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Agenda Item 4.1

Minutes of the Governing Body
Wednesday 25 April 2018, 09.00am
Committee Room 2, County Hall
Present
Janet Guy
Vanessa Bainbridge
Siobhan Brown
Ian Cameron
Dr David Shovlin
Karen Bower
Steve Brazier
Hilary Brown
Dr Paula Batsford
Dr Ben Frankel

Lay Chair (Chair)
Accountable Officer
Chief Operating Officer
Chief Finance Officer
Clinical Director of Primary Care
Lay Member - Patient and Public Involvement
Lay Member - Audit Chair
Locality Director - North
Locality Director - Blyth Valley
Locality Director - West

In Attendance
Elizabeth Morgan
Rachael Long
Melody Price

Director of Public Health
Corporate Affairs Manager
Business Support (Minutes)

Janet Guy welcomed members to the inaugural meeting of the new Governing Body (GB) and
introductions were made.
NCCGGB/18/11 Agenda Item 1 Apologies
Apologies were received from Dr John Warrington, Dr Paul Crook, Dr John Unsworth and
Stephen Young.
NCCGGB/18/12 Agenda Item 2 Declarations of Conflicts of Interest
There were no declarations of interest.
NCCGGB/18/13 Agenda Item 3 Quoracy
The meeting was quorate.
NCCGGB/18/14 Agenda Item 4 Minutes of the Previous Meeting and Matters Arising
The minutes of the previous GB meeting (21 February 2018) were agreed as a true and
accurate record, subject to the following amendments:
•

Page 8 NCCGB/18/08 Agenda item 8.1 – Financial Regulation and Audit
o Paragraph 4, sentence 3: Delete ‘The financial aspect of Internal Audit review
gave limited assurance in the last internal audit, but substantial this time.’

•

Page 9 NCCGB/18/08 Agenda item 8.1 – Financial Regulation and Audit

o Paragraph 2, sentence 2: ‘this was not a usual occurrence but was’ to be
replaced with ‘the payment was’.
Karen Bower asked if the Accountable Care Organisation (ACO) update had been added to
NHS Northumberland Clinical Commissioning Group’s (CCG) website. Rachael Long said
that it will be added, and a refresh of the CCG’s website is planned to reflect the new
governance arrangements.
Action NCCGGB/18/14/01: Stephen Young to add ACO update to the CCG’s website
subject to NHS England (NHSE) approval.
Siobhan Brown said that Rachael Long had collated the buddying arrangement meeting
details. Vanessa Bainbridge said that she was in the process of confirming a contact in
Greater Manchester.
NCCGGB/18/15 Agenda Item 5 Revised Governance Arrangements
Rachael Long said that the CCG’s Joint Locality Executive Board (JLEB) had considered
reports in June 2017 and January 2018 outlining the revised governance proposals. The
CCG’s Constitution was amended and CCG member practices approved the proposals.
Vanessa Bainbridge confirmed that the Constitution has also been approved by NHS England
(NHSE).
GB members were asked to consider the implementation of the revised governance
arrangements, detailed in the revised Constitution and provide comment; approve the Terms
of Reference (ToRs) for GB, Corporate Finance Committee (CFC), the Clinical Management
Board (CMB), and the Operational and Financial Schemes of Delegation.
The following amendments were raised and discussed regarding the revised Constitution:
•
•
•

•

Page 58 - Section 3.3.1, sentence 3: To be changed to ‘The agenda and supporting
papers will be circulated to all members of a meeting at least 5 working days before the
date of the meeting if it is being held in public
Page 58 - Section 3.4: It was suggested that Reference to ‘Deputy Lay Chair’ should
be changed to ‘Deputy Clinical Chair’ and the constitution document to be checked for
any further references.
Page 62 - Section 4.2.1: Janet Guy proposed the following change ‘There will be a
minimum of 4 public meetings of the Governing Body each year and not less than 5
meetings in total. There will be no more than 2 months between meetings’. GB
approved this proposed change to the Constitution and GB ToRs
Page 80 - Scheme of delegation of decisions to statutory functions. Human Resources:
To be changed to ‘Approve terms and conditions of employment for very senior
managers ….’

