level and development of a 
common ICP Plan. 
 
 
 



NGCCG actions for the NHS People Plan, the document sets out actions for employers, national bodies and systems.  

Please find below a summary of these actions: 

HEALTH AND WELLBEING  

 Action Who Update Sept/Oct  2020 
Timeline (where 
provided) 

1 Put in place effective infection prevention and control procedures. Employers 

 Staff enabled to work from home as a first option.  Where this is not 
possible building risk assessed to comply with the social distancing 
guidelines set out by the government  

 Hand sanitisers and anti bacterial wipes available at each workstation and 
touch points  

 Extensive signage is present throughout the buildings with posters 
advising staff to wash their hands and the correct procedure for doing so. 

 Extensive signage is present throughout the building with posters advising 
what signs and symptoms to be aware of should the feel they may have 
the virus. 

 Hot desking will be avoided wherever possible.  
 Desks cleaned appropriately before and after use. 
 Cleaners are following a strict regime of disinfecting all touch points such 

as desk tops, door handles, push plate and keypads, stair rails etc. 

 

2 Ensure all staff have access to appropriate personal protective 
equipment (PPE) and are trained to use it. Employers Very few staff required to use PPE, those who do have PPE and have been 

trained. C Piercy is s super trainer  

3 All frontline healthcare workers should have a vaccine provided by 
their employer. Employers CCH staff not frontline staff but will be offered flu vaccine in October  

4 
Complete risk assessments for vulnerable staff, including BAME 
colleagues and anyone who needs additional support, and take 
action where needed. 

Employers 

Most staff working remotely 
All staff have been risk assessed, 2 x BAME staff offered specific BAME risk 
assessments 
Any actions identified are supported 

 

5 Ensure people working from home can do safely and have support 
to do so, including having the equipment they need. Employers 

Agile working assessments in place and any identified adjustments 
/equipment in place 
Staff have IT and office equipment including chairs etc at home 
Staff individual risk assessments undertaken 
 

 

6 
Ensure people have sufficient rests and breaks from work and 
encourage them to take their annual leave allowance in a 
managed way. 

Employers 

Remote/home working guidelines in place advising staff to take regular 
breaks, avoid long hours  
Staff encouraged to take annual leave and assessment to be undertaken in 
October  

 

7 Prevent and tackle bullying, harassment and abuse against staff, 
and a create a culture of civility and respect. Employers 

Staff aware of B&H policies 
Awareness session held Jan 2020 in response to issues highlighted in staff 
survey and being reviewed via 2020 staff survey 

 

8 Prevent and control violence in the workplace – in line with 
existing legislation. Employers 

Issues raised via staff survey for CHC staff and actions put in place to reduce 
eg. awareness of zero tolerance with client group, recording calls and staff 
issued with safety devices 

 

9 NHS violence reduction standard to be launched. 
NHS England 
and NHS 
Improvement 

 
December 2020 

10 Appoint a wellbeing guardian.  Employers Health and wellbeing group and health advocates established  

11 Continue to give staff free car parking at their place of work. Employers In place At least the duration of the 



 Action Who Update Sept/Oct  2020 
Timeline (where 
provided) 

pandemic 

12 Support staff to use other modes of transport and identify a cycle-
to-work lead. Employers Cycle to work offer in place  

13 Ensure staff have safe rest spaces to manage and process the 
physical and psychological demands of the work.  Employers 

?? N/A commissioning staff but health and wellbeing of staff s well supported 
 

14 Ensure that all staff have access to psychological support. Employers Staff can self-refer to Occ Health counselling  

15 Continue to provide and evaluate the national health and 
wellbeing programme. 

NHS England 
and NHS 
Improvement 

 
 

16 Identify and proactively support staff when they go off sick and 
support their return to work. Employers 

 CCG HR Business Partner and HR link continue to review overall sickness 
absence to ensure staff and managers are supported, and managers are 
reminded of their responsibilities to address sickness absence issues, 
both short and long-term. 

 Staff on long term sickness absence have regular review meetings and 
ongoing contact with their line manager, support from the CCG HR 
Business Partner and where applicable Occupational health reviews in 
order to ensure they are receiving the best possible assistance, help, 
counselling or action to enable them to return to work. 

 Short term absence figures are being reviewed between the periods 
January – September 2020 and compared with the same period in 2019 to 
try and understand any effects of the Covid 19 outbreak. 

 

17 
Ensure that workplaces offer opportunities to be physically active 
and that staff are able to access physical activity throughout their 
working day. 

Employers 

Staff are encouraged to be active, virtual walking challenges supported. 
Pre Covid staff supported to participate in monthly staff walk   

 

18 Make sure line managers and teams actively encourage wellbeing 
to decrease work-related stress and burnout.  Employers 

Health and wellbeing delivered through Better health at work and health 
advocates, supported by staff T&F groups to gain wider support.  
CCG has Silver Award and working towards Gold 

 

19 Every member of NHS staff should have a health and wellbeing 
conversation. Employers 

Health and wellbeing discussed as part of staff risk assessment and support 
offered to any identified actions From August 2020 

20 All new starters should have a health and wellbeing induction.  Employers BHAW is part of induction but needs to be improved From October 2020 

21 Provide a toolkit on civility and respect for all employers. 
NHS England 
and NHS 
Improvement 

 
March 2021 

22 Pilot an approach to improving staff mental health by establishing 
resilience hubs.  

NHS England 
and NHS 
Improvement 

 
 

23 Pilot improved occupational health support in line with the 
SEQOHS standard. 

NHS England 
and NHS 
Improvement 

 
 

 

FLEXIBLE WORKING  



 Action Who Update Sept/Oct  2020 
Timeline (where 
provided) 

1 Be open to all clinical and non-clinical permanent roles being 
flexible. Employers 

Flexible working policy in place 
Increased flexibility in working patterns actively encouraged and supported 
during Covid 
 

 

2 
All job roles across NHS England and NHS Improvement and 
HEE will be advertised as being available for flexible working 
patterns. 

NHS England 
and NHS 
Improvement 

 
January 2020 

3 Develop guidance to support employers. 
NHS England 
and NHS 
Improvement 

 
September 2020 

4 Cover flexible working in standard induction conversations for 
new starters and in annual appraisals. Employers To be reviewed  

5 
Requesting flexibility – whether in hours or location, should (as 
far as possible) be offered regardless of role, team, organisation 
or grade. 

Employers 
Flexible working policy in palace and is used 

 

6 Board members must give flexible working their focus and 
support. Employers 

To be reviewed 
 

7 
Add a key performance indicator on the percentage of roles 
advertised as flexible at the point of advertising to the oversight 
and performance frameworks. 

NHS England 
and NHS 
Improvement 

 

 

8 Support organisations to continue the implementation and 
effective use of e-rostering systems. 

NHS England 
and NHS 
Improvement 

 
 

9 Roll out the new working carers passport to support people with 
caring responsibilities.  Employers To be reviewed  

10 Work with professional bodies to apply the same principles for 
flexible working in primary care. 

NHS England 
and NHS 
Improvement 

 
 

11 Continue to increase the flexibility of training for junior doctors. 
Health 
Education 
England 

 
 

 

 

 

 

 

 



EQUALITY AND DIVERSITY 

 Action Who Update Sept/Oct  2020 Timeline (where provided) 

1 
Overhaul recruitment and promotion practices to make sure that 
staffing reflects the diversity of the community, and regional and 
national labour markets. 

Employers 
Work with NECS HR 

By October 2020 

2 
Discuss equality, diversity and inclusion as part of the health and 
wellbeing conversations described in the health and wellbeing 
table.   

Employers 
To be reviewed and staff updated via training sessions 

From September 2020 

3 
Publish progress against the Model Employer goals to ensure that 
the workforce leadership is representative of the overall BAME 
workforce.  

Employers 
Work with NECS HR 

 

4 51 per cent of organisations to have eliminated the ethnicity gap 
when entering into a formal disciplinary processes.  Employers To be reviewed and staff updated via training sessions By the end of 2020 

5 

Support organisations to achieve the above goal, including 
establishing robust decision-tree checklists for managers, post-
action audits on disciplinary decisions, and pre-formal action 
checks. 

NHS England 
and NHS 
Improvement 

 

From September 2020 

6 
Refresh the evidence base for action, to ensure senior leadership 
represents the diversity of the NHS, spanning all protected 
characteristics. 

NHS England 
and NHS 
Improvement 

 
From September 2020 

 

CULTURE AND LEADERSHIP 

 Action Who Update Sept/Oct  2020 Timeline (where provided) 

1 Work with the National Guardians office to support leaders and 
managers to foster a listening, speaking up culture. 

NHS England 
and NHS 
Improvement 

 With immediate effect 

2 Promote and encourage employers to complete the free online 
just and learning culture training and accredited learning 
packages, and take demonstrable action to model these 
leadership behaviours. 

NHS England 
and NHS 
Improvement 
and Health 
Education 
England 

 With immediate effect 

3 Provide refreshed support for leaders in response to the current 
operating environment. 

NHS England 
and NHS 
Improvement 

 From September 2020 

4 Work with the Faculty of Medical Leadership and Management to 
expand the number of placements available for talented clinical 
leaders each year. 

NHS England 
and NHS 
Improvement 

 By March 2021 

5 Update the talent management process to make sure there is 
greater prioritisation and consistency of diversity in talent being 
considered for director, executive senior manager, chair and 
board roles. 

NHS England 
and NHS 
Improvement 

 By December 2020 

6 Launch an updated and expanded free online training material for NHS England  By January 2021 



all NHS line managers, and a management apprenticeship 
pathway for those who want to progress. 

and NHS 
Improvement 

7 All central NHS leadership programmes to be available in digital 
format and accessible to all. 

NHS England 
and NHS 
Improvement, 
Health 
Education 
England 

 By April 2021 

8 Review governance arrangements to ensure that staff networks 
are able to contribute to and inform decision-making processes. 

All NHS 
organisations 

Implement once further clarity By December 2021 

9 Publish resources, guides and tools to help leaders and 
individuals have productive conversations about race, and to 
support each other to make tangible progress on equality, 
diversity and inclusion for all staff. 

NHS England 
and NHS 
Improvement 

 From October 2020 

10 Publish competency frameworks for every board-level position in 
NHS provider and commissioning organisations. 

NHS England 
and NHS 
Improvement 

 By March 2021 

11 Place increasing emphasis on whether organisations have made 
real and measurable progress on equality, diversity and inclusion, 
as part of the well-led assessment. 

Care Quality 
Commission 

 Throughout 2020/21 

12 Launch a joint training programme for Freedom to Speak Up 
Guardians and WRES Experts, and recruit more BAME staff to 
Freedom to Speak Up Guardian roles. 

NHS England 
and NHS 
Improvement 

 By March 2021 

13 Publish a consultation on a set of competency frameworks for 
board positions in NHS provider and commissioning 
organisations. 

NHS England 
and NHS 
Improvement 

 During October 2020 

14 Finalise a response to the Kark review. NHS England 
and NHS 
Improvement 

 No timeframe provided 

15 Launch a new NHS leadership observatory highlighting areas of 
best practice globally, commissioning research, and translating 
learning into practical advice and support for NHS leaders. 

NHS England 
and NHS 
Improvement 

 By March 2021 

 

NEW WAYS OF DELIVERING CARE 

 Action Who Update Sept/Oct  2020 Timeline (where provided) 

1 Use guidance on safely redeploying existing staff and deploying 
returning staff, developed in response to COVID-19 by NHSEI 
and key partners, alongside the existing tool to support a 
structured approach to ongoing workforce transformation.  

Employers Few staff re deployed but learning from the NECS process will be shared   

2 Continued focus on developing skills and expanding capabilities 
to create more flexibility, boost morale and support career 
progression. 

Employers Work in progress  

3 Use HEE’s e-Learning for Healthcare programme and a new 
online Learning Hub, which was launched to support learning 

Employers and 
organisations 

Work in progress  



during COVID-19. 

4 Work with the medical Royal Colleges and regulators to ensure 
that competencies gained by medical trainees while working in 
other roles during COVID-19 can count towards training. 

Health 
Education 
England 

  

5 Develop the educational offer for generalist training and work with 
local systems to develop the leadership and infrastructure 
required to deliver it. 

Health 
Education 
England 

 During 2020/21 

6 Support the expansion of multidisciplinary teams in primary care. Health 
Education 
England 

 End of 2020/21 

 

 

GROWING THE WORKFORCE  

 Action Who Update Sept/Oct  2020 Timeline (where provided) 

1 Enabling up to 300 peer-support workers to join the mental health 
workforce and expanding education and training posts for the 
future workforce.  

Health 
Education 
England 

 2020/21 

2 Increasing the number of training places for clinical psychology 
and child and adolescent psychotherapy by 25 per cent (with 734 
starting training in 2020/21).  

Health 
Education 
England 

  

3 Investing in measures to expand psychiatry, starting with an 
additional 17 core psychiatry training programmes in 2020/21 in 
areas where it is hard to recruit, and the development of bespoke 
return to practice and preceptorship programmes for mental 
health nursing.  

Health 
Education 
England 

  

4 Prioritise the training of 400 clinical endoscopists and 450 
reporting radiographers.  

Health 
Education 
England 

 2021 

5 Training grants are being offered for 350 nurses to become 
cancer nurse specialists and chemotherapy nurses. 

Health 
Education 
England 

 2021 

6 Training 58 biomedical scientists, developing an advanced 
clinical practice qualification in oncology, and extending cancer 
support-worker training.  

Health 
Education 
England 

 2021 

7 HEE is funding a further 400 entrants to advanced clinical 
practice training.  

Health 
Education 
England 

 2020/21 

8 Investing in an extra 250 foundation year 2 posts, to enable the 
doctors filling them to grow the pipeline into psychiatry, general 
practice and other priority areas, notably cancer, including clinical 
radiology, oncology and histopathology.  

Health 
Education 
England 

 2020/21 

9 Increase of over 5,000 undergraduate places from September 
2020 in nursing, midwifery, allied health professions, and dental 

Health 
Education 

 2020/21 



therapy and hygienist courses.  England 

10 Employers should fully integrate education and training into their 
plans to rebuild and restart clinical services, releasing the time of 
educators and supervisors; supporting expansion of clinical 
placement capacity during the remainder of 2020/21; and 
providing an increased focus on support for students and 
trainees, particularly those deployed during the pandemic 
response.  

Employers Less applicable for commissioners but to be discussed with providers 2020/21 

11 For medical trainees, employers should ensure that training in 
procedure-based competencies is restored as services resume 
and are redesigned to sustain the pipeline of new consultants in 
hospital specialties. 

Employers Less applicable for commissioners but to be discussed with providers 2020/21 

12 Ensure people have access to continuing professional 
development, supportive supervision and protected time for 
training.  

Employers Staff continue to be supported to access CPD in line with appraisals  2020/21 

13 Establish a £10m fund for nurses, midwives and allied health 
professionals to drive increased placement capacity and the 
development of technology-enhanced clinical placements.  

Health 
Education 
England 

  

14 HEE to further develop its e-learning materials, including 
simulation, building on the offer provided in response to COVID-
19. 

Health 
Education 
England 

 2020/21 

15 Start delivering a pre-registration blended learning nursing 
degree programme. The programme aims to increase the appeal 
of a nursing career by widening access and providing a more 
flexible approach to learning, using current and emerging 
innovative and immersive technologies.  

Health 
Education 
England 
/Universities 

 From Jan 2021 

16 HEE to pursue this blended learning model for entry to other 
professions.  

Health 
Education 
England 

 From Jan 2021 

 

RECRUITMENT  

 Action Who Update Sept/Oct  2020 Timeline (where provided) 

1 Increase recruitment to roles such as clinical support workers, 
highlighting the importance of these roles for patients and other 
healthcare workers as well as potential career pathways to other 
registered roles.  

Employers N/A Less applicable for commissioners but to be discussed with providers  

2 Offer more apprenticeships, ranging from entry-level jobs through 
to senior clinical, scientific and managerial roles.  

Employers Looking to appoint apprentices into workplace in Gateshead as a starting pint   

3 Develop lead-recruiter and system-level models of international 
recruitment, which will improve support to new starters as well as 
being more efficient and better value for money. 
 

Systems   

4 Primary care networks to recruit additional roles, funded by the 
additional roles reimbursement scheme, which will fund 26,000 
additional staff until 2023/24. 

Systems Work in progress  Immediate 



5 Increase ethical international recruitment and build partnerships 
with new countries, making sure this brings benefit for the person 
and their country, as well as the NHS. 

NHS England 
and NHS 
Improvement 
and Health 
Education 
England 

  

6 HEE will pilot English language programmes – including 
computer-based tests, across different regions as well as offering 
English language training.  

Health 
Education 
England 

 2020/21 

7 Establish a new international marketing campaign to promote the 
NHS as an employer of choice for international health workers.  

NHS England 
and NHS 
Improvement 

 2020/21 

8 Encourage our former people to return to practice as a key part of 
recruitment drives during 2020/21, building on the interest of 
clinical staff who returned to the NHS to support the COVID-19 
response. 

Employers and 
systems 

Less applicable for commissioners but to be discussed with providers 2020/21 

9 Continue to work with professional regulators to support returners 
who wish to continue working in the NHS to move off the 
temporary professional register and onto the permanent register.  

NHS England 
and NHS 
Improvement 
and Health 
Education 
England 

 2020/21 

 

RETAINING STAFF  

 
Action Who Update Sept/Oct  2020 

Timeline (where 
provided) 

1 Design roles which make the greatest use of each person’s skills 
and experiences and fit with their needs and preferences. 

Employers Further work with NECS HR  

2 Ensure that staff who are mid-career have a career conversation 
with their line manager, HR and occupational health. 

Employers Further work with NECS HR to agree process  

3 Ensure staff are aware of the increase in the annual allowance 
pensions tax threshold. 

Employers Further work with NECS HR to understand what needs to be put in place  

4 Make sure future potential returners, or those who plan to retire 
and return this financial year, are aware of the ongoing pension 
flexibilities. 

Employers Further work with NECS HR to understand what needs to be put in place  

5 Explore the development of a return to practice scheme for other 
doctors in the remainder of 2020/21, creating a route from 
temporary professional registration back to full registration. 

Health 
Education 
England 

 2020/21 

6 Develop an online package to train systems in using the HEE star 
model for workforce transformation. 

Health 
Education 
England 

 2020/21 

7 Improve workforce data collection at employer, system and 
national level. 

Health 
Education 
England 

 2020/21 



8 Support the GP workforce through full use of the GP retention 
initiatives outlined in the GP contract, which will be launched in 
summer 2020. 

Systems Work underway  

9 Strengthen the approach to workforce planning to use the skills of 
our people and teams more effectively and efficiently. 

Systems Need to understand how best to reinforce these links further  and the work of 
the ICS Workforce Programme Board and ICP plans 

 

10 Work with HEE and NHSEI regional teams to further develop 
competency-based workforce modelling and planning for the 
remainder of 2020/21, including assessing any existing skill gap 
and agreeing system-wide actions to address it. 

Systems Need to understand what this means for CCGs and how to support providers    2020/21 

 

RECRUITMENT AND DEPLOYMENT ACROSS SYSTEMS 

 
Action Who Update Sept/Oct  2020 

Timeline (where 
provided) 

1 Actively work alongside schools, colleges, universities and local 
communities to attract a more diverse range of people into 
health and care careers. 

Systems Need to ensure were linked with the ICS Workforce Programme Board and 
ICP plans and how to adopt locally 

 

2 Make better use of routes into NHS careers (including 
volunteering, apprenticeships and direct-entry clinical roles) as 
well as supporting recruitment into non-clinical roles. 

Systems Need to ensure were linked with the ICS Workforce Programme Board and 
ICP plans and how to adopt locally 

By March 2021 

3 Develop workforce sharing agreements locally, to enable rapid 
deployment of our people across localities. 

Systems Need to ensure everyone sighted on the agreements   

4 When recruiting temporary staff, prioritise the use of bank staff 
before more expensive agency and locum options and reducing 
the use of ‘off framework’ agency shifts during 2020/21. 

Systems, 
employer and 
primary care 
networks 

N/A for CCGS but assurance from providers is sought 2020/21 

5 Work with employers and systems to improve existing staff 
banks’ performance on fill rates and staff experience. 

NHS England 
and NHS 
Improvement 
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Synopsis 

This report proposes that the CCG enter into a Collaboration Agreement between 
the Collaborative Newcastle partners, comprising Newcastle Gateshead CCG, 
Newcastle City Council, Newcastle upon Tyne Hospitals Trust, Cumbria, 
Northumberland Tyne and Wear NHS Trust, and Newcastle Primary Care (acting 
through Newcastle GP Services). The Collaboration Agreement for Collaborative 
Newcastle has been prepared by Hill Dickinson LLP on behalf of the Collaborative 
Newcastle Joint Executive Group (JEG) and has also been reviewed by the 
CCG’s solicitors, Hempsons.  
The Agreement is intended to enable further progress towards integrated 
commissioning and delivery of health and care services in the City. The 
Agreement recognises the primacy of place and the need to focus collectively on 
the challenges and opportunities within Newcastle, with the ultimate aim of 
creating an integrated, all-age, place based health and care system for the City.   

  

Implications and 
Risks 

Over the past 2 years Collaborative Newcastle, in its informal structure, has 
already made significant inroads into changing the health and care system in the 
city. The development of a formal arrangement is the next step which will validate 
this approach by providing an overarching framework based on a legally binding 
“alliance model”. This alliance will support partners to work together under this 
formal governance framework to develop place-based arrangements which will 
help maximise the health and wellbeing of our public and patients. 
The impact of the Covid-19 pandemic has further highlighted the importance of 
integrated health and care working and reinforced the need to progress the 
Collaborative Newcastle agenda. 
The Agreement is based on an alliance approach and is designed to work 
alongside existing NHS Standard Contracts and arrangements for the delivery of 
those services deemed to be within scope. The Agreement is not intended to 
conflict with or take precedence over the terms of the partners Service Contracts 
and Section 75 Agreements unless expressly agreed by the Parties. 
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Recommendation This report seek authorisation from Governing Body to formally agree and enter 
into the Collaborative Newcastle Collaboration Agreement. 

  

Benefits to patients 
& the public / link to 
strategic objectives 

The arrangements set out within the Agreement are intended to further 
strengthen relationships between the Parties, all of whom are 
commissioners or providers of health and care services in Newcastle, for the 
benefit of the population of the City. These arrangements will help to 
establish an improved financial, governance and contractual framework for 
delivering health, social care and support to ultimately provide improved 
health and care outcomes for the population of Newcastle. 

  

Resource 
implications 
(finance; HR) 

None at this stage. However, the intention is that partners will work together 
under the governance framework set out in the agreement to develop place-
based arrangements, which ultimately could include requirements in relation 
to outcomes, risk/gain share, financial and contract management and 
regulatory requirements. The agreement includes a framework for moving 
services from being separate, to being increasingly in-view, aligned and, 
where agreed, pooled. 

  

Legal / equality & 
diversity / 
sustainability 
implications 

The collaboration agreement has been drafted by external Legal Advisors 
Hill Dickinson on behalf of the Joint Executive Group and reviewed by the 
CCG’s solicitors, Hempsons. In implementing the agreement, the CCG shall 
comply with all data protection and information sharing requirements and 
ensure appropriate conflict measures are put in place to protect the CCG’s 
position in relation to such sharing and any external procurement activity. 

  

Report history N/A 
  

Next steps If agreed the Agreement to be signed on behalf of the CCG. 
  

Appendices Collaborative Newcastle Collaboration Agreement. 
 

 

Submission checklist – to be completed by author ahead of inclusion on meeting 
agenda 

Has the paper been cleared by the lead 
Director? Yes ☒              No ☐ 

Does the covering paper clearly state what 
the Committee are asked to do – i.e. clear 
recommendations? 

Yes ☒              No ☐ 

Have the CCG finance team been consulted 
about any resource implications? Yes ☐       No ☐        N/A ☒ 

Person(s) consulted:  

Are there any wider implications that 
require consideration – HR, contracting, 
procurement, etc? If so, have CCG leads 

Yes ☒       No ☐        N/A ☐ 
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been consulted? 

Person(s) consulted: Legal advice taken 

Does the proposal realise any savings that 
could be captured through QIPP – if so 
have the PMO been consulted? 

Yes ☐       No ☐        N/A ☒ 

Person(s) consulted:  
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Collaborative Newcastle - Collaboration Agreement 

Why is the proposal being put forward? 

1. In May 2018, the Chief Executive Officers from Newcastle Gateshead CCG, 
Newcastle City Council, Newcastle upon Tyne Hospitals, Cumbria, 
Northumberland Tyne and Wear NHS Trust and agreed to come together as a 
Newcastle Joint Executive Group (JEG) to agree the future plans for the City of 
Newcastle.  The JEG is agreed on the primacy of place and the need to focus 
collectively on the challenges and opportunities within Newcastle, with the 
ultimate aim of creating an integrated, all-age, place based health and care 
system for the City.   
 

2. The Parties are already working together informally as “Collaborative Newcastle” 
and have developed the following overarching vision: 

“To improve the health, wealth and wellbeing of Newcastle citizens, and reduce 
the widening inequalities that too many citizens experience, by preventing 
avoidable problems from arising and tackling the big things that hold some 
people back”  

The Collaboration Agreement 

3. The Collaboration Agreement is intended to provide a formal underpinning for this 
approach, providing an overarching framework based on a legally binding 
“Alliance” model for the development of place-based collaborative arrangements 
for health and care provision in Newcastle.   
 

4. The arrangements set out within the Agreement are intended to further 
strengthen relationships between the Parties, all of whom are commissioners 
and/or providers of health and care services in Newcastle, for the benefit of the 
population of the City.  

 
5. The Agreement is based on an alliance approach and is designed to work 

alongside existing NHS Standard Contracts and arrangements for the delivery of 
those Council services deemed to be within scope.  The Agreement is not 
intended to conflict with or take precedence over the terms of the partners 
Service Contracts and Section 75 Agreements unless expressly agreed by the 
Parties. 

 
6. The intention is that partners will work together under the governance framework 

set out in the agreement to develop place-based arrangements, which ultimately 
will include requirements in relation to outcomes, risk/gain share, financial and 
contract management and regulatory requirements. The agreement includes a 
financial framework for service budgets being increasingly categorised as In-
view, Aligned or, where agreed, Pooled.      

 
7. The partners have developed Collaborative Newcastle arrangements in order to 

establish an improved financial, governance and contractual framework for 
delivering integrated health, support and community care to develop and 
ultimately improve health and care outcomes for Newcastle’s residents.  
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8. To this end, Collaborative Newcastle partners have identified initial Priority Areas 
during the initial term as follows: 

 
 
1. Co-governance and leadership  
2. Co-production – using the ‘Being Well’ framework to improve health and 

wellbeing and reduce inequalities around 
a. Integrated children’s service  
b. Care homes  
c. Complex care for adults  
d. Positive mental health  

3. Co-location  
4. Command centre – particularly leveraging digital and data to design and 

deliver personalised services  
5. Covid – Outbreak control and Recovery 

 

9. The Parties will develop and implement work plans for each of the initial Priority 
Areas in order to monitor progress against key milestones. 

Why is a legally binding agreement proposed? 

10. The Parties have agreed to work together to develop Collaborative Newcastle 
arrangements in order to establish an improved financial, governance and 
contractual framework for delivering integrated health support and care to 
develop and ultimately deliver improved health and care outcomes for the 
population.  
 

11. By entering into this formal agreement each organisation commits to the mutual 
promises and obligations set out in the Collaborative Newcastle arrangements. 
This is the first time that the ‘anchor’ institutions have made such a commitment 
to the development and ultimate implementation of a population health 
management approach for Newcastle. 

 
12. A formal Alliance Agreement may also afford future opportunities to secure 

national or regional funding for the City.  
 

Will the Joint Executive Group and Joint Delivery Group be decision making 
groups? 

13.  The Terms of Reference contained within the Agreement state that the Executive 
Group and Delivery Group are not a separate legal entities, and as such are 
unable to take decisions separately from the constituent members or bind any 
one of them; nor can one organisation ‘overrule’ the other on any matter. As a 
result, the Executive Group and Delivery Group will operate as a place for 
discussion of issues with the aim of reaching consensus between the Full 
Members. 
 

14. The terms of reference as drafted may need to be refined before signing the 
agreement as the terms of reference also refer to Executive Group “The 
Executive Group members will make decisions together at Executive Group 
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meetings in respect of the Priority Areas identified in the Agreement and 
Financial Planning Framework, including in relation to recommendations from the 
Delivery Group.”  

 
15. We believe the Executive Group and Delivery Group can make recommendations 

on the priority areas but that it remains the responsibility of the statutory partners 
to agree these recommendations. This will be clarified ahead of signing the 
Agreement.  

What is the timetable for implementation? 

16. The Agreement will be entered into on the date at which the Agreement is signed 
by all Parties – the “Commencement Date”.   
 

17. It is proposed that partners will review progress made and the terms of this 
Agreement at six monthly intervals from the Commencement Date and may 
agree to either vary the Agreement to reflect developments or enter into a new 
agreement in respect of subsequent phases of the arrangements.  

 
18. The table below outlines prospective Board/Cabinet dates for sign off.  A VCS 

webinar will be held on 2nd December 2020. This will provide an opportunity to 
discuss the Collaboration Agreement.  

 

 October November  December 
CNTW  04/11/2020 02/12/2020 

(Board) 
NCC  16/11/2020 

(Cabinet) 
 

NGCCG 13/10/2020 (Exec) 24/11/2020 (Board)  
NUTH 29/10/2020 

(Workshop) 
26/11/2020 (Board)  

City Futures 
Board 

 17/11/2020 15/12/2020 

VCS Webinar   02/12/2020 
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Overarching Note – Collaboration Agreement for Collaborative Newcastle 

This Agreement provides an overarching framework for the development of place-based 
collaborative arrangements for health and care provision in Newcastle. The Parties are already 
working together informally as “Collaborative Newcastle” and this Agreement is intended to 
provide a formal underpinning for this approach. The arrangements set out are intended to 
further strengthen relationships between the Parties, all of whom are commissioners or 
providers of health and care services in Newcastle, for the benefit of the Newcastle population.  

This Agreement sets out the Parties’ approach to the first phase of development, during which 
the Parties will collaborate to further develop the place-based model. Initially, this Agreement 
will cover the agreed first phase Priority Areas and such other priority areas / services as may 
be agreed by the Parties from time to time.  

This Agreement is based on an alliance approach, and provides an overarching arrangement. 
It is designed to work alongside existing NHS Standard Contracts (commonly the Services 
Contracts but also, where relevant, Section 75 Agreements) and arrangements for the delivery 
of non-NHS care, support and community services via the Council to the extent such services 
are within the scope of the Agreement. The Agreement is legally binding.  

The intention is that the Parties will work together under the governance framework set out in 
this Agreement to develop the place-based arrangements, which ultimately may include 
requirements in relation to outcomes, risk/gain share, financial and contract management and 
regulatory requirements. The governance structure for the arrangements as at the 
Commencement Date is illustrated in Figure 1 below.  

The Parties will review progress made and the terms of this Agreement at six monthly intervals 
from the Commencement Date and may agree to either vary the Agreement to reflect 
developments or enter into a new agreement in respect of subsequent phases of the 
arrangements.   

The Parties have identified two categories of membership of Collaborative Newcastle – “full 
member” and “associate member”, as described in Schedule 5. At the outset, primary care, 
acting through Newcastle General Practice Services Limited, will be an associate member. The 
remaining Parties to this Agreement will be full members.  

In due course, the Parties may invite others to become associate members, e.g. 
representatives of care homes, universities, the housing sector and the voluntary sector.  
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Figure 1 
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DATE:                                                                                                                             2020 

 

This Collaboration Agreement (the Agreement) is made between: 

1. NHS NEWCASTLE GATESHEAD CLINICAL COMMISSIONING GROUP of Riverside 
House, Goldcrest Way, Newcastle upon Tyne NE15 8NY (the “CCG”); 

2. NEWCASTLE CITY COUNCIL of Civic Centre, Newcastle upon Tyne NE1 8QH (the 
“Council”); 

3. THE NEWCASTLE UPON TYNE HOSPITALS NHS FOUNDATION TRUST of 
Freeman Hospital, Freeman Road, High Heaton, Newcastle upon Tyne NE7 7DN 
(“NUTHFT”);  

4. CUMBRIA, NORTHUMBERLAND, TYNE AND WEAR NHS FOUNDATION TRUST of 
St. Nicholas Hospital, Jubilee Road, Gosforth, Newcastle upon Tyne NE3 3XT 
(“CNTWFT”); and 

5. NEWCASTLE GENERAL PRACTICE SERVICES LIMITED of The Grainger Suite, 
Dobson House, Gosforth, Newcastle upon Tyne NE3 3PF (Company number 
08854894) (“Primary Care”) 

together referred to in this Agreement as the “Parties”. 

The CCG and the Council (in its role as commissioner of social care and public health services) 
are together referred to in this Agreement as the “Commissioners”.   

NUTHFT, CNTWFT, the Council (in its role as provider of social care services, whether directly 
or through contracting arrangements with third party providers) and Primary Care are together 
referred to in this Agreement as the “Providers”.  

RECITALS  

a) The NHS Long Term Plan set out a clear goal that the NHS will increasingly be more 
joined-up and coordinated in its care, breaking down traditional barriers between care 
institutions, teams and funding streams so as to support the increasing number of people 
with long-term health conditions, rather than viewing each encounter with the health service 
as a single, unconnected ‘episode’ of care.  

b) This Agreement sets out the vision, objectives and shared principles of the Parties in 
supporting the development of place-based health and care provision, including the 
provision of NHS-funded healthcare services (including primary care and social care 
services for adults, children and young persons) for the people of Newcastle. In entering 
into and performing their obligations under this Agreement, the Parties are working towards 
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the development and ultimate implementation of a population health management 
approach for Newcastle.  

c) The Commissioners are the statutory bodies responsible for planning, organising and 
buying social care, NHS-funded healthcare, support and community services for people 
who live in Newcastle.  

d) The Providers (including the Council in its provider role) are together providers of social 
care, NHS funded healthcare services including primary care services, community and 
support services to the population of Newcastle. 

e) The Parties acknowledge that the Council has a dual role within the Newcastle health and 
care system as both a commissioner of social care and public health services but also as a 
provider of social care services either through direct delivery or through contracts with third 
party providers. In its role as commissioner of social care services the Council shall work in 
conjunction with the CCG and in its role as a provider of social care services the Council 
shall work in conjunction with the Providers. The Council recognises the need to and will 
ensure that any potential conflicts of interest arising from its dual role are appropriately 
identified and managed. 

f) This Agreement is an overarching agreement setting out how the Parties will work together 
in a collaborative and integrated way in respect of the Priority Areas from the 
Commencement Date in accordance with the Principles. The Parties have committed to 
collaborate in respect of certain agreed initial Priority Areas through which they will work 
together in accordance with the Principles to achieve the Objectives. The initial Priority 
Areas are: Co-governance and leadership; Co-production; Co-location; Command Centre; 
and Covid – Outbreak control and recovery, as described in Schedule 2. 

 
g) The intention is that the Parties will evolve the arrangements for Collaborative Newcastle as 

set out in this Agreement in phases. Further Priority Areas will be added by agreement of 
the Parties as required to further the collaborative work of the Parties for the benefit of the 
Newcastle population.  
 

h) This Agreement is intended to work alongside other agreements and arrangements already 
in place and/or that are to be put in place in due course between the Parties and other 
system partners. 

 
i) The terms of this Agreement are set out in the following sections: 

i. SECTION A: sets out the vision, objectives and principles of Collaborative 
Newcastle. 

ii. SECTION B: sets out the operation of and roles in Collaborative Newcastle. 
iii. SECTION C: sets out the governance arrangements of Collaborative Newcastle. 
iv. SECTION D: sets out details of financial planning. 
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v. SECTION E: sets out the remaining contractual terms.  