Action NCCGGB/18/15/01: Rachael Long and Stephen Young to action the amendments
agreed by Governing Body, where appropriate, to the revised CCG Constitution.
Karen Bower stated that she understood that the GB should have a clinical majority. The
current GB quoracy arrangements could result in a non-clinical GB majority. Vanessa
Bainbridge stated that provision would be made for this and that David Shovlin, Clinical
Director of Primary Care would have the casting vote if this situation arose.
2

Steve Brazier noted that in the delegation of functions, p68-79, under the appointment of the
internal auditors, the auditor panel was not included.
Action NCCGGB/18/15/02: Rachael Long/ Ian Cameron to confirm if the Auditor Panel
should be included in the Scheme of Delegation.
Karen Bower said that Quality was not listed in Section 8, Remit and Responsibilities, of the
CMB ToRs. GB members agreed that this should be included.
Action NCCGGB/18/15/03: Rachael Long to discuss adding Quality into Section 8 Remit
and Responsibilities of the CMB ToRs with Stephen Young.
Karen Bower said that although the CFC ToRs had been updated to include the Lay Chair in
the quoracy, the committee could still be quorate if the Lay Chair and Lay Member for Audit
and Conflicts of Interest were not present. She stated that a Lay Member should be a
requirement of CFC quoracy.
Action NCCGGB/18/15/04: Rachael Long to discuss CFC quoracy regarding Lay
Members with Stephen Young.
Karen Bower queried the Operational Scheme of Delegation and asked if the Lay Chair could
be responsible for setting and monitoring the strategic direction of the CCG and still give an
effective independent lay view of the commissioning of care. Vanessa Bainbridge said that
the role of the Lay Chair was to lead and to provide assurance. Janet Guy said the role was
to provide an overarching strategic view as well as an independent view on specific
operational issues.
Decision NCCGGB/18/15/05: GB approved the implementation of the revised
governance arrangements, detailed in the revised Constitution, subject to the
comments discussed and amendments agreed.
Decision NCCGGB/18/15/06: GB approved the ToRs for GB, CFC and the CMB, subject
to the comments discussed and amendments agreed.
Decision NCCGGB/18/15/07: GB approved the Operational and Financial Schemes of
Delegation.
Hilary Brown asked that Stephen Young and Rachael Long be formally thanked for the
considerable amount of work undertaken to develop and implement the CCG’s revised
governance arrangements.
NCCGGB/18/16 Agenda Item 6 Chief Operating Officer Report
Siobhan Brown presented the report, which covered the CCG’s financial year end for 2017/18
and the start of the 2018/19 financial year. The CCG is on target to deliver its financial control
total of £20.3m deficit for 2017/18 (subject to external audit). The financial recovery
programme has delivered £15.8m in savings, a 91% delivery of the total financial recovery
programme. Janet Guy said that this was a significant achievement.
Siobhan said that financial recovery remains the CCG’s focus for 2018/19. A comprehensive
financial recovery programme of work has been developed with delivery already well
underway across the CCG delivery teams. A wide range of procurement opportunities are
being developed.
3

The CCG’s senior team met with NHS England Directors on 9 April 2018 as part of the
quarterly assurance process. The meeting covered a wide range of CCG performance areas,
CCG and provider performance and quality issues, and CCG leadership and system working.
Siobhan outlined the following key headlines from the meeting:
•
•
•
•
•
•

CCG’s focus must remain on financial recovery and creating a sustainable
Northumberland system for the future
There are significant challenges in the 2018/19 planning guidelines that the CCG
needs to work through, in particular the Mental Health Investment Standard (MHIS)
Risk assessment of the deliverability (with mitigations) of the financial recovery
programme is essential
The CCG must continue to be part of wider system working discussions
Overall quality and performance of services is high. The CCG needs to remains
sighted on performance areas of concern such as Cancer 62 day waits, Children and
Young People’s Services; and urgent care and ambulance performance
The CCG must deliver its Improvement Plan

April 2018 marks the start date for the CCG’s new Constitution. As part of the NHSE
Commissioning Capability Programme (CCP) for the CCG, Governing Body members
attended a workshop on 18 April 2018. This is part of a wider ongoing programme of work to
equip the CCG with the skills and tools it needs to be successful.
Three new locality Directors have been recruited in the North, the West and Blyth Valley.
Siobhan welcomed Dr Paula Batsford (Blyth Valley) and Dr Ben Frankel (West) to the CCG
and said that Dr Charles Dean (North) would be in post from the 1 May 2018, initially
shadowing Hilary Brown. Chris Gray, Medical Director, NHSE Cumbria and North East, has
been invited to spend some time working with the CCG. David Shovlin has been confirmed as
the Acting Clinical Director of Primary Care. The recruitment for the Clinical Director of
Commissioning is now out to advert and closes at the beginning of May 2018.
Steve Brazier asked if there would be sufficient financial data available to determine the
performance of the individual QIPP schemes at the next quarterly assurance meeting in June
2018. Ian Cameron said that some QIPP schemes were locked into contract so savings
would have started to be delivered. Some early data maybe available but a standard
management information report would not be expected due to the normal annual business
cycle.
Vanessa Bainbridge said that as the CCG was in special measures, the quarterly assurance
meetings focused on the CCG’s detailed financial improvement plan and achievements. The
CCG’s target is to be out of special measures by the end of the year. Fortnightly meetings
are currently being held with Audrey Pickstock, Director of Finance, NHSE North East and
Cumbria and Christine Briggs, Director of Delivery and Commissioning, NHSE North East and
Cumbria for assurance.
Action NCCGGB/18/16/01: Vanessa Bainbridge to circulate minutes of the NHSE
Assurance meeting (9 April 2018) to GB.
NCCGGB/18/17 Agenda Item 7.1 Finance report
Ian Cameron said that the 2017/18 accounts had been submitted to NHSE on 23 April 2018
and the external auditors were on now on site.
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The CCG is on target to deliver its financial control total of £20.3m deficit for 2017/18 (subject
to external audit). The reported forecast outturn of £17.3m deficit reflects a favourable
movement of £2.9m in the final month of the year. This is due to the nationally mandated
approach to reporting the release of CCG system risk reserves at individual organisational
level. NHSE also returned to CCGs the Category M drugs savings that were retained
centrally from October 2017. Hilary Brown asked if this was the first time system risk
reserves had been released. Ian explained that the business rules were subject to
amendment year-on-year and while similar approaches have been taken in the past the
reporting of the risk reserve together with Category M drugs savings was the mandated
approach for this year.
An outturn of £176.9m has been reported for Northumbria Healthcare NHS Foundation Trust
(NHCFT), an increase of £1.7m from the previous month. The reasons for this increase are
the inclusion of Work in Progress adjustments, a reduction in the Value based commissioning
(VBC) rebate estimate, a reduction in the expected performance rebates, and a SLAM
baseline increase of £0.3m.
Newcastle upon Tyne Hospitals NHS Foundation Trust (NUTHFT) SLAM showed an
underspend at Month 11 data of £225k due to lower than expected activity. Historically, the
CCG has had to meet additional pressures that were not picked up in SLAM due to different
assumptions on seasonality profiling, and March usually being a high month of catch up from
delayed operations over winter.
Northumberland, Tyne and Wear NHS Foundation Trust (NTWFT) reported position is a £22k
over spend for 2017-18. The increase from Month 11 is due to some late charges being
received.
Prescribing showed an overspend of £0.7m, reduced by £0.4m from Month 11 reporting due
to the Category M savings returned by NHSE offset with increased expenditure in other
areas, including recharges from other CCGs.
The CCG has revised the accounting treatment for local enhanced services to bring it in line
with the accruals concept applied elsewhere in the accounts. The external auditors and Audit
Chair have been notified of the change.
The CCG has received final confirmation that the increased indemnity charges will be met by
NHSE centrally.
Hilary asked for an explanation regarding the underspend in Primary Care. Ian said that this
was a delegated primary care commissioning allocation and not a straight forward pass
through. There are differences between the Carr-Hill formula that drives practice payments,
and the national allocations formula that is used to determine CCG allocations. Therefore
there will always be differences that the CCG has to manage. For Northumberland, the
2018/19 Primary Care allocation growth is 1.8% and the national contract cost growth is 2%.
There is not expected to be an underspend in the 2018/19 delegated allocation, and there is a
risk of overspend going forward.
Steve Brazier commented that 30% of overall activity, produced by NHCFT, accounted for
90% of the overspend (appendix 1).
Ben Frankel asked what the indemnity was. Ian said that it was a reimbursement. Ben asked
if the Crown indemnity would replace current indemnity reimbursement. Ian said that it would
5