IT IS AGREED AS FOLLOWS: 

1. DEFINITIONS AND INTERPRETATION 

1.1 In this Agreement, capitalised words and expressions shall have the meanings given to 
them in Schedule 1. 

1.2 In this Agreement, unless the context requires otherwise, the following rules of 
construction shall apply: 

1.2.1 a person includes a natural person, corporate or unincorporated body (whether 
or not having separate legal personality); 

1.2.2 unless the context otherwise requires, words in the singular shall include the 
plural and in the plural shall include the singular; 

1.2.3 a reference to a “Provider” or a “Commissioner” or any Party includes its 
personal representatives, successors or permitted assigns; 

1.2.4 a reference to a statute or statutory provision is a reference to such statute or 
provision as amended or re-enacted. A reference to a statute or statutory 
provision includes any subordinate legislation made under that statute or 
statutory provision, as amended or re-enacted; and 

1.2.5 any phrase introduced by the terms “including”, “include”, “in particular” or 
any similar expression shall be construed as illustrative and shall not limit the 
sense of the words preceding those terms. 

2. STATUS AND PURPOSE OF THIS AGREEMENT 

2.1 The Parties have agreed to work together to develop the Collaborative Newcastle 
arrangements in order to establish an improved financial, governance and contractual 
framework for delivering integrated health, support and community care to develop and 
ultimately deliver improved health and care outcomes for the Population.  

2.2 This Agreement sets out the key terms that the Parties have agreed. 

2.3 In consideration of the mutual promises exchanged by the Parties and set out in this 
Agreement, the Parties agree to be bound by the terms and conditions of this 
Agreement.  The Parties each enter into this Agreement intending to honour all of their 
respective obligations. 

2.4 Each of the Providers has one or more individual Services Contracts (or where 
appropriate combined Services Contracts) and Section 75 Agreements with the CCG or 
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the Council. This Agreement will work alongside these Services Contracts and the 
Section 75 Agreements as appropriate.  

2.5 Each of the Commissioners and the Providers agree to work together on the activities 
which they undertake pursuant to this Agreement in a collaborative and integrated way 
on a Best for Newcastle basis and the Services Contracts and Section 75 Agreements 
set out how the Providers provide Services to the Population. This Agreement is not 
intended to conflict with or take precedence over the terms of the Services Contracts 
and Section 75 Agreements unless expressly agreed by the Parties in writing. 

3. ACTIONS TO BE TAKEN PRIOR TO THE COMMENCEMENT DATE 

Each Party acknowledges and confirms that as at the date of this Agreement, it has 
obtained all necessary authorisations to enter into this Agreement. 

4. DURATION 

4.1 This Agreement shall take effect on the Commencement Date and will continue for the 
Initial Term, unless it is terminated earlier in accordance with the terms of this 
Agreement.  

4.2 At the expiry of the Initial Term this Agreement shall expire automatically without notice 
unless, no later than 3 months before the end of the Initial Term, the Parties agree in 
writing that the term of the Agreement shall be extended for a further term to be agreed 
between the Parties (the “Extended Term”).   

SECTION A: VISION, OBJECTIVES AND PRINCIPLES  

5. VISION 

5.1 The overarching vision for Collaborative Newcastle is as follows: 

 ”To improve the health, wealth and wellbeing of Newcastle citizens, and reduce the 
widening inequalities that too many citizens experience, by preventing avoidable 
problems from arising and tackling the big things that hold some people back” 

6. THE OBJECTIVES FOR COLLABORATIVE NEWCASTLE 

6.1 The Parties’ ambition is for local people to have long and healthy lives with a great 
sense of wellbeing supported by provision of world class health and care services for 
people when they need them, particularly for those who are vulnerable by virtue of ill 
health or disability to the loss of opportunity, independence, connection to others and 
control over their own lives, ensuring that everyone enjoys good health throughout the 
life course.  

 To achieve this, the Parties will create new models of integrated treatment, care and 
support for people of all ages that are: 
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(i) Prevention orientated – prioritising early intervention over costlier, 
reactive interventions; 

(ii) Person centred – ensuring that all citizens experience the support they 
receive as a seamless package addressing their specific needs and 
aspirations and helping them to live independent and fulfilling lives; 

(iii) Evidence-based – applying the best available science; and 

(iv) Delivered by a workforce that enjoys good employment and is enabled to 
do good work.  

6.2 Further, the Parties agree to work together and to perform their duties under this 
Agreement consistent with UN Sustainability Goals 3 : Good health and wellbeing; 10: 
Reduced inequalities; and 17 : Partnerships, and in pursuit of all other UN Sustainability 
Goals.  

7. THE PRINCIPLES FOR COLLABORATIVE NEWCASTLE 

7.1 The Principles underpin the delivery of the Parties’ obligations under this Agreement 
and set out key factors for a successful relationship between the Parties.  

7.2 The Parties acknowledge and confirm that the successful development and delivery of 
the Objectives will depend on the Providers' ability to effectively co-ordinate and 
combine their expertise and resources in order to deliver an integrated approach to the 
delivery of the Priority Areas (together with the Council as a Provider) under this 
Agreement in conjunction with the CCG and Council (as a Commissioner). 

7.3 The Principles are that the Parties will work together in good faith and, unless the 
provisions in this Agreement state otherwise, the Parties will: 

7.3.1 genuinely collaborate with honesty, trust and understanding in working towards 
the success of Collaborative Newcastle; 

7.3.2 work together to develop over time and adopt, where appropriate and 
reasonable, mechanisms for collective ownership of risk and reward, including 
identifying, managing and mitigating specific risks and the implementation of an 
outcomes framework in respect of their performance of the obligations under 
Service Contracts;  

7.3.3 agree improvements which are specific, challenging, add value and eliminate 
waste; and 

7.3.4 always demonstrate that the best interests of people resident in Newcastle are 
at the heart of the activities which they undertake under this Agreement and the 
Services Contracts and Section 75 Agreements and not organisational interests, 
and engage effectively with the Population,  
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(together these are the “Principles”). 

7.4 The Parties acknowledge that NUTHFT and CNTWFT also provide services in areas 
outside of Newcastle which they may need to take into account when seeking to act in 
accordance with the Principles.  

7.5 The Parties acknowledge that the CCG commissions services for Gateshead, in 
addition to Newcastle, and the CCG may need to take this into account when seeking to 
act in accordance with the Principles. 

8. PROBLEM RESOLUTION AND ESCALATION 

8.1 The Providers and the Commissioners agree to adopt a systematic approach to 
problem resolution which recognises the Objectives and the Principles set out in 
Clauses 6 and 7 above and which: 

8.1.1 seeks solutions without apportioning blame; 

8.1.2 is based on mutually beneficial outcomes; 

8.1.3 treats Providers and the Commissioners as equal parties in the dispute 
resolution process; and 

8.1.4 contains a mutual acceptance that adversarial attitudes waste time and money.  

8.2 If a problem, issue, concern or complaint comes to the attention of a Party in relation to 
the Objectives, Principles or any matter in this Agreement and is appropriate for 
resolution between the Commissioners and the Providers such Party shall notify the 
other Parties and the Parties each acknowledge and confirm that they shall then seek 
to resolve the issue by a process of discussion within 20 Operational Days of such 
matter being notified.  

8.3 Any Dispute arising between the Parties which is not resolved under Clause 8.2 above 
will be resolved in accordance with Schedule 6 (Dispute Resolution Procedure). 

8.4 If any Party receives any formal enquiry, complaint, claim or threat of action from a third 
party relating to this Agreement (including, but not limited to, claims made by a supplier 
or requests for information made under the FOIA) the receiving Party will liaise with the 
other Parties as to the contents of any response before a response is issued, save 
where doing so may prejudice the position of the Party in receipt of the formal enquiry, 
complaint, claim or threat of action. 

SECTION B: OPERATION OF AND ROLES IN COLLABORATIVE NEWCASTLE  
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9. RESERVED MATTERS  

9.1 The Parties acknowledge that each of the Commissioners is required to comply with 
certain statutory duties as statutory commissioners and will be required to act in 
accordance with their statutory duties in relation to certain matters. Consequently, the 
Commissioners each reserve the matters set out in Clause 9.2 for their respective 
determination as they see fit in accordance with Clause 9.3.  

9.2 Each of the Commissioners shall be free to determine the following Reserved Matters: 

9.2.1 making any decision or taking any action necessary to ensure compliance with 
their respective statutory duties, including the powers and responsibilities 
conferred on each of the Commissioners respectively by Law and/or its 
constitution;  

9.2.2 any matter upon which they may be required to engage with the public (including 
by way of public consultation) or in relation to which they may be required to 
respond to or liaise with a Local Healthwatch organisation; and/or 

9.2.3 any matter in relation to which the CCG may be required to consult the Council. 

9.3 The Parties agree that: 

9.3.1 the Reserved Matters are limited to the express terms of Clause 9.2 above; and 

9.3.2 neither the Executive Group nor the Delivery Group may make a final 
recommendation on any of the matters set out in Clause 9.2 above, which are 
reserved for determination by the relevant Commissioner(s). 

9.4 Where determining a Reserved Matter which may have an impact on any of the Priority 
Areas and/or this Agreement, subject to any need for urgency because to act otherwise 
would result in the relevant Commissioner breaching their statutory obligations or failing 
to act in accordance with any relevant guidance, the relevant Commissioner will first 
consult with the Executive Group in respect of their proposed determination of a 
Reserved Matter in line with the Objectives and the Principles.  

9.5 Neither Commissioner shall be required to consult with the Executive Group prior to 
determining a Reserved Matter in accordance with Clause 9.4 where such consultation 
may require the relevant Commissioner to: 

9.5.1 breach obligations of confidentiality to a third party; and/or 

9.5.2 disclose a third party’s personal data.  



COLLABORATION AGREEMENT  

© Hill Dickinson LLP 2020 13 

10. TRANSPARENCY  

10.1 Subject to complying with the Law, the Parties will provide to each other all information 
that is reasonably required in order to deliver the Priority Areas in line with the 
Objectives.   

10.2 The Parties have responsibilities to comply with Law (including Competition Law). The 
Parties will make sure that they share information, and in particular Competition 
Sensitive Information, in such a way that is compliant with Competition Law and, 
accordingly, the Executive Group and Delivery Group will each ensure that the 
exchange of Competition Sensitive Information will be restricted to circumstances 
where: 

10.2.1 it is essential;  

10.2.2 it is not exchanged more widely than necessary; 

10.2.3 it is subject to suitable non-disclosure or confidentiality agreements which 
include a requirement for the recipient to destroy or return it on request or on 
termination or expiry of this Agreement; and 

10.2.4 it may not be used other than to achieve the Objectives in accordance with the 
Principles.  

10.3 Subject to compliance with Clause 10.2 above, the Parties will ensure that they provide 
the Delivery Group with financial cost resourcing, activity or other information as may be 
reasonably required so that the Delivery Group can assure the Executive Group that the 
system financial planning framework is being developed in accordance with Schedule 3.   

10.4 The Commissioners will make sure that the Delivery Group establishes appropriate 
information barriers between and within the Providers so as to ensure that Competition 
Sensitive Information and Confidential Information are only available to those Providers 
who need to see it to achieve the Objectives and for no other purpose whatsoever so 
that the Parties do not breach Competition Law.   

10.5 It is accepted by the Parties that the involvement of the Providers in the governance 
arrangements for Collaborative Newcastle is likely to give rise to situations where 
information will be generated and made available to the Providers which could give the 
Providers an unfair advantage in competitions or which may be capable of distorting 
such competitions (for example, disclosure of pricing information or approach to risk 
may provide one Provider with a commercial advantage over a separate Provider). Any 
Provider will have the opportunity to demonstrate to the reasonable satisfaction of the 
CCG and/or the Council (where acting as a commissioner) in relation to any competitive 
procurements that the information it has acquired as a result of its participation in 
Collaborative Newcastle, other than as a result of a breach of this Agreement, does not 
preclude the CCG and/or the Council (where acting as a commissioner) from running a 
fair competitive procurement in accordance with their legal obligations. 
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10.6 Notwithstanding Clause 10.5 above, the Commissioners may take such measures as 
they consider necessary in relation to such competitive procurements in order to comply 
with their obligations under Law (for example, the Public Contracts Regulations 2015 
and the National Health Service (Procurement, Patient Choice and Competition) (No 2) 
Regulations 2013) which may include excluding any potential bidder from the 
competitive procurement in accordance with the Law governing that competitive 
procurement. 

11. OBLIGATIONS AND ROLES OF THE PARTIES 

Categories of membership 

11.1 The Parties have identified certain categories of membership of Collaborative 
Newcastle and consequently the Parties to this Agreement are divided into the following 
categories: 

11.1.1 Full Member; 

11.1.2 Associate Member; and  

11.1.3 any other categories agreed between the Parties as are described in Schedule 5 
(Rights and Obligations of Full Members and Associate Members) to this 
Agreement.  

11.2 As at the date of this Agreement, the Parties have agreed the following categorisation 
across the Parties: 

Party  Full Member Associate Member 

NHS Newcastle Gateshead 
Clinical Commissioning Group 

X  

Newcastle City Council   X  

The Newcastle Upon Tyne 
Teaching Hospitals NHS 
Foundation Trust 

X  

Cumbria, Northumberland, Tyne 
And Wear NHS Foundation Trust 

X  

Newcastle General Practice 
Services Limited 

 X 
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11.3 The roles and responsibilities of the Full Members and Associate Members are as 
described in Schedule 5 (Rights and Obligations of Full Members and Associate 
Members) to this Agreement. Schedule 5 also sets out the Parties’ obligations to 
consider the inclusion of other organisations as part of Collaborative Newcastle, which 
should be read in conjunction with the roles and responsibilities that apply to all 
categories of Parties as described in this Agreement.  

11.4 The Parties have agreed the categorisation referred to in Clause 11.2 as at the 
Commencement Date on the basis of the Parties’ expectations of delivery of the 
Objectives. The Parties recognise that it is possible that the categorisation may need to 
change over time and that some of the Parties may wish/need to move from one 
category of membership to another. Should those circumstances arise, the Party 
wishing/needing to move categories shall give as much notice as possible to the other 
Parties together with full reasons as to why a change of membership category is 
desired/required. The Parties commit to considering such requests and will act 
transparently and in good faith in such circumstances recognising the significant 
implications for Collaborative Newcastle that may flow from such a decision.  

11.5 Any additions to or removal from the list of Parties set out in Clause 11.2 above will be 
subject to the approval of the Full Members (excluding any Full Member being 
removed) acting unanimously and in accordance with the Objectives and the procedure 
set out in Clause 18 (Variations) in the case of the inclusion of additional members and 
Clause 15 (Exclusion and Termination) in the case of the withdrawal of a Party. 

Commissioners’ obligations and roles 

11.6 Each Commissioner will: 

11.6.1 help to establish an environment that encourages collaboration between the 
Providers where permissible; 

11.6.2 provide clear system leadership to the Providers, clearly articulating health, care 
and support outcomes for the Providers, performance standards, scope of 
services and technical requirements; 

11.6.3 support the Providers in developing links to other relevant services; 

11.6.4 comply with their statutory duties;  

11.6.5 seek to commission the services within the Priority Areas in an integrated, 
effective and streamlined way to meet the Objectives; and 

11.6.6 work collaboratively with the Providers to develop Collaborative Newcastle 
approach for the Priority Areas in accordance with this Agreement. 
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Providers’ obligations and roles 

11.7 Each Provider will: 

11.7.1 act collaboratively and in good faith with each other in accordance with the Law 
and Good Practice to achieve the Objectives, having at all times regard to the 
best interests of the Population;  

11.7.2 co-operate fully and liaise appropriately with each other Provider in order to 
ensure a co-ordinated approach to promoting the quality of patient care across 
the Priority Areas and so as to achieve continuity in the provision of services 
within the Priority Areas that avoids inconvenience to, or risk to the health and 
safety of, Service Users, employees of the Providers or members of the public; 
and 

11.7.3 through high performance and collaboration, unlock and generate enhanced 
innovation and better outcomes and value for the Population in line with the 
Objectives.  

11.8 Each Provider acknowledges and confirms that: 

11.8.1 it remains responsible for performing its obligations and functions for delivery of 
services to the CCG and/or the Council in accordance with its Services 
Contracts;  

11.8.2 it will be separately and solely liable to the CCG or the Council (as applicable) 
under its own Services Contracts;  

11.8.3 it remains responsible for its own compliance with all relevant regulatory 
requirements and remains accountable to its Board/Cabinet and all applicable 
regulatory bodies; and 

11.8.4 it will work collaboratively with the Commissioners and the other Providers to 
develop the Collaborative Newcastle approach for the Priority Areas in 
accordance with this Agreement.  

SECTION C: GOVERNANCE ARRANGEMENTS  

12. COLLABORATIVE NEWCASTLE GOVERNANCE  

12.1 The Parties must communicate with each other and all relevant staff in a clear, direct 
and timely manner. In addition to the Parties’ own Boards / Cabinet / Governing Body, 
which shall remain accountable for the exercise of each of the Parties’ respective 
functions, the governance structure for Collaborative Newcastle arrangements will 
comprise: 
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12.1.1 the Collaborative Newcastle Executive Group (Executive Group); and 

12.1.2 the Collaborative Newcastle Delivery Group (Delivery Group).  

12.2 The diagram in Schedule 4 (Governance) sets out the governance structure and the 
links between the various groups in more detail.  

The Wellbeing for Life Board 

12.3 The Wellbeing for Life Board is the Health and Wellbeing Board for Newcastle, and 
committee of Newcastle Council, charged with promoting greater health and social care 
integration in Newcastle. The Wellbeing for Life Board will receive reports from the 
Executive Group as to the development of the Collaborative Newcastle arrangements 
under this Agreement and progress against the areas for development in Schedule 2 
(Priority Areas).  

Collaborative Newcastle Executive Group 

12.4 The Executive Group is accountable to each of the Parties and is the group responsible 
for: 

12.4.1 overseeing Collaborative Newcastle arrangements under this Agreement; 

12.4.2 approving workplans for and monitoring delivery of the Objectives, development 
of the Priority Areas and development and implementation of the Financial 
Planning Framework;  

12.4.3 holding the Delivery Group to account; and 

12.4.4 liaising where appropriate with relevant local and national partners and 
stakeholders. 

12.5 The Executive Group will act in accordance with its terms of reference and will:  

12.5.1 promote and encourage commitment to the Principles and Objectives amongst 
all the Parties; 

12.5.2 ensure alignment of all organisations to facilitate sustainable and better care 
which is able to meet the needs of the Population; 

12.5.3 agree joint policy as required, including values to be adopted and annual and 
short term performance outcomes/targets; 

12.5.4 oversee the implementation of this Agreement;  

12.5.5 in undertaking its role, consider recommendations from the Delivery Group in 
respect of the development and operation of Collaborative Newcastle, the 
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delivery of the Objectives and the development of the Priority Areas and 
implementation of the Financial Planning Framework; and 

12.5.6 carry out the responsibilities set out in its terms of reference, to the extent that 
they are not set out in this Clause 12.5.  

Collaborative Newcastle Delivery Group 

12.6 The Delivery Group is the group responsible for managing the operation of 
Collaborative Newcastle to achieve the Objectives and developing proposals for the 
delivery and transformation of services in the Priority Areas. The Delivery Group will 
report to the Executive Group, acting in accordance with its Terms of Reference set out 
in Schedule 4 (Governance) Part 2 and will:  

12.6.1 be responsible for delivery of workplans for development of the Priority Areas 
and implementation of the Financial Planning Framework; 

12.6.2 make recommendations to the Executive Group in relation to changes to the 
Priority Areas in respect of Service User pathways / services;  

12.6.3 develop and implement strategies for closer collaborative working between the 
Providers, in order to achieve the Objectives;  

12.6.4 seek and reflect the views of key stakeholders in drawing up recommendations 
to the Executive Group; 

12.6.5 make recommendations to the Executive Group as to the addition of new parties 
to the arrangements under this Agreement, including new providers of services 
in the Priority Areas; and 

12.6.6 carry out the responsibilities set out in its terms of reference, to the extent that 
they are not set out in this Clause 12.6.  

13. CONFLICTS OF INTEREST 

13.1 Subject to compliance with Law (including without limitation Competition Law) and 
contractual obligations of confidentiality the Parties agree to share all information 
relevant to the development and delivery of the Priority Areas in an honest, open and 
timely manner.  

13.2 The Parties will: 

13.2.1 disclose to each other the full particulars of any real or apparent conflict of 
interest which arises or may arise in connection with this Agreement or the 
operation of the Executive Group and/or the Delivery Group immediately upon 
becoming aware of the conflict of interest whether that conflict concerns the 
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Party or any person employed or retained by them for or in connection with the 
performance of this Agreement; 

13.2.2 not allow themselves to be placed in a position of conflict of interest in regard to 
any of their rights or obligations under this Agreement (without the prior consent 
of the other Parties) before they participate in any decision in respect of that 
matter; and  

13.2.3 use best endeavours to ensure that their representatives on the Executive 
Group and Delivery Group also comply with the requirements of this Clause 13 
when acting in connection with this Agreement. 

SECTION D: FINANCIAL PLANNING 

14. PAYMENTS 

14.1 The Parties will continue to be paid in accordance with the mechanism set out in their 
respective Services Contracts and Section 75 Agreements.  

14.2 The Parties have not agreed as at the Commencement Date to share risk or reward. 
However the Parties will work together during the Initial Term to consider the 
development of risk/reward sharing mechanisms in accordance with the framework and 
principles described in Schedule 3 (Financial Planning Framework) with the aim of 
achieving the Objectives.  

14.3 Any future introduction of such a mechanism would require additional provisions to be 
agreed between the Parties and incorporated into this Agreement in accordance with 
Clause 18.   

SECTION E: GENERAL PROVISIONS  

15. EXCLUSION AND TERMINATION  

15.1 A Provider may be excluded from this Agreement on notice from the Commissioners 
(acting in consensus) in the event of: 

15.1.1 the termination of their Services Contract and/or Sections 75 Agreement; or 

15.1.2 an event of Insolvency affecting them. 

15.2 A Party may withdraw from this Agreement by giving not less than 12 months’ written 
notice to each of the other Parties.  

15.3 A Party may be excluded from this Agreement on written notice from all of the 
remaining Parties (acting in consensus) in the event of a material or a persistent breach 
of the terms of this Agreement by the relevant Party which has not been rectified within 
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30 days of notification issued by the remaining Parties (acting in consensus) or which is 
not reasonably capable of remedy. In such circumstances this Agreement shall be 
partially terminated in respect of the excluded Party.  

15.4 The Executive Group may resolve to terminate this Agreement in whole where: 

15.4.1 a Dispute cannot be resolved pursuant to the Dispute Resolution Procedure;  or 

15.4.2 where the Parties agree this this Agreement should be replaced by one or more 
formal legally binding agreements between them.   

15.5 Where a Provider is excluded from this Agreement, or withdraws from it, the excluded 
or withdrawing (as relevant) Party shall procure that all data and other material 
belonging to any other Party shall be delivered back to the relevant Party or deleted or 
destroyed (as instructed by the relevant Party) as soon as reasonably practicable.  

16. INTRODUCING NEW PROVIDERS 

Additional parties may become parties to this Agreement on such terms as the Parties  
shall jointly agree in writing, acting at all times on a Best for Newcastle basis. Any new 
Party will be required to agree in writing to the terms of this Agreement before 
admission.  

17. LIABILITY 

The Parties’ respective responsibilities and liabilities in the event that things go wrong 
with the Services will be allocated under their respective Services Contracts and 
Sections 75 Agreements and not this Agreement.  

18. VARIATIONS 

Any amendment to this Agreement will not be binding unless set out in writing and 
signed by or on behalf of each of the Parties.  

19. CONFIDENTIALITY AND FOIA 

19.1 Each Party shall keep confidential all Confidential Information that it receives from the 
other Parties except to the extent that such Confidential Information is required by Law 
to be disclosed or is already in the public domain or comes into the public domain 
otherwise than through an unauthorised disclosure by a Party to this Agreement. 

19.2 To the extent that any Confidential Information is covered or protected by legal 
privilege, then disclosing such Confidential Information to any Party or otherwise 
permitting disclosure of such Confidential Information does not constitute a waiver of 
privilege or of any other rights which a Party may have in respect of such Confidential 
Information. 
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19.3 The Parties agree to procure, as far as is reasonably practicable, that the terms of this 
Clause 19 (Confidentiality and FOIA) are observed by any of their respective 
successors, assigns or transferees of respective businesses or interests or any part 
thereof as if they had been party to this Agreement.  

19.4 Nothing in this Clause 19 (Confidentiality and FOIA) will affect any of the Parties’ 
regulatory or statutory obligations, including but not limited to competition law of any 
applicable jurisdiction. 

19.5 The Parties acknowledge that they are each subject to the requirements of the FOIA 
and will facilitate each other’s compliance with their information disclosure 
requirements, including the submission of requests for information and handling any 
such requests in a prompt manner and so as to ensure that each Party is able to 
comply with their statutory obligations.   

19.6 Each Party will hold harmless each other and will indemnify and keep indemnified each 
of the other Parties, in full and on demand, against all Claims (and related costs, 
charges and reasonable legal expenses) which the other Parties to this Agreement may  
incur or suffer, arising from any claim at law (including in negligence of any degree or 
other tort, or collateral contract or otherwise at law) by any of the other Parties for any 
direct, indirect, incidental or consequential or other loss or damage of whatsoever kind, 
arising from any breach by such a Party to this Agreement of the obligations under this 
Clause 19 (Confidentiality and FOIA) or otherwise. 

20. INTELLECTUAL PROPERTY  

20.1 In order to develop and deliver the arrangements under this Agreement in accordance 
with the Principles each Party grants each of the other Parties a fully paid up, non-
exclusive licence to use its existing Intellectual Property insofar as is reasonably 
required for the sole purpose of the fulfilment of that Party’s obligations under this 
Agreement.  

20.2 If any Party creates any new Intellectual Property through the development and delivery 
of the arrangements under this Agreement, the Party which creates the new Intellectual 
Property will grant to each of the other Parties a fully paid up, non-exclusive licence to 
use the new Intellectual Property for the sole purpose of the fulfilment of that Party’s 
obligations and the development and delivery of the arrangements under this 
Agreement. 

21. GENERAL 

21.1 Any notice or other communication given to a Party under or in connection with this 
Agreement shall be in writing, addressed to that Party at its principal place of business 
or such other address as that Party may have specified to the other Party in writing in 
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accordance with this Clause, and shall be delivered personally, or sent by pre-paid first 
class post, recorded delivery or commercial courier. 

21.2 A notice or other communication shall be deemed to have been received: if delivered 
personally, when left at the address referred to in Clause 21.1 above; if sent by pre-paid 
first class post or recorded delivery, at 9.00 am on the second Operational Day after 
posting; or if delivered by commercial courier, on the date and at the time that the 
courier’s delivery receipt is signed.  

21.3 Nothing in this Agreement is intended to, or shall be deemed to, establish any 
partnership between any of the Parties, constitute any Party the agent of another Party, 
nor authorise any Party to make or enter into any commitments for or on behalf of any 
other Party except as expressly provided in this Agreement. 

21.4 This Agreement may be executed in any number of counterparts, each of which when 
executed and delivered shall constitute an original of this Agreement, but all the 
counterparts shall together constitute the same agreement. The expression 
“counterpart” shall include any executed copy of this Agreement scanned into printable 
PDF, JPEG, or other agreed digital format and transmitted as an e-mail attachment. No 
counterpart shall be effective until each Party has executed at least one counterpart. 

21.5 This Agreement, and any dispute or claim arising out of or in connection with it or its 
subject matter or formation (including non-contractual disputes or claims), shall be 
governed by, and construed in accordance with, English law, and where applicable, the 
Parties irrevocably submit to the exclusive jurisdiction of the courts of England and 
Wales. 

21.6 A person who is not a Party to this Agreement shall not have any rights under or in 
connection with it. 

  

This Agreement has been entered into on the date stated at the beginning of it. 
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Signed by MARK ADAMS 

for and on behalf of NHS NEWCASTLE GATESHEAD 
CLINICAL COMMISSIONING GROUP 

................................... 

Mark Adams 
Accountable Officer 

 

Signed by PAT RICHIE 

for and on behalf of NEWCASTLE CITY COUNCIL  

 

................................... 

Pat Richie 
Chief Executive                            

 

Signed by DAME JACKIE DANIEL 

for and on behalf of THE NEWCASTLE UPON TYNE 
HOSPITALS NHS FOUNDATION TRUST 

 

................................... 

Dame Jackie Daniel 
Chief Executive                            

 

Signed by JOHN LAWLOR 

for and on behalf of CUMBRIA, NORTHUMBERLAND, 
TYNE AND WEAR NHS FOUNDATION TRUST 

 

................................... 

John Lawlor 
Chief Executive                            

  

Signed by CHRISTIAN TOWNEND 

for and on behalf of NEWCASTLE GENERAL PRACTICE 
SERVICES LIMITED 

................................... 

Christian Townend 
Chief Executive                           
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SCHEDULE 1 

Definitions and Interpretation 

1. The following words and phrases have the following meanings: 

Agreement  this agreement incorporating the Schedules. 

Best for 
Newcastle 

best for the achievement of the Objectives for the Newcastle 
population on the basis of the Principles. 

Claims any claims, actions, demands, fines or proceedings. 

Commencement 
Date 

the date entered on page one (1) of this Agreement. 

Commercially 
Sensitive 
Information 

Confidential Information which is of a commercially sensitive 
nature relating to a Party, its intellectual property rights or its 
business or which a Party has indicated would cause that Party 
significant commercial disadvantage or material financial loss. 

Competition Law the Competition Act 1998 and the Enterprise Act 2002, as 
amended by the Enterprise and Regulatory Reform Act 2013  
and as applied to the healthcare sector by Monitor in accordance 
with the Health and Social Care Act 2012. 

Competition 
Sensitive 
Information 

Confidential Information which is owned, produced and marked 
as Competition Sensitive Information by one of the Providers 
and which that Provider properly considers is of such a nature 
that it cannot be exchanged with the other Providers without a 
breach or potential breach of Competition Law. Competition 
Sensitive Information may include, by way of illustration, trade 
secrets, confidential financial information and confidential 
commercial information, including without limitation, information 
relating to the terms of actual or proposed contracts or sub-
contract arrangements (including bids received under 
competitive tendering), future pricing, business strategy and 
costs data, as may be utilised, produced or recorded by any 
Party, the publication of which an organisation in the same 
business would reasonably be able to expect to protect by virtue 
of business confidentiality provisions.  

Confidential 
Information 

the provisions of this Agreement and all information which is 
secret or otherwise not publicly available (in both cases in its 
entirety or in part) including commercial, financial, marketing or 
technical information, know-how, trade secrets or business 
methods, in all cases whether disclosed orally or in writing 
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before or after the date of this Agreement, including 
Commercially Sensitive Information and Competition Sensitive 
Information. 

Delivery Group the Collaborative Newcastle Delivery Group, the terms of 
reference of which are set out in Part 2 of Schedule 4 
(Governance). 

Dispute any dispute arising between two or more of the Parties in 
connection with this Agreement or their respective rights and 
obligations under it. 

Dispute 
Resolution 
Procedure 

the procedure set out in Schedule 6 for the resolution of 
disputes which are not capable of resolution under Clause 8 
(Problem Resolution and Escalation). 

Executive Group the Collaborative Newcastle Executive Group, the terms of 
reference of which are set out in Part 1 of Schedule 4 
(Governance).  

Extended Term has the meaning set out in Clause 4.2. 

Financial Planning 
Framework 

the financial planning framework as described in Schedule 3. 

FOIA the Freedom of Information Act 2000 and any subordinate 
legislation (as defined in section 84 of the Freedom of 
Information Act 2000) from time to time together with any 
guidance and/or codes of practice issued by the Information 
Commissioner or relevant Government department in relation to 
such Act. 

Good Practice Good Clinical Practice and/or Good Health and/or Social Care 
Practice (each as defined in the Services Contracts), as 
appropriate. 

Initial Term the period from and including the Commencement Date until 
the second anniversary of the Commencement Date.   

Insolvency (as may be applicable to each Party) a Provider taking any step 
or action in connection with its entering administration, 
provisional liquidation or any composition or arrangement with its 
creditors (other than in relation to a solvent restructuring), being 
wound up (whether voluntarily or by order of the court, unless for 
the purpose of a solvent restructuring), having a receiver 
appointed to any of its assets or ceasing to carry on business, or 
any analogous process for a public body. 

Intellectual patents, rights to inventions, copyright and related rights, trade 
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Property marks, business names and domain names, goodwill, rights in 
designs, rights in computer software, database rights, rights to 
use, and protect the confidentiality of, Confidential Information 
and all other intellectual property rights, in each case whether 
registered or unregistered and including all applications and 
rights to apply for and be granted, renewals or extensions of, 
and rights to claim priority from, such rights and all similar or 
equivalent rights or forms of protection which subsist or will 
subsist now or in the future in any part of the world. 

Law a) any applicable statute or proclamation or  any  delegated or 
subordinate legislation or regulation; 

b) any enforceable EU right within the meaning of section 2(1) 
European Communities Act 1972; 

c) any applicable judgment of a relevant court of law which is a 
binding precedent in England and Wales; 

d) Guidance (as defined in the NHS Standard Contract); 

e) National Standards (as defined in the NHS Standard 
Contract); and 

f) any applicable code. 

NHS Standard 
Contract 

the NHS Standard Contract for NHS healthcare services as 
published by NHS England from time to time.  

Objectives the objectives for Collaborative Newcastle set out in Clause 6.1. 

Operational Day a day other than a Saturday, Sunday or bank holiday in 
England. 

Population the population of Newcastle covered by each of the 
Commissioners. 

Principles the principles for Collaborative Newcastle set out in Clause 7.3. 

Priority Area one of the priority areas set out in Schedule 2 (Priority Areas) as 
may be amended or added to by agreement of the Parties from 
time to time. 

Reserved Matter has the meaning set out in Clause 9.2.  

Section 75 
Agreement 

an agreement entered into by any of the Parties under section 
75 of the National Health Service Act 2006. 

Service Users people within the Population served by the Commissioners who 
are in receipt of the Services. 

Services the services provided, or to be provided, by each Provider to 
Service Users pursuant to its respective Services Contract. 
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Services Contract a contract entered into by the CCG and/or the Council and a 
Provider for the provision of Services, and references to a 
Services Contract include all or any one of those contracts as 
the context requires. 

UN Sustainability 
Goals 

the United Nations Sustainability Goals, set out here: 
https://www.un.org/sustainabledevelopment/sustainable-
development-goals/  

Wellbeing for Life 
Board 

the Health and Wellbeing Board for Newcastle. 

 

https://www.un.org/sustainabledevelopment/sustainable-development-goals/
https://www.un.org/sustainabledevelopment/sustainable-development-goals/
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SCHEDULE 2 

Priority Areas 

The Parties have identified the initial Priority Areas during the Initial Term (as may be agreed 
and amended from time to time by the agreement of the Parties in accordance with Clause 18 
(Variations)) as the following: 

1. Co-governance and leadership 

2. Co-production -  using the Being well framework to improve health and wellbeing 
and reduce inequalities around  

 Integrated children’s service 

 Care homes  

 Complex care for adults 

 Positive mental health 

3. Co-location  

4. Command centre – particularly leveraging digital and data to design and deliver 
personalised services 

5. Covid – Outbreak control and recovery 

Immediately following the Commencement Date the Parties will develop and implement 
workplans for each of the initial Priority Areas. 
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SCHEDULE 3 

Financial Planning Framework 

Part 1: Principles 

The Parties will develop a system financial planning framework based on the following 
principles: 

1 We will define what the Newcastle £ is and spend it best for the benefit of local people; 
deciding together what is best done at a place and locality level. 