probably pass through the CCG if it is nationally funded. Janet Guy said that the new CFC
would receive more information and obtain additional assurance when known.
NCCGGB/18/18 Agenda Item 8 Clinical Management Board Report
David Shovlin outlined the proposed programme of work for the CMB and the key clinical
issues that will be addressed during the year. Detailed performance and quality reports will
be presented and discussed at CMB, summary exception reports will then be presented to
GB as part of this CMB monthly report. The first CMB meeting will be held on 2 May 2018.
The key focus of the CMB’s work will be developing a system-wide clinical strategy for the
future of care in Northumberland that addresses:
•
•
•
•
•
•
•

Effective bed utilisation by driving down length of stay and the volume of stranded and
super stranded patients
Out of hospital models of care at scale
Optimum flow in the system including transport
Addressing population health outcomes and inequalities
Reducing unwarranted variation across the system
Effective demand management
Realistic medicine

The development of the Care At Home for Complex Health (CATCH) Teams supports out of
hospital models. CATCH teams are due to be piloted in the North locality. If the pilot is
successful, the CCG will consider extending the coverage throughout Northumberland.
CCG whole system work is planned on how services need to connect, collaborate and in
some circumstances co-locate to deliver a sustainable clinical and financially effective urgent
and emergency care model for Northumberland. The reset of the Northumbria Specialist
Emergency Care Hospital, the launch of Consultant Connect, ambulatory care developments
and improved delivery of ED streaming are all in the scope. A structured
collaboration/procurement approach to the development of Urgent Treatment Centres and the
future of Out Of Hours primary care and primary care extended access is being explored.
The CMB will oversee research which the CCG is responsible for.
Karen Bower said that the quality and performance exceptions reports were good summaries.
Janet Guy said that she particularly liked the ‘areas of strength’ section in the performance
report. Karen asked for an update regarding the ‘Unable to book 2 week wait issues’ as the
most reported types of incidents.
Action NCCGGB/18/18/01: David Shovlin to provide an update regarding the ‘Unable to
book 2 week wait issues’ to Governing Body.
Karen Bower said that the quality exception report stated that the local arrangement for LAC
was being considered as part of the Northern CCGs Directors of Nursing regional work in
relation to quality assurance and safeguarding. She asked what ‘considered’ actually meant
and what action was being taken.
Action NCCGGB/18/18/02: Siobhan Brown to confirm what action is being taken
regarding the local arrangement for Looked After Children (LAC).
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Karen Bower highlighted the Friends and Family Test (FFT) and asked what people were
actually saying. She requested that GP FFT feedback be included in the Quality Summary.
Action NCCGGB/18/18/03: Siobhan Brown to discuss the inclusion of Friends and
Family Test (FFT) responses and GP FFT data in the GB Quality Summary with Annie
Topping.
Karen Bower asked what the financial impact would be if the CCG did not achieve the Cancer
62 days target. Ian Cameron said that if the CCG delivered its quality and control total in
2018/19 there was a potential payment of £1.5m in 2019/2020. Hilary Brown said that the
national 62 day cancer target was very challenging and complex. Siobhan Brown said that
the crossover of patients between NUTHFT and NHCFT was an issue. There is now a new
CCG clinical lead focusing on cancer.
Karen Bower proposed including the CCG’s position against the ‘10 most similar CCGs’ for
each of the NHS Constitution performance indicators in the performance exception report. GB
agreed the proposal.
Action NCCGGB/18/18/04: Siobhan Brown to discuss adding the CCG’s position
against the 10 most similar CCGs for each NHS Constitution performance indicators in
the performance exception report with David Lea.
Liz Morgan highlighted the ‘Maternal smoking at delivery’ CCG performance indicator and
stated that Northumberland’s rate of improvement was twice England’s rate. She asked for
an explanation of the Health inequalities indicator. Vanessa said that this was a national
performance indicator for all CCGs.
Steve Brazier noted that the CCG was second in England for Delayed Transfers of Care
(DTOC) performance although it continues to be an area of particular focus for the CCG.
Vanessa explained that there were good integrated health and social care working
arrangements within Northumberland, the data in the report was pulled through the national
system and the focus is now on ‘stranded’ (7 days length of stay and over) and ‘super
stranded’ (21 days length of stay and over) patients. Repatriation and assessment pathways
are causing delays for Northumberland patients. David Shovlin said that inter hospital
transfers were an issue and DTOCs were highlighted in the Better Care Fund (BCF) plan.
NCCGGB/18/19 Agenda Item 9 Director of Public Health Update
Liz Morgan, Director of Public Health, Northumberland County Council (NCC) outlined the
new joint Health and Wellbeing Strategy, which is the responsibility of the CCG and NCC.
The 10 year strategy focuses on the following areas:
•
•
•
•

Giving every child and young person the best start
Wider determinants of health
A whole system approach to health and care
Empowering people and communities

The System Transformation Board will lead on taking a whole system approach to the
strategy. The strategy will be presented to the Health and Wellbeing Board (HWBB) on 10
May 2018, and discussed at the next GB meeting.
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Ben Frankel said that a ground up approach was needed to social prescribing. Liz Morgan
said that the funding was being invested into community centre approaches. Five area
community co-ordinators have been appointed to map assets across communities in
Northumberland, part of their role will be to develop relationships with GPs and healthcare
professionals. Hilary Brown said that care navigators in practices were a good resource and
needed to be developed. David Shovlin said that the new area community co-ordinators will
complement the care navigators.
Vanessa Bainbridge said that the Health and Wellbeing Strategy has CCG visibility and the
System Transformation Board is linked in. NCC are committed to the community coordinators and the community asset approach.
NCCGGB/18/20 Agenda Item 10.1 Operational Plan 2018/19
Siobhan Brown reported that the CCG’s Operational Plan 2018-19 outlines the annual
Delivery Plan for the CCG at a clinical and service level, supported by the technical narrative
for the financial, activity and performance plans. The NHS Planning Guidance provides a
framework for the CCG plan with a range of national mandatory requirements and other areas
that are at the discretion of local CCGs. The final plan is to be submitted to NHS England by
30 April 2018.
The national planning guidance includes the following headlines:
•
•
•
•
•
•

The Mental Health Investment Standard (MHIS)
The financial ability for CCGs to commission more growth in activity should this be
required
The continued development of STPs and the development of Integrated Care Systems
The development of primary care networks
Plans to reduce the length of stay of patients
A range of other performance targets including A&E, delayed transfers of care,
Referral To Treatment times and reduced prescribing of low clinical value medicines.

The Operational Plan on a Page covered twelve areas of care and was aligned to the
groupings of the local Sustainability and Transformation Partnership (STP) footprint.
The following risks and mitigations are associated with delivery of the plan:
•
•
•
•
•