2 We will plan and deliver together rather than looking for solutions that just cost shift 
between organisations. 

3 We will focus on delivering real medium and long term benefits over short term gains. 

4 We will trust our staff to spend the Newcastle £ wisely, by empowering them to spend it 
like it is their own, regardless of which organisation they work for. 

5 We will get better benefit from the money we spend by reducing waste from reducing 
the unwarranted duplication in teams visiting individuals with the highest needs, and 
look to repurpose savings into spending more on preventative measures that ‘shift the 
curve’. 

6 We will spend more of the Newcastle £ with local organisations to get the most possible 
local social value.  

7 We will get the maximum possible benefit from the Newcastle £ by making good use of 
technology/digital. 

8 We will use our capital assets in ways that maximise what we can achieve with the 
revenue funding available to us. 

The financial planning framework will split finances relevant to the Objectives and Priority 
Areas into the following categories: 

a) Finances which can be pooled between the Parties 

b) Finances which can be aligned 

c) Finances which are “in view” of the Parties, including those of third party providers 
whose services are linked to the Priority Areas  
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Part 2: Implementation 

In order to implement the Financial Planning Framework the Parties will work towards the 

following financial arrangements from the Commencement Date: 
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SCHEDULE 4 

Governance 

This Schedule 4 sets out the governance arrangements for Collaborative Newcastle under this 
Agreement.  

The diagram below summarises the governance structure which the Parties have agreed to 
establish and operate from the Commencement Date, to provide oversight of the development 
and implementation of the Collaborative Newcastle approach and the arrangements under this 
Agreement. 

 

 

This Schedule also contains the terms of reference for the Collaborative Newcastle Executive 
Group (Part 1) and the Collaborative Newcastle Delivery Group (Part 2).   
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Part 1: Collaborative Newcastle Executive Group - Terms of Reference 

1.  Purpose The purpose of the Executive Group is to provide strategic 
oversight of the Collaborative Newcastle arrangements to achieve 
the Objectives and improve the health and wellbeing of the 
Newcastle population. This supports the vision for Newcastle as set 
out in the Collaboration Agreement (Agreement).  

2. Status and 
authority 

The Executive Group is established by the Full Members, each of 
which remains a sovereign organisation, to provide a governance 
framework for the further development of collaborative working 
between all of the parties to the Agreement (Parties) to achieve the 
Objectives in line with the Principles.  

The Executive Group is not a separate legal entity, and as such is 
unable to take decisions separately from its constituent members or 
bind any one of them; nor can one organisation ‘overrule’ the other 
on any matter. As a result, the Executive Group will operate as a 
place for discussion of issues with the aim of reaching consensus 
between the Full Members.  

The Executive Group will function through engagement and 
discussion between the Full Members so that each of the Full 
Members makes a decision in respect of, and expresses its views 
about, each matter considered by the Executive Group. The 
decisions of the Executive Group will, therefore, be the decisions of 
the individual Full Members, the mechanism for which shall be 
authority delegated by each Full Member to its representative on 
the Executive Group.  

To that end: 

 the Executive Group will provide information to the 
Wellbeing for Life Board as appropriate; and 

 each of the Full Member organisations will ensure that their 
representative: 

o is appointed to attend and represent their 
organisation on the Executive Group with such 
authority as is agreed to be necessary in order for 
the Executive Group to function effectively in 
discharging its responsibilities as set out in these 
terms of reference which is, to the extent necessary, 
recognised in an organisation’s respective scheme 
of delegation (or similar); 

o has equivalent delegated authority to the 
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representatives of all other Full Member 
organisations comprising the Executive Group; and  

o understands the status of the Executive Group and 
the limits of their responsibilities and authority. 
 

3. Accountability In line with the principles that the Executive Group is not a separate 
legal entity but a place for discussion, the individual members of the 
Executive Group are accountable to their respective organisations.  

4. Responsibilities The Executive Group members are responsible for leading the Full 
Members’ collaborative approach and working in accordance with 
the Principles in line with the terms of the Agreement. 

The Executive Group members will make decisions together at 
Executive Group meetings in respect of the Priority Areas identified 
in the Agreement and Financial Planning Framework, including in 
relation to recommendations from the Delivery Group.  

The Executive Group is not a decision making body, although it will 
be instrumental in developing proposals and recommendations by 
consensus which shall be presented to the statutory boards of the 
Full Member organisations. 

5. Membership and 
attendance  

The Executive Group will include one representative nominated by 
each of the Full Members. 

It is important that members or their deputies commit to attending 
Executive Group meetings. Where a member cannot attend a 
meeting, the member can nominate a named deputy to attend. 
Deputies must be able to contribute to the discussion and make 
decisions on behalf of the organisation they are representing. 

Associate Members will be entitled to attend meetings of the 
Executive Group and contribute to discussion, but will not 
participate in decision-making.  

The Executive Group members may invite others to attend 
meetings of the Executive Group as observers. Such observers will 
not participate in decisions. 

6. Quorum One representative of each of the Full Members, or their deputies, 
must be present for the Executive Group to be quorate.  

7. Chairing 
arrangements 

The chair or co-chairs of meetings of the Executive Group will be 
appointed by the Full Members.  
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8. Decision making The Executive Group members will aim to achieve consensus 
wherever possible.   

9. Conduct of 
business 

Meetings of the Executive Group will be held monthly or at such 
other frequency as may be agreed between the Parties. 

Meetings may be held by telephone or video conference. Members 
of the Executive Group may participate (and count towards 
quorum) in a face-to-face meeting via telephone or video-
conference.  

Any Full Member may call an extraordinary meeting of the 
Executive Group at their discretion subject to providing at least five 
working days’ notice to the other Full Members. 

Circulation of the meeting agenda and papers via email will take 
place at least five working days prior to the meeting. Agendas and 
papers will be published on the member organisations’ websites as 
agreed. 

In the event Executive Group members wish to add an item to the 
agenda they must notify the chair accordingly. 

The Executive Group will have administrative support as agreed to: 

- take minutes of the meetings and keep a record of matters 
arising and issues to be carried forward; and 

- maintain a register of interests of Executive Group 
members. 

The minutes of Executive Group meetings will be sent to the 
Parties’ respective Boards / Cabinet / Governing Bodies within 14 
days of each meeting. 

Meetings will be open to the public as agreed by the Full Members. 

10. Conduct of 
members and 
conflicts of 
interest 

All members of the Executive Group are required to uphold the 
Nolan Principles and it is expected that members will act in the 
spirit of co-production and collaboration in line with the key 
principles and ethos of Collaborative Newcastle.  

The members of the Executive Group must refrain from actions that 
are likely to create any actual or perceived conflicts of interests. 
Executive Group members must disclose all potential and actual 
conflicts of interest and ensure that such conflicts are managed in 
adherence with their organisation’s conflict of interest policies and 
statutory duties. 
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11. Review These terms of reference and effectiveness of the Executive Group 
will be reviewed by the Full Members on an annual basis or more 
frequently if required.  
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Part 2: Collaborative Newcastle Delivery Group – Terms of Reference 

1.  Purpose The purpose of the Delivery Group is to manage the operation of 
Collaborative Newcastle to achieve the Objectives and develop 
proposals for the delivery and transformation of services in the 
Priority Areas to improve the health and wellbeing of the Newcastle 
population as identified in the Collaboration Agreement 
(Agreement).  This supports the vision for Newcastle as set out in 
the Agreement.  

The Delivery Group will report to individual Boards / Cabinet / 
Governing Body and to the Executive Group and will seek and 
reflect the views of key stakeholders in drawing up 
recommendations to the Executive Group. 

2. Status and 
authority 

The Delivery Group is established by the Full Members, each of 
which remains a sovereign organisation, to provide a governance 
framework for the further development of collaborative working 
between all of the parties to the Collaboration Agreement (Parties) 
to achieve the Objectives in line with the Principles.  

The Delivery Group is not a separate legal entity, and as such is 
unable to take decisions separately from its constituent members or 
bind any one of them; nor can one organisation ‘overrule’ the other 
on any matter. As a result, the Delivery Group will operate as a 
place for discussion of issues with the aim of reaching consensus 
between the Full Members.  

The Delivery Group will function through engagement and 
discussion between the Full Members so that each of the Full 
Members makes a decision in respect of, and expresses its views 
about, each matter considered by the Delivery Group. The 
decisions of the Delivery Group will, therefore, be the decisions of 
the individual Full Members, the mechanism for which shall be 
authority delegated by each Full Member to its representative on 
the Executive Group.  

To that end: 

 a report from the Delivery Group will be a standing item on 
every meeting agenda for the Executive Group; and 

 each of the Full Member organisations will ensure that their 
representative: 

o is appointed to attend and represent their 
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organisation on the Delivery Group with such 
authority as is agreed to be necessary in order for 
the Delivery Group to function effectively in 
discharging its responsibilities as set out in these 
terms of reference which is, to the extent necessary, 
recognised in an organisation’s respective scheme 
of delegation (or similar); 

o has equivalent delegated authority to the 
representatives of all other Full Member 
organisations comprising the Delivery Group; and  

o understands the status of the Delivery Group and 
the limits of their responsibilities and authority. 
 

3. Accountability In line with the principles that the Delivery Group is not a separate 
legal entity but a place for discussion, the individual members of the 
Delivery Group are accountable to their respective organisations.  

4. Responsibilities The Delivery Group members are responsible for ensuring the 
delivery of the Full Members’ collaborative approach in line with the 
terms of the Agreement. 

The Delivery Group members will make decisions together at 
Delivery Group meetings in respect of the Priority Areas identified 
in the Agreement. The Delivery Group will also be responsible for: 

 delivery of workplans for development of the Priority Areas 
and implementation of the Financial Planning Framework; 

 making recommendations to the Executive Group in relation 
to changes to the Priority Areas in respect of Service User 
pathways / services;  

 developing and implementing strategies for closer 
collaborative working between the Providers, in order to 
achieve the Objectives; and 

 making recommendations to the Executive Group as to the 
addition of new parties to the arrangements under this 
Agreement, including new providers of services in the 
Priority Areas.  

5. Membership and 
attendance  

The Delivery Group will include one representative nominated by 
each of the Full Members. 

It is important that members or their deputies commit to attending 
Delivery Group meetings. Where a member cannot attend a 
meeting, the member can nominate a named deputy to attend. 
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Deputies must be able to contribute to the discussion and make 
decisions on behalf of the organisation they are representing. 

Associate Members will be entitled to attend meetings of the 
Delivery Group and contribute to the discussion, but will not 
participate in decision-making.  

The Delivery Group members may invite others to attend meetings 
of the Delivery Group as observers. Such observers will not 
participate in decisions. 

6. Quorum The Delivery Group will be quorate if one representative of each of 
the Full Members of the Delivery Group are present. 

7. Chairing 
arrangements 

Meetings of the Delivery Group will be chaired as agreed by the 
Full Members.   

8. Decision making The Delivery Group members will aim to achieve consensus 
wherever possible.   

9. Conduct of 
business 

Meetings of the Delivery Group will be held monthly or such other 
frequency as may be agreed between the Parties. 

Meetings may be held by telephone or video conference. Members 
of the Delivery Group may participate (and count towards quorum) 
in a face-to-face meeting via telephone or video-conference.  

Any Full Member may call an extraordinary meeting of the Delivery 
Group at their discretion subject to providing at least five working 
days’ notice to Delivery Group members. 

Circulation of the meeting agenda and papers via email will take 
place at least five working days prior to the meeting. Agendas and 
papers will be published on the member organisations’ websites as 
agreed. 

In the event Delivery Group members wish to add an item to the 
agenda they must notify the chair accordingly. 

The Delivery Group will have administrative support as required to: 

- take minutes of the meetings and keep a record of matters 
arising and issues to be carried forward; and 

- maintain a register of interests of Delivery Group members. 

The minutes of Delivery Group meetings will be sent to the 
Executive Group within 14 days of each meeting. 
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Meetings will be open to the public as agreed. 

10. Conduct of 
members and 
conflicts of 
interest 

All members of the Delivery Group are required to uphold the Nolan 
Principles and it is expected that members will act in the spirit of co-
production and collaboration in line with the key principles and 
ethos of Collaborative Newcastle.  

The members of the Delivery Group must refrain from actions that 
are likely to create any actual or perceived conflicts of interests. 
Delivery Group members must disclose all potential and actual 
conflicts of interest and ensure that such conflicts are managed in 
adherence with their organisation’s conflict of interest policies and 
statutory duties. 

11. Review These terms of reference and effectiveness of the Delivery Group 
will be reviewed by the Executive Group on an annual basis or 
more frequently if required.  
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SCHEDULE 5 

Rights and Obligations of Full Members and Associate Members 

1.2 The Parties agree that a Full Member shall (without limitation to the roles and 
responsibilities of the Parties): 

1.2.1 play an active role in the plans for system transformation and place-based 
systems of health and care in Newcastle; 

1.2.2 be entitled to attend and participate in decisions at meetings of the Executive 
Group (and the Parties acknowledge that all such Parties and their 
representatives shall act within the decision making processes of their 
respective organisations and relevant delegated authority); 

1.2.3 be entitled to attend and participate in decisions at meetings of the Delivery 
Group; 

1.2.4 share risks and rewards relating to such Priority Areas and the Financial 
Planning Framework as agreed; and 

1.2.5 commit to the Principles at all times. 

1.3 The Parties agree that an Associate Member shall (without limitation to the roles and 
responsibilities of the Parties): 

1.3.1 be invited to attend and contribute to all meetings of the Executive Group but 
not participate in decisions at such meetings; 

1.3.2 be invited to attend and contribute to all meetings of the Delivery Group and all 
other meetings in the supporting governance structure but not participate in 
decisions; and 

1.3.3 not be a part of financial and risk sharing arrangements as referred to in Clause 
14.2. 

1.4 The Parties may consider the inclusion of an additional category of membership of 
Collaborative Newcastle, an “Affiliate Member”, which the Parties will consider with 
those third parties that share the Principles.  

1.5 The categorisation described in this Schedule and consequently which membership 
category individual Parties (and possibly in time others) choose reflects the Parties’ 
expectations about the alignment of financial and risk sharing arrangements needed to 
achieve the Objectives in the Initial Term.  

1.6 The Parties acknowledge that primary care will play an integral role in delivery of the 
Objectives. The Parties agree to fully engage with general practice through Newcastle 
General Practice Services Limited to determine how general practice would best be 
able to interface with Collaborative Newcastle and contribute to the achievement of the 
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Objectives in accordance with a process to be agreed between the Parties as 
appropriate.  

1.7 The Parties acknowledge that there are other service provider organisations that 
Collaborative Newcastle will work with and who will have an important role to play in 
the design and delivery of services aimed at better achieving the Objectives. For 
example, current contracts with third parties such as ambulance service; out of hours 
providers; other NHS Trusts and Clinical Commissioning Groups; Independent care 
and voluntary organisations; District and Borough Councils; housing providers; and the 
Police and Fire Services. The Parties anticipate that in keeping with the existing 
principles of partnership working, the Parties may invite these providers to attend 
relevant meetings of the supporting governance structure and/or any other groups 
tasked with service redesign, including relevant meetings of the Executive Group when 
proposals are discussed.  
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SCHEDULE 6 

Dispute Resolution Procedure 

1. Avoiding and Solving Disputes 

1.1 The Parties commit to working cooperatively to identify and resolve issues to the 
Parties’ mutual satisfaction so as to avoid all forms of dispute or conflict in performing 
their obligations under this Agreement. Accordingly the Parties will look to collaborate 
and resolve differences under Clause 8 (Problem Resolution and Escalation) of this 
Agreement prior to commencing this procedure. 

1.2 The Parties believe that by focusing on their agreed Objectives and Principles they are 
reinforcing their commitment to avoiding disputes and conflicts arising out of or in 
connection with Collaborative Newcastle arrangements set out in this Agreement. 

1.3 The Parties shall promptly notify each other of any dispute or claim or any potential 
dispute or claim in relation to this Agreement or the operation of Collaborative 
Newcastle (each a 'Dispute') when it arises.  

1.4 In the first instance the relevant Parties’ representatives shall meet with the aim of 
resolving the Dispute to the mutual satisfaction of the relevant Parties. If the Dispute 
cannot be resolved by the relevant Parties’ representatives within 10 Operational Days 
of the Dispute being referred to them, the Dispute shall be referred to senior officers of 
the relevant Parties, such senior officers not to have had direct day-to-day involvement 
in the matter and having the authority to settle the Dispute. The senior officers shall 
deal proactively with any Dispute on a Best for Newcastle basis in accordance with this 
Agreement so as to seek to reach a unanimous decision.  

1.5 The Parties agree that the senior officers may, on a Best for Newcastle basis, 
determine whatever action they believe is necessary to try and resolve the Dispute 
including the following: 

1.5.1 If the senior officers cannot resolve the Dispute, they may agree by consensus 
to select an independent facilitator to assist with resolving the Dispute; and 

1.5.2 The independent facilitator shall: 

(i) be provided with any information he or she requests about the 
Dispute; 

(ii) assist the senior officers to work towards a consensus decision in 
respect of the Dispute; 

(iii) regulate his or her own procedure; 
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(iv) determine the number of facilitated discussions, provided that 
there will be not less than three and not more than six facilitated 
discussions, which must take place within 20 Operational Days of 
the independent facilitator being appointed; and 

(v) have its costs and disbursements met by the Parties in Dispute 
equally.  

1.5.3 If the independent facilitator cannot resolve the Dispute, the Dispute must be 
considered afresh in accordance with this Schedule 6 and only after such further 
consideration again fails to resolve the Dispute, the Parties may agree to: 

(i) terminate this Agreement in accordance with Clause 15.1.1; or 

(ii) agree that the Dispute need not be resolved. 
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Synopsis 

The purpose of the paper is to provide a risk management update for review and 
discussion, including: 

 A report on the CCG Assurance Framework; and 
 An update of any operational risks scored 15 (Extreme) or above.  

  

Implications and 
Risks This report is in accordance with the CCG Risk Management Policy CCG CO14. 

  

Recommendation 
Governing Body is asked to: 
 Note the content of the Assurance Framework and Extreme operational risks; 
 Discuss whether this accurately reflects the CCG’s risk profile and whether 

any further action is required to manage the risks. 
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No resource implications have yet been identified. 
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2012. 
There are no implications for any of the nine protected characteristics. 
There are no sustainability implications. 
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Appendix 3: Operational risks scored 15 or above (Extreme) 
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Governing Body – Risk Update as at 17 November 2020 
 
 

1. Introduction 
 The purpose of this paper is to: 
 

 Present Governing Body with a summary of the Assurance Framework and; 
 Operational risks scored Extreme. 

 
 The reporting period is 9 September to 17 November 2020. 
 

2. Changes to Risk Reporting 
 

Each management Committee now receives a risk register specific to its remit, as 
well as visibility of other risks where relevant.  
 
Governing Body in its role of providing strategic oversight of the CCG continues to 
receive an update on the Assurance Framework (e.g. all strategic risks). In 
addition Extreme operational risks have been included for the first time. 

 
2.1 Assurance Framework 

 
Governing Body has oversight of the CCG’s Assurance Framework.  
 

 One Extreme risk reduced to 12 (ref 2295, relating to the potential for 
COVID to disrupt the CCG’s internal continuity arrangements). 
 
Full details of the Assurance Framework can be found in Appendix 2. 

 

2.2 Extreme Operational Risks 
 

 One High risk increased to Extreme (ref 2258, system resilience and 
escalation planning). 

 Details can be found in Appendices 1 and 3. 
 
 

3. Recommendations 
 

Governing Body is asked to review the Assurance Framework and Extreme 
operational risks and discuss whether: 
 

 The CCG’s strategic risk profile is an accurate representation; 
 Whether the correct risks are being highlighted as Extreme; 
 Whether sufficient actions are being taken to manage the risks.  
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Appendices 
 
Appendix 1: Risk Report on the Assurance Framework 
 
Appendix 2: Assurance Framework 
 
Appendix 3: Operational risks scored 15 or above (Extreme) 
 
Appendix 4: Risk Matrix (for information only when reviewing risks) 
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EXECUTIVE SUMMARY OF THE CCG RISK PROFILE AS AT 17/11/2020  

1. Risk Heatmap (all risks) 2. Risk Totals – All CCG risks 
 

3. Key Points  
(Assurance Framework and Extreme Operational) 
 
• One Extreme strategic risk reduced to 12  

(ref 2295) 
• One High operational risk increased to Extreme 

(ref 2258) 
 

Assurance Framework (Strategic risks) = blue 
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4. EXTREME RISK MOVEMENTS (Strategic and Operational) 

Blue = strategic 
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NEW AND CLOSED RISKS FOR THE ASSURANCE FRAMEWORK 

5. New Strategic Risks  

6. Closed Strategic Risks 
 
There were no strategic risks closed. 

There were no new strategic risks in the period. 



17/11/2020

NHS Newcastle Gateshead CCG Assurance Framework

Strateg
ic Risk 
Ref

Director
Owner

Description Controls Gaps in controls Gaps in assurancesInternal assurances Action on gaps Residual
Score

Target
Score

Initial
Score

External assurances

1. Achieve The CCG's Statutory Duties.

2346, 2262, 2347, 2258,Operational risks:

2295 Julia
Young

Marc
Hopkinson

Coronavirus (Covid-19)
impacting the CCG
internal continuity
There is potential for the
coronavirus outbreak to
interrupt the business of
the CCG, either due to
increased staff sickness
or potential disruption to
supply chain

ICP level co-ordinated
response

None NoneDaily / weekly calls

NG CCG responsible
officer appointed to
oversee the response

NoneClear decisions and
escalation of concerns

None

Command and control
incident response team in
place

NoneDaily calls and actions None

Stop / continue critical
activity re-planning

NoneRe-prioritised list of
critical activities

None

Business continuity plans
& IA's

BIA's were updated
however some staff
have been deployed
elsewhere

Documented BIA plans None

25 12 8

2. Engage In Strategic Planning Relating To The Commissioning Of High-Quality Health Services

2316, 367, 2270, 2234, 2235,Operational risks:

1296 Joe
Corrigan

Hilary
Bellwood

Failure to have a
coherent strategy / plan
for investment and
disinvestment in place. 
This could prevent
allocation of targeted
resource by population
need, inefficiencies in
spend and lead to
potential legal challenge.

Commissioning plan in
place and agreed;
informed by the Joint
Strategic Needs
Assessment / NFNA.
Public Heath Colleagues
attend planning meetings
as part of Core Offer

1. Audit Committee
agenda and minutes.
2. Monitoring of
commissioning plans
which are influenced by
the JSNA / NFNA
3. Commissioning plan
progress reported to
governing body (as part
of IEDR).

No current gaps
identified.

Internal Audit Report:
NGA 2019-20/06:
Financial and Strategic
Planning - substantial
assurance.

CCG Governing Body
receives reports on the
commissioning plan
progress.

1. Governing Body
agenda and minutes.
2. Integrated Delivery
Reports.

Reports from NECS on
commissioning plan
progress to governing
body incorporated in
IEDR

Procurement Policy 1. Implementation of the
Procurement Policy.
2. Specialist
procurement advice
from NECS.

Decommissioning
Procedure

1. Procurement policy in
place.
2. Specialist
procurement advice
from NECS.

Quarterly contract review
and quality review
meetings in place

Minutes of meetings and
action

NGA 2019-20/05:
Contract and
Performance Monitoring

25 8 8

2269 Jackie
Cairns

Steven
NGMO

Prescribing
There is a risk that poor
quality prescribing or
drug shortages could
lead to patient safety and

Quarterly prescribing
report: Overarching
Report, Controlled Drugs
Report, Antimicrobial
Report, submitted to

NoneMinutes and papers of
Medicines and Pathway
committee

NoneNGA 2018-19/12:
Medicines Optimisation

16 9 6
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NHS Newcastle Gateshead CCG Assurance Framework

Strateg
ic Risk 
Ref

Director
Owner

Description Controls Gaps in controls Gaps in assurancesInternal assurances Action on gaps Residual
Score

Target
Score

Initial
Score

External assurances

Llewellynexperience issues and
unnecessary prescribing
costs. This could
ultimately result in
reputational damage,
legal challenge and
unsustainable
prescribing cost growth
to the CCG.

Medicines and Pathway
Committee

Annual Practice
Pharmacy teams
workplan

NoneSigned off workplans NoneNGA 2018-19/12:
Medicines Optimisation

Quarterly monitoring of
Practice Pharmacy teams
workplans at contract
review meetings

NoneMinuted meeting NoneNGA 2018-19/12:
Medicines Optimisation

Contracts with Practice
Pharmacist provider

NoneSigned contract None

OptimiseRx introduced to
GP's to make
recommendations on cost
and safety

NoneReport to medicines and
pathway & quarterly
monitoring meetings
with provider

NoneNGA 2018-19/12:
Medicines Optimisation

Annual horizon scanning
report from NECS
forecasting drug cost
changes

NoneReport outputs None

Annual QIPP plan
monitored monthly at
QIPP PMO and reported
bi-monthly to Medicines
and Pathways Committee

noneApproved plan, meeting
minutes

None

Robust and agreed
formulary in place with all
prescribers, including
hospitals, that sets out
expectations for
prescribing activities.

NoneAgreed formulary and
local guidelines through
the North of Tyne &
Gateshead Area
Prescribing Committee

NoneNGA 2018-19/12:
Medicines Optimisation

2237 Dominic
Slowie

Philippa
Dodds

Sustainability of primary
care
Primary Care is unable to
provide long term,
sustainable and reliable
quality care services to
patients. Caused by
workforce shortages,
increased patient
demand, failure of PCNs,
infrastructure and
technology limitations.

Regular meeting of the
Primary Care Group to
discuss implications of
pressures on Primary
Care.

PCG is an operational
meeting and risks may
not always be captured
and actioned effectively.

Meeting is currently
taking place virtually.

Escalation of issues to
Primary Care
Commissioning
Committee who also
receive PCG minutes.

None

Established CCG team of
Enablers with specialist
roles across workforce, IT
and estates who have
good links to specialist
teams in NHS England.

Some CCG team
members on temporary
contracts which could
result in increased
workload when
contracts end. Current
vacancies in these
teams will reduce
capacity for support.

NoneRegular audits covering
areas such as CQC
audit, Patient Access
Audits, NHS Workforce
reporting, GP IT audit, 6
facet estates surveys.

Access to Resilience
programmes to support
Primary Care with specific
service provision issues.

Annual, one off process
to access programme
with limited provision
which requires risk
ranking and no

No gapsNHS England assess
access to Resilience
program and carry out
regular progress audits.

Review current process
for identifying
candidates for
resilience support.

20 16 8
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NHS Newcastle Gateshead CCG Assurance Framework

Strateg
ic Risk 
Ref

Director
Owner

Description Controls Gaps in controls Gaps in assurancesInternal assurances Action on gaps Residual
Score

Target
Score

Initial
Score

External assurances

guarantees funding will
be provided. 
All practices likely to
need funding for
resilience once
implications of Covid 19
are fully realised. This
annual funding may not
cover all requests.

Weekly Primary Care
Operational meeting

Informal meeting with
limited agenda.

Weekly meeting of
Primary Care Clinical
Directors and Place
Based Directors
including LMC and PCN
representatives. Allows
current issues in GP
practices to be
discussed in reactive
manner and to help plan
resolutions.

No formal minutes taken
to record decisions /
outcomes.

1300 Dominic
Slowie

Philippa
Dodds

Inability of CCG to
establish, manage
robustly and provide
assurance of formal
primary care
commissioning
arrangements,
which could result in
failure to commission
primary care effectively
and efficiently.

Monthly Primary Care
Commissioning
Committee as part of
CCG statutory delegated
co-commissioning
responsibility. Currently
meeting virtually with
Chairs actions taken
when appropriate.

NonePCCC ToR and Minutes.
Minutes received by
CCG Governing Body.
Reports to the
Governing Body.

NoneNHS England approval
of Level 3 submission.
Internal Audit report of
Primary Care
Commissioning 2019/20
Reports received by
PCCC public meeting
and CCG Audit
Committee.

Regular meeting of the
Primary Care Group to
manage strategic and
operational issues in
Primary Care. Meeting
currently virtual with
minutes and actions taken
as normal.

1. Membership of the
group.
2. Minutes of the group
received by Primary
Care Committee.

None

Primary Care Quality
Assurance Process
discussed in Primary Care
Quality Meeting

National data sets used
can be based on historic
information.  Current
data set (Q4 19.20) is
delayed as a result of
Covid - 19 pandemic.
Latest data set due
September 2020.

Minutes of Primary Care
Quality Meetings.
Quarterly report sent to
PCCC.

None

Review of latest
practice e-Declaration
to assess assurance
outliers. Report to be
taken to PCCC.

16 8 8

1299 Joe
Corrigan

Lynn
Wilson

Challenges of delivering
programmes of joint work
with local authority
partners. 
Ability of the CCG to
manage robustly and
provide assurance of
formal agreements (s.75,
s76 and s256) and
pooled budgets in the
face of continued

Formal joint
commissioning
arrangements with local
authorities. Recent joint
appt between LA and
CCG for a director in
integration and joint
commissioning .

1. Executive Committee
agenda and minutes
2. Audit Committee
agenda and minutes

Annual refresh of joint
commissioning plans

Monitoring and
management of providers

1. Executive Committee
agenda and minutes

12 8 8
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NHS Newcastle Gateshead CCG Assurance Framework

Strateg
ic Risk 
Ref

Director
Owner

Description Controls Gaps in controls Gaps in assurancesInternal assurances Action on gaps Residual
Score

Target
Score

Initial
Score

External assurances

financial pressures. of jointly commissioned
services.

2. Audit Committee
agenda and minutes

Joint commissioning
service line provided by
NECS.  KPIs covering all
service lines provided by
NECS have been agreed

Monitoring of outsourced
services to NECS
including that they have
met their KPIs.

Audit Report NGA
1617/13: Delivery
against SLAs
(substantial assurance)

1295 Joe
Corrigan

Hilary
Bellwood

Failure to define and
assess the health needs
of the population.
Failure could result in
commissioning plans
which are not targeted as
required, not based on
evidence of clinical
effectiveness and not
representing value for
money, resulting in
inefficiencies and failure
to improve the health and
wellbeing of the
population served.

Outsourced business
intelligence services
provided by NECS subject
to an SLA and agreed
specification and
monitoring mechanisms in
place to ensure that the
SLA with NECS is
delivered to the required
quality BI team attend
planning meetings

1. Issues log.
2. Monthly SLA
monitoring meetings.
3. Executive Committee
agenda and minutes.

No current gaps
identified.

Joint Strategic Needs
Assessment (JSNA) and
Wellbeing for Life
Strategy. Public Heath
Colleagues attend
planning meetings as part
of Core Offer

JSNA/NFNA embedded
in all planning processes

Health and Wellbeing
Board.
Wellbeing for Life Board.
Audit Report: Health And
Wellbeing Board
(significant assurance).

Operational Plan and
Sustainability and
Transformation
plan/ICS/ICP

1. Governing Body
agenda and minutes.
2. Executive Committee
agenda and minutes.
3. Integrated Delivery
Report.
4. Draft STP./ICS/ICP

No current gaps
identified.

Internal Audit Report:
NGA 2019-20/06:
Financial and Strategic
Planning - substantial
assurance

NHS England CCG
Assurance Framework.

NHS England CCG
Ratings - Published on
MyNHS July 2019
Outstanding rating for
NGCCG retained

Deep dive reviews on
Rightcare analysis

reference to rightcare in
planning

ICP Planning group meets
as a minimum quarterly
and more frequently when
planning submissions
required.

Notes and action logs

In 2020 the guidance
asked for systems
(ICS) to submit a short
operational narrative to
set out any operational
risks or variation from
their agreed 2019
strategic plan and
describe the action that
system partners will
take to manage this
during 2020/21.

16 8 8

1630 Joe
Corrigan

Hilary
Bellwood

Organisational
development planning
fails to address the need
for robust leadership,
engagement, partnership
working and workforce
development.
This could result in a
poorly led organisation
which will not deliver on

HR Reports HR report received by
Chief Officer, Chief
Operating Officer and
Governing Body,
Management Team

HR reports are shared
and  reviewed at Gov
Body on a quarterly
basis and annually. HR
and OD issues are
discussed eg sickness
absence to ensure the
organisation has
oversight in order to
address any areas of

8 6 6
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NHS Newcastle Gateshead CCG Assurance Framework

Strateg
ic Risk 
Ref

Director
Owner

Description Controls Gaps in controls Gaps in assurancesInternal assurances Action on gaps Residual
Score

Target
Score

Initial
Score

External assurances

its strategic
requirements. OD Plan
being updated.

capacity and capability to
deliver strategic
requirements.

CCG Assurance
Framework

1. Assurance meetings
with NHS England less
frequent due to internal
NHSE/I changes 
2. NHS England CCG
Ratings - Published on
MyNHS July 2019
Outstanding rating for
NGCCG retained

Appraisal process 1. Appraisal
documentation.
2. Appraisal programme.
3. Monitoring of
completion of appraisals
by Head of
Organisational
Development.
4. Personal
Development Plans.

NHS National Staff
Survey undertaken,
results received with
80% of staff identifying
they have had an
appraisal.

Statutory and mandatory
training

1. Audit Committee
agenda and minutes.
2. Governing Body
agenda and minutes.

NECS OD Team prepare
and present update
reports on compliance
with statutory and
mandatory training.

Organisation
Development plan

OD plan has been
updated to reflect the
support staff need over
the next 12 - 18 months
as the local
commissioning
landscape changes  it
was approved by the
Governing Body January
2019

Work has been
completed with NECS
support to update the
OD plan. The OD Plan
forms part of the CCG
IAF Assurance

2342 Joe
Corrigan

Hilary
Bellwood

CCG Post Covid
recovery plan 
CCG strategic and
operational plans need
reviewing post Covid and
in light of new planning
guidance which is
expected to include
coping with future
surges.

Existing Operational Plan Awaiting planning
guidance from NHSE/I

Approved by Exec
March 2020

Phase 2 recovery
planning cell established,
meeting weekly with Dr
Dominic Slowie Medical
Director leading the cell
as SRO.

Notes and action logs

Reporting to Governing
body and Executive
Committee on status of
plans

Reports and minutes of
meetings

Regular North ICP
planning meetings

Notes of meetings

25 20 8
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NHS Newcastle Gateshead CCG Assurance Framework

Strateg
ic Risk 
Ref

Director
Owner

Description Controls Gaps in controls Gaps in assurancesInternal assurances Action on gaps Residual
Score

Target
Score

Initial
Score

External assurances

3. Transform Lives Together Through The Delivery Of Commissioned Health Services Based On Clinically Led, Patient-Focussed And Evidence Based Programmes

1896, 2051, 2314, 2261, 2263, 2271, 1156,Operational risks:

1302 Joe
Corrigan

Lynn
Wilson

The CCG fails to
commission services in
an appropriate,
transparent manner.
Failure to commission
services in an
appropriate, transparent
manner or failure to
comply with legislation in
relation to competitive
tendering, risks leaving
the CCG open to legal
challenges. The delivery
of new or reconfigured
services is delayed.

NECS provides the
procurement service for
the CCG which remains
under review.   The
effectiveness of this
service will be reviewed in
year.  
Legal advice sought as
necessary.

1. Monitoring of
outsourced services to
NECS, including that
they have met their
KPIs.
2. Audit Committee
agenda and minutes
3. On-going assurance
on procurement plan.
4. Effective
management of conflicts
of interest overseen by
Audit Committee.

Audit Report: Delivery
against SLAs
NGA1718/13  CCG has
substantial assurance.

Robust communications
and engagement
arrangements to ensure
duty to consult is met;
NECS to provide comms
and engagement support.

1. Comunications and
engagement strategy in
place.
2. Regular reports to
Executive Committee
regarding duty to
consult.

Executive committee. Minutes and papers
from EC

Regular procurement
updates from NECS.