The capacity and capability of the CCG team - 10 posts being advertised in May 2018
and support from contracting and procurement experts
Large and complex work programmes 2018/19 and 2019/20 - system teams from
across Northumberland delivering together. Signed off at the CEO level through the
System Transformation Board
Four of the work programmes require a mix of market testing, structured collaboration
and procurement - to be addressed by building skills and expertise in-house and also
contracting procurement experts and legal advice to support the CCG
Delivery of the financial control total of £6.0m deficit and delivery of £17.8m of QIPP
savings - mitigated through the robust planning for QIPP and identification of risk
reserves that equal a third of the QIPP target
The MHIS is mandated for all CCGs and increases the costs of the CCG with no (as
yet) identified offset – mitigation could be an increase in the deficit Control total and
associated Commissioning Support Fund (CSF) to the CCG
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•

Cost growth for primary care versus allocation and potential activity growth for
secondary care create further financial pressures for the CCG – to be offset through
reserves or finding ways to reduce secondary care activity.

Ian Cameron said that feedback had been given to NHSE on the national expectations and
mitigations identified.
CCG delivery teams are currently developing comprehensive work plans. All teams have
dedicated clinical leadership and clinical leads. There has been a refocus on Rightcare and a
whole system Steering Group is being chaired by Dr Alistair Blair, GP Medical Director,
NHCFT.
Karen Bower said that the plan had very clear priorities and asked if there is any timescale for
the twelve areas of care.
Action NCCGGB/18/20/01: Siobhan Brown to add timescales to Operational Plan on a
Plan 2018/19.
Karen Bower said that integrated care for the individual patient needed to be more explicit
within the plan and asked if there was a quantifiable measure. Vanessa Bainbridge described
a three level person focus integration care diagram which she found useful when explaining
integration and suggested a similar diagram be included in the plan.
Action NCCGGB/18/20/02: Siobhan Brown to add the integrated care diagram to
Operational Plan 2018/19.
Hilary Brown said that she was concerned that Mental Health was coloured green on the
‘Plan on a Page’ and this did not give a balanced view of the current performance issues.
Action NCCGGB/18/20/03: Siobhan Brown to change the green RAG risk rating of the
Mental Health section on the 2018/19 Operational Plan to amber.
Steve Brazier highlighted the CCG technical narrative activity growth assumptions and asked
what figures the providers were delivering. Siobhan Brown said that the CCG was coordinating with Trusts and other providers. Vanessa Bainbridge said that all acute Trusts in
England had received a letter from Ian Dalton, Chief Executive, NHS Improvement outlining
six tests to provide assurance and understanding for the increase in activity and bed bases.
Decision NCCGGB/18/20/04: GB approved the 2018/19 Operational Plan.
Vanessa Bainbridge thanked Siobhan Brown and her team for the Operational Plan which
had been well received.
NCCGGB/18/21 Agenda Item 11.1 2018/19 Improvement Plan Update
Siobhan Brown explained that recruitment into the new roles detailed in the Improvement
Plan would start in May 2018. The NHSE CCP is working with the CCG to improve skillsets.
The CCG will robustly assess impact and outcomes of the operation plan throughout 2018/19.
NCCGGB/18/22 Agenda Item 12.1 Health and Wellbeing Board Minutes (January 2018)
The HWBB minutes for January 2018 were received for information.
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NCCGGB/18/23 Agenda Item 12.2 Audit Committee Minutes (March 2018)
The Audit Committee minutes for March 2018 were received for information.
NCCGGB/18/24 Agenda Item 12.3 PCCC Minutes (February 2018)
The Primary Care Commissioning Committee minutes for February 2018 were received for
information.
NCCGGB/18/25 Agenda Item 13 Locality meeting assurance/key points
•
•
•

Briefing to explain the 2017/18 financials and the financial plans and assumptions for
2018/19
Operational Plan 2018/19 briefing
CCG Locality meetings to introduce an agenda item on public health.