12 8 8

1303 Chris
Piercy

Chris
Piercy

Failure to ensure that
commissioned services
deliver adequate
standards of infection
control and/or monitor
delivery against stringent
quality targets.
Risk that poor
partnership, collaborative
and multi-agency
working leads to
inadequate standards of
inadequate infection
control in commissioned
services.

Integrated Performance
report to Quality, Safety
and Risk Committee.

1. Quality, Safety and
Risk committee agenda
and minutes.
2. Governing Body
agenda and minutes.
3. Executive Committee
agenda and minutes.

Audit Report NGA
2018-19/10: Quality of
commissioned services
(substantial assurance)

Contracts with acute
providers

1. Quality, Safety and
Risk committee agenda
and minutes.
2. Governing Body
agenda and minutes.
3. Executive Committee
agenda and minutes.

Attend all Route Cause
Analysis reviews at FTs

Healthcare Acquired
Infection Partnership
Board.

Notes of quality review
groups.

CCG rep now chairs ICS
anti-microbial resistance
board.

16 9 6

1304 Chris
Piercy

Chris
Piercy

The CCG commissions
services that fall below
the required standards,
putting patient health,
safety and welfare at risk.
Quality of commissioned
services: a structured
and co-ordinated process
of assurance is not in
place for commissioned
services (including acute,
mental health, learning
disability and community
services), meaning that

Main provider contracts
contain clear performance
expectations

1. Quality, Safety and
Risk committee agenda
and minutes.
2. Governing Body
agenda and minutes.
3. Audit Committee
agenda and minutes.
4. Executive Committee
agenda and minutes

NGA 1819-09 Contract
and Performance
Monitoring - substantial
assurance

All large providers on
NHS Standard Contract
and therefore have
CQUIN schemes.

1. Quality, Safety and
Risk committee agenda
and minutes.
2. Governing Body

20 8 8
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NHS Newcastle Gateshead CCG Assurance Framework

Strateg
ic Risk 
Ref

Director
Owner

Description Controls Gaps in controls Gaps in assurancesInternal assurances Action on gaps Residual
Score

Target
Score

Initial
Score

External assurances

the CCG remains
unaware of any quality
issues or concerns and
associated action plans
to address them.

agenda and minutes.
3. Audit Committee
agenda and minutes.
4. Executive Committee
agenda and minutes

CCG designated posts to
drive quality agenda with
further support from
NECS.

1. Quality, Safety and
Risk committee agenda
and minutes.
2. Governing Body
agenda and minutes.
3. Audit Committee
agenda and minutes.
4. Executive Committee
agenda and minutes

Internal audit report NGA
1718/04 safeguarding
arrangements
(substantial assurance)
NGA 1718/02 S117
[mental illness aftercare]
(good assurance)
NGA 1819/10 Quality of
commissioned services
(substantial assurance)

CQC inspections CQC reports - all FTs are
rated good or
outstanding.

1301 Joe
Corrigan

Colin
Smith

Failure to manage
robustly the delivery of
providers against
contracts, leading to
failure to achieve
objectives and/or
national targets.
Underperformance
against contracts could
lead to failure to achieve
objectives, national
targets and result in
increased waiting list
times and failure to
deliver timely NHS care
to patients.

Monthly performance
meetings with main
providers. Regular
updates on current
performance against plan
underpinned by
assurance meetings.

Regular monthly contract
monitoring meetings with
our providers have
resumed after the break
for the pandemic.These
ocntinue on a regular
basis for both major acute
providers. Performance
recovery followng the
impact of the pandemic is
a key issue for discusion
given the intorduction of
block contracts has
resulted in reduced need
to scrutinize activity levels
and associated costs.

As a result of the impact
of covid-19 all usual
arrangements for the
monitoring of contract
performance were
suspended and national
guidance implemented
which requires the
implementation of block
contracts for this year.
This is intended to
provide security to all
organisations in terms of
cash flow. Review of key
performance challenges
has however now
recommenced.

1. Contract Meeting
minutes.
2. Executive and Audit
Committee agenda and
minutes.
3. Ongoing review of
financial position
particularly in relation to
cost reduction plans

None

Robust contracts in place
with providers.

Due to the anticipated
impact of the pandemic
the DHSC issued
guidance in the spring
which stood down the
usual  contract
negotiation process and
the requirement to have
contracts signed with all
providers in advance of
the new fiancial year.
Normal contracting
processes were
therefore suspended.
This remains the case

1. Meets with NECS to
review contract position
on major contracts in
preparation for reporting
to Exec and CRGs.
2. NECS provider
management reports.
3. All contracts agreed
and signed off. (note -
not applicable for
2020/21 as outlined
above).

NoneNGA 1819-09 Contract
and Performance
Monitoring - substantial
assurance

16 12 8
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NHS Newcastle Gateshead CCG Assurance Framework

Strateg
ic Risk 
Ref

Director
Owner

Description Controls Gaps in controls Gaps in assurancesInternal assurances Action on gaps Residual
Score

Target
Score

Initial
Score

External assurances

and further guidance is
awaited on the process
for agreeing contract for
2021/22.
High level shadow
activity and fiance
reports are being
provided by NECS
colleagues to provide an
indicative guide on how
contracts woul;d have
been performing had
they remained on a PbR
rather than block
arrangement.

Given the intorcution of
block vcontract
arrangements due to the
impact of the pandemic,
activity pressures reports
have been stood down.

None1. Ongoing review of
financial position
particularly in relation to
cost reduction plans.
Note, as above, financial
position review does not
currently include
production of activity
pressures reports as
outlined above. 
2. Audit Committee
agenda and minutes.
3. Executive Committee
agenda and minutes.

NoneNGA 1819-09 Contract
and Performance
Monitoring - substantial
assurance

Regular updates on
current performance
against plan underpinned
by assurance meetings
and action logs.  

Monthly update provided
to Executive Committee
and Financial
Sustainability Group and
quarterly to the Audit
Committee.

All contract review
meetings formally
minuted and underpinned
by issues logs.

As a result of the impact
of covid-19 all usual
arrangements for the
monitoring of contract
performance have been
suspended and national
guidance implemented
which requires the
implementation of block
contracts for this year.

1. Contracting meeting
minutes.
2. Audit Committee
agenda and minutes.
3. Contract Operational
Group minutes.
4. Integrated Delivery
presentations to
Executive Committee.

NoneAudit Report:
Non-financial
Performance
Management
18/19(significant
assurance)

2389 Mark
Adams

Neil
Hawkins

Health inequalities are
not identified and
addressed
Commissioned services
are designed and
delivered in a way which
does not take into
account health
inequalities resulting in a
widening of the health
inequalities gap.

Service redesign work as
part of phase 3 COVID
response. SRO appointed
and work includes a
dedicated work stream
looking specifically at
health inequalities.

Phase 3 project board.
Regular reports to
Executive and
Governing Body.

16 12 12
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NHS Newcastle Gateshead CCG Assurance Framework

Strateg
ic Risk 
Ref

Director
Owner

Description Controls Gaps in controls Gaps in assurancesInternal assurances Action on gaps Residual
Score

Target
Score

Initial
Score

External assurances

4. Deliver The CCG Vision Of Improving Patient Involvement, Experience And Outcomes Though TransformationDevelop Programmes To Ensure Transformational Alignment Of The 6 National Service Patterns

2203, 2264,Operational risks:

1632 Mark
Adams

Hilary
Bellwood

Failure to have
meaningful engagement
with significant partners
and stakeholders
This could result in the
inability of the CCG to
progress at the expected
pace. 360 survey results
received and action plan
developed - some areas
of the plan results have
improved and some less
favourable  but overall in
comparison with CCGs
across the CNE footprint.

Accountable Officers
meetings in Newcastle
Gateshead "place" and
across the North ICP with
all stakeholders via North
ICP Forum Group and
Executive to Executive
meetings with
stakeholders. (now acros
3 CCGS)

1. Reports to Executive
Committee from AO
Group meetings and ICP
North Forum
2. Reports to Executive
Committee regarding
Exec to Exec meetings.

NHS England ratings
Green star for Quality of
leadership and overall
CCG rating Outstanding
NHSE as part of the
CCG contribution to
North ICP and  NCNE
ICS

Annual 360 degree survey
- is work in progress.

Reports to Executive
Committee.

360 degree survey
report.  

Stakeholder feedback
suggests improved
partnership work has
been sustained  and
action plan shared with
Gov body.

Sustainability and
Transformation Plan
development./ ICS/ICP

1. Executive Committee
agenda and minutes.
2. Governing Body
agenda and minutes.
3. Progress reports to
NHS England.
4. Work ongoing in
workstream areas

Audit Report: NGA
2019-20/06: Financial
and Strategic Planning -
substantial assurance

12 8 8

5. Make Effective Financial Decisions Which Balance Individual, Local, Strategic And Population Needs

2315,Operational risks:

1633 Joe
Corrigan

Julia
Young

Increasing activity and
cost associated with
CHC
Increasing activity and
cost associated with
CHC resulting in a high
impact on overall
financial position.

Development of a CHC
Strategy with a strategic
board to oversee this
work along with the
operational workstreams
to deliver improvement
across the CHC pathway.

1. Minutes of meetings.
2. Notes from CHC
panels.
3. SLA with NECS.
4. CHAT  - policies and
SOPs documented

No gaps identified.Risk Based Audit of
Continuing Healthcare -
NGA 2019-20/08:
Continuing Healthcare
and Funded Nursing
Care - substantial
assurance

Implementation of cost
validation process.

Who pays guidance
changed after COVID
and further work
required to understand
who is funding patients
and the correct payment
mechanisms

QIPP 20/21
Overdelivered

NECS database of
approved pathways of
care.
Regional CHC
benchmarking
information.

CCG director oversight
strengthened through
co-location with the
enlarged CHC team and
weekly director-led
meetings to review CHC
activity and costs.

Meeting notes and
action plans.
Staff training and
development.

Monthly CHAT
assurance tool

Financial impact of high
cost cases reported to

CMT meeting notes

Cost information -
weekly review

Deliver projects for
Newcastle and
Gateshead for
discharge guidance for
Scheme 2

16 12 12
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NHS Newcastle Gateshead CCG Assurance Framework

Strateg
ic Risk 
Ref

Director
Owner

Description Controls Gaps in controls Gaps in assurancesInternal assurances Action on gaps Residual
Score

Target
Score

Initial
Score

External assurances

CMT weekly.

1306 Joe
Corrigan

Jill
McGrath

Risk to the CCG
achieving its statutory
breakeven position. 
Failure to establish
robust budgets. Failure to
establish robust
procedures for
monitoring outturn
against budget or to take
action on overspends to
ensure a balanced
budget is delivered while
also delivering the
required services.

Audit  Committee. 
Finance and Performance
Committee.

1. Audit Committee
agenda and minutes
2. Governing Body
agenda and minutes
3. Action taken on
evidence and review of
Budget statements. 
4. Finance and
Performance Committee
agenda and minutes.

No current gaps
identified.

NGA 2019-20/07: Key
Financial Controls and
QIPP Reporting -
substantial assurance

Regular meetings
between budget holders
and finance team to
ensure progress against
cost improvement plan
As part of the interim
financial framework some
meetings were paused
during the early part of
2020/21

Action taken on
evidence and review of
budget statements
Month 1-6 financial
framework involved
reimbursement of actual
costs.

No current gap

Monthly contracting
meetings, supplemented
by adhoc meetings with
acute providers, to
manage specific issues.

1. Contract Meeting
minutes
2. Audit Committee
agenda and minutes

NGA 2019-20/05:
Contract and
Performance Monitoring

Provision of bi-monthly
reports to the Governing
Body

1. Governing Body
agenda and minutes.
2. NHS England monthly
financial return (ISFE).

No current gapAudit Report: NGA
2019-20/07: Key
Financial Controls and
QIPP Reporting
(substantial assurance)

Approved annual financial
plan.

Governing Body agenda
and minutes.

Quality, Performance and
Financial Sustainability
meeting. (QPFS).  The
operation of this meeting
was paused in the early
part of 2020/21 alongside
the suspension of QIPP

QPFS meeting notes
and action points.

No current gaps

12 8 8

1307 Joe
Corrigan

Jill
McGrath

Failure to robustly
manage the delivery of
expenditure with
providers against
contracts and failure to
deliver timely NHS care
to patients.
This would lead to failure
to achieve value for
money.

Monthly performance
meetings with main
providers.

Contracting Meeting
minutes.

No current gaps
identified.

NGA 2019-20/05:
Contract and
Performance Monitoring
- substantial assurance

Regular updates on
current performance
against plan underpinned
by assurance meetings

1. Contracting Meeting
minutes. 
2. Audit Committee
minutes. 
3. Contract Operational
Group minutes

NGA 2019-20/05:
Contract and
Performance Monitoring
- substantial assurance

12 8 8
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NHS Newcastle Gateshead CCG Assurance Framework

Strateg
ic Risk 
Ref

Director
Owner

Description Controls Gaps in controls Gaps in assurancesInternal assurances Action on gaps Residual
Score

Target
Score

Initial
Score

External assurances

Accurate performance
and activity reports
prepared by NECS.

Audit Committee
minutes

Expansion of former
Finance Sustainability
Meeting to cover quality
and performance issues
now (QPFS meeting)
The QPFS meeting was
paused in the early part of
2020/21 as a result of the
Covid-19 response
alongside the suspension
of QIPP but reporting has
continued via Executive.

QPFS meeting notes
and action points.

No current gaps

6. Ensure That Strong Corporate Governance And Information Governance Processes Are In Place

1094,Operational risks:

1312 Joe
Corrigan

Neil
Hawkins

Effectiveness of
corporate governance

The CCG fails to apply
principles of sound
corporate governance
meaning the Governing
Body and Executive
Team are not kept
informed of risks and
assurances which might
adversely influence
decision making.

Approved CCG
Constitution in place.

No gaps in controls
identified

1. Risk Management
Strategy
2. Risk assurance
framework and risk
registers.

3. Quality, Safety and
Risk Committee agenda
and minutes
4. Governing Body
agenda and minutes
5. Audit Committee
agenda and minutes

No gaps in assurance
identified.

NGA 2019-20/01:
Governance Structures
and Risk Management
Arrangements -
substantial assurance

Robust and coherent
governance and
assurance framework

1. Risk Management
Strategy
2. Risk assurance
framework and risk
registers.

3. Quality, Safety and
Risk Committee agenda
and minutes
4. Governing Body
agenda and minutes
5. Audit Committee
agenda and minutes

1. NGA 2019-20/01:
Governance Structures
and Risk Management
Arrangements -
substantial assurance.
2. Head of Internal Audit
Opinion.

Risk Assurance
Framework.

1. Risk Management
Strategy
2. Risk assurance
framework and risk
registers.

3. Quality, Safety and
Risk Committee agenda
and minutes
4. Governing Body
agenda and minutes
5. Audit Committee
agenda and minutes

NGA 2019-20/01:
Governance Structures
and Risk Management
Arrangements -
substantial assurance

12 8 8
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NHS Newcastle Gateshead CCG Assurance Framework

Strateg
ic Risk 
Ref

Director
Owner

Description Controls Gaps in controls Gaps in assurancesInternal assurances Action on gaps Residual
Score

Target
Score

Initial
Score

External assurances

Audit Committee; Quality,
Safety and Risk
Committee

1. Quality, Safety and
Risk Committee agenda
and minutes
2. Governing Body
agenda and minutes
3. Audit Committee
agenda and minutes
4. Committee terms of
reference reviewed
annually

Governing Body
development session
programme

Governing Body agenda
and minutes.
Governing Body training
- mandatory.

Publication of all statutory
documents on website

CCG public website:
http://www.newcastlega
tesheadccg.nhs.uk/

Internal Audit 1. Contract in place with
approved provider of
internal audit services
including KPIs.
2. Internal audit progress
reports to Audit
Committee.

Internal Audit reports
and Head of Internal
Audit Opinion.

Commissioning support
services delivered via the
SLA with NECS, providing
additional risk
management support to
the CCG.

Regular monitoring
meetings with NECS to
review workload and
capacity.

1313 Joe
Corrigan

Neil
Hawkins

The CCG fails to put in
place adequate
processes to manage
conflicts of interest.
This failure could impact
on the ability of the CCG
to deliver its objectives in
a cost effective, open
and transparent way.
Perception of conflict of
interest may lead to legal
challenges on decisions,
impacting on the ability of
the CCG to deliver
against its objectives.

Standards of  Business
Conduct and Declarations
of Interest Policy.
Quarterly and annual
returns to NHS England
concerning CoI
compliance.

No gaps in controls
identified

1. Signed declarations of
interest. 
2. Register of interests
3. Gifts and Hospitality
Register 
4. Minutes of meetings
(showing declared
interests, exclusions
etc.)

No gaps in assurance
identified.

NGA 2019-20/02:
Conflicts of Interest -
substantial assurance

Standing Orders and
Prime Financial Policies.

1. Governing Body
agenda and minutes
2. Audit Committee
agenda and minutes

NGA 2019-20/02:
Conflicts of Interest -
Substantial Assurance

Conflict of interest
guardian in post

Audit Committee agenda
and minutes.

NHS England Assurance
Framework
NGA 2018-19/04:
Conflicts of Interest -
Substantial Assurance

Managing conflict of
interest mandatory
training

Training reports
received confirm all
decision making staff
who are required to
complete training have
done so.

NGA 2019-20/02:
Conflicts of Interest -
Substantial Assurance

12 8 8
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NHS Newcastle Gateshead CCG Assurance Framework

Strateg
ic Risk 
Ref

Director
Owner

Description Controls Gaps in controls Gaps in assurancesInternal assurances Action on gaps Residual
Score

Target
Score

Initial
Score

External assurances

1635 Joe
Corrigan

Neil
Hawkins

Information governance
risks are not identified
and appropriate action to
manage them is not
identified / taken to
manage and mitigate
risks, reducing them to
an acceptable level.
.

Information Governance
Strategy

No gaps in controls
identified.

1. Quality, Safety and
Risk Committee agenda
and minutes.
2. Governing Body
agenda and minutes.
3. Internal Audit

Currently no gaps in
assurance identified.

Data security and
protection toolkit
submitted March 2019 -
fully compliant.

Information governance
policies

1. Quality, Safety and
Risk Committee agenda
and minutes.
2. Governing Body
agenda and minutes.

Caldicott Guardian 1. Quality, Safety and
Risk Committee agenda
and minutes.
2. Governing Body
agenda and minutes.

SIRO 1. Quality, Safety and
Risk Committee agenda
and minutes.
2. Governing Body
agenda and minutes.

Data Security and
Awareness Toolkit

Audit Committee agenda
and minutes.

Data security and
protection toolkit
submitted March 2019 -
fully compliant. 
Governance Assurance
Report from NECS.
NGA 2019-20/03: Data
Security and Protection
Toolkit - substantial
assurance

Data Security and
Awareness training

Training reports from
NECS training detailing
compliance levels.

Data security and
protection toolkit
submitted March 2019 -
fully compliant. 
NGA 2019-20/03: Data
Security and Protection
Toolkit - substantial
assurance

16 8 8

1827 Mark
Adams

Joe
Corrigan

There is a risk that the
CCG executive team
becomes overstretched.
There is a risk that the
CCG executive team
becomes overstretched.
The CCG Chief Officer is
now shared across the
ICP footprint (Newcastle
Gateshead CCG, North
Tyneside CCG and
Northumberland CCG)
and North Cumbria which
could have knock on
effects to the workload of
the executive team and

Governing Body and
committees receive
assurance on discharge
of duties and achievement
of targets and objectives.

No gaps in controls
identified.

Reports to governing
body and committees:
agendas, papers and
minutes.
Risk assurance
framework.
CCG annual report
confirming discharge of
duties.

Risk reviewed - no gaps
in assurance identified.

NGA 2019-20/01
Governance Structures
and Risk Management
Arrangements -
significant assurance

Organisation structure
underpins distribution of
responsibilities and
duties.  System of
supervision and
appraisals in place to
support effective

Agreed organisation
structure, in line with
CCG constitution and
scheme of delegation.
Staff survey.
Chief Officer meets
director team weekly at

9 6 6
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NHS Newcastle Gateshead CCG Assurance Framework

Strateg
ic Risk 
Ref

Director
Owner

Description Controls Gaps in controls Gaps in assurancesInternal assurances Action on gaps Residual
Score

Target
Score

Initial
Score

External assurances

senior staff. This would
mean that the CCG risks
failing to deliver across
the full range of
responsibilities to a
continued high standard.

deployment of staff
throughout the
organisation.

CMT to address the
organisation-wide
agenda.

Commissioning support
services delivered via the
SLA with NECS, providing
additional capacity to the
CCG together with
collaborative ICP
workstreams on MHS,
PLD, Planned Care and
Cancer Services that will
also provide additional
capacity and resilience

Regular monitoring
meetings with NECS to
review workload and
capacity.

Internal Audit assurance
on delivery against SLA
(NGA 1718/13 -
substantial assurance).

1311 Joe
Corrigan

Jill
McGrath

The organisations does
not have robust risk
assessments in place to
identify fraud, bribery and
corruption risks resulting
in non-compliance with
the NHSCFA standards
and risk to the
organisation. 
The organisation fails to
consider Crime Risk
Assessments completed
by providers to ensure
that adequate
arrangements are in
place within
organisations with which
it commissions.

The organisation
recognises fraud bribery
and corruption as a
corporate (strategic) risk
and has identified an
appropriate risk owner.
Management of this risk is
devolved to Audit One
who have robust systems
and procedures in place.

Counter Fraud
arrangements in place,
with accredited and
nominated Local Counter
Fraud Specialist. Includes
annual counter fraud plan.
Anti-Fraud Policy,
Whistleblowing Policy.

1. Governing Body
agenda and minutes.
2. Audit Committee
agenda and minutes.
3. Counter Fraud Annual
Plan approved by Audit
Committee.
4. Counter Fraud Annual
Report brought to Audit
Committee in May each
year.

No current gaps
identified.

Audit Report: NGA
2019-20/07: Key
Financial Controls and
QIPP Reporting
(substantial assurance)

All policies reviewed for
potential fraud implication
as part of approval
process

1. Governing Body
agenda and minutes.
2. Audit Committee
agenda and minutes.

Regular meetings with
CFO and Head of
Corporate Services

Production of Counter
Fraud Annual Report

Annual Self Review Tool
completion and action
plan

Staff briefings

Audit committee agenda
and minutes

NHS Protect
Assessment.

12 8 8

7. Engage With The Public On Key Issues To Ensure Patients Experience The Highest Levels Of Care Available To Them

No operational risks
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NHS Newcastle Gateshead CCG Assurance Framework

Strateg
ic Risk 
Ref

Director
Owner

Description Controls Gaps in controls Gaps in assurancesInternal assurances Action on gaps Residual
Score

Target
Score

Initial
Score

External assurances

1305 Mark
Adams

Chris
Piercy

Public engagement and
involvement does not
actively inform the
development of services
or improvements in the
quality of services.
This could mean that
learning opportunities are
missed and services
underperform or are not
sufficiently targeted at
needs, resulting not only
in inadequate services
but also a lack of
engagement with or trust
on the part of the public.

Communication and
engagement strategy.

Governing Body agenda
and minutes.

Engagement programme
to continue for 20/21
using virtual methodology
due to COVID-19
Pandemic. On line review
undertaken to agree
preferred method of
patients and carers

1. Governing Body
agenda and minutes.

Audit Report NGA
1718/03: Stakeholder
engagement (substantial
assurance)

Lay members and locality
team members for Patient
and Public Involvement.

1. Involvement strategy
2. Governing Body
agenda and minutes.

Close working with
HealthWatch. Develop
more robust working
arrangements for
engagement at a place
base with the Local
Authorities and NHSFT's.

Executive Committee
agenda and minutes.

9 4 4

8. Collaborate And Communicate With All Relevant Stakeholders In Relation To The Commissioning Of High-Quality Health Services.

2313, 2238,Operational risks:

1308 Chris
Piercy

Neil
Hawkins

Lack of member
engagement in CCG
work
Failure to embed locally
driven commissioning
improvements could lead
to a lack of engagement
of members in the work,
strategy and progress of
the CCG.

Practice commissioning
forum meetings and
regular Time Out sessions

No gaps in controls
identified.

1. Executive Committee
agenda and minutes.
2. Governing Body
agenda and minutes.  
3. Commissioning fora
agenda and minutes.

Currently no gaps in
assurance to consider.

Clinical Steering Group
(key  forum for clinical
input). 
Clinical Chair, Assistant
Clinical Chair, Clinical
Directors and Clinical
leads engaged in
planning and delivery.

1. Clinical Steering
Group notes.
2. Executive Committee
agenda and minutes.
3. Operational Plan.

Currently no gaps in
assurance to consider.

NGA 2018-19/05:
Financial and Strategic
Planning - substantial
assurance

Annual Members Meeting Minutes of AMM. Currently no gaps in
assurance to consider.

12 9 9
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Objective Date
Director
Risk owner

Description Initial TargetGaps in control Internal assurances

Score

Gaps in
assurance

Actions
Action owner
Details
Start date - target date
Progress

Residual ReviewsExternal assurances

C L Score C L Score C L

Controls

17/11/2020

NHS Newcastle Gateshead CCG Extreme Operational Risks (15 or above)

Provision of IAPT
services
IAPT services are not
provided timely or to
quality for access and
recovery. Caused by
staff shortages, demand,
Covid 19 and
management of service.
Results in poor
outcomes for patients or
regulatory scrutiny.

Chris Piercy

Catherine
Richardson

2270        

Operational
(N/G)

20 20Contract with IAPT
provider and review
meetings
Mtgs not currently taking
place due to Covid

Regular contract
performance meetings
and performance data
not currently in place due
to Covid 19

staff shortages
at provider and
large waiting
list
change in
delivery to
remote/digital
solutions
during Covid
19

None

Demand modelling as
result of phase 2

Adhoc mtg with providersContract mtgs None

54 42. Engage In
Strategic
Planning
Relating To The
Commissioning
Of High-Quality
Health Services

4 2 85 27/10/2020

Catherine
Richardson          
updated and
reviewed controls

22/06/2020

Catherine
Richardson          
Updated controls
in light of phase 2
planning

10/03/2020

Capacity to meet
performance access
targets for diagnosis,
treatment, cancer and
A&E
Risk that demand for
services (both winter and
year round) outstrip
capacity within the
system.

Results in failure to
deliver key performance
targets for diagnosis and
treatment including 18
week Referral to
treatment, 6 weeks for
diagnostics, cancer
targets and A&E.

This can result in poor
patient experience and
outcomes, the CCG
breaches its Oversight
Framework, or suffers
reputational damage.

Joe Corrigan

Colin Smith

2235        

Operational
(N/G)

25 20ICP performance group
RTT

CCG Governing Body
and Committees receive
regular reports on
performance through the
integrated delivery report
(IDR).

Meeting now
meets regualry on
a bi-monthly basis
and is minuted
and well
represented.
Terms of
reference are
agreed and in
place.

None No gap.

ICP performance group
for cancer

CCG Governing Body
and Committees receive
regular reports on
performance through the
integrated delivery report
(IDR).

Minuted and
represented by
key stakeholders.
Terms of
reference agreed
and in place.

Further
development
required how
the group
operates
effectively.
Terms of
reference
required.

Monthly Newcastle
hospitals performance
sub group and monthly
with QE

Monthly meetings with
NuTH and GHNHSFT to
discuss performance
pressures and mitigation.
Meeting minutes and
actions plans feed into
the group

None No gaps in
assurance

Regular contract
meetings with providers
inc. summary of risks
and issues

Meetings are minuted
with actions agreed

NGA 1819-09
Contract and
Performance
Monitoring -
substantial
assurance

Covid-19 has
had a material
impact on
performance.
Non urgent
elective activity
has been stood
down since the
beginning of
April and Out
Patient
appointments
are severely
curtailed.

No gaps in
assurance

Monthly meeting with FT
cancer leads and CCG

Meeting minutedNone No gaps in
assurance

55 42. Engage In
Strategic
Planning
Relating To The
Commissioning
Of High-Quality
Health Services

4 2 85 13/11/2020

Colin Smith

Risks updated in
conjunction with
Claire Dovell.

11/11/2020

Colin Smith

Controls and
actions updated

27/04/2020

Colin Smith

Risk likelihood
increased to 5 in
response to Covid
(from 4 - likely).
There is a high
chance that the
targets will not be
achieved and
significant
consequences.

06/01/2020 Claire Dovell
Develop cancer ICP group
terms of reference.

06/01/2020 - 30/04/2020
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Objective Date
Director
Risk owner

Description Initial TargetGaps in control Internal assurances

Score

Gaps in
assurance

Actions
Action owner
Details
Start date - target date
Progress

Residual ReviewsExternal assurances

C L Score C L Score C L

Controls

17/11/2020

NHS Newcastle Gateshead CCG Extreme Operational Risks (15 or above)

lead clinician for cancer

A&E Delivery Board -
board and operational
groups.

Meetings are
minuted + terms
of reference
documented

The impact of
covid 19, whilst
reducing
demand on
A&E, has
continued to
operate at
below the 95%
standard.

No gaps in
assurance

Cancer locality groups
with cancer action plans
agreed, led by the CCG
cancer leads (system
wide)

Meetings minutedNone None

Covid resumption of
services -  The CCG will
be actively part of these
discussions given the
need to be part of the
secondary care planning
but also to lead on
primary care
mobilisation. Dominic
Slowie is the director
lead supported by senior
CCG staff.

Actions agreed via email
and formal notes from
recovery meetings. CCG
recovery template
updated at recovery
meetings.

Minutes of
meetings

Awaiting
guidance from
NHSEI
regarding the
next stage of
recovery plans.

None

Children and Young
Peoples Access to
mental health services
CYPS patients do not
receive the right
treatment and access to
services, at the right
time. Caused by lack of
capacity, discrepancies
in treatment thresholds,
poor communication and
referral processes.
Results in patients have
poor access to timely
and effective treatment,
or could escalate to
crisis. Reputation
damage to the CCG.
Capacity in CYPS for
increase in demand due
to Covid 19 and pressure
on service if workforce
capacity reduced.

Chris Piercy

Catherine
Richardson

2263        

Operational
(N/G)

16 16NTW monthly contract
review meeting

NECS Chair the meeting
across north CCGs

Not currently
taking place
due to Covid

None

Trailblazer monthly
steering group attended
by FTs, LA, Voluntary
sector, managed by the
CCG.

Meeting actions and
papers

Not currently
taking place
due to covid

None

Monthly access group
(attended by CYPS,
school health, PMHW,
education, social care,
Barnardos)

Papers, actions plans,
meeting TOR

Waiting list for
referrals over
18 weeks

None

Quarterly performance
monitoring of variance to
the 4 week wait plan.

Report details and trendsReport detail
and trends

None

Daily consultation line for
professionals to call
CYPS or PMHW to
discuss queries.

PMHW quarterly
report on number
of consultations

There is no
CYPs crisis
provision 24/7

Weekly emotional and
health wellbeing triage
meeting attended by
CYPS, PMHW and
school health where
referrals from the early
help hub are discussed

44 43. Transform
Lives Together
Through The
Delivery Of
Commissioned
Health Services
Based On
Clinically Led,
Patient-Focuss
ed And
Evidence Based
Programmes

4 2 84 27/10/2020

Catherine
Richardson          
updated controls
and reviewed

22/06/2020

Catherine
Richardson          
Updated controls
following Phase 2

25/02/2020
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Objective Date
Director
Risk owner

Description Initial TargetGaps in control Internal assurances

Score

Gaps in
assurance

Actions
Action owner
Details
Start date - target date
Progress

Residual ReviewsExternal assurances

C L Score C L Score C L

Controls

17/11/2020

NHS Newcastle Gateshead CCG Extreme Operational Risks (15 or above)

when it is not clear which
service would be best.

Phase 2 covid planning
required Crisis 24/7 CYP
MH

Limited until contracting
reinstated

None Contracting
mechanisms

Eating disorder services
Eating disorder
diagnosis and ongoing
care is not accessible,
provided timely or to an
adequate quality.
Caused by unclear
pathway or available
resources. Results in
patient harm or
reputation damage.

Chris Piercy

Catherine
Richardson

2271        

Operational
(N/G)

20 16Contract with community
treatment teams

Monthly meetings with
contract provider are not
currently taking place
due to Covid 19

Workforce
skillset to deal
with eating
disorders (no
specialist
service
provision in
community)

No data
available to
monitor

Transformation
workshop held with
partners to reveiw
pathway

Contract mtgsNone

54 43. Transform
Lives Together
Through The
Delivery Of
Commissioned
Health Services
Based On
Clinically Led,
Patient-Focuss
ed And
Evidence Based
Programmes

4 2 84 27/10/2020

Catherine
Richardson          
updated and
reviewed controls

22/06/2020

Catherine
Richardson          
Update actions

10/03/2020
follow up from ED workshop
with next steps agreed with
partners

22/06/2020 - 29/06/2020

Catherine Richardson
Agree a service model and
pathway to be approved by
Executive Committee

10/03/2020 - 14/08/2020

System Resilience and
Escalation Planning,
business continuity and
outbreak management
There is a risk that a lack
of robust planning for
surges, business
continuity incidents and
outbreaks, mean that
urgent and emergency
care pressures increase,
resulting in rises in A&E
activity and multiple
demands on ambulance,
community, acute and
primary care services,
and an inability to deliver
core services.

Julia Young

Marc
Hopkinson

2258        

Operational
(N/G)

16 16System-wide surge and
escalation plan agreed
between all stakeholders

Plan reviewed and
tested regularly

None

Business continuity plan
in place for the CCG

Regular reviews of any
incidents in conjunction
with the Chief
Information Officer to
inform future planning
and responses

Plans keep
evolving and
being
re-worked due
to the increase
in demand.

None

Incident plan and
pandemic flu plan to
manage outbreaks of
infectious diseases and
virus

All plans are tested
regularly and updated
following any debrief post
event

Annual
submission to
NHS England as
part of the EPRR
core standards
process

Pandemic plan
needs
reviewing for
longer term
pandemic
duration

None

Quarterly reports
provided to QSRC

Minutes of QSRCNone None

45 41. Achieve The
CCG's Statutory
Duties.

4 2 84 10/11/2020

Marc Hopkinson

Risk score
increased from 12
to 16. Pressures
are increasing on
hospitals due to
COVID. Currently
there are no
actions available
other than to
continue
responding and
invoking
contingency plans.

14/02/2020
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Newcastle Gateshead CCG Risk Matrix 

Table 1:   Consequence score 
 

Consequence score (severity levels) and examples of descriptors  

 1  2  3  4  5  

Domains  Negligible  Minor  Moderate  Major  Catastrophic  
Impact on the 
safety of patients, 
staff or public 
(physical/psychol
ogical harm)  
 
 
 
 

 

Minimal injury 
requiring 
no/minimal 
intervention or 
treatment.  
 
No time off work 

Minor injury or 
illness, requiring 
minor intervention  
 
Requiring time off 
work for >3 days  
 
Increase in length of 
hospital stay by 1-3 
days  

Moderate injury  
requiring professional 
intervention  
 
Requiring time off 
work for 4-14 days  
 
Increase in length of 
hospital stay by 4-15 
days  
 
RIDDOR/agency 
reportable incident  
 
An event which 
impacts on a small 
number of patients  
 

Major injury leading 
to long-term 
incapacity/disability  
 
Requiring time off 
work for >14 days  
 
Increase in length of 
hospital stay by >15 
days  
 
Mismanagement of 
patient care with 
long-term effects  

Incident leading  to 
death  
 
Multiple permanent 
injuries or 
irreversible health 
effects 
  
An event which 
impacts on a large 
number of patients  

Quality/complaints/a
udit 
 
 
 
 
 

 

Peripheral 
element of 
treatment or 
service 
suboptimal  
 
Informal 
complaint/inquiry  

Overall treatment or 
service suboptimal  
 
Formal complaint 
(stage 1)  
 
Local resolution  
 
Single failure to meet 
internal standards  
 
Minor implications for 
patient safety if 
unresolved  
 
Reduced 
performance rating if 
unresolved  

Treatment or service 
has significantly 
reduced 
effectiveness  
 
Formal complaint 
(stage 2) complaint  
 
Local resolution (with 
potential to go to 
independent review)  
 
Repeated failure to 
meet internal 
standards  
 
Major patient safety 
implications if 
findings are not acted 
on  

Non-compliance 
with national 
standards with 
significant risk to 
patients if 
unresolved  
 
Multiple complaints/ 
independent review  
 
Low performance 
rating  
 
Critical report  

Totally 
unacceptable level 
or quality of 
treatment/service  
 
Gross failure of 
patient safety if 
findings not acted 
on  
 
Inquest/ombudsma
n inquiry  
 
Gross failure to 
meet national 
standards  

Human resources/ 
organisational 
development/staffi
ng/ competence  
 
 
 

     

Short-term low 
staffing level that 
temporarily 
reduces service 
quality (< 1 day)  

Low staffing level that 
reduces the service 
quality  

Late delivery of key 
objective/ service 
due to lack of staff  
 
Unsafe staffing level 
or competence (>1 
day)  
 
Low staff morale  
 
Poor staff attendance 
for mandatory/key 
training  

Uncertain delivery 
of key 
objective/service 
due to lack of staff  
 
Unsafe staffing level 
or competence (>5 
days)  
 
Loss of key staff  
 
Very low staff 
morale  
 
No staff attending 
mandatory/ key 
training  

Non-delivery of key 
objective/service 
due to lack of staff  
 
Ongoing unsafe 
staffing levels or 
competence  
 
Loss of several key 
staff  
 
No staff attending 
mandatory training 
/key training on an 
ongoing basis  

Statutory duty/ 
inspections  
 
 
 
 

     

No or minimal 
impact or breech 
of guidance/ 
statutory duty  

Breach of statutory 
legislation  
 
Reduced 
performance rating if 
unresolved  

Single breach in 
statutory duty  
 
Challenging external 
recommendations/ 
improvement notice  

Enforcement action  
 
Multiple breaches in 
statutory duty  
 
Improvement 
notices  
 
Low performance 
rating  
 
Critical report  

Multiple breaches in 
statutory duty  
 
Prosecution  
 
Complete systems 
change required  
 
Zero performance 
rating  
 
Severely critical 



report  

Adverse publicity/ 
reputation 
 
 
 

 

Rumours  
 

Potential for public 
concern  

Local media 
coverage –  
short-term reduction 
in public confidence  
 
Elements of public 
expectation not being 
met  

Local media 
coverage – 
long-term reduction 
in public confidence  

National media 
coverage with <3 
days service well 
below reasonable 
public expectation  

National media 
coverage with >3 
days service well 
below reasonable 
public expectation. 
MP concerned 
(questions in the 
House)  
 
Total loss of public 
confidence  

Business 
objectives/ 
projects  
 
 

 

Insignificant cost 
increase/ 
schedule slippage  

<5 per cent over 
project budget  
 
Schedule slippage  

5–10 per cent over 
project budget  
 
Schedule slippage  

Non-compliance 
with national 10–25 
per cent over 
project budget  
 
Schedule slippage  
 
Key objectives not 
met  

Incident leading >25 
per cent over 
project budget  
 
Schedule slippage  
 
Key objectives not 
met  

Finance including 
claims  
 
 
 
 

    

Small loss Risk of 
claim remote  

Loss of 0.1–0.25 per 
cent of budget  
 
Claim less than 
£10,000  

Loss of 0.25–0.5 per 
cent of budget  
 
Claim(s) between 
£10,000 and 
£100,000  

Uncertain delivery 
of key 
objective/Loss of 
0.5–1.0 per cent of 
budget  
 
Claim(s) between 
£100,000 and £1 
million 
 
Purchasers failing 
to pay on time  

Non-delivery of key 
objective/ Loss of 
>1 per cent of 
budget  
 
Failure to meet 
specification/ 
slippage  
 
Loss of contract / 
payment by results  
 
Claim(s) >£1 million  

Service/business 
interruption 
Environmental 
impact  
 

    

Loss/interruption 
of >1 hour  
 
Minimal or no 
impact on the 
environment  

Loss/interruption of 
>8 hours 
  
Minor impact on 
environment  

Loss/interruption of 
>1 day  
 
Moderate impact on 
environment  

Loss/interruption of 
>1 week  
 
Major impact on 
environment  

Permanent loss of 
service or facility  
 
Catastrophic impact 
on environment  

 
 
Table 2: Likelihood Score 

Likelihood score  1  2  3  4  5  

Descriptor  Rare  Unlikely  Possible  Likely  Almost certain  

Frequency  
How often might 
it/does it happen  
 

This will probably 
never happen/recur  

Do not expect it to 
happen/recur but it 
is possible it may do 
so 
 

Might happen or 
recur occasionally 

Will probably 
happen/recur but it 
is not a persisting 
issue 

Will undoubtedly 
happen/recur, 
possibly frequently 

 
 
Table 3:   Risk rating = consequence x likelihood (C x L)  
 Likelihood score 
Consequence 
score 1 2 3 4 5 

 Rare Unlikely Possible Likely Almost certain 

5 Catastrophic 5 10 15 20 25 

4 Major 4 8 12 16 20 

3 Moderate 3 6 9 12 15 

2 Minor 2 4 6 8 10 

1 Negligible 1 2 3 4 5 
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Classification 
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Meeting NHS Newcastle Gateshead CCG Governing Body Meeting 
Date 24 November 2020 Agenda Item 12.2 

  

Report Title 
Review of terms of reference for Executive Committee, Primary Care 
Commissioning Committee (PCCC), Quality, Safety and Risk 
Committee (QSR) and Remuneration Committee.  

  

Lead Director & 
Report Author 

Director: Mark Adams 
Title : Chief Officer  

Author:   Neil Hawkins 
Title: Head of Corporate Affairs   

   

Synopsis 

The terms of reference (ToR) for NGCCG Committees are reviewed regularly to 
ensure they remain fit for purpose. The current versions of ToR for Executive 
Committee, PCCC, QSR and Remuneration Committee were reviewed by 
Committee members at recent meetings of each of the above mentioned 
Committees. In order to affect any changes suggested at review, amended 
versions of Committee ToR are required to be ratified by Governing Body. This 
report presents the updated ToR following review and asks Governing Body to 
approve the updated versions of the attached ToR. 
 
The changes: 

 Executive Committee - Minor changes have been suggested to reflect 
the recent change in frequency of Executive Committee as meetings are 
now scheduled weekly in place of monthly meetings.  
 

 Primary Care Commissioning Committee – No changes.  
 

 Quality, Safety and Risk Committee – Minor changes to wording. 
Suggested removal of responsibility around research (as research annual 
report is presented at Governing Body not QSR). 
 

 Remuneration Committee – Minor changes as attached.  
 

  

Implications and 
Risks 

Reviewing the ToR will ensure the role and remit of Committees remain 
appropriate and fully supports the Governing Body in its work. 

  

Recommendation Governing Body are asked to approve the amends to the ToR as described above 
with a review period of 12 months. 
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Benefits to patients 
& the public / link to 
strategic objectives 

Ensure that strong corporate governance and information governance 
processes are in place to provide assurance to the CCG. 

  

Resource 
implications 
(finance; HR) 

None identified. 

  

Legal / equality & 
diversity / 
sustainability 
implications 

None identified. 

  

Report history ToR are brought to Governing Body for ratification periodically as review 
periods approach. 

  

Next steps Approved ToR will be uploaded to NGCCG website 
  

Appendices Executive Committee, PCCC, QSR and Remuneration Committee terms of 
reference. 

 

Submission checklist – to be completed by author ahead of inclusion on meeting 
agenda 

Has the paper been cleared by the lead 
Director? Yes ☒              No ☐ 

Does the covering paper clearly state what 
the Committee are asked to do – i.e. clear 
recommendations? 

Yes ☒              No ☐ 

Have the CCG finance team been consulted 
about any resource implications? Yes ☐       No ☐        N/A ☒ 

Person(s) consulted:  

Are there any wider implications that 
require consideration – HR, contracting, 
procurement, etc? If so, have CCG leads 
been consulted? 

Yes ☐       No ☐        N/A ☒ 

Person(s) consulted:  

Does the proposal realise any savings that 
could be captured through QIPP – if so 
have the PMO been consulted? 

Yes ☐       No ☐        N/A ☒ 

Person(s) consulted:  

 



 

 

NHS Newcastle Gateshead Clinical Commissioning 

Group 

Executive Committee 

Terms of Reference  
1. Introduction 

 
The Executive Committee of the Clinical Commissioning Group is established as a 
sub-committee of the Governing Body, in accordance with the clinical 
commissioning group’s (CCG) constitution, standing orders and scheme of 
delegation.  

 
These terms of reference set out the membership, remit, responsibilities and 
reporting arrangements of the committee and shall have effect as if incorporated 
into the group’s constitution and standing orders.  

 
 

2. Principal Function 
 

The committee is established to support the clinical commissioning group, its 
governing body and the chief officer in the discharge of their functions.  It will 
assist the governing body in its duties to promote a comprehensive health service, 
reduce inequalities and promote innovation.  Its remit includes development and 
implementation of strategy, monitoring and delivery of statutory duties, 
operational, financial, contractual and clinical performance. It is responsible for 
ensuring effective clinical engagement and promoting the involvement of all 
member practices in the work of the CCG in securing improvements in 
commissioning of care and services. 
 
The executive committee will work closely with, and provide support to, the 
commissioning forum in order to ensure that practices are informed appropriately 
of commissioning decisions, and are engaged in the commissioning process. The 
clinical representation will be sought from the two units of planning with 
appropriate balance across the CCG. 

 
 
3. Membership   

 
The membership of the committee will consist of:  
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i).  CCG Chair  
ii).  CCG Assistant clinical chair  
iii).  Medical Director 
iv).  Chief Officer 
v).  Chief Finance and Operating Officer 
vi).  Executive Director of Nursing, Patient Safety and Quality 
vii).  Director for Newcastle System  
viii).  Director for Gateshead System 
ix).  Secondary Care Doctor 
x).  Director of Complex Care and Commissioning  

 
 
4. Chair 

 
The committee will be chaired by the Assistant Clinical Chair (the Chair). If the 
Chair is absent from the meeting, the Clinical Chair shall preside.  
 
If the Chair and Clinical Chair are absent temporarily on the grounds of a declared 
conflict of interest the Chief Officer (or Chief Finance and Operating Officer) shall 
preside for those items. 

 
The Chair has the responsibility to ensure that the Committee obtains appropriate 
advice in the exercise of its functions.  Officers, employees, and practice 
representatives of the CCGs and other appropriate individuals may be invited to 
attend all or part of meetings of the committee to provide advice or support 
particular discussion from time to time.   

 
 

4. Secretarial support 
 

Secretarial support to the committee will be provided by the CCG office.  
 
 

5. Frequency of meetings 
 

Meetings of the Executive Committee will normally be at monthlynormally meet 
weekly, and not less than 8 times per financial year. There will be no more than 6 
weeks between meetings. 
 
Members will be expected to attend each meeting.  
 
In exceptional circumstances and where agreed in advance by the chair, 
mMembers of the committee or others invited to attend may participate in 
meetings by telephone, by the use of video conferencing facilities and/or webcam 
where such facilities are available. Participation in a meeting in any of these 
manners shall be deemed to constitute presence in person at the meeting. 

 
 

6. Agendas and papers 
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The agenda for meetings of the committee will be set by the chair. 
The agenda and papers for meetings of the committee will be distributed 23 
working days in advance of the meeting. Items for the agenda should be notified 
to the chair 5 working days in advance of each meeting. Any agenda items 
received after the specified deadline will not be included unless specifically 
directed by the chair of the meeting. 
 
The setting of agendas for, and minutes of, each meeting should identify where 
discussion should rightly be recorded as being of a confidential or commercially 
sensitive nature. 

 
 
7. Quoracy and Decision Making 

 
One half of members are needed for the meeting to be quorate, and, 
 

 At least the Chief Officer or the Chief Finance and Operating Officer must 
be present. 
 

 At least one primary care clinician. 
 

Representatives of members will count towards the quorum where the 
representative either has formal acting up status or has been agreed with the 
Chair as the member’s representative in advance of the meeting. 
 
Generally it is expected that decisions will be reached by consensus. Should this 
not be possible then a vote of members will be required. In the case of an equal 
vote, the person presiding (i.e. the Chair of the meeting) will have a second, and 
casting vote. 
 
Where a conflict of interest exists for GP members present at the meeting and 
they are unable to take part in decision making, the quorum for transaction of that 
business will be a minimum of at least either the Accountable Officer or Chief 
Finance and Operating Officer and at least three other members of the Executive 
(one of which must be a clinician – either doctor or nurse). Again, representatives 
of members will count towards the quorum where the representative either has 
formal acting up status or has been agreed with the Chair as the member’s 
representative in advance of the meeting. 

 
 

8. Remit and responsibilities of the Executive Committee 
 

The Executive Committee will be responsible for the following core functions: 
 
Supporting the member practices and Governing Body to determine the strategic 
direction of the CCG 
 
Preparation and publication of CCG strategies and operational plans 
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Maintaining and developing effective contractual arrangements 
 

Ensuring the effective management of finance, performance and quality, providing 
assurances and escalating issues as required 
Ensuring effective relationships with member practices 
 
Ensuring effective relationships with stakeholders across the health and social 
care economy 
 
Oversight of the effective implementation of corporate strategy including: 
- Service reform/transformation 
- OD including leadership/staff development 
- Informatics and IT 

 
Supporting the Governing Body in ensuring there is a sound system of 
governance in the CCG 

 
These core functions will be addressed through specific strategy and planning, 
and delivery processes: 
 
8.1 Strategy and Planning 
 
i). Preparing and recommending the strategy and annual commissioning plan 

prior to approval by the member practices and the management of its delivery 
by the governing body. 

 
ii). Formulating and implementing service change and development arising out of 

the strategy. 
 

iii). Preparing and recommending to the governing body the Organisational 
Development Plan and enabling strategies including the Communications and 
Engagement Strategy, and overseeing their delivery. 

 
iv). Developing CCG input to the Joint Health and Wellbeing Strategy 

(Gateshead) and the Newcastle Future Needs Assessment (Newcastle), with 
a view to reducing inequalities in health. 

 
v). Establishing links and working arrangements with other CCGs, Provider 

Trusts, the Local Authority, other health care partners, the Area Team of NHS 
England and the clinical senate that would support the integration of both 
health services with other health services and health services with health-
related and social care services where the group considers that this would 
improve the quality of services or reduce inequalities. 
 

vi). Ensuring that the views of patients and the public are properly reflected in the 
development and implementation of CCG policies and plans.  

 
 

8.2 Delivery 
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i). Delivering target outcomes and outputs set by the Secretary of State, NHS 
England, NICE, CQC and other national/regional authorised bodies and 
providing assurance to the governing body in this respect. 

 
ii). Ensuring the co-ordination and monitoring of the Group’s clinical work 

programme, in delivery of the Group’s annual commissioning plan. 
 

iii). Receiving reports on quality and patient safety and managing any associated 
clinical risks with appropriate mitigating action. 
 

iv). Managing the performance of the CCG against its financial and non-financial 
targets including QIPP. 
 

v). Ensuring the control, co-ordination and monitoring within the organisation of 
risk and internal controls, reviewing the corporate risk register regularly. 
 

vi). Approving business cases and procurement contract awards in line with the 
CCG’s financial scheme of delegation and approved budgets. 
 

vii). Leading the delivery of the CCG’s educational programme. 
 

viii). Preparing the CCG’s annual report for the audit committee to consider and 
approve and recommend to the governing body. 
 

ix). Approving the CCG’s operational policies and procedures. 
 

x). Supporting the development of the business cycle of the CCG’s governing 
body and agenda setting for formal and informal meetings of the governing 
body. 
 
 

9. Reporting arrangements 
 

The governing body will hold the Executive Committee to account for the delivery 
of its remit and responsibilities on behalf of the CCG through exercise of the 
functions delegated to it, including those functions delegated by the governing 
body to its sub-committees.  

 
 
10. Policy and best practice 

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

 comply with current disclosure requirements for remuneration; 
 ensure that decisions are based on clear and transparent criteria 

 
The committee will have full authority to commission any reports or surveys it 
deems necessary to help it fulfil its obligations. 
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The committee will establish such sub-groups to assist with the delivery of its 
delegated responsibilities and progress its work as it sees fit.  

 
 
11. Conduct of the Executive Committee 

 
All members of the committee and participants in its meetings will comply with the 
Standards of Business Conduct for NHS Staff, the NHS Code of Conduct, and the 
CCG’s Policy on Standards of Business Conduct and Declarations Interest which 
incorporates the Nolan Principles. 

 
 

12. Date of Review 
 

The committee will review its performance, membership and these Terms of 
Reference at least once per financial year.  It will make recommendations for any 
resulting changes to these Terms of Reference to the group Governing Body for 
approval.  
 
No changes to these Terms of Reference will be effective unless and until they 
are agreed by the CCG.  

 
 

Approval Date:  May November 2020 
 

     Review Date:  NovemberMay 2021 



 

 

 
 
 

Primary Care Commissioning Committee 
Terms of Reference 

 

1. Introduction  
 
1.1 The Governing Body has established the Newcastle Gateshead CCG Primary 

Care Commissioning Committee (the Committee). The Committee will function 
as a corporate decision-making body for the management of the delegated 
functions and the exercise of the delegated powers in line with Newcastle 
Gateshead CCG’s Constitution.  

 
2. Statutory Framework  
 
2.1 NHS England has delegated to the CCG authority to exercise the primary care 

commissioning functions as set out in Schedule 2 in accordance with section 
13Z of the NHS Act.  

 
2.2 Arrangements made under section 13Z may be on such terms and conditions 

(including terms as to payment) as may be agreed between the NHS England 
and the CCG. 

 
2.3 Arrangements made under section 13Z do not affect the liability of NHS 

England for the exercise of any of its functions. However, the CCG 
acknowledges that in exercising its functions (including those delegated to it), it 
must comply with the statutory duties set out in Chapter A2 of the NHS Act and 
including: 

 
a) Management of conflicts of interest (section 14O) 
b) Duty to promote the NHS Constitution (section 14P) 
c) Duty to exercise its functions effectively, efficiently and economically (section 

14Q) 
d) Duty as to improvement in quality of services (section 14R) 
e) Duty in relation to quality of primary medical services (section 14S) 
f) Duties as to reducing inequalities (section 14T) 
g) Duty to promote the involvement of each patient (section 14U) 

h) Duty as to patient choice (section 14V) 

i) Duty as to promoting integration (section 14Z1) 

j) Public involvement and consultation (section 14Z2) 
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2.4 The CCG will also need to specifically, in respect of the delegated functions 

from NHS England, exercise those in accordance with the relevant provisions 
of section 13 of the NHS Act: 

 
a) Duty to have regard to impact on services in certain areas (section 13O) 
b) Duty as respects variation in provision of health services (section 13P) 

 
2.5 The Committee is established as a committee of the Governing Body in 

accordance with Schedule 1A of the NHS Act. The members acknowledge that 
the Committee is subject to any directions made by NHS England or by the 
Secretary of State.  

 

3 The role of the Primary Care Commissioning Committee  
 

3.1 The Committee has been established in accordance with the above statutory 
provisions to enable the members of the committee to make collective 
decisions on the review, planning and procurement of primary care services in 
Newcastle and Gateshead, under delegated authority from NHS England.  

 
3.2 The role of the Committee shall be to carry out the functions relating to the 

commissioning of primary medical services under section 83 of the NHS Act, as 
set out in section 4, below.  

 
3.3 In performing its role the Committee will exercise its management of the 

functions in accordance with the agreement entered into between NHS England 
and Newcastle Gateshead CCG, which will sit alongside the delegation and 
terms of reference. 

 
3.4 The functions of the Committee are undertaken in the context of a desire to 

promote increased quality, efficiency, productivity and value for money and to 
remove administrative barriers.  

 
4 Responsibilities of the Primary Care Commissioning Committee 
 

The responsibilities of the Committee include the following: 
 

a) Decisions in relation to General Medical Services (GMS), Personal Medical 
Services (PMS) and Alternative Providers of Medical Services (APMS) 
contracts (including the design of PMS and APMS contracts, monitoring of 
contracts, taking contractual action such as issuing branch/remedial notices, 
and removing a contract) 

 
b) To manage the delegated primary care budget  
 
c) Decisions in relation to newly designed enhanced services (Local Enhanced 

Services and Directed Enhanced Services) 
 
d) Decisions in relation to local incentive schemes, including the design and 

implementation of such schemes 
 
e) To plan primary medical care services, including Primary Care needs 

assessments 
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f) To undertake reviews of primary medical care services 
 
g) Decision making on whether to establish new GP practices in an area 
 
h) Approving practice mergers and de-mergers 
 
i) Decisions on practice closures 
 
j) Planning new primary care estate 
 
k) Making decisions on ‘discretionary’ payment (e.g. returner/retainer schemes) 
 
l) Responsibility for GP practice contract management and performance 
 
m) Discussions in relation to the management of poorly performing GP practices 

(excluding any decision in relation to the performers list). 
 
5 Geographical Coverage   

 
5.1    The Committee will comprise the area covered by Newcastle Gateshead CCG   
 
6 Membership of the Committee 
 
6.1 The committee shall have a lay/executive majority. Membership of the 

committee will consist of:  
 

a) A Lay Member of the CCG (Chair of the committee1) 
 

b) A Lay Member of the CCG (Vice Chair of the committee2) 
 

c) The CCG Medical Director 
  

d) The CCG Chief Finance Officer (or designated deputy) 
 

e) The CCG Director of Newcastle System 
 

f) The CCG Director of Gateshead System 
 

g) The CCG secondary care specialist doctor  
 

h) A CCG GP Clinical Director 
 

In attendance: 
 

a) A representative from NHS England 
 

b)  The CCG Designated Lead for Primary Care 
 
6.2 A standing invitation will be made to specified partners, namely: 
 

a) A representative from HealthWatch (Gateshead) 
 

b) A representative from HealthWatch (Newcastle) 
 

c) A representative from the Health and Wellbeing Board (Gateshead) 
 

d) A representative from the Wellbeing for Life Board (Newcastle) 
 

                                                           
1 This cannot be the CCG Audit Committee Chair 
2 This should not be the CCG Audit Committee Chair 
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6.3 These specified partners will be invited to attend in a non-voting capacity but 
will be an integral part of all discussions. They will be entitled to attend the 
meeting in private session, unless a conflict of interest prevents them from 
doing so for a particular item. 
 

6.4 A standing invitation will be made to other specified stakeholders, namely: 
a) A representative from the Newcastle and North Tyneside Local Medical 

Committee 
b) A representative from the Gateshead and South Tyneside Local Medical 

Committee  
 

6.5 These stakeholders will be invited to attend in a non-voting capacity but will be 
an integral part of all discussions. They will not be entitled to attend the meeting 
in private session.  

6.6 Other CCG Governing Body members, officers, employees, practice 
representatives and Commissioning Support Unit staff may be invited to attend 
all or part of meetings of the committee to provide advice or support particular 
discussion from time to time. 

6.7 The membership will meet the requirements of the CCG’s Constitution. 
6.8 The Medical Director will be the lead officer for the committee, or will nominate 

a Director to undertake this role.  
 

7 Meetings and Voting   
 

7.1 The Committee shall adopt the Standing Orders of NHS Newcastle Gateshead 
CCG insofar as they relate to the: 

 
a) Notice of meetings; 
b) Handling of meetings; 
c) Agendas; 
d) Circulation of papers; and 
e) Conflicts of interest  

7.2 To ensure effective management of actual or potential conflicts of interest, 
meeting agenda and papers will be circulated to ensure committee members do 
not receive papers on items on which they are conflicted. Individual members 
and/or attendees will withdraw from the meeting as requested to do so by the 
Chair of the committee. 
 

7.3 Each member of the Committee shall have one vote.  The Committee shall 
reach decisions by a simple majority of members present, but with the Chair 
having a second and deciding vote, if necessary. However, the aim of the 
Committee will be to achieve consensus decision-making wherever possible.  

 
8 Quoracy 
 
8.1 The quoracy for the committee is 50% of members and including at least one 

lay member, one Director of the CCG and one GP.   
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8.2 Where a conflict of interest arises which prevents all of the GPs from being 
involved in the discussion and/or voting on any matter then the quoracy for that 
part of the meeting will be at least one lay member and one Director of the 
CCG.  

 
9 Frequency and operation of meetings 

 
9.1 The committee will meet at regular intervals and not less than 4 times per year. 

 
9.2 In exceptional circumstances, an extraordinary meeting of the committee may 

be required and can be called by the Chair by providing members with a 
minimum of five working days’ notice. The quoracy for this meeting is the same 
as that set out above. 

 
9.3 Meetings of the Committee shall:  
 

a) be held in public, subject to the application of 9.3(b) (below); 
 

b) the Committee may resolve to exclude the public from a meeting that is open 
to the public (whether during the whole or part of the proceedings) whenever 
publicity would be prejudicial to the public interest by reason of the 
confidential nature of the business to be transacted or for other special 
reasons stated in the resolution and arising from the nature of that business 
or of the proceedings or for any other reason permitted by the Public Bodies 
(Admission to Meetings) Act 1960 as amended or succeeded from time to 
time.   

 
9.4 Declarations of interest will be a standing agenda item. All potential conflicts of 

interest will be declared and dealt with in accordance with the CCG’s 
Constitution and CCG policies and procedures for Standards of Business 
Conduct.    

 
9.5 Members of the Committee have a collective responsibility for the operation of 

the Committee. They will participate in discussion, review evidence and provide 
objective expert input to the best of their knowledge and ability, and endeavour 
to reach a collective view.  

 
9.6 The Committee may delegate tasks to such individuals, sub-committees or 

individual members as it shall see fit, provided that any such delegations are 
consistent with the parties’ relevant governance arrangements, are recorded in 
a scheme of delegation, are governed by terms of reference as appropriate and 
reflect appropriate arrangements for the management of conflicts of interest.. 

 
9.7 The Committee may call additional experts to attend meetings on an ad hoc 

basis to inform discussions. 
 
9.8 Members of the Committee shall respect confidentiality requirements as set out 

in the CCG’s Standing Orders and Standards of Business Conduct policy. 
 
9.9 The Committee will make decisions within the bounds of its remit. The 

decisions of the Committee shall be binding on NHS England and the CCG. 
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9.10 The Committee will present its minutes to the CCG Governing Body and to 
NHS England (Cumbria and the North East sub region), for information and will 
also comply with any reporting requirements set out in the CCG Constitution. 

 
9.11 The Committee will produce an executive summary report which will be 

presented to NHS England and the governing body for information no less than 
annually.  

 
10  Review of Terms of Reference  
 
10.1 These Terms of Reference will be formally reviewed on an annual basis, or as 

required reflecting experience of the Committee in fulfilling its functions or 
changes in guidance or legislation.  

 
 
 

 
 
 
Approved by Governing Body: November 2020 July 2019 
 
Due for Review: July 2020 November 2021 
 
 
 
 
 

 

 

 



  
 

NHS Newcastle Gateshead Clinical Commissioning 
Group 

Quality, Safety and Risk Committee 

Terms of Reference 
 
 
 
1. Introduction 

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

committee of the Governing Body of the Clinical Commissioning Group (CCG), 
in accordance with constitution, standing orders and scheme of delegation.  

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

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

 
2. Principal Function 
 

The Quality, Safety and Risk Committee is responsible for ensuring the 
appropriate governance systems and processes are in place to:  

 commission, monitor and ensure the delivery of high quality safe 
patient care in commissioned services, 

 facilitate, monitor and ensure quality improvement in general medical 
practice.  

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

 
3. Accountability 
 

The Quality, Safety and Risk Committee is a Committee of the CCG’s 
Governing Body.  

 
4. Membership 
 
 Membership of the Committee will include: 

 A Lay Member (Chair of the Committee) 
 A Lay Member  
 Medical Director 
 Executive Director of Nursing, Patient Safety and Quality 
 Secondary Care Specialist Doctor  
 At least one additional clinical representative 
 Head of Corporate Affairs 

 
 The Chair has the responsibility to ensure that the Committee obtains 

appropriate advice in the exercise of its functions. Directors, officers, 
employees, and practice representatives of the CCG and other appropriate 
individuals may be invited to attend all or part of meetings of the committee to 
provide advice or support particular discussion from time to time.   

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

these Terms of Reference including to: 
 

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

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

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

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

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

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

Standing Orders and Prime Financial Policies and Conflicts of Interest Policy. 
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6. Roles and Responsibilities 
 
6.1   Quality in Commissioned Services (scrutiny and validation) 
 
6.1.1 To develop, monitor and review the CCGs vision and framework for 

commissioning services – ensuring they are high quality, services are safe, 
clinically effective and provide positive patient/carer experiences. 

 
6.1.2 To receive reports on the quality of commissioned services, to review risks 
 arising and monitor progress in implementing recommendations and action 
 plans. 
 
6.1.3 Where the CCG is the coordinating commissioner ensure provision of 
 appropriate quality assurance and improvement information to collaborating 
 CCGs; in particular escalating any areas of concern in timely way.  
 
6.1.4 To receive reports on the quality of commissioned services from other CCGs 
 where they act as the coordinating commissioner and the CCG has contracts.   
 
6.1.5 To seek assurance on the performance of NHS provider organisations in terms 

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

 
6.1.6 To receive and review the outcome of the Quality Accounts of commissioned 

services throughout Newcastle and Gateshead.  
 
6.1.7 To oversee the development of quality incentive schemes e.g. CQUIN ensuring 
 alignment to CCG strategic priorities and national requirements.  
 
6.1.8 To ensure a clear escalation process, including appropriate trigger points, is in 
 place to enable appropriate engagement of external bodies in relation to areas 
 of concern, with a view to an external review being carried out and reported to 
 this committee. The Executive Director of Nursing, Patient Safety and Quality 
 will lead on ensuring that this process is managed effectively. 
 
6.1.9 To ensure appropriate collaboration with NHS England through Quality 

Surveillance Group.  
 
6.2  Improving Quality in General Medical Practice 
 
6.2.1 To ensure that agreements and processes in place with the group’s members 
 to secure improvements in the quality of primary medical services in terms of 
 clinical effectiveness, patient safety and patient experience in GP practices. 
 
6.2.2 To ensure an appropriate interface and collaborative working with NHS 
 England is maintained in relation to quality in general medical practice.  
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6.3  Patient Safety – Overarching Systems  
 
6.3.1 To receive reports on clinical risks, incident reporting, serious incidents, ‘Never 

Events’, complaints, claims and safety alerts; and monitor progress in 
implementing recommendations and action plans. 

 
6.3.2 To oversee development of a Patient Safety Assurance Framework with 

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

 
6.3.3 To receive and scrutinise independent investigation reports relating to patient 

 safety issues and agree publication plans. 
 
6.3.4 To receive reports on the management of infection control performance, 

especially health care acquired infections. 
 
6.3.5 To provide assurance on Medicines Management report, not less than 

annually. 
 
6.3.6 To provide assurance on Controlled Drugs monitoring report, not less than 

annually.  
 
6.3.7 To ensure that appropriate strategies and training plans are in place for 

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

 
6.4 Patient experience 
 
6.4.1 To ensure that the views of patients and the public are properly reflected in the 

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

 
6.4.2 To oversee the development and implementation of a structured and planned 

 approach to the collection and use of patient reported experience in both 
 provider management processes and commissioning decisions. To ensure that 
 this approach includes use of feedback from individual consultations in practice.  

 
6.5  Clinical Effectiveness 
 
6.5.1 To promote and encourage an evidence based culture within the CCG and 

 wider health economy ensuring CCG’s commissioning takes account of 
 national guidance such as NICE guidance, NICE quality standards and other 
 relevant standards e.g. from Royal Colleges and professional bodies. 

 
6.5.2 To ensure that the CCG promotes research and the use of research. 
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6.6  Risk 
 
6.6.1 To ensure that all systems are in place and operating effectively for the 

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

 
6.6.2 To ensure the adequacy of the Board Assurance Framework, using it 

operationally to guide the work of the committee in gaining assurances on the 
principal strategic risks identified within the framework. This will include review 
of the content and scrutiny of the Corporate Risk Register.. 

 
6. 6.3 To advise and assure the Clinical Commissioning Group on the development 

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

 
7. Administration 

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

8. Quorum 
 
 The quorum shall be one third of the membership of the committee, including at 

least one Lay Member and one clinical member (doctor or nurse).  
 In the event that a meeting of the committee is not quorate, the Chair can 

decide that the meeting will progress, but where decisions are required they will 
be deferred to the next meeting when the committee is quorate. 

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

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

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

discharge the responsibilities of the Committee, but shall be at least six times 
per year. 
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11. Attendance at meetings 
 
11.1  The members of the Committee are required to provide information to progress 

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

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

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

members as appropriate to enable it to undertake its role. 
 
12. Reporting Arrangements 
 
 The minutes of the meetings shall be formally recorded and submitted to the 

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

any issues that require disclosure to the Governing Body, or require executive 
action. The committee will report to the Governing Body, at least annually on its 
work through the minutes of the Committee and the Integrated Delivery Report. 

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

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

 
14. Date of Review 

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

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

are agreed by the Governing Body. 
 

Approval Date: November 2020 
 

      Review Date: November 2021  

 



  

 

 

 

NHS Newcastle Gateshead Clinical Commissioning 

Group 

Remuneration Committee 

Terms of Reference 

1. Introduction 
 

The Remuneration Committee (the Committee) is established as a Committee of 
the Governing Body of the Clinical Commissioning Group, in accordance with 
constitution, standing orders and scheme of delegation. 

 
These terms of reference set out the membership, remit, responsibilities and 
reporting arrangements of the Committee and shall have effect as if 
incorporated into the CCG constitution and standing orders. 

 
2. Principal Function 
 

The Remuneration Committee is an advisory Committee which makes 
recommendations to the Governing Body on determinations about the 
remuneration, fees and other allowances for employees and for people who 
provide services to the group and on determinations about allowances under 
any pension scheme that the group may establish as an alternative to the NHS 
pension scheme. 
 
In addition, the group or the Governing Body has conferred or delegated the 
following functions, connected with the Governing Body’s main function, to its 
Remuneration Committee: 

 
i). Approving severance payments of the Accountable Officer, the Chief 

Finance Officer and of other staff, and 
 

ii). to fulfil the role associated with that of an appointments Committee to 
oversee Governing Body appointments, ensure the Governing Body 
has the balance of skills and expertise to discharge its duties and 
responsibilities and ensure succession planning for members of the 
Governing Body. 

 
3. Membership 
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The membership of the Committee will consist of, 
 

i). Three Lay Members of the Clinical Commissioning Group 
 

The Committee will be chaired by a Lay Member. The Chair has the 
responsibility to ensure that the Committee obtains appropriate advice in the 
exercise of its functions. 
 
Where possible the Committee will maintain the same three Lay Members – to 
ensure consistency of approach and continuity. One Lay Member will also 
remain on standby should a substitute be required to maintain quoracy. It is 
recommended that the Lay Member Chair of Audit Committee and the Lay 
Member Deputy Chair of Audit Committee are not members of Remuneration 
Committee.  

 
The Accountable Officer will be the Lead Officer for the Committee and will be 
invited to attend all meetings; they will withdraw for discussions relating to their 
own remuneration. 
 
Other officers, employees, and practice representatives of the CCG may be 
invited to attend all or part of meetings of the Committee to provide advice or 
support particular discussion from time to time. They will not be in attendance 
for discussions about their own remuneration or terms of service. 