NCCGGB/18/26 Agenda Item 14 Governing Body Forward Plan
•
•

Quarterly Impact Metric Report
Public meeting/ AGM: Annual Accounts and Report - June 2018

NCCGGB/18/27 Agenda Item 15 Any other business
Janet Guy said that Hilary Brown was stepping down from her role as North Locality Director
and leaving the CCG on 18 May 2018. Charles Dean will be shadowing Hilary from 1 May
2018. Janet thanked Hilary on behalf of GB for her hard work and wished her well for the
future.
NCCGGB/18/28 Agenda Item 16 Date and time of next meeting
23 May 2018, 09.00, County Hall, Morpeth.
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Agenda Item 4.2

Governing Body - REGISTER OF ACTIONS
Log owner: Governing Body Chair
DATE: May 2018
Number

Governing Body
Date
Identified

Target
Completion
Date

Description and Comments

Owner

Status

Comment

NCCGGB/18/14/01

25/04/2018

23/05/2018 Stephen Young to add ACO update to the CCG’s website
subject to NHS England approval.

Stephen Young

Ongoing

NCCGGB/18/15/01

25/04/2018

Stephen Young

Completed

NCCGGB/18/15/02

25/04/2018
25/04/2018

Rachael Long/Ian
Cameron
Rachael Long/
Stephen Young

Completed

NCCGGB/18/15/03

NCCGGB/18/15/04

25/04/2018

NCCGGB/18/16/01

25/04/2018

23/05/2018 Rachael Long and Stephen Young to action the
amendments agreed by GB, where appropriate, to the
revised CCG Constitution.
23/05/2018 Rachael Long/ Ian Cameron to confirm if the Auditor Panel
should be included in the Scheme of Delegation.
23/05/2018 Rachael Long to discuss adding Quality into Section 8
Remit and Responsibilities of the CMB ToRs with Stephen
Young.
23/05/2018 Rachael Long to discuss CFC quoracy regarding Lay
Members with Stephen Young.
23/05/2018 Vanessa Bainbridge to circulate minutes of the NHSE
Assurance meeting (9 April 2018) to GB.

NCCGGB/18/18/01

25/04/2018

NCCGGB/18/18/02

25/04/2018

23/05/2018 Siobhan Brown to confirm what action is being taken
regarding the local arrangement for Looked After Children
(LAC).

Siobhan Brown

NCCGGB/18/18/03

25/04/2018

23/05/2018 Siobhan Brown to discuss the inclusion of Friends & Family Siobhan Brown
Test (FFT) responses and GP FFT data in the GB Quality
Summary with Annie Topping.

NCCGGB/18/18/04

25/04/2018

Siobhan Brown

Completed See Performance Exception
Report May 2018

NCCGGB/18/20/01

25/04/2018

23/05/2018 Siobhan Brown to discuss adding the CCG’s position
against the 10 most similar CCGs for each NHS
Constitution performance indicators in the performance
exception report with David Lea.
23/05/2018 Siobhan Brown to add timescales to Operational Plan on a
Plan 2018/19.

Siobhan Brown

Ongoing

NCCGGB/18/20/02

25/04/2018

23/05/2018 Siobhan Brown to add the integrated care diagram to
Operational Plan 2018/19.

Siobhan Brown

Ongoing

NCCGGB/18/20/03

25/04/2018

23/05/2018 Siobhan Brown to change the green RAG risk rating of the
Mental Health section on the 2018/19 Operational Plan to
amber .

Siobhan Brown

Completed

Rachael Long/
Completed
Stephen Young
Vanessa Bainbridge Ongoing
Minutes currently not
available. NHSE Assurance
letter received.
23/05/2018 David Shovlin to provide an update regarding the ‘Unable to David Shovlin
Ongoing
Update at May 2018 meeting.
book 2 week wait issues’ to Governing Body.
Ongoing

Wider piece of regional work
with Directors of Nursing.
Margaret Tench CCG's
designated LAC Nurse.
Completed FFT recommends or does not
recommend a service and
provides response rate. Annie
Topping to investigate themes
within comments section.
Update at June 2018 GB
meeting.

The full delivery plan with
timescales and metrics will be
presented to June 2018 GB.