 
Those invited to attend will not be entitled to vote. 

 
4. Secretarial support 
 

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

5. Quorum and Decision Making 
 

The quorum will be three members. 
 

Generally it is expected that decisions will be reached by consensus. Should this 
not be possible then a vote of members will be required. In the case of an equal 
vote, the person presiding (i.e. the Chair of the meeting) will have a second, and 
casting vote. 

 
6. Frequency of meetings 
 

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

 
7. Agendas and papers 
 

The agenda for meetings of the Committee will be set by the chair. 
 
The agenda and papers for meetings of the Committee will be distributed 5 
working days in advance of the meeting. Items for the agenda should be notified 
to the chair 10 days in advance of each meeting. The setting of agendas for, and 
minutes of, each meeting should identify where discussion should rightly be 
recorded as being of a confidential or commercially sensitive nature. 

 
8. Remit and responsibilities of the Committee 
 
The Committee will: 
 
8.1  Make recommendations to the Governing Body on the approach to pay 

and remuneration for employees of the CCG and people who provide 
services to the CCG and allowances under any pension scheme it might 
establish as an alternative to the NHS pension scheme 

 
8.2  Specifically, the duties and functions of the Committee are as follows; 
 

i). to provide advice and make recommendation to the CCG’s Governing Body 
on the appropriate remuneration and terms and conditions for the 
Accountable Officer/Chief Officer and other Senior Managers paid through 
the Very Senior Managers Pay Framework including: 

 
a. all aspects of salary including any performance-related elements; 
b. provisions for other benefits 
c. arrangements for termination of employment and other contractual 

terms. 
 

ii). to ensure that there is proper calculation and scrutiny of termination 
payments taking account of such national guidance as appropriate, 
seeking HM Treasury approval as appropriate in accordance with the 
guidance ‘Managing Public Money’ available on the HM Treasury.gov.uk 
website 

 
8.3 The Committee will also fulfil the role associated with that of an 

appointments Committee to oversee Governing Body appointments, 
ensure the Governing Body has the balance of skills and expertise to 
discharge its duties and responsibilities, and ensure succession planning 
for members of the Governing Body 

 
9. Reporting arrangements 
 

The Committee reports to the CCG Governing Body.  The minutes of the 
Remuneration Committee held must be approved by the Chair ahead of any 
recommendations being presented to Governing Body, The Committee will 
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provide a report to the next meeting of the Governing Body and the Governing 
Body will hold the Committee to account for the delivery of its remit and 
responsibilities. 

 
10. Policy and best practice 
 

The Committee will apply best practice in its decision making, and in particular it 
will: 
 
i). comply with current disclosure requirements for remuneration; 

 
ii). seek independent advice about remuneration for individuals where 

appropriate to ensure equity and fairness; 
 

iii). ensure that decisions are based on clear and transparent criteria 
 

iv). comply with the CCG’s policy and procedures for the declaration of interests 
 

The Committee will have full authority to commission any reports or surveys it 
deems necessary to help it fulfil its obligations. 

 
11. Conduct of the Committee 
 

All members of the Committee and participants in its meetings will comply with 
the Standards of Business Conduct for NHS Staff, the NHS Code of Conduct, 
and the CCG’s Policy on Standards of Business Conduct and Declarations of 
Interest which incorporate the Nolan Principles. 

 
12. Date of review 
 

The Committee will review its performance, membership and these Terms of 
Reference at least once per financial year. It will make recommendations for any 
resulting changes to these Terms of Reference to the Governing Body for 
approval. 
 
No changes to these Terms of Reference will be effective unless and until they 
are agreed by the Governing Body. 

 
 
Approval Date: October 2020November 2020 
 

    Review Date: October 2021November 2021 



 
 
 
 
 
 
 
 
 

 
Purpose (click one box only) Decision ☒ Information ☐ 

  

Classification 
(delete as appropriate) Official  

  

Meeting NHS Newcastle Gateshead CCG Governing Body Meeting  
Date 24 November 2020 Agenda Item 12.3 

  

Report Title Buying & Selling Annual Leave Policy 
  

Lead Director & 
Report Author 

Director: Mark Adams 
Title :  Chief Officer 

Author:   Neil Hawkins and Vicky Spoors  
Title:  Head of Corporate Affairs and HR 
Manager (NECS)  

   

Synopsis 

The CCG has a suite of HR policies developed and maintained by North of 
England Commissioning Support (NECS) in partnership with CCG management 
and Trade Union organisations via the HR Policy Working Group and the CCG 
Partnership Forum. 
 
This report outlines one policy (the buying and selling annual leave policy) that 
have been reviewed initially by the HR Policy Working group on 12 February and 
8 July 2020, subsequently approved at the CCG Partnership Forum on 18 
September 2020. The policy was presented at Executive Committee in October 
2020 for consideration and approval. The Executive Committee approved in 
principle but as the policy is designed to apply to all staff – including Very Senior 
Managers (VSMs) and those not employed on Agenda for Change terms and 
conditions, approval was also sought from Remuneration Committee. 
Remuneration Committee considered the policy on the 24th October and 
recommend that the policy be adopted as part of the CCG’s policy suite.  
 
This is a new policy and explains how employees have the option to request to 
buy an additional week’s annual leave or sell one week’s annual leave. The 
Buying and Selling Annual Leave procedure will allow employees to "Buy" or 
“Sell” holiday entitlement and is designed to give employees extra flexibility with 
regards to their working lives. 

  

Implications and 
Risks 

The policy has been approved by the CCG Partnership Forum following scrutiny 
by regional CCGs and trade union representatives. The revised policy reflects 
current HR policy and ensures the CCG’s policy advice to staff and partners 
remains current. 

  

Recommendation 
Governing Body are asked to approve the new policy - HR50 Buying & Selling 
Annual Leave - and agree that the policy to be added to the CCG’s suite of HR 
policies.  
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Benefits to patients 
& the public / link to 
strategic objectives 

Ensure that strong corporate governance and information governance 
processes are in place to provide assurance to the CCG with regard to 
meeting statutory duties. 

  

Resource 
implications 
(finance; HR) 

The policy forms part of a suite of HR policies available to staff. 

  

Legal / equality & 
diversity / 
sustainability 
implications 

No additional implications identified. All policies have been equality impact 
assessed. 

  

Report history N/A 
  

Next steps The approved policy will be uploaded to the CCG website. 
  

Appendices HR50 Buying and Selling Annual Leave Policy 
 

Submission checklist – to be completed by author ahead of inclusion on meeting 
agenda 

Has the paper been cleared by the lead 
Director? Yes ☒              No ☐ 

Does the covering paper clearly state what 
the Committee are asked to do – i.e. clear 
recommendations? 

Yes ☒              No ☐ 

Have the CCG finance team been consulted 
about any resource implications? Yes ☒       No ☐        N/A ☐ 

Person(s) consulted:  

Are there any wider implications that 
require consideration – HR, contracting, 
procurement, etc? If so, have CCG leads 
been consulted? 

Yes ☒       No ☐        N/A ☐ 

Person(s) consulted: NECS HR and CCG Partnership Forum 
(including Trade Unions) 

Does the proposal realise any savings that 
could be captured through QIPP – if so 
have the PMO been consulted? 

Yes ☐       No ☐        N/A ☒ 

Person(s) consulted:  
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process documents may become invalid.  Policy users should ensure they are consulting the 
currently valid version of the documentation.  
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1.0 Introduction  
 

1.1 The CCG is committed to assisting its employees to achieve a healthy balance between 
their work and personal life, in the best interests of both service delivery and the wellbeing 
of individuals. To support this, employees have the option to request to buy an additional 
week’s annual leave or sell one week’s annual leave. The Buying and Selling Annual 
Leave policy will allow employees to "Buy" or “Sell” annual leave entitlement and is 
designed to give employees extra flexibility with regards to their working lives. 

 
2.0 Principles 

 
2.1 The maximum amount of annual leave that can be bought or sold is equivalent to the 

employee’s total contracted working hours for a week. 
 

2.2 The minimum amount of annual leave that can be bought or sold is equivalent to the 
employee’s total contracted working hours for a day. 

 
2.3 Larger proportions than a week cannot be bought or sold. 
 

2.4 Smaller proportions than a day cannot be bought or sold. 
 

2.5 The buying and selling of annual leave will be considered prior to the commencement 
of each leave year and applications must be received by 31 December for the 
following annual leave year commencing on 1 April. In exceptional circumstances 
applications for buying and selling annual leave may be considered outside of this 
deadline. 

 

2.6 Approved applications will exist for the leave year following 31 December when the 
application was made.  Approved applications will not continue into the next leave year; 
therefore, a new application will need to be made when the leave year ends should the 
employee wish to buy or sell a week’s annual leave for the following leave year.  Only 1 
application can be made to purchase or sell annual leave within one annual leave year. 
 

2.7 New employees will only be able to purchase or sell annual leave from the new annual 
leave year. 
 

2.8 The Buying and Selling of Annual Leave policy is open to both full time and part time 
employees alike, part time cost or benefit will be as per existing pro rata entitlement in 
hours. 

 
2.9 The individual employee is responsible for reviewing the impact buying or selling 

leave may have on their personal finances, including tax liabilities, tax credits etc. 
 

2.10 All requests for buying of annual leave will be given full consideration by the line 
manager and Head of Service with finance approval where appropriate. The 
presumption is to allow the employee as much flexibility as possible while operating 
within the needs of the service. The line manager and Head of Service will assess each 
application on its merits and may reject applications where, for example, where any 
required backfill would be impractical, or where there will be a significant impact on 
service delivery etc.  Advice can be sought from HR where rejection is being 
considered. 

 
2.11 Applications must be made on the buying and selling annual leave application form 

(Appendix A). Applications should usually be approved unless there is an impact on 
service delivery.  
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2.12 Where it is not possible to accommodate the request, a written response detailing the 

reasons why the application has not been successful will be provided by the line 
manager within ten working days of receipt of the application request from the 
employee.  Advice can be sought from HR where rejection is being considered. 
 

 
2.13 The employee, line manager and Head of Service must: 
 

 sign the relevant application form before being submitted for action to the CCG HR 
team by 31 December In exceptional circumstances applications for buying and 
selling annual leave may be considered outside of this deadline. 

 The CCG HR Team will consult with Finance and will forward a spreadsheet 
summarising all approved applications to the NECS HR Team by 30 January 

 The NECS HR Team will then forward the spreadsheet to payroll to guarantee 
deductions from salary for those buying leave from April. 

 

3.0 Buying Annual Leave 
 

3.1 Applications must be made on the Buying and Selling Annual Leave application form (Appendix 
A).  Applications should be approved unless there is a service delivery or business reason 
for not doing so.  Advice can be sought from HR where rejection is being considered. 

 
3.2 Employees who request to buy extra annual leave entitlement will have their  annual  

salary reduced by the number of hours bought, and this deduction will be spread evenly 
across each month’s salary, e.g. 37.5 hours salary will be recovered over a 12- month 
period. 

 
3.3 The first deduction will be taken from the salary paid in April; this will then be followed by 

11 equal monthly payments spread over the remainder of the annual leave / financial 
year. As deductions will be taken from the individual’s net pay, Tax, National Insurance 
and Pension contributions will be deducted as if the normal salary has been paid. 
 

3.4 Employees can buy up to a week’s leave with the approval of their Line Manager and 
Head of Service after considering the potential impact on service delivery. The additional 
annual leave will be added to the employee’s normal annual leave entitlement and will be 
authorised in the same way as normal annual leave requests. 

 
3.5 Leave bought must be taken within the leave year; the leave cannot be sold back to the 

organisation at a later date. 
 

3.6 If an employee who has purchased additional annual leave leaves the organisation part 
way through the year, any remaining payment will be deducted from their final salary. 
Employees leaving the CCG will ensure as far as possible that any outstanding annual 
leave is taken prior to their termination date. 

 
4.0 Selling Annual Leave 

 
4.1 Employees can sell up to one week’s annual leave in each leave year; this will be the 

equivalent of being paid for the number hours sold. For example, if 37.5 hours is sold, the 
leave allocation will be reduced by the 37.5 hours ‘sold’. 

 
4.2 Applications to sell additional leave must be made by the 31 December for the following 

leave year commencing on 1 April. 
 

4.3 Members of the NHS Pension scheme who participate in the selling of annual leave will 
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have the cash value of the annual leave treated on a non- pensionable basis; this cash 
value will be paid as a one-off lump sum and will not be included in the calculation of 
pension scheme contributions for the relevant pay period. 
 

4.4 The payment for annual leave sold is income and therefore subject to the appropriate 
income tax and NI deductions.  

 
4.5 Where applicable, any additional annual leave awarded through Long Service awards 

may not be sold. 
 

5.0 Eligibility 
 

5.1 Before an employee can request to participate in the buying and selling of annual leave, 
they must ensure: 

 
5.2 Statutory and mandatory training, appraisal and annual declarations of interest are up to 

date. 
 

5.3 No annual leave has been carried over from the previous year.  
 

5.4 All annual leave for the current year must be allocated and planned to be fully taken 
prior to 31st March in order to buy or sell leave for the next annual leave year. 

 
5.5 They are not subject to a live formal warning as a result of a disciplinary process at 

the point of application. Eligibility for this cohort of staff will be considered by the line 
manager when these formal processes have been concluded. 

 
5.6 For fixed term employees whose contract ends during the leave year they will only be 

eligible to buy annual leave; selling of annual leave will not be allowed to ensure 
compliance with working regulations. For such employees payments for bought 
annual leave will be from April until the end of their contract. If the contract is 
extended this will not affect the payment arrangement i.e. the final payment date will 
remain as their original contract end date. 

 
6.0 Recording 

 
6.1 A record of all employees entering the scheme will be kept by the HR Team with all 

payments and deductions being recorded on the Electronic Staff Record (ESR) system. 
 

6.2 Managers must also keep a record of all  employees who have bought and sold annual 
leave and where a member of their team who has a change in Terms & Conditions or 
leaves the CCG, then Managers MUST state clearly on the change or termination form 
that the employee is subject to the Buying and Selling of Annual Leave in the applicable 
leave year. 

 
7.0 Carry Over of Annual Leave 

 
7.1 Where annual leave has been purchased, employees will ensure that all annual leave is 

taken within the leave year and not carried over. If all annual leave is not taken it will be 
lost. 

 
8.0 Long Term Absence  

 
8.1 Where an employee is on long term absence e.g. Long term sickness or maternity, 

HR advice should be sought prior to approving any application. 
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8.2 Where an employee is absent for a period of time and their salary reduces e.g. half 
pay sickness. Deductions will continue to be taken as long as the employee’s 
income allows it. 

 
8.3 In the event that payments are suspended due to the employees income reducing or 

ceasing, payments will resume when the employee returns to work or deducted from 
their final salary where appropriate.  

 
9.0 Appeals 

 
9.1 The appeals process will be via the Grievance policy. 

 

10.0 EQUALITY STATEMENT 

10.1 In applying this policy, the CCG will have due regard for the need to eliminate unlawful 
discrimination, promote equality of opportunity, and provide for good relations between 
people of diverse groups, in particular on the grounds of the following characteristics 
protected by the Equality Act (2010); age, disability, gender reassignment, marriage or civil 
partnership, pregnancy and maternity, race, religion or belief, sex and sexual orientation. 

11.0 DATA PROTECTION  

11.1 In applying this policy, the Organisation will have due regard for the Data Protection Act 2018 
and the requirement to process personal data fairly and lawfully and in accordance with the 
data protection principles. Data Subject Rights and freedoms will be respected and 
measures will be in place to enable employees to exercise those rights. Appropriate 
technical and organisational measures will be designed and implemented to ensure an 
appropriate level of security is applied to the processing of personal information.  Employees 
will have access to a Data Protection Officer for advice in relation to the processing of their 
personal information and data protection issues. 

12.0 MONITORING & REVIEW  

12.1 The policy and procedure will be reviewed periodically by Human Resources in conjunction 
with operational managers and Trade Union representatives. Where review is necessary due 
to legislative change, this will happen immediately.  
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Appendix 1 
Application to buy/sell Annual Leave for the Period 01 April to 31 March 

 The Line Manager/Head of Service should return this form by 
the 31 December to the CCG HR Team so that arrangements 
can be put in place (e.g. for deductions from salary over the 
coming financial year to be made).In exceptional circumstances 
applications for buying and selling annual leave may be 
considered outside of this deadline. 

 
 

 

 

 

 

 

 

 

 

I have discussed this with my Manager and I wish to buy / sell (delete as applicable) annual 
leave.  

 

Employee Declaration selling annual leave: I agree that I will receive an 
additional payment as a one-off lump sum. I understand that this will have no 
impact on my pensionable service, if I contribute to the NHS Pension Scheme but 
that the payment will be subject to income tax and NI deductions.  Employees who 
contribute to any other pension scheme e.g. private pension should seek advice 
from the pension provider   
 
Employee Declaration buying annual leave: I agree that appropriate deductions 
are made from my salary. I understand that this will have no impact on my 
pensionable service, if I contribute to the NHS Pension Scheme. I agree that, 
should I leave the CCG before 31st March any outstanding amounts owed to the 
CCG in respect of this leave will be deducted from my final salary payment. 
 
I understand it is my responsibility for reviewing the impact buying or selling leave 
may have on their personal finances, including tax liabilities, tax credits etc. 

I understand that as I am buying/ selling (delete as applicable) annual leave I am 
unable to carry annual leave over into the next leave year and any leave 
outstanding from the current year will be lost if not taken. 
 
 

Name  

Assignment number 
(as detailed on your payslip) 

 

CCG  

Job Title  

Application to buy/ Sell   
       Application to buy annual leave. 
       Application to sell annual leave 

Number of hours to be 
bought/sold 

 

For Which Leave Year 
(e.g. 1 April 2021 to 31 
March 2022) 
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Employee Declaration 

Signed  

Print Name  

Dated  

 
 
Authorisation By Manager – I can confirm the employee meets all eligibility criteria and I 
confirm no carry over annual leave will be submitted for the employee 

Signed  

Print Name  

Dated  

 

 

 

 
 

 

 

 

 

 

 

 

 

 

 

 
Authorisation By Head of Service/ Budget Holder (Due to financial implications) 

Signed  

Print Name  

Dated 
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Appendix 2 - Equality Analysis Initial Assessment 
  
              
Title of the change proposal or policy:    
  
 Buying and Selling Annual Leave 
  
Brief description of the proposal:    
  
  
 To ensure that the policy amends are fit for purpose, that the policy is legally compliant, 
complies with NHSLA standards and takes account of best practice.  
  
  
Name(s) and role(s) of staff completing this assessment:  
  
  
 Vicky Spoors, Assistant HR Manager  
  
  
Date of assessment:  July 2020 
   
Please answer the following questions in relation to the proposed change:  
  
Will it affect employees, customers, and/or the public? Please state which.  
  
  
Yes, it will affect all employees  
 
  
Is it a major change affecting how a service or policy is delivered or accessed?  
  
 No 
  
  
Will it have an effect on how other organisations operate in terms of equality?  
  
 No 
  
  
If you conclude that there will not be a detrimental impact on any equality group, 
caused by the proposed change, please state how you have reached that conclusion:  
Believe that the policy will have an effect on all staff including those with protected 
characteristics under the Equality Act.  
 
   
Please return a copy of the completed form to the Equality & Diversity Manager  
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Enclosure 13.1(a)1 

Executive Committee 
Tuesday 22nd September 2020 – 11:00 – 12:00 

Via MS Teams 
MINUTES 

 
Chair Dr Mark Dornan 
Present Dr David Jones, Neil Hawkins, Julia Young, Chris Piercy,  Dr Steve Summers, 

Joe Corrigan, Lynn Wilson, Dr Dominic Slowie 
 

Apologies                              Jackie Cairns, Mark Adams, Bill Cunliffe 
In attendance  
PA Support                Carol Kaikavoosi 

  Action 
1 Welcome 

Dr Mark Dornan (Chair) welcomed everyone to the meeting 
 

 1.1 Quoracy 
The meeting was declared quorate. 
  

 

 1.2 Conflicts of Interest 
No conflicts of interest noted 

 

 1.3 Minutes  
No previous minutes from August 2020 

 
 

 1.4 Matters arising from the previous minutes / review of action log 
Action log updated, no matters arising 
 

 

 The Executive Committee was conducted via tele conference due to the current COVID period. 
Recognising that some of the responses could not to be left inactive in these current 
circumstances.  

 

2 Commissioning and Contracting 
Newcastle and Gateshead 
2.1 North of Tyne ICP Consultant to Consultant Referral Policy – D Slowie 
The Consultant to Consultant (C2C) policy exists in order to avoid unnecessary or inappropriate 
secondary care referrals, and in order to facilitate appropriate referrals without delays to the 
patient journey.  Last year work was undertaken with Newcastle Gateshead, North Tyneside and 
Northumberland CCGs and Newcastle, Gateshead and Northumbria Foundation Trusts, to align 
the two policies which were significantly different in North Tyneside and Northumberland to the 
one in Newcastle and Gateshead, this was causing problems in both the implementation of the 
policy but also for secondary care colleagues. 
ACTION: The Executive Committee agreed that it is a very useful policy and it has been 
great that key stakeholders have come together to align and simplify the policy. The North 
of Tyne ICP Consultant to Consultant Referral Policy was approved by the Executive 
Committee. 
 
Gateshead 
No agenda items 
 
Newcastle 
No agenda items 

 
 

 
 
 
 
 
 
 

 

3 For information only 
3.1 Transforming Care Update – C Piercy 
 
Planned total number of inpatients at year end 2020/21 

Commissioner September 2020 December 2020  March 21 
CCG Beds 11 9 7 

NHSE Beds 12 12 12 
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Current Position and Year end Forecasts 

 CCG 
Commissioned 

Inpatients 

NHSE 
Commissioned 

Inpatients 

Total  

Last Report  
 

13 11 24  

Current 
 

10 12 
 

22  

Figures include 
0-18s +18-25s 

18-25s 
5 

0-18s 
2 

 
7 

 

Forecast March 
2021 

 
7 

 
12 

 
19 

 

 
ACTION: The Executive Committee noted the contents of the report 
 
3.2 Patient, Public and Carer Involvement and Engagement Update – C Piercy 
The report provides a summary of involvement and engagement programmes and projects 
across Newcastle and Gateshead. 
 

Agenda item 3.2 - 
PPI September 2020 FINAL 1.docx 
ACTION: The Executive Committee noted the contents of the report and acknowledged all 
the hard work the PPI Team have undertaken.  
 

4 Governance 
4.1 Risk Register – N Hawkins 
One new High risk added in relation to commissioning services to take account of health 
inequalities. 
 
Implementation of the Primary Care Networks - Covid initially impacted on this but this has now 
reduced to an amber risk. 
 
Accessibility of PPE - the risk is not as high at the moment and has been reduced. 
 
Preparing for the Liberty Protection Safeguards – Timescales for this has been put back to 2022 
this gives more time to get ready for this risk. 
ACTION: The Executive Committee noted the content of the report and the risks and 
agreed that they accurately reflect the NGCCG’s risk profile. 
 
4.2 Intellectual Property Management and Revenue Sharing Policy (3) – N Hawkins 
Corporate Policy which has reached its review date, this has been reviewed by the  Academic 
Health Science Network. No major changes have been made, the policy sets out the process 
approach that should be followed if any NGCCG activity generates any Intellectual Property 
revenue sharing.  
ACTION: The Executive Committee approved the recently reviewed Intellectual Property 
Management and Revenue Sharing Policy. 
 
4.3 NGCCG Corporate Principles – N Hawkins 
NGCCG corporate principles support the vision of the NGCCG and guide the work of teams and 
staff members. The corporate principles reflect the commissioning intentions, statutory functions 
and duties of the CCG and the NHS constitution. 
ACTION: The Executive Committee approved the Corporate Principles. 
 
4.4 Electronic Signature Policy – N Hawkins 
NGCCG is exploring the use of electronic signatures for the signing of contracts, utilising a 
programme called Docusign in order to ensure staff are clear in their responsibilities when using 
electronic signatures. 
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Initially Provider Management Teams within NECS will be seeking to implement DocuSign for 
the signing of Healthcare NHS Standard Contracts and both Local and National Contract 
Variations. There are more possibilities for this system such as the approval of financial 
mandates, PO uplifts etc. but these will be explored further pending the initial success of this 
application 
ACTION: The Executive Committee approved the Electronic Signature Policy. 
 

5 Any other business 
None noted 
 

 

 Next Meeting 
Tuesday 6th October 2020  Via MS Teams 
10:15 – 11:15 
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Enclosure 13.1(a)2 

Executive Committee 
Tuesday 13th October 2020 – 10:15 – 11:15 

Via MS Teams 
MINUTES 

 
Chair Dr Mark Dornan 
Present Dr David Jones, Neil Hawkins, Julia Young, Joe Corrigan, Lynn Wilson,  

Dr Dominic Slowie, Jackie Cairns, Mark Adams, Bill Cunliffe 
 

Apologies                              Chris Piercy,   
In attendance  
PA Support                Carol Kaikavoosi 

  Action 
1 Welcome 

Dr Mark Dornan (Chair) welcomed everyone to the meeting 
 

 1.1 Quoracy 
The meeting was declared quorate. 
  

 

 1.2 Conflicts of Interest 
No conflicts of interest noted 

 

 1.3 Minutes  
Minutes from the previous meeting 22nd September were agreed 

 
 

 1.4 Matters arising from the previous minutes / review of action log 
Action log updated, no matters arising 
 

 

 The Executive Committee was conducted via tele conference due to the current COVID period. 
Recognising that some of the responses could not to be left inactive in these current 

circumstances. 

 

2 Commissioning and Contracting 
Newcastle and Gateshead 
No agenda items 
 
Gateshead 
No agenda items 
 
Newcastle 
No agenda items 

 
 

 
 
 
 
 
 
 

 
3 For information only 

3.1 Transforming Care Update – J Young 
 
Planned total number of inpatients at year end 2020/21 

This chart shows the planned trajectory figures of individuals based on their planned 
Indicative Discharge Dates (IDD) at year end 2020/21. This will continue to be 
monitored and reviewed based on individual need. Any change in trajectory IDD for any 
individual will have a rationale and justification and reported directly to the CCG and 
NHS England.  
 
 
 

Commissioner September 2020 December 2020  March 21 
CCG Beds 11 9 7 

NHSE Beds 12 12 12 
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Current Position and Year end Forecasts 
 

 CCG 
Commissioned 

Inpatients 

NHSE 
Commissioned 

Inpatients 

Total     

Last Report  10 12 22     
Current 

 
10 12 

 
22     

 Figures include 
0-18s +18-25s 

18-25s 
4 

0-18s 
1 

 
5 

    

Forecast March 
2021 

 
7 

 
12 

 
19 

    

This chart shows the current number of individuals that are in inpatient services. This 
includes individuals within both CCG and NHSE. There is one child in a specialised 
commissioning bed (Tier 4) who is due to be discharged in November 2020. There has 
been one child discharged in September 2020.  
ACTION: The Executive Committee noted the contents of the report 
 
 

4 Governance 
4.1 HR Policies – N Hawkins 
All ten policies that have been reviewed initially by the HR Policy Working group on 12 
February and 8 July 2020, subsequently approved at the CCG Partnership Forum on 18 
September 2020 and now require ratification. An equality impact assessment has been 
completed for all policies 
 
• HR02 Absence Management Policy 
• HR35 Raising Concerns Policy 
• HR03 Adoption Leave Policy 
• HR12 Bullying and Harassment Policy 
• HR24 Professional Registration Policy 
• HR40 Managing Allegations against staff policy 
• HR41 Domestic Abuse in the workplace policy 
 
• HR50 Buying & Selling Annual Leave policy  
This is a new policy and explains how employees have the option to request to buy an 
additional week’s annual leave or sell one week’s annual leave. The Buying and Selling 
Annual Leave procedure will allow employees to "Buy" or “Sell” holiday entitlement and 
is designed to give employees extra flexibility with regards to their working lives, all 
CCGs looking to adopt. 
 
• HR04 Annual Leave Policy 
• HR05 Career Break Policy 
 

ACTION: The Executive Committee noted the changes to the  HR policies, all 10 
HR policies presented were ratified by the Executive Committee. 

 

5 Any other business 
None noted 
 

 

 Next Meeting 
Tuesday 27th October 2020  Via MS Teams 
10:05 – 11:05 
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Enclosure 13.1(a)3 

Executive Committee 
Tuesday 3rd November  2020 – 10:05 – 11;05 

Via MS Teams 
MINUTES 

 
Chair Dr Mark Dornan 
Present Dr David Jones, Neil Hawkins, Joe Corrigan, Lynn Wilson,  

Dr Dominic Slowie, Jackie Cairns, Mark Adams, Bill Cunliffe, Chris Piercy 
 

Apologies                              Julia Young 
In attendance  
PA Support                Carol Kaikavoosi 

  Action 
1 Welcome 

Dr Mark Dornan (Chair) welcomed everyone to the meeting 
 

 1.1 Quoracy 
The meeting was declared quorate. 
  

 

 1.2 Conflicts of Interest 
No conflicts of interest noted 

 

 1.3 Minutes  
Minutes from the previous meeting 13th October 2020 were agreed 

 
 

 1.4 Matters arising from the previous minutes / review of action log 
Action log updated, no matters arising 
 

 

 The Executive Committee was conducted via tele conference due to the current COVID period. 
Recognising that some of the responses could not to be left inactive in these current 

circumstances. 

 

2 Commissioning and Contracting 
Newcastle and Gateshead 
2.1 Patient Safety Specialists in NGCCG – C Piercy 
The patient safety specialist will work as part of a wider team to ensure that patient 
safety is appropriately prioritised and considered in the work of the organisation. 
 
Each NHS trust, foundation trust and clinical commissioning group (CCG) will identify 
one or more individuals as their patient safety specialist(s) and notify the national 
patient safety team who these individuals are by the end of November 2020. This will 
enable us to directly engage with them. Once identified, we will undertake further work 
with the patient safety specialists to agree specific responsibilities and develop the role 
further. 
ACTION: The Executive Committee endorsed the  redefining the role of Head of 
Quality and Patient Safety currently held by Neil MacKnight to fulfil this new 
function. C Piercy to notify NHSE of the decision 
 
Gateshead 
No agenda items 
 
Newcastle 
No agenda items 
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3 For information only 
3.1 Transforming Care Update – C Piercy 
 
Planned total number of inpatients at year end 2020/21 

This chart shows the planned trajectory figures of individuals based on their planned 
Indicative Discharge Dates (IDD) at year end 2020/21. This will continue to be 
monitored and reviewed based on individual need. Any change in trajectory IDD for any 
individual will have a rationale and justification and reported directly to the CCG and 
NHS England.  
 
 
 
 
Current Position and Year end Forecasts 
 
        
 CCG 

Commissioned 
Inpatients 

NHSE 
Commissioned 

Inpatients 

Total     

Last Report  10 12 22      
Current 

 
10 11 

 
21     

 Figures include 
0-18s +18-25s 

18-25s 
3 

0-18s 
0 

 
3 

    

Forecast March 
2021 

 
7 

 
12 

 
19 

    

This chart shows the current number of individuals that are in inpatient services. This 
includes individuals within both CCG and NHSE. There has been one NHSE 
Specialised commissioned child transitioned and discharged back to the family home.  
ACTION: The Executive Committee noted the contents of the report 
 
 

Commissioner September 2020 December 2020  March 21 
CCG Beds 11 9 7 

NHSE Beds 12 12 12 

 
 

4 Governance 
No agenda items  
 

 

5 Any other business 
None noted 
 

 

 Next Meeting 
Tuesday 10th November 2020  Via MS Teams 
10:05 – 11:05 
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Newcastle Gateshead CCG 
Enclosure 13.1(b) 

Quality, Safety and Risk Committee 
Thursday 3 September 2020, 2 – 4pm 

Meeting via Microsoft Teams 
 

 
In attendance;   

 

Margaret Stewart (Chair)                            (MS) Lay Member 
Paul Gertig                                                  (PG) Lay Member 
Chris Piercy                                                 (CP) Executive Director of Nursing 
Dominic Slowie                                           (DS) Medical Director 
Neil Hawkins                                               (NH) Head of Corporate Affairs 

Ann Garside PA Support 
Neil Macknight Head of Quality (NGCCG) 
Kirstie Atkinson Clinical Quality Manager (NECS) 
Julia Young Director of Complex Care & 

Commissioning 
Steven Llewellyn Senior Medicines Optimisation Pharmacist 
Catherine Turner acting Deputy Designated Nurse 

Safeguarding Adults 
Trina Holcroft Designated Nurse Safeguarding Children 
Ellen Robinson Designated Nurse LAC 

Item  Action 
 

1. Welcome and Introductions 
Margaret Stewart welcomed everyone to the meeting 
 

 

2. Apologies for absence 
Bill Cunliffe 
 

 

3. Quoracy 
The meeting was declared to be quorate 
 

 

4. Declarations of Conflict of Interest  
None 
 

 

5. Notes of previous meeting held 02.07.2020 
 
The notes were agreed as a true and accurate record. 
There were no matters arising. 

 
 
 
 
 

6. Integrated Quality, Safety & Risk Reports 
6.1   NG CCG Clinical Quality Exception Report 
Kirstie Atkinson (KA) and Neil Macknight (NMAC) updated QSR Committee 
around the Clinical Quality Exception Report, including the CCG Exceptions 
Dashboard.                                                                                                                                                                                          
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The purpose of the report is to provide QSR Committee with an update on the 
quality measures and assurance that actions are being taken with providers 
where necessary.  All issues/exceptions raised will be discussed in Quality 
Review Groups to gain assurance/details of mitigating actions in place. 
The following observations were made; 
 
The Chair asked for an update on ophthalmology patients who had been 
reported lost to follow up appointments and it was advised that the Trust is 
undertaking improvement work which will be discussed at a future QRG.  It 
was suggested that patients should be empowered to chase up their forgotten 
appointments and members agreed it would be a good idea to have this 
embedded in practice. 
 
Page 7 – CNTWFT and NEASFT - absence rates for staff continue to decrease 
which is good to note. 
 
Page 7 – GHFT Patient Safety Alert 
Members noted one patient safety alert remained open past the deadline date 
and it was advised that delays sometimes occur in getting these signed off.  
 
Page 10 – NUTHFT - Regulation 28 Coroners report.    
It was confirmed this related to a patient who had more than one problem with 
care provided.  It was noted that the SI panel would get sight of this and it was 
scheduled for discussion at the next QRG.  CP confirmed that the Quality 
Surveillance Group had looked at the case today. 
 
Action: QSR Committee received and noted the update 
 
 

7. Safeguarding Annual Reports 
 
Three members of the Safeguarding Team joined the Teams call to update 
QSR Committee on the Safeguarding Annual Reports 
 
 
7.1   Safeguarding Adults 
Catherine Turner (CT) - (acting Deputy Designated Nurse Safeguarding 
Adults) 
  
CT advised the report provides detail of activity across Newcastle Gateshead 
CCG and includes key priority areas and challenges for 2020/21. 
 
CT advised during the reporting period the country went into lockdown due to 
Covid and there was concern around the impact of this on Safeguarding Adults 
and individuals in the community.  Also patients with a learning disability may 
have experienced an increase in anxiety and depressive disorders. 
CT advised that there had been a rise in adult safeguarding referrals, some 
incidents of domestic abuse and an escalation of mental health issues. 
 
With regard to staffing CT noted she had been acting up as Designated Nurse 
Safeguarding Adults on a temporary basis pending the appointment of Richard 
Scott who joined the Safeguarding team on the 1st September. 
 
CT noted Priorities for 2020/21 have been completed, including - 
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 Continuing to support the Adult Multi-Agency Safeguarding Hub 
(MASH) at arms length with further scoping to be done in the future 

 Health representation on the Gateshead Multi Agency Adult Referral 
Team (MAART) 

 
The quarterly dashboards for 2019/20 were received into the CCG and 
subsequent 1:1 supervision sessions have taken place with the Safeguarding 
Adults Leads within CNTW, GH and NuTH NHS FTs. 
 
The implementation date for Liberty Protection Safeguards (LPS) has been 
extended significantly by the Government until 2022.  Training with staff 
continues and a working group will be set up to support.  The LPS will replace 
the Deprivation of Liberty Safeguards (DoLS) as the system to lawfully deprive 
someone of their liberty. 
 
CP advised that Richard Scott is leading on a piece of work and the FT’s and 
Local Authorities will be included in this. 
 
CT noted that Priorities for the coming year are not set in stone but there is a 
need to ensure LPS will be fully implemented by 2022.   
 
The CCG continues to meet its responsibilities in relation to the Domestic 
Abuse Agenda and work will continue as soon as this can be re-started. 
 
 
7.2   Safeguarding Children 
Trina Holcroft (TH) (Designated Nurse Safeguarding Children) 
 
TH noted some of the key areas for Safeguarding children; 
 

 Child Safeguarding Practice reviews 
 Child Death Review process and criteria 

 
TH advised the geographical footprint for undertaking child death reviews 
should cover at least 60 child deaths per year.  In April 2020 the North and 
South of Tyne Child Death Overview Panels (CDOP’s) were combined.  
The CCG is compliant with all new guidance data and delivering safeguarding 
practices. 
 
It was noted some changes in the Safeguarding Children workforce created an 
opportunity for a new Safeguarding Advisor post. 
The Safeguarding Children Officers continue to support a number of areas in 
Safeguarding, as well as child exploitation. 
 
In Newcastle neglect remains the highest category of abuse, resulting in 
children being subject to child protection plans.  Gateshead data indicates 
emotional abuse as the highest category, closely followed by neglect. 
 
TH noted in December 2019 AuditOne undertook a review of NGCCG 
compliance in relation to the new Safeguarding Children Partnership 
arrangements and the revised child death review process.  At the time of the 
audit the CCG was issued with an assurance level of “Good”.  One action was 
highlighted; to develop a more robust process for disseminating information 
across partner agencies. 
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With regard to mandatory safeguarding children training, as at the end of 
March 2020 training completed was noted as 77% (Level 1) and 72% (Level 2).  
 
Priorities for 2020/21 include 
 

 Work with primary care and provider organisations to develop clear 
pathways for the roll out of FGM-IS in primary care. 

 Implementation of ICON (a programme to support parents with crying 
babies) to be rolled out in primary care. 

 
QSR noted it was very depressing to read that child physical and mental abuse 
was high on the Safeguarding agenda. 
 
 
7.3   Safeguarding LAC 
Ellen Robinson (ER) - (Designated Nurse LAC) 
 
ER noted that the numbers of Looked after Children were the highest they had 
ever been with Gateshead at 450 and Newcastle 700.  Numbers are expected 
to increase further now that children are back at school. 
 
During Covid lockdown ER advised there had been no face to face meetings 
for Looked after Children with a virtual platform being used for health 
assessments.  ER noted whilst there had been challenges, children had been 
seen within the specified time frames. 
 
Priorities for 2020/21 noted; 
 

 Covid-19 management and recovery 
 Health needs assessment & data collection 
 Emotional and mental health 
 Special Education Needs and Disability (SEND) 

 
With regard to care leavers, options will be explored to recommence the NHS 
England funded project, including use of a virtual platform to engage with 
LAC/CiC.  It is hoped to have the project complete by March 2021. 
 
The Single point of Access (SPA) was opened to referrals for children and 
young people in January 2019 and it has been reported that the impact has 
been positive with better outcomes for those entering into therapy. 
 
It was noted that the data provided in the report gives a level of information 
only as there is a lag in data received from the Local Authority. 
 
ER advised that access to dentistry for LAC was poor in Newcastle but a 
dental pathway is being developed.  This was paused due to Covid-19. 
 
It was noted that support would be given to primary care colleagues to improve 
coding for learning disability patients within their records. 
 
Action: QSR Committee received and noted the Safeguarding updates 
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7.4   Gateshead SEND Health Audit 
 
Chris Piercy (CP) updated QSR Committee and noted that the CCG has a 
team in place working across Newcastle and Gateshead. 
 
In February 2017 the CQC/OFSTED undertook a joint inspection of Newcastle 
Gateshead CCG and Gateshead Local Authority in relation to Special 
Education Needs and Disabilities (SEND).  Gateshead was the only local area 
not to receive a Written Statement of Action.  There are plans for a visit to take 
place from Autumn 2020 to look at how the system has coped with Covid. 
 
In accordance with the SEND quality assurance framework, 10 EHC plans 
were audited for the health component.  Noted that the SEND audits were 
disappointing. 
 
CP noted that the team brought in from South Tyneside are now starting to be 
effective and there are improved processes in place in Gateshead. 
 
The Chair noted that whilst some of the results are disappointing, the actions 
are very clear.  This is robust evidence to share with the visiting teams. 
 
Action: QSR Committee received and noted the Gateshead SEND Health 
Audit 
 
 

8. 
 
 
 
 

Medicines Optimisation Annual Report 19/20 
 
Steven Llewellyn (SL) joined the call to provide an update on the Medicines 
Optimisation Annual Report. 
SL noted that the report is based around the Medicines & Pathways Committee 
which oversees all of the Medicines Optimisation work in the CCG. 
 
The committee meets bi-monthly.  Some changes have been made to the 
committee membership but it still has representation from contracting and 
finance.  The committee is now chaired by the prescribing leads Chris Jewitt 
and Amy Gall. 
There were no major issues to report on Medicines & Pathways Committee. 
 
SL reported that Section 6 shows an overview of the main priorities covered 
over the last 12 months. 
The Area Prescribing Committee meets with all CCG colleagues in North 
Tyneside, Northumberland and Cumbria. 
 
SL noted NHS England provided some guidance around a “Grey” list of 
medicines that are not prescribed now, ie drugs for conditions which are 
treatable over the counter eg. hayfever, dry skin, insect bites etc. 
 
SL noted a summary of controlled drugs is detailed and the report notes 
actions taken throughout the year.  SL advised nothing of concern to note. 
A small cohort of patients are being prescribed co-proxamol but this is under 
review as the drug has lost its licence. 
 
SL advised some work had been carried out around a proposal to provide 
pharmacist-led COPD reviews to be funded under a Medical Education Goods 
and Services agreement (MEGS). 
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SL noted the clinical priorities for 2020/21 have been identified as; 
 

 Reducing inappropriate antibiotic prescribing. 
 Reducing variation and inappropriate prescribing of opioid and 

gabapentinoid drugs. 
 Increasing prescriber and patient awareness of the carbon footprint of 

inhalers and offering support to switch to a low carbon inhaler which is 
more environmentally friendly.   

 
A query was raised around the amount of antibiotic prescribing in primary care 
due to Covid and SL advised that the prescribing report received for April – 
June showed a decrease in antibiotic prescribing for Newcastle Gateshead 
CCG during that period. 
 
SL noted that the Medicines Optimisation Programme Board had not met since 
the Covid-19 pandemic but would be revived when necessary. 
 
A query was raised as to whether practices were experiencing a shortage of 
supplies of medicines and SL advised that the Department of Health issues a 
monthly report noting items which are in short supply.  Guidance given to 
primary care. 
 
A query was raised about cost growth and opportunities to achieve savings. SL 
explained that QIPP and the Optimise software were successful in helping to 
control cost growth. 
 
QSR Committee acknowledged the very well structured report and agreed the 
requests from CCG for actions and outcomes were very helpful.  
 
Action: QSR Committee received the annual report and noted the update 
 
 

9. 
 
 
 

Corporate Governance documents for approval/noting 
 
9.1  Risk Register report 
Neil Hawkins (NH) updated QSR Committee on the Risk Register report.  The 
purpose of the paper is to provide a risk management update for review and 
discussion including; 
 

 A risk register containing risks specific to quality and safety 
 An update of high and moderate risks (across all CCG risks) including 

any significant changes 
 Details of any recommendations to close risks. 
 Details of any new risks that have been added to the risk register. 

 
NH reported there was very little change to the Risk Register in this reporting 
period.  Four Extreme risks have been reduced to High; 
 

 Risk 2238 – Implementation of PCN’s 
Covid-19 impacts have settled and PCN work is continuing 

 
 Risk 2237 – Sustainability of primary care 

Covid-19 impacts have settled 
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 2316 – Lack of accessible PPE 
PPE is now more readily available 
 

 Risk 2262 – Preparing for the Liberty Protection Safeguards 
LPS implementation date moved back to 2022 

 
One new High risk has been added relating to health inequalities.   
No risks have been closed. 
 
DS noted that the risk relating to sustainability of primary care may need to be 
re-visited as the work pressures in Primary Care were significantly increasing.  
There was also an expectation that Winter pressures and a possible second 
wave of symptomatic Covid-19 patients could cause additional strain on 
practices.  In order to understand the specifics of this for practices and to plan 
appropriately, the LMC has agreed to co-ordinate a survey around demand 
and look at the detail of the problems that are occurring. 
  
With regard to S117 cases, these are required to have an ongoing package of 
care in place.  The age range is now 16 upwards. 
 
Action:  QSR Committee received the Risk Register report with concerns  
noted over some of the issues mentioned   
 
 
9.2   GAR exception report Q1  
 
Neil Hawkins (NH) updated QSR Committee on the Q1 GAR exception report. 
 
The CCG Governance Assurance Report brings together intelligence relating 
to Governance and is presented to the CCG to provide assurance on the 
processes in place to ensure safety and the organisation’s effective 
management of Governance.  The pooling of information enables the 
organisation to examine trends and provides a meaningful analysis of the 
CCG’s Governance performance. 
 
NH reported that some health & safety work had been carried out both at 
Riverside House and Ridley House to keep the offices Covid protected and to 
understand what the office capacity might be, along with business need.  At the 
present time more staff are required to return to Ridley House and capacity will 
need to be monitored as numbers increase. 
 
A query was raised around non-clinical incidents shown on slide 9 and it was 
noted that these tend to be CHC related and are reported through the SIRMS 
system. 
 
NH noted that staff training for Data Security Awareness was low but the 
deadline for 100% compliance is March 2021.  
 
Action: QSR noted and approved the Q1 GAR exception report 
 
 
9.3  Suite of IG policies and IG Strategy for approval 
Neil Hawkins (NH) updated QSR Committee on the Suite of IG policies and IG 
Strategy numbered as follows; 
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CO21    Internet & Email Use Policy 
CO25    Social Media and Instant Messaging Policy 
IG01     Confidentiality & Data Protection Policy 
IG02     Data Quality Policy 
IG03     Information Governance and Information Risk Policy 
IG04     Information Access Policy 
IG05     Information Security Policy 
IG06     Records Management Policy and Strategy 
IG Strategy 2020/2023 
 
NH reported that there were minimal changes to the policies in terms of 
updates to wording and new Equality Impact Assessments had been 
completed.  The policies were brought to QSR Committee for comment but 
would be extended for a further two years.  
 
Action: QSR noted and approved the CCGs suite of IG policies and IG 
Strategy 
 

10. Update on Phase 2 & 3 of NHS future 
 
Dominic Slowie (DS) provided an update to QSR Committee and advised that 
a letter received from NHS England detailed NHS expectations from the 1 
August.  There were three main headlines; 
 

1. Activity levels.  An expectation that planned activity levels would be 
70% in August, 80% in September and 90% by October.  This does not 
appear to take into consideration limitations around social distancing, 
staffing, PPE etc. 

 
2. Preparedness for Winter and planning for flu immunisations 

 
3. New ways of working to support staff in their own health needs and 

returning to the workplace, as well as reducing health inequalities. 
 
There is a requirement for every NHS organisation to have a named executive 
Board member in place in September 2020 who would be responsible for 
tackling inequalities. 
 
NGCCG has weekly meetings to discuss the next phase of Covid response 
and a number of work streams also meet weekly to hear intelligence etc.  As 
activity increases in primary and secondary care there is a need to make sure 
that one organisation’s gain is not another’s loss.  
 
A query was raised as to the seriousness of the risk around Cancer patients for 
example.  DS advised that cancer services have been running but patients 
have not been attending hospital for treatment largely due to a fear of catching 
Covid.  Cancer surgery has continued during Covid. 
 
Attempts are being made to encourage people to attend routine screening and 
testing continues for; 

 Fit testing for bowel symptoms 
 CT scans 
 Breast screening 
 Cervical screening re-established 
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DS also noted a decrease in patients presenting with lung and head & neck 
problems.   
 
There are also concerns about the Track & Trace system working effectively 
and patients with Covid symptoms finding it difficult to get a test. 
 
Action: QSR Committee received and noted the update 
 
 

11. COVID-19 update – Talk before you Walk 
 
Julia Young (JY) joined the video call to give an update to QSR Committee and 
she presented slides outlining information as follows; 
 

• Patients are being encouraged to phone ahead or go online prior to 
going to a physical location to access healthcare 

• Embracing remote assessment and the technology which supports it 
• Preventing nosocomial (hospital acquired) infection by ensuring 

patients do not need to congregate together in ED waiting rooms 
• Ensuring patients get a clear direction of what they need to do and 

where they need to go in order to resolve their issue 
• Protecting those most at risk (eg shielded patients) by giving them an 

enhanced service 
 

• The communication campaign has three key messages; 
 Focus on personal responsibility – ‘Do your bit’ ‘Protect the NHS’ 
 Inform – ‘Don’t just turn up….you may be redirected to alternative 

services’ 
 Call to action – ‘Think pharmacy, GP and 111 first’ 

 
With regard to Covid-19 and moving into Phase 3 the “Talk before you walk” 
project requires patients to phone ahead or contact 111 on line.  This will 
ensure numbers of patients in ED can be managed and to maintain social 
distancing.   
 
JY also noted changes to take place at the entrance of ED in that patients 
would be met by a senior clinician on arrival and if they do not meet the criteria 
for ED they will be re-directed either to their own GP or the GP on site for the 
most appropriate treatment.  Patients will be given a clear message as to how 
their problem will be resolved. 
 
The project is to be stress tested to make sure plans are the best they can be.  
They will be aligned with plans for Winter but still under the Covid umbrella.   
Social distancing also needs to be maintained on ambulances and patient 
transport. 
 
JY presented various data slides showing Emergency Department 
attendances, interventions and delivery of the four hour target, as well as data 
relating to 111 calls. 
 
As from 1 September 2020 the CHC assessment process will be re-
commenced. JY noted she was taking a PMO approach for this and linking in 
with Lesley Young-Murphy as overall lead.  It is hoped that patient pathways 
can be improved, as well as the quality of service being delivered.  HM 
Treasury will fund six weeks care post discharge. CHC Assessments will be 
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delivered virtually as it is not possible to go into patient homes as previously.  
There is a significant backlog of some 600 cases; the deadline to clear the 
backlog is March 2021 but it is hoped to get all completed by the end of 
December 2020. Extra staff will be funded for this but it is hoped to utilise 
existing staff, as well as Local Authority resources.  Fortnightly sit reps are 
required. 
 
JY suggested that this item be brought back to the next QSR Committee when 
she will update with a project plan and mitigations.  The Chair asked for thanks 
to be given to all staff involved for the work being undertaken. 
 
Action: QSR Committee received and noted the update 
 
 

12. Primary Care reporting on SIRMS for information 
 
13.1   SIRMS Thematic reports 
Kirstie Atkinson presented the Quarter 1 SIRMS Thematic reports to QSR 
Committee for information. 
 
KA noted slide 18 details the number of responses received. 
There had been some decrease in reporting during the Covid-19 pandemic but 
more incidents had been reported around difficulties accessing services etc. 
 
KA advised there is now a Centralised Incident team for which she is the 
Incident Lead.  In Gateshead 22 out of 26 practices are part of this and they 
will now receive an individual report every quarter.  This has now been 
extended to Newcastle and 11 practices have responded. 
 
KA advised consideration is always given around communication with practices 
in an attempt to improve things for patients. 
 
Action : QSR Committee received the report and noted the content 
 
 

 

13. Notes from other Committees for information 
 
Action: QSR Committee received the notes from other committees for 
information and noted the content. 
 
 

 

14. Any other Business 
 
There were no additional items raised. 
 
 

 

 Date and Time of Next Meeting 
 
Thursday 5 November 2020.   
 
Meeting to be held via MS Teams in view of ongoing social distancing 
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Enclosure 13.1(c) 
Minutes of an Audit Committee meeting  

(Incorporating the Finance and Performance Committee)  
Held on Wednesday 8 July 2020  

                               Via Microsoft Teams, 2pm – 5pm 

Present: 
Michael Burke 
Jeff Hurst 
Bill Cunliffe 
 
 

Lay Member (Chair) 
Lay Member   
Secondary Care Clinician 

MB 
JH 
BC 
 

In Attendance:   
Joe Corrigan 
Neil Hawkins 
Jill McGrath 
Cameron Waddell 
Diane Harold 
Alyson Williams 
 
Item 11i Only 
Phil Argent 
 
Minutes: 

Chief Finance & Operating Officer, CCG 
Head of Corporate Affairs, CCG 
Head Of Finance, CCG 
Mazars, LLP, External Audit 
Mazars, LLP, External Audit 
Audit One, Internal Audit 
 
 
Assistant Head of Finance 
 
 

JC 
NH 
JMc 
CW 
DH 

 AW 
 
 
PA 

Val Wood PA Support VW 
 
 

07/20 01 Pre-meeting for Members and Auditors 
 

Members and Auditors held a private discussion prior to the formal meeting. 
 

07/20 02 Welcome and Apologies  
 

The Chair welcomed everyone to the meeting.  Apologies from Oliver Wood and 
Carl Best were noted. 

 
07/20 03 Confirmation of Quoracy 

 
The meeting was declared quorate.  

 
07/20 04 Declarations of Interest 
 

There were no declarations of interest. 
 

07/20 05 Minutes of the meeting held on 8 May 2020 and matters arising 
 

The minutes of the 8 May 2020 meeting were accepted by the committee as a true 
and accurate record.   
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AW requested it was noted that in relation to the Audit One survey on page 5, it 
had been confirmed by Audit One Head of Quality there will now be a survey which 
will be sent to Audit Committee members. 

 
07/20 06 Action Log 

 
There were no outstanding actions to discuss. 

 
07/20 07 Chairman’s Business 

 
There was no Chairman’s business to discuss 
 

  07/20 08 CCG Matters 
 

i. Risk Assurance Framework/Risk Register Update 
 
NH gave an overview of the Risk Assurance Framework/Risk Register.    
 
Three new risks had been added to the risk register including two new Safeguarding risks. 
Previous risks in relation to Covid had been retained.   
 
Planning guidance from NHSE had been promised in July but had not yet been received.  A 
response would be required when this arrived.   
 
New Risks  
 

 Risk 2342 – CCG Strategic and operational plans need reviewing post COVID and in 
light of new planning guidance which is expected to include coping with future surges 
(Current Risk Rating 20 Red) 

 Risk 2346 – Due to Covid 19 and social distancing measures primary care will not 
receive face to face statutory safeguarding adults and children training as planned, 
so may be non-compliant which may result in deficits in knowledge in regards to both 
adults and children. (Current Risk Rating 12 Amber) 

 Risk 2347 - Due to Covid 19 and social distancing measures initial and review health 
assessments for children in care are not being carried out face to face as per 
statutory guidelines and access to health care services are reduced (Current Risk 
Rating 12 Amber) 

Closed Risk 
 

 Risk 1900 – Non achievement of full delivery of £14m reduction in 2019/20 Qipp 
schemes (Closed 24/06/20- Risk Rating 12 Amber) Risk no longer applies – The 
Qipp target has been suspended during Covid 19 and until further guidance is issued 
it is unknown if there will be another Qipp in 2020/21. Risk 2315 covers the Covid 19 
financial uncertainty. 

 
Concerns were expressed by MB around risks where progress couldn’t be made.  There 
were problems around IAPT because of COVID but problems with the service stretched 
back 12 months.   
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JC informed the committee that there had been problems around procurement, a waiting list 
initiative had been put in place but because of COVID this had been problematic.  He further 
assured the committee that IAPT had been prioritised as part of recovery revenue spend. 
 
MB commented as well as IAPT it was also important to tackle issues around Eating 
Disorders and DOLS, and to reinstate patient activity alongside other services being 
restarted. 
 
JC commented that there were serious concerns regarding the economy, which it was 
expected would add to demand for Mental Health services.  He informed the committee that 
services agreement had been made to put in place actions with providers concerned, but 
that it had not been possible to enact these as yet.  Investment was part of recovery plans 
and the CCG are looking at both pre-Covid and issues since.  Insight from Chris Piercy will 
be discussed at CMT as part of phase 3 & 4 recovery plans. 
 
It was suggested by the committee that these issues should be discussed at wider level at 
Governing Body next week.  Regarding the impending retirement of Chris Piercy.  It was 
noted that of seven outstanding risks Chris currently had five, it was queried how this was 
being managed?   
 
JC replied there was a planned handover to Chris Piercy’s successor with planning period 
time designated for the new person to sit alongside Chris so that he could hand over, 
however he advised that the portfolio of the role may change with some areas handed to 
other officers.   
 
Problems around Primary Care budget were flagged by JH.  He commented there was 
pressure not seen before. It was suggested that areas of risk may be being masked under 
estates meaning it was difficult for practices to make any progress. 
 
BC reminded the committee that Covid and its impact had not gone away.  It was hoped 
services would be more resilient if there was another round of Covid.  Currently weaknesses 
are being demonstrated but we are not in a great position to do anything about these.   
 
The Risk Register was accepted by the committee and will be discussed further at 
Governing Body next Tuesday. 
 

i. Conflict of Interest quarterly report 
 

NH Presented the Conflict of Interest regular quarterly report for NHSE.  He informed the 
committee the requirement for this document had been stood down, but that the CCG were 
continuing to produce it as it was useful evidence when the CCG were audited. The process 
was to ensure there were no breaches of duties and was signed off by MB and Mark Adams.  
It will be submitted to NHSE after today’s meeting. 
 
 

ii. CFO Update Report  
 
STAs 
 
There were a number of Single Tender Actions (STAs) in relation to orders for PPE JC 
informed the committee.  These had come about as at the beginning of the Covid situation 
the National Supply Chain were not providing PPE for ICS, prioritising the South of England.  
Therefore it had been necessary to set up a local supply chain and hub which NGCCG had 
hosted for all of the ICS.  There had been pressures on masks and gowns, as a result the 
CCG had entered into STAs for masks in the order of nearly £2M 
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The committee queried how the public purse had been protected against fraud.  JC replied 
that most suppliers had wanted upfront payments, but the CCG had agreed with suppliers 
that the CCG would pay within 24 hours to minimise risk.  The hub had now been handed to 
the BSA, but some residual bills may still be seen. 
 
Aged Debt 
 
The main outstanding area for aged debt was for recharge drugs with Newcastle Council.  
The main point of contact at the council, Public Health, had been redirected to Covid and 
care homes managing outbreaks. Reconciliation work had therefore been paused. 
 
QIPP 
 
QIPP historic work had been suspended and a new regime had got to a point where the 
QIPP plan was just over £15m, this was consistent with other years. 
 
Temporary financial arrangements had been brought in due to Covid 19 and the CCG had 
been allocated a budget based for months 1-4 based on last year’s expenditure and the 
CCG were being monitored on expenditure.   A top up was expected due to pressures in 
months 5-12, however it was unknown how much would be received.  Information was 
expected in the planning guidance due mid-July.  Governing Body had asked for some 
sense of the break-even situation.  A response message had been received in a letter from 
Simon Stevens on 17th March, promising the NHS they would get whatever it took.  However 
there was some nervousness around budget constraint messages.  Some scoping work was 
currently being done by JMc.  JC advised he would apprise the Governing Body and Audit 
Committee when more was known. 
 
iii. Presentation – ‘Role Of the Medical Examiner’ 

 

BC gave a presentation to the committee which outlining the role of the Medical Examiner, 
looking at how the role came about and where it fits with the current Covid situation. 
 
 
07/20  9i Audit One – Internal Audit Progress Report  
 
AW presented the Internal Audit Progress Report.  The report covers the period end of  
2019-20 and beginning of 2020-21. 
 
The previous outstanding report for the period 2019-20 which had been draft had now been 
completed, meaning all of last year’s reports were all out now. Next year’s plan would focus 
on delivery of core areas. 
 
Agreed actions had been suspended due to Covid and work was ongoing to get through the 
current backlog, although it was noted that no areas for concern had been highlighted to 
date.  
 
There had been no updates on Mental Health arrangements as yet due to Julia Young still 
being involved in Covid work. 
 
An extension until September had been added in relation to risk registers as it had been 
decided that it was not the correct time for a review of new Covid risks, but these would be 
given a high priority. 
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AW replied to a query from MB regarding how the committee could get assurance around 
areas of risk regarding Mental Health, Primary Care and DOLS if they were not in the plan, 
replying that DOLS had been in the plan last year and changes which were meant to be 
implemented in October had been pushed back.  Primary Medical Care would be looked at 
this year. 
 
In relation to GP list sizes AW said that this issue had now been resolved.  It had been 
discovered that the CCG werent getting enough assurance if list was right. The CCG are 
now receiving a quarterly report and the payment envelope was correct. 
   
DH advised that with regards to MH spend, this was subject to specific mandated 
procedures.  

 
The report to date was accepted by the committee. 
 
ii Internal audit strategic and annual plan 2020-23 
 
AW advised core plan was the same as last year.  CHC will be covered as part of this work. 
125 days’ work had been agreed with JC and Non-core areas had not been agreed, however 
it would only be possible to complete 9/12ths of the plan.  Conversation with client base may 
need to take place going forward, with some areas taken out of the plan. 
 
AW agreed to take back to Martyn Tait (Internal Audit), concerns expressed by the 
committee in relation to fraud around PPE. She commented that the COVID 19 situation had 
given fraudsters opportunity, but this was mainly in relation to individuals. 
 
The report was accepted by the committee as a working document 
 
07/20  10 i     External Audit - NGCCG Annual Audit Letter 19/20 

 
 

CW Presented the NGCCG Annual Audit Letter 2019/20.  He commented that the letter was 
not just for the attention of the Governing Body and the Audit Committee, but was also for 
information of the public. 
 
The audit had been signed off as unqualified on 1st June following a little delay due to 
changes to accounts.  Most of the rest of the messages had been heard already in the Audit 
Committee in May 2020 with nothing significant to note, which CW commented was quite 
remarkable given current circumstances. 
 
The Forward Look section gave a flavour of audit for 2020-21 with new codes of practice to 
come in and the National audit office to publish guidance. 
 
The National Audit Office are formulating a working group looking at the Audit market It is 
possible deadlines may change going forward. 
 

07/20  11i      Finance and Performance-Integrated Delivery Report 
 
JC gave an overview of Quality and Performance 
 
There are ongoing risks detailed below to sustainable delivery of the national and local 
performance standards, and mitigating actions are in place to address these risks.  
The key risks demonstrated in this report are compounded by: 
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 Increasing demand; both emergency and elective 
 Capacity and workforce shortfalls  
 Bed availability and theatre sessions and a reduction in the additional work 

undertaken by consultant staff as a result of the implications of the recent tax 
changes. 

 
Despite such challenges, Newcastle Hospitals NHS FT, Northumbria Healthcare NHS FT 
and Northumberland Tyne and Wear NHS FT continue to be rated ‘Outstanding’, and 
Gateshead Health NHS FT “Good” by the CQC. 
 
Newcastle Gateshead and North Tyneside CCGs have been rated Outstanding, in the 
Improvement and Assessment Framework (IAF) and Northumberland CCG has a rating of 
Good. For 2019/20 the IAF has been superseded by the Oversight Framework. 
 
System key Achievements 2019/20 to date for Newcastle Gateshead, North Tyneside 
and Northumberland  

 Patient satisfaction rates from the GP survey have shown recent improvements 
 There are no mixed sex accommodation breaches within the 3 North ICP FTs 
 Dementia Diagnosis is above the standard across the system 
 Early Intervention in Psychosis standards are being met across the system 
 All 3 North ICP CCGs are currently meeting the cancer 31 day standards for 

radiotherapy. 
 NEAS are currently meeting the Cat 1 response times 

 

The following standards are currently not being met across all 3 North ICP CCGs 

 Ambulance Handovers and Cat 2 and 3 Ambulance response times 
 Diagnostic delays at NUTH NHS FT impacting all 3 North ICP CCG diagnostic 

waiting time performance 
 Referral to Treatment waiting times 
 Cancer 2 week waiting times and Breast symptomatic 2 week waiting times  
 Non-elective admissions with length of stay of 1 day or more compared to plan 
 NHSI SI Framework: 60 day reporting 

 
Finance 
 
PA joined the meeting and gave an update to the meeting of the current financial situation. 
 
2020/21 Finance Update 
 

• In response to COVID-19, a temporary financial regime has been put in place 
nationally to cover the period 1 April 2020 to 31 July 2020. 

• CCG allocations have therefore been adjusted to: 
– non-recurrently remove allocations for M5 to M12 
– non-recurrently adjust allocations for M1 to M4 to expected expenditure levels 

• NGCCG budgets for M1-4 were reduced by £3,154k (£2.2m programme, 0.3m 
PCCO, 0.6m Running Costs) 

• At month 2 the CCG therefore submitted a financial position, forecasting forward to 
the first four months of 2020/21.  

 
Month 2 – Year to Date position 
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• The reported year to date position as at Month 2 was a pressure of £5,832k against a 
revised budget of £146.3m.  

• Of this pressure £5,811k was attributable to COVID19 specific expenditure: 
– £3.1m in CHC and Hospital Discharge Programme 
– £2.7m in Primary Care and PPE  
– <0.1m in Mental Health and Other areas 

• Allocations have been adjusted ahead of Month 3 reporting to increase CCG 
resource by the reported COVID costs of £5,811k 
 

Month 2 – Forecast position 
 

• The reported forecast position for the full four months was a pressure of £10,028k.  
• Of this figure £9.35m was attributable to COVID19 specific expenditure: 

– £6.1m in CHC and Hospital Discharge Programme 
– £3.2m in Primary Care and PPE  
– <0.1m in Mental Health and Other areas 
– Underlying pressure therefore of £677k 
– This pressure relates to the allocation adjustments applied nationally to 

CCGs. The model used to adjust budgets does not take into account various 
adjustments for non-recurrent expenditure or planned investments. 
 

2020/21 Full Year Predictions 
 

• Further work ongoing with NHSE to predict the full year pressure, currently expected 
to be £34.5m (£11.8m core, £22.7m COVID) 

• Full year workings assume current financial regime and budget model continues to 
the end of the year, namely: 

– NHS block payments continue at current levels 
– Allocation adjustments applied at M1-4 continue (i.e. allocations reduced by 

£9.6m full year compared to published allocations) 
– QIPP achievement suspended (planned £15m QIPP across all areas incl 

NHS) 
– Hospital Discharge Programme (HDP) assumed 6 months with 3 month taper. 

• NHSE undertaking a bidding process to collect all Capital requirements relating to 
increasing capacity during Phase 3 of COVID19 

 
07/20 13 Any Other Business  
 

There was no other business discussed. 
 
The meeting closed 3.50 p.m. 

 
07/20 14 Dates of next and future meetings 

 Wednesday 16 September 2020 
 Wednesday 18 November 2020 
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Enclosure 13.1(d)1 
Minutes of a meeting of the 

Primary Care Commissioning Committee 
Tuesday 28 July 2020 

 
Due to Covid-19, the PCCC met via a video conference 

 
 
Present: 

Members:  
Mr Jeff Hurst Lay Member (Chair) 
Ms Jackie Cairns Director of Newcastle System 
Ms Jill McGrath Head of Finance 
Dr Dominic Slowie Medical Director 
Dr Steve Summers GP Clinical Director 
 
 

 

In attendance:  
Ms Cynthia Atkin Healthwatch Newcastle Gateshead 
Mr John Costello Gateshead Health and Wellbeing Board 
Ms Philippa Dodds Portfolio Manager – Primary Care Delivery 
Ms Ros Goode Primary Care Project Lead 
Ms Michelle Stamp Newcastle Wellbeing for Life Board 
Mr David Steel NHS England – Primary Care 
Ms Rachel Wilkins Healthwatch Newcastle Gateshead 
  
Ms Sue Tulloch PA Support 

 
07/20 01 Welcome and Apologies for Absence 

 
 Apologies received (members) from Dr Bill Cunliffe (Secondary Care 

Clinician) and Dr Lynn Wilson (Director of Gateshead System) and Mr Oliver 
Wood (Lay Member). 

 
 Apologies received (in attendance) from Prof Eugene Milne (Newcastle 

Wellbeing for Life Board). 
  

07/20 02 Confirmation of Quoracy 
 

The Committee was confirmed as quorate.  
 

07/20 03 Declarations of Interest 
 

Declarations of interest documentation had been circulated with the agenda.  
There were no further declarations of interest relating to items on the 
agenda. 



  
 

Page 2 of 3 
 

 
07/20 04 Draft Minutes of the Previous Meeting held on 25 February 2020 
 

The minutes of the previous meeting were agreed as an accurate record. 
 

07/20 05 Action Log 
 
  There were no outstanding actions. 
 
07/20 06 Re-starting the General Practice Assurance Framework following the 

Covid-19 pandemic 
 

 The General Practice Assurance Framework (GPAF) was suspended in 
March 2020 due to the Covid-19 pandemic. Neil MacKnight presented the 
report outlining the steps the CCG will be taking to re-establish the GPAF for 
general practices in Newcastle and Gateshead. 

  
Practices will be informed of relaunch of the GPAF process on 31 July 2020 
and an analysis report is expected to be available for the Primary Care 
Quality Group in the second week of September 2020. 

 
 With the pressures practices have faced due to Covid-19, the first round of 

data will be viewed with this in mind, in particular when identifying practices 
identified as outliers. 

 
Dominic Slowie referred to the time-lapse (sometimes of two years) on the 
data received which meant an informed discussion with practices was not 
possible. David Steel acknowledged this as an ongoing concern which is 
raised regularly regarding the national dataset and he would feedback again 
following today’s meeting.  

 
 Also noted was the work regarding a replacement for the current data being 

used for the GPAF. This is being led by the NHS England Director of 
Nursing, with work on this is due to re-commence in August 2020 and the 
Committee will be kept informed of progress. 
 

 The Committee received and noted the report for information. 
 
07/20 07 2020/21 Primary Care Co-Commissioning Budget 
 
 Jill McGrath presented the report outlining the planned Primary Care 

Commissioning Budget for 2020-21 and the impact of allocations relating to 
Covid-19. Operational planning was suspended due to Covid-19 and the 
report outlined the temporary financial arrangements for CCGs implemented 
for the first four months of the year by NHS England. Additional guidance is 
awaited regarding the financial framework for the remainder of the year. 

 
The risk of a significant overspend was noted should the additional expected 
allocations not be received but slippage in other areas could be used to 
offset pressures. The Chair requested escalation to the Finance and 
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Performance Committee should the expected allocations not be received 
leading to pressure on the Primary Care Commissioning budget. 
 
The Committee accepted the report for information noting: 
 
 the original funding allocation and planned budget for primary medical 

services in 2020/21, including the financial impact of the contract 
changes; 

 the impact of temporary financial arrangements for CCGs in the first 
four months of 2020/21; 

 the potential risks and mitigations outlined in the report. 
 

07/20 08  Internal Audit – Primary Medical Care Commissioning 
 

 Ros Goode presented the agreed Audit Planning Memorandum received 
from AuditOne for primary care commissioning and delegated functions. This 
follows previous audits and on this occasion will focus on two areas: 

 
 Primary Care Finance 
 Governance 

  
The report was received and noted for information. 

 
07/20 09  Risk Register Report 
 

Philippa Dodds presented the Primary Care Risk Register as at 16 July 
2020, on behalf of the Head of Corporate Affairs, asking the Committee to 
consider whether it accurately reflects the CCG’s Primary Care risk profile. 
 

 The consequences of committees and groups being unable to meet due to 
Covid-19 had been reflected in terms of assurance risks. These areas are 
due to be reviewed and it is expected gaps in controls will reduce with the 
implications of Covid-19 lessening. There will also be a further look at 
mitigations which might lessen the likelihood and / or the severity of risks. 

 
The Committee noted the report for information. 
 

07/20 10  Any Other Business 
 

 It was noted that with a number of members unavailable for the August 2020 
PCCC, the meeting will be stood down unless there is urgent business for 
discussion. Should a meeting be necessary, deputies will be identified to 
ensure quoracy. 

 
 There was no further business. 
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Enclosure 13.1(d)2 

Minutes of a meeting of the 
Primary Care Commissioning Committee 

Tuesday 29 September 2020 
 

Due to Covid-19, the PCCC met via a video conference 
 

 
Present: 

Members:  
Mr Jeff Hurst Lay Member (Chair) 
Ms Jackie Cairns Director of Newcastle System (items 1 – 9) 
Dr Bill Cunliffe Secondary Care Clinician 
Ms Jill McGrath Head of Finance 
Dr Dominic Slowie Medical Director 
Dr Steve Summers GP Clinical Director 
Dr Lynn Wilson Director of Gateshead System (items 1 – 7) 
Mr Oliver Wood  Lay Member  
 

In attendance: 
 

Mr John Costello Gateshead Health and Wellbeing Board 
Ms Philippa Dodds Portfolio Manager – Primary Care Delivery 
Ms Ros Goode Primary Care Project Lead 
Ms Caroline Kavanagh PMO Manager (item 6 only) 
Ms Jennifer Long NHS England 
Ms Michelle Stamp Newcastle Wellbeing for Life Board 
Ms Rachel Wilkins Healthwatch Newcastle Gateshead 
  
Ms Sue Tulloch PA Support 

 
09/20 01 Welcome and Apologies for Absence 

 
 There were no apologies from members. 
 
 Apologies received (in attendance) from Prof Eugene Milne (Newcastle 

Wellbeing for Life Board). 
  

09/20 02 Confirmation of Quoracy 
 

The Committee was confirmed as quorate.  
 

09/20 03 Declarations of Interest 
 

Declarations of interest documentation had been circulated with the agenda.  
There were no further declarations of interest relating to items on the 
agenda. 
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09/20 04 Draft Minutes of the Previous Meeting held on 28 July 2020 
 

The minutes of the previous meeting were agreed as an accurate record. 
 

09/20 05 Action Log 
 
  There were no outstanding actions. 
 
09/20 06 Care Home DES+ Specification 
 

 The PCN Direct Enhanced Service (DES) has a requirement for PCNs to 
implement the Enhanced Health in Care Homes Framework. Caroline 
Kavanagh presented the Enhanced Health in Care Homes DES+ 
Specification which had been approved by the CCG Executive Committee on 
15 September 2020. 
 
The specification, which replaces the CCG Care Home Local Enhanced 
Service (LES), has been developed with a wide-ranging collaborative design 
approach. Highlighted in the specification are the national DES requirements 
and the local additions warranting extra funding.  

 
 Jackie Cairns expressed her thanks to Caroline and Michelle Crawford for 

coordinating this complex piece of work. There had been some concern at 
the outset about the additionality and how this would fit within the overall 
system response to care homes. They had successfully gained wide 
engagement giving all those involved an opportunity to have a voice and the 
outcome is some excellent ways of working that fit with the wider system. 

 
The Committtee received the report for information noting the considerable 
work involved in developing the specification.  

 
09/20 07 PCCC Terms of Reference Annual Review 
  
 Neil Hawkins presented the review of the terms of reference for approval with 

no changes proposed. Highlighted was the imminent retirement of Dr Steve 
Summers leaving a vacancy on the Committee for a GP Clinical Director and 
the challenge there may be for a replacement with limited Clinical Director 
availability.  

 
 The Committee’s comments included: 
 

 To have clinically-led Primary Care services, the Committee needs 
experienced primary care clinicians to provide advice and guidance and 
bring their knowledge, skills and experience to discussions. 

 
 Steve Summers involvement in discussions has been valuable in 

providing input for more robust decision-making with insightful and 
grounded points on the reality of situations. 
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 Without a GP Clinical Director, should the Medical Director be absent 
from Committee, there would be no primary care clinical representation. 

 
 Consideration of shadow appointments as well as substantive 

appointments to retain continuity. 
 
 On occasions of conflict of interest for one clinical director, the need for 

another clinician to provide primary care guidance in decision-making. 
 
 Steve Summers indicated he is willing to be available for Committee 

meetings in the short term for continuity and handover. 
 
The Committee unanimously agreed to approve the terms of reference and 
therefore retain the current membership and pursue a replacement for the 
vacant GP Clinical Director post. 

 
09/20 08  Risk Register Report 

 

 Neil Hawkins presented the summary of the primary care risk profile as at 9 
September 2020. 

 
 Four main risks were highlighted relating to: the sustainability of primary 

care; optimal utilisation of estates; implementation of Primary Care Networks 
(PCNs); and robust management and assurance of primary care 
commissioning arrangements by the PCCC. 

 
 It was reported that one ‘Extreme’ risk (implementation of PCNs) had been 

reduced to ‘High’ following management of short term impacts earlier in the 
year relating to Covid-19. 

 
 There were no further comments regarding the register and the report was 

received and noted for information. 
 
09/20 09  PCN Extended Hours Q1 2020/21 Assurance 
 

 Philippa Dodds presented the report providing Quarter 1 assurance 
regarding Extended Hours at PCN level. 

  
A report to the July 2020 Private PCCC meeting, summarising the review of 
PCN Extended Hours, highlighted a query with one PCN showing a much 
lower provision than others in quarter 4 (around the time of suspension due 
to Covid-19). This has now been clarified with sight of the paperwork 
showing the PCN at a similar level to others. 
 

 The CCG extended the suspension of provision of Extended Hours into Q1 
2020-21 but asked PCNs to report on what they had achieved and this is 
outlined in the report. PCNs have been asked to begin Extended Hours 
provision again for Q2 2020-2021. 
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 Jenny Long stated that the NHS England position was that the Extended 
Hours DES was not stood down during the Covid-19 period and it was the 
CCG’s decision regarding payment during this time. 

 
The Committee noted the report for information. 
 

09/20 10  Any Other Business 
  
 With virtual meetings in place, the public are invited via social media to put 

forward questions to the Committee relating to items on the agenda. It was 
noted that no questions had been received on this occasion. 

 
There was no further business. 
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Northern CCG Joint Committee 

 

10 September 2020 /2.00 – 2.50pm /  
 

Part 1 - Meeting held via Microsoft Teams 
 
Present 
 
CCG members 
David Jones DJ NHS Newcastle Gateshead CCG 
Neil O’Brien NO’B NHS County Durham CCG 

NHS South Tyneside CCG 
NHS Sunderland CCG 

Charles Parker CP NHS North Yorkshire CCG 
Ian Pattison IP NHS Sunderland CCG 
Mark Pickering 
(representing David Gallagher) 

MP NHS Tees Valley CCG 

Boleslaw Posmyk BP NHS Tees Valley CCG 
Jon Rush (Chair) JR NHS North Cumbria CCG 
Jonathan Smith JS NHS County Durham CCG 
Graham Syers GS NHS Northumberland CCG 
 
 
Lay members (non-voting) 
Michelle Thompson MT 
 
In attendance 
Stephen Childs SC North of England Commissioning Support (NECS) 
Kate Hudson 
(representing CCG Directors of 
Finance) 

KH NHS South Tyneside CCG 

Dan Jackson DJa NHS Sunderland CCG 
Gillian Stanger GSt North of England Commissioning Support (NECS) 
 

 
Minutes Action 
01  Welcome, apologies and declarations of conflicts of interest in relation to the agenda  

The Chair welcomed everyone to the meeting and introductions were made. 
 
Apologies were received Mark Adams (NHS Newcastle Gateshead CCG, NHS Northumberland 
CCG, NHS North Cumbria CCG, NHS North Tyneside CCG), Amanda Bloor (NHS North 
Yorkshire CCG), Mark Dornan (NHS Newcastle Gateshead CCG), David Gallagher (NHS Tees 
Valley CCG), Jeff Hurst (Lay Member), Richard Scott (NHS North Tyneside CCG) and Matthew 
Walmsley (NHS South Tyneside CCG). 
 
 There was no representative from NHS North Tyneside CCG but the Chair had spoken to Mark 
Adams (AO) and Richard Scott (Chair) prior to the meeting who had informed him that they were 
supportive of approving all the items on the agenda as there had been previous agreement by 
their Governing Body. This verbal approval will be supported by a written response by the AO 
 
The Committee’s register of Interests was received.  
 

 
 
 
 

 

02 Minutes and action log of previous meeting (12 March 2020)  
The minutes of the meeting held on 12 March 2020 were accepted as an accurate record. 
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The action log was updated: 
 
02.1 Academic Health Science Network (AHSN) vacancy 
Action: DJa to discuss this with Maria Roche of the AHSN and report back accordingly. 

 
 
 
DJa 

03 Matters arising from the previous meeting (and action log)  
03.1 Provision of Medication for Localised Community Outbreaks of Influenza in the Out of 
Season Period 
NO’B noted that the Strategic Flu Board had advised all areas to adopt the North ICP Standard 
Operating Procure (SOP) relating to the distribution of antivirals. This action could now be closed. 
 

 

04 Governance update  
04.1 Appointment of lay members 
The Chair confirmed the email sent to Joint Committee members that Jeff Hurst and Michelle 
Thompson had been selected as lay members to the Committee for a period of two years 
following an interview process. 
 
MT gave a brief introduction as to her background and current roles. 
 
Decision: to approve the appointment of the lay members. 
 
Action: The Chair still needs to establish which Lay Member would take on the Vice-Chair 
role and will report back to the Committee when this had been finalised 
 
04.2 Terms of Reference 
The Chair introduced the paper which confirmed that all CCGs had now approved the Terms of 
Reference (ToR) which reflected changes to statutory CCG structures and confirmed that current 
voting arrangements should continue going forward – unanimous by one vote per organisation. 
These were attached to the paper (ToRv5) together with Appendix A which showed where 
amendments had been made (previously agreed changes, changes made by North Yorkshire 
CCG to reflect its associate membership and changes made by the Chair to reflect comments 
made by CCG Governing Bodies). 
 
In respect of a comment made regarding voting rights of lay members, the Chair reiterated that lay 
members were non-voting in line with the arrangements referred to above – one vote per 
organisation.  
 
Decision: to approve the Terms of Reference, noting the further amendments made. 
 
04.3 Appointment of Chair 
The Chair noted he had undertaken the role of Chair of the Joint Committee for the initial time 
period in the ToR and was happy to continue. There had been no other expressions of interest 
received in the role and none were forthcoming at the meeting. 
 
Decision: to re-appoint Jon Rush as Chair of the Joint Committee until September 2022. 
 

 
 
 
 
 
 
 
 
 
JR 

05 Work Programme for Northern CCG Joint Committee 2020-21  
The Chair presented the report which gave an update on progress on the work programme and its 
initiation. 
 
The Joint Committee had not met since 12th March and on recently reviewing the progress of the 
work programme approval process, it was established that it had now been approved by all of our 
current eight CCGs within our ICS.  
 
Confirmation had also been received and circulated that the Governing Body of NHS North 
Yorkshire CCG was supportive of the recommendations below that affected its population; 

Recommendation 1: for CCGs to consider proposals for jointly commissioning breast 
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diagnostic services across the ICS area 
Recommendation 2: to jointly commission cardiology and specialised neuro-rehabilitation 
services with NHSE/I’s Specialised Commissioning team for the North East and North 
Cumbria 
Recommendation 5: that updates be made to the Joint Committee on plans for 
rheumatology services in the County Durham, South Tyneside and Sunderland ICP as 
they develop and for any other services being developed on an ICP footprint which may 
have an impact on other areas of the region. 

The Governing Body would need to ensure that parity of access to, and quality of, services was 
improved as part of the development of these plans and requested that at the outset of these 
projects that suitable liaison with the executives and clinicians of the NYCCG was built in so that 
unintended adverse consequences can be avoided for their population.  
 
At this point, DJ noted that the work programme had not been approved by Newcastle Gateshead 
CCG Governing Body. 
 
The following points were noted: 
- In relation to jointly commissioning breast diagnostic, neuro-rehabilitation and cardiology 

services, if we reach the point of planning significant change, the plans would go to the 
Joint Committee for approval but would then be delivered through CCGs, including public 
consultation if required 

- The items on the work programme range from relatively straight forward issues to the more 
complex and have gone through an extensive consultation process with CCG’s and NHSE 
re specialised commissioning 

- Consultation would be critical and there would be a need to make other areas who may be 
impacted aware of any proposed patch-wide changes 

- The work programme did not include anything that would impact our ability to deal with 
Covid in the near term and maintain normal services 

 
Correspondence was subsequently located which outlined Newcastle Gateshead CCG Governing 
Body’s position re: the work programme. As this now needed further clarification the following was 
agreed: 
 
Agreed: DJ would confirm Newcastle Gateshead CCG’s position with regard to approving 
the Joint Committee’s work programme by way of a written submission to the Chair. 
 
There was general agreement that whilst priorities have changed under Covid and the Phase 3 
response plans required, that we could still progress the elements of the work programme 
 
Decision:  
1. To await written confirmation from Newcastle Gateshead CCG and if approval is 

outlined then this would give full approval for the work programme.  
 

2. If full approval is obtained then to initiate the programme in line with other plans 
that are ongoing at the current time. 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
DJ 
 
 
 
 
 
 
 
 

06 Joint Committee Annual Report 2019/2020  
The Chair presented the Annual Report 
 
Decision: to approve the draft Annual Report 2019/20 for publication. 
 

 

07 Northern Treatment Advisory Group (NTAG) Annual Report June 2020  
The 6th annual report for NTAG which covered the period April 2019 to April 2020 was received 
and noted. 
 

 

08 Dates of future meetings  
The Committee discussed the dates of future meetings and a number of points were made:  



                                                                             Official                                                           

    4  
Northern CCG Joint Committee 10 September 2020 

 

- meetings should not go ahead unless there were joint decisions to be made as per the 
work programme, with possibly two or three development type sessions per year 

- to bear in mind the possible review of the role and function of the Committee in light of 
developing the ICP/ICS and that the ICS infrastructure in place is able to deal with system 
pressures and avoid parallel conversations taking place 

- that meetings should stay as per the planned scheduled in the event discussion is needed 
in relation to a second Covid surge requiring a system response  

- The current ICS infrastructure is unclear in relation to clinical input and until that is 
resolved there is no other place where clinical commissioning decisions can be made 

- That the Committee has absorbed the former CCG Forum as a way of coming together 
 

Decision: to agree the dates of meetings of the Committee for 2021 as follows, with the 
caveat that these can be cancelled if not required: 
Thursday 14th January 
Thursday 11th March 
Thursday 13th May 
Thursday 8th July 
Thursday 9th September 
Thursday 11th November 
 
Action: All reminded by the Chair to submit agenda items for future meetings/development 
sessions as early as possible so he can decide if a meeting / development session needs 
to take place 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
All 

09 Questions received from members of the public relating to specific items on the agenda  
No questions had been received from members of the public.  

 
10  Any Other Business  
10.1 Format of future meetings 
The Chair proposed that future public meetings be held via Microsoft Teams with papers being 
published on CCG websites. Questions would be invited on items relating to the agenda and dealt 
with in meetings and responded to in the published minutes. The Committee agreed that live-
feeds would be challenging at the present time. 
 
Decision: future public meetings to be held via Microsoft Teams, papers to be published in 
advance on CCG websites, questions invited from the public and dealt with in meetings. 

 
 

 
 

 

Representatives of the press and other members of the public were excluded from part 2 of this 
meeting having regard to the confidential nature of the business to be transacted, publicity on which 
would be prejudicial to the public interest (Section 1 (2)) Public Bodies (Admission to Meetings) Act 

1960 

Date and time of next meeting: 
 

Thursday 12 November 2020 
2.00pm 
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Newcastle Gateshead CCG Learning Disability Mortality Reviews 

(LeDeR) Annual Report 2019 

 

 

All people should be given the same respect, value, access to treatment and rights. 

Our lives are not valued as much as other people's. 

This has to change and it starts with you. 

You need to understand our rights and know the Law. 

Start by listening to us - hear our worries but also what we want from our life. 

Listen to the people who know us best. This might be our family, friends or paid 

support. 

Know how to make reasonable adjustments so that it is easy for us to get health 

care. 

Information, information, information - make it Easy Read and don't use jargon. 

Don't let us die too young. 

 

Thank you to the members of the North East and Cumbria Stop People Dying 

Too Young Group 
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This is the second annual report reviewing the deaths of people in Newcastle and 
Gateshead who have died during 2019 and who also have a learning disability. This 
review is of high importance to Newcastle Gateshead Clinical Commissioning Group 
and is also a requirement as detailed in the NHS Long Term Plan (January 2019). 
 
The persistence of health inequalities between different population groups has been 
well documented, including the inequalities faced by people with learning disabilities. 
Today, people with learning disabilities die, on average, 15-20 years sooner than 
people in the general population, with some of those deaths identified as being 
potentially amenable to good quality healthcare. 
 
The Learning Disabilities Mortality Review (LeDeR) programme was established to 
support local areas to review the deaths of people with learning disabilities, identify 
learning from those deaths, and take forward the learning into service improvement 
initiatives. It was implemented at the time of considerable spotlight on the deaths of 
patients in the NHS, and the introduction of the national Learning from Deaths 
framework in England in 2017.  
 
The programme has developed a review process for the deaths of people with 
learning disabilities. All deaths receive an initial review; those where there are any 
areas of concern in relation to the care of the person who has died, or if it is felt that 
further learning could be gained, receive a full multi-agency review of the death. 
 
Key processes to deliver mortality reviews of people with learning disabilities have 
been established in Newcastle Gateshead with a local steering group established 
since Jan 2018. The Director of Nursing, Patient Safety and Quality from the Clinical 
Commissioning Group (CCG) chairs and takes the Strategic lead for this area of 
work. The CCG has developed a robust quality assurance process to ensure that 
reviewers are supported, and that ultimately the system delivers high quality reviews 
and shares the lessons learned across local systems feeding into both North East 
and Cumbria and Nationally.  
 
The most significant challenge to the delivery of the programme has been the 
timeliness with which mortality reviews have been completed, largely driven by the 
limited resources available to undertake reviews and the low proportion of people 
trained in LeDeR methodology who have gone on to complete a mortality review. 
The challenge for trained reviewers having sufficient time away from their other 
duties to be able to complete a mortality review is significant. Newcastle Gateshead  
 

CCG has recruited experienced independent reviewers to ensure reviews are 
completed and lessons shared in a timely way.   
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Deaths notified in Newcastle and Gateshead to the LeDeR 
programme 
 
 
During 2019 there were 31 deaths of people with a diagnosis of a learning disability 
reported through the LeDeR programme for Newcastle and Gateshead. Of these 31, 
22 reviews of the circumstances surrounding the individuals have been reviewed and 
reported on to Newcastle Gateshead CCG and through the National LeDeR 
programme. This report details key findings from the 22 completed reviews and 
includes any Themes, Learning Points and Recommendations.  
 
 
Table 1 below details deaths reported by year, the numbers of reviews completed, 
numbers still with a reviewer, reviews awaiting allocation and those awaiting a Multi-
Agency Review. It should be noted that 1 additional review was completed in 2017 
from a death in 2016 which is not included in data as prior to the start of the National 
LeDeR programme. At the time of writing this report there are 3 Multi Agency 
Reviews scheduled for completion before the end of 2020 relating to 2 deaths from 
2018 and 1 death from 2019.  
 
 
Table 1 Number of Deaths and Completed reviews 2017-2019 inclusive  
 
Year Number of 

deaths 
notified  

Completed 
reviews  

Reviews 
allocated  

Awaiting 
allocation  

Awaiting 
Multi 
Agency 
Review 

2017 17 17 0 0 0 
2018 31 23 5 1 2 
2019 31 22 8 0 1 
 
 
 

 Table 2 shows the average age of deaths of people with a learning disability 
in Newcastle and Gateshead during 2019 

 Table 3 shows the setting where the death occurred   
 Table 4 the main identified cause of death.  

 
 
 
Table 2 The average (Median and Mean) age at death for All Age and for those 
aged 18years and over, this shows that if the 3 children are removed from the all age 
calculation (2 Male, 1 Female) it increases the median age from 59yrs to 67 yrs. 
Compared to the average of death in general population. 
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 Average age of death for 

people with a Learning 
Disability All age in 
Newcastle and Gateshead 
(2019) 

Average age of death for 
people with a Learning 
Disability aged over 18 
years in Newcastle and 
Gateshead (2019) 

Average age of 
Deaths general 
population in 
Newcastle and 
Gateshead 
(2019) 

 Median Age 
at Death 

Mean Age 
at Death 

Median 
Age at 
Death 

Mean Age 
at Death 

Median 
Age at 
Death 

Mean 
Age at 
Death 

Total 59.00 54.86 67.00 61.74 88.00 77.00 

Men 55.50 49.58 63.00 57.40 77.00 74.20 
Women 66.00 61.20 73.00 66.56 83.00 79.80 
 
 
 
Table 3 shows the setting where individuals died with over half of those who died 
doing so in Hospital (55%) and 32% dying in their own homes.  
 
 
Setting where death 
occurred 

Number of individuals in 
each setting 

Percentage 

Hospital 12 55% 
Home 7 32% 
Residential/Nursing Home 1 5% 
Hospice 1 5% 
Unknown 1 5% 
Total 22 100% 

 
 

Table 4 shows the cause of death for those who died in 2019 and where the reviews 
have been completed. Over half (55%) of all individuals with a learning disability who 
died, and review completed review in 2019, their deaths are attributed to Respiratory 
failure caused by Bronchopneumonia, Pneumonia, Aspiration Pneumonia and Chest 
Infection. 
 
  
Cause of death  Number of 

individuals  
Percentage 

Respiratory 12 55% 
Metastatic Endometrial Carcinoma 1 5% 
Renal failure 1 5% 
Peripheral Vascular Disease 1 5% 
Cerebrovascular accident 1 5% 
Ischaemic bowel Disease 1 5% 
General deterioration in health 1 5% 
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Sepsis 1 5% 
Ischaemic Brain Injury  1 5% 
Unknown 1 5% 
Sudden unexpected death in epilepsy 
(SUDEP) 

1 5% 

Total 22 100% 

 
 

Themes, Learning points and recommendations from reviews  
 
Adults (those aged 18 years and over)  
 
There was a need for improved documentation to support reasonable adjustments 
and person-centred care planning tailored to individual needs. Identify reasonable 
adjustments which could encourage engagement with healthcare. 
 
Recommendation: Awareness raising with professionals related to their duty of care 
to provide reasonable adjustments as stipulated in the Equality Act 2010. Hospital 
staff to make records of reasonable adjustments made for individual, this should 
include those needs which are unable to be met. Lead clinicians to be identified to 
enable trust and rapport to be developed considering communication difficulties. 
Implement reasonable adjustments to ensure continuity of acute care and reduce 
transfers between hospitals. Clear communication of patient location on transfer and 
transfer sheet identifying those individuals with a learning disability. Discussion with 
patient family and carers if not present about transfer.  
 
Although many people who died did have Hospital Passports in some cases the 
information contained within was minimal and generally quite inadequate.  
 

 Recommendation: for GP’s to identify those who could populate and 
maintain good Hospital Passport with relevant and useful information. There is 
an opportunity to link the Annual Health Checks for people with a learning 
disability  

 
There was reported that no consultation with family of the deceased and other 
professionals were taken when initiating original DNA CPR form. 
 

 Recommendation: It should be clearly indicated which route the DNACPR 
has been put in place by (e.g. MCA) and noted the consultation with family 
members and other professionals involved.  

 
Some evidence that Annual Health Checks were not delivered even though regular 
contact with GP and Hospital staff. 
 

 Recommendation: GP’s to develop a system which flags an individual is due 
an Annual Health Check and the system should continuously flag if the check 
has not been delivered.  
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Care home not being aware that their resident had a learning disability and therefore 
their interaction with individual could be improved engaging in a more positive and 
therapeutic way. 
 

 Recommendation: Communication between medical, nursing, and social 
care staff should ensure that a thorough, patient-centred assessment of need 
and social background is undertaken and shared with care homes thus 
ensuring the provision of a comprehensive package of care. Care home staff 
should ensure they are aware of any complex needs and individual needs are 
met. The transfer of information between agencies to clearly state individuals 
have a learning disability to enable providers to adapt their services 
accordingly.  

 
Reluctance of individuals with a learning disability to engage with health care and 
concerns related to capacity to make decisions and being fully aware of implications 
on health of those decisions. 
  

 Recommendation: Awareness raising with professionals around the 
principles of Mental Capacity Act 2005. Agencies to work in partnership to 
achieve positive outcomes for those individuals who might find it difficult to 
engage in healthcare. Any decision made by individuals should be 
documented in their care record clearly. 

 
Adherence to the principles of Mental Capacity Act 2005. 
 

 Recommendation: Records should clearly show assessment of capacity. 
Involvement of family members in decision making if individual incapacitated. 
If individual is unfriended or family member unable to be involved or it is 
inappropriate for them to be involved an Independent Mental health Advocate 
should be requested.  

 
Care co-ordination and joint working including for those with forensic history. 
Importance of multi-agency working for complex people with learning disabilities. 
  

 Recommendation: Community Teams to provide a co-ordinated response 
which includes raising support needs as a priority and contingency planning. 
Improved access to Positive Behavioural service and working with probation 
to support and manage behaviour plans. Care co-ordinator roles have a remit 
to escalate any concerns via enhanced MDT or Dynamic Support Register as 
appropriate ensuring issues are addressed in a timely manner. Consider 
complex multi professional clinics to include Neurology and learning 
psychiatry.  
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Recognition, intervention, and support for carers who experience stress.  
 

 Recommendation: Ensure carers are always offered carer assessments 
which identify stress management strategies for family members.  

 
 
Sourcing appropriate care providers who have the capacity and skills to meet needs 
of people with a learning disability and provide quality person centre support to those 
with complex needs. 
 

 Recommendation: Health and social care teams to work collectively to 
engage providers and identify provision that can support and provide 
scaffolding when required thus avoiding placement breakdown and 
developing workforce capacity and skills.  

 
Nursing staff in acute departments and ward areas may not be able to support 
people with a learning disability due to pressure of work and environment. Need for 
companionship, support and reassurance cannot always be met in the hospital 
environment. 
 

 Recommendation: Staff should encourage families to remain with individuals 
who require a high level of support to ensure that they feel safe and secure in 
what will be an alien environment.  

 
Movement between care settings, example of 2 hospitals, 3 local authorities and 2 
care homes, in a short period of time resulted in distress to individual and family and 
concerns about management of physical health conditions.  
 

 Recommendation: Assessment of need when placing individuals into care 
systems especially when this will result in a change of area, GP and Social 
Worker. Any assessment should include individual and family and be 
thorough and robust with a focus on individual need. 

 
 
Child (those aged under 18 years) 
 
Respite support for carers of children with complex care needs was sought but not 
available. For children who are on end of life pathway and have complex needs, 
hospice provision was not available. Good support from local authority and GP was 
provided in the community.   
  

 Recommendation: Investigate the options available for respite and end of life 
provision for children and young people with complex needs. Offer additional 
training and support to GP’s caring for patients with complex disabilities. 

 
There is clear evidence that severely disabled children can be cared for at home with 
family and co-ordinated professional support.  
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 Recommendation: This should be enabled where possible, the complex care 

of disabled children at home supported by their families and relevant 
professionals, creating responsive care teams. Ensure training is available to 
staff to equip them for the demands of caring for severely disabled children in 
the community.  

 
 

Good Practice Examples from Completed reviews 
 
Excellent care and support provided to deceased and their family, the review 
identified high standard of care to the family of a child suffering from life-limiting 
conditions and should be used as an example to all families in similar situations. 
Care home developed their own version of a Hospital Passport.  
 
A double-sided sheet of paper which all the necessary things that someone involved 
in the care of an individual would need to know immediately. This is an easily 
accessible reference for those who are not familiar and could be used by nursing 
and medical staff to ensure good practice.  
 
GP weekly attendance at Care Home to provide medical care to residents ensuring 
proactive care and support. Offer of continued GP support despite individuals lack of 
engagement, with the offer of door always open.  
  
Partnership working between primary care and acute learning disability liaison teams 
thus providing a seamless service from primary care to acute care. 
 
Strong MDT communication and working together with the GP at the centre of care 
co-ordination. This ensured good quality, consistent care plans in place that were 
responsive to changing needs and resulted in a peaceful end of life at home.  
 
Independent supported living providers acting on symptoms in an appropriate way 
showing the importance of meeting individual health needs within a social care 
provider setting.  
 
Importance of maintain long term relationships with learning disability services 
across the life course and not transferring to older people provision without their 
consent or scaffolding from learning disability services. 
 
Importance of end of life care and support for family.  
 
Recognising the needs of other people living together in supported living settings 
when an individual die.  Bereavement support offered and available to those who are 
in these settings. 
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Examples clearly demonstrate the excellent care which can be given to people with a 
learning disability by organisations specialising in a person-centred approach to 
care.  
 
Organisations commissioned to provide care for people in the community should be 
trained to a high level in the speciality to which they provide care.  
 
Flexibility of acute provision to allow for visits to wards and departments prior to any 
treatment thus building confidence for patients and supporting engagement with 
attendance, advice, and treatment.  
 
The development of a documented death care plan by Independent Supported Living 
providers to enable providers to follow the persons wishes at their funeral. To ensure 
that those who know the person best are involved in funeral planning.  
 

 

Newcastle and Gateshead LeDeR Activity and Achievements in 2019 

Newcastle Gateshead CCG has taken a system leadership role and established and 
embedded its own local LeDeR steering group supported by the North East and 
Cumbria Learning Disability Network (NE&CLDN) group to oversee the LeDeR 
programme of work and in particular action local improvements based on the 
evolving National and Local picture.  

This is chaired by the Director of Nursing. Patient Safety and Quality within 
Newcastle Gateshead CCG and supported by the NE&CLDN. The steering group is 
well represented by health, social care and the 3rd sector and includes all reviewers 
of LeDeR cases in Newcastle and Gateshead. 

Newcastle Gateshead CCG has formally aligned to the North East Regional steering 
group and through the local and regional groups learning is shared, priorities for 
service improvements are agreed based on interpretation of the national, regional 
and local themes arising from the review programme.  
 
The NGCCG LeDeR group provides robust oversight of quality and governance 
processes related to LeDeR reviews.  
 
NGCCG consistently receives all notifications of deaths of those with a Learning 
Disability from the national system and coordinates all LeDeR Reviews across 
Newcastle and Gateshead. To address the challenge of the backlog of reviews and 
the limited resources to complete reviews the CCG have recently increased the 
number of independent experienced trained reviewers to deliver more capacity to 
complete reviews.  
 
The CCG is working closely with North East Commissioning Support Unit who are 
commissioned by NHSSEI to deliver a specified cohort of reviews and support 
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CCG’s by reducing the backlog of cases, thus expediting any learning into practice in 
timely way. 
 
Despite a significant backlog of LeDeR cases awaiting an in-depth review for all 
those who die when in the care of NHS providers, a Structured Mortality Review 
does take place and forms a part of the providers own internal mortality governance 
and learning arrangements. Thus, ensuring any key quality and safety issues relating 
to clinical practice are reviewed and acted upon in a timely fashion. These reviews 
are then also available to LeDeR Reviewers to support their work. 
 
The CCG has strong links with the Child Death Overview Panel and has the aligned 
this with the LeDeR process so that learning is shared across the area. 
 
The CCG worked closely with the Local Adult and Children Safeguarding Boards in 
the area to share learning and implement recommendations thus improving 
awareness across wider partners.   
 
An event was planned early in 2020 to share learning for the North ICP however due 
to recent pandemic this has been postponed but will be rearranged through virtual 
platform. In the interim work continues implementing recommendations and sharing 
lessons learnt through existing partnership and developing systems at place.  
 
The CCG commissions Skills for People in Newcastle and Your Voice Counts in 
Gateshead to support and help facilitate the development of an advocacy based 
confirm and challenge group to both challenge and support the local programme of 
work related to LeDeR.  
 
Objectives and plans for 2020/21 
 
Implementing phase 3 of the NHS response to the COVID-19 pandemic include key 
deliverables in relation to the supporting the care of people with a learning disability 
in addition to the existing requirement to continue to deliver LeDeR programme. 
Newcastle Gateshead CCG as below: 

1. Accelerate preventative programmes which proactively engage those at 
greatest risk of poor health outcomes, including more accessible flu 
vaccinations, better targeting of long-term condition prevention and 
management programmes such as health checks for people with learning 
disabilities 

2. Urgent action, in collaboration with local communities and partners, to 
increase the scale and pace of progress in reducing health inequalities, and 
regularly assess progress. Focus on inclusion groups including people with a 
learning disability and or autism.  

3. GP practices should ensure that everyone with a learning disability is 
identified on their register and that annual health checks are completed. As a 
minimum, by 31 March 2021 systems should aim to ensure that primary care 
practices reach an annual rate of seeing at least 67% of people on their 
learning disability register through higher quality health checks. It is 
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particularly important to ensure people with a learning disability from a BAME 
background are known and included. 

4. Reduce reliance on inpatient care for people with a learning disability and/or 
autism through development of robust community model. 

5. Implement Host Commissioner arrangements for all inpatient provision.  
6. LeDeR all CCGs are to be a member of Learning from Deaths report (LeDeR) 

steering group and have a named person with lead responsibility 
7. There is a robust CCG plan in place to ensure that LeDeR reviews are 

undertaken within 6 months of the notification of death to the local area. 
8. CCGs have systems in place to analyse and address the themes and 

recommendations from completed LeDeR reviews. 
9. An annual report is submitted to the appropriate board/committee for all 

statutory partners, demonstrating action taken and outcomes from LeDeR 
reviews. 

10. The CCG aims to continue supporting, developing and integrating the Local 
Confirm and Challenge Group in to the LeDeR Steering Group and associated 
programme of work. This group will be led by people with a Learning Disability 
and have appropriate Family member representation too. 

11. The CCG will prioritise all new notifications in to the LeDeR System to ensure 
learning can be taken forwards in a timely manner. There will still be a parallel 
commitment from the CCG towards clearing the backlog of cases and work 
will continue with NHS England and regional colleagues to develop strategies 
to best to achieve this. 

12. The GP lead for learning disability at the CCG and members of the primary 
care team will ensure that the learning from LEDER is disseminated to GP 
practices in Newcastle and Gateshead 

13. The CCG will support the planned communication campaigns that are being 
led by the NE&CLDN. These campaigns are focused on the prevention of 
early death in those with a learning disability and include Get Well For Winter  

 

Conclusion 
Newcastle Gateshead CCG continues to be committed to delivering the LeDeR 
programme. The past year has been exceedingly challenging due to the lack of 
resources such as the availability of trained reviewers, time for reviewers to 
undertake the reviews due to competing work priorities and delivering preventative 
programmes to people with a learning disability in a safe way.  
 
To support future delivery and recover the position additional reviewers have been 
trained from across the system and within the CCG. Robust governance systems 
have been embedded to ensure the quality assurance process and share learning 
from the reviews across the system. 
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Recommendation 

Executive committee are asked to: 

1. Note the content of the report and recommendations 
2. Support the delivery of 2020/21 objectives  
3. Note the ongoing challenges to complete timely reviews 
4. Approve the annual report and support development of easy read version 
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