Work underway to capture
system strategy work. This will
form part of the June 2018 GB
paper as above.
Completed Updated and final version
formally submitted to NHSE.
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Private or Public agenda

Public
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Development/Discussion
Decision/Action
Links to Corporate Objectives

Ensure that the CCG makes best use of all available
resources



Ensure the delivery of safe, high quality services that
deliver the best outcomes



Create joined up pathways within and across
organisations to deliver seamless care
Deliver clinically led health services that are focused
on individual and wider population needs and based
on evidence.
Northumberland CCG/external
meetings this paper has been
discussed at:
QIPP
Risks
Resource implications
Consultation/engagement

N/A but elements (governance and Locality Directors) discussed
with the CCG’s membership

Strategic Risk 946 – Financial Balance
Strategic Risk 403 – Member Engagement
N/A
Locality clinical engagement

Clinicians commissioning healthcare
for the people of Northumberland

1
20180523 UC Agenda Item 5 Chief Operating Officer Report

OFFICIAL

Quality and Equality impact
assessment
Research
Legal implications
Impact on carers
Sustainability implications

Attached
N/A
N/A
N/A
N/A

20180523 UC Agenda Item 5 Chief Operating Officer Report

2

OFFICIAL

QUALITY and EQUALITY IMPACT ASSESSMENT
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Chief Operating Officer Report
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Chief Operating
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National Health Service
Act 2006 as amended by
the Health and Social
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inequalities due to
differences in
socioeconomic
circumstances?
6. Research
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and national research as
appropriate.
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risks on quality and
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Governing Body
23 May 2018
Agenda Item: 5
Chief Operating Officer Report
Sponsor: Chief Operating Officer
Members of the Governing Body are asked to:
1. Consider the report and provide comment.
Purpose
This report provides a Governing Body updates on significant meetings and developments in
NHS Northumberland Clinical Commissioning Group (CCG). Any other important clinical
issues that members need to be sighted on will be addressed specifically in the Clinical
Management Board report.
CCG Capacity and Capability
All roles for both external recruitment and internal opportunities are now out to advert on NHS
Jobs (external) and expressions of interest (internal). In addition, shortlisting is underway for
the final Clinical Director (of Commissioning) position. The CCG hopes to have a full
complement of staff by late July 2018. More detail is provided in the CCG Improvement Plan
agenda item..
Estates
There is a substantial amount of estates’ planning work underway that includes the
Sustainability and Transformation Partnership (STP) capital bidding process for Foundation
Trusts and also planning for housing developments across Northumberland. The CCG is
eligible to bid for what is called Section 106 monies from the Local Authority to develop the
primary care infrastructure that is required in growing communities. The CCG will be holding a
strategic capital planning session in the next month to examine the more immediate
implications and also the five year picture in order to plan for future healthcare, estate and the
revenue cost implications.
General Data Protection Regulation (GDPR)
There are important changes in the law governing the management and use of patient data
coming into effect that Governing Body Members need to be aware of. The European Union
General Data Protection Regulation (GDPR) will apply from 25th May 2018. It is expected that
20180523 UC Agenda Item 5 Chief Operating Officer Report
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the provisions of the GDPR will apply post-Brexit, and for the foreseeable future. The headlines
of what this means for healthcare organisations is outlined in summary below:

From Information Governance Alliance CEO Briefing Note

The actions required by the CCG and for all healthcare providers including primary care are
that all must have a registered Data Protection Officer to manage the implications of the
legislation. The North East Commissioning Support (NECS) Unit has offered to deliver the
service for the CCG and for the whole of primary care (which the CCG could fund through its
agreement with NECS). The CCG has discussed this offer with the LMC and the issues for
primary care associated with the new requirements. There is a level of intangibility about what
this means in reality and the CCG will review quarterly to reflect on progress and issues; as
well as preparing through NECS a briefing for primary care.
Local Medical Committee (LMC)
The CCG Chief Operating Officer attended the LMC on 10 May 2018 and topics included
implementation of the GDPR as outlined above.
Other areas of discussion covered the actions requested by the LMC from Northumberland,
Tyne and Wear NHS Foundation Trust (NTW) who will report back to the July LMC. These
included the development of a rapid access email/telephone service to consultant level advice
(similar to that now operated as Consultant First or Consultant Connect), work ongoing to sort
the Children and Young People’s physical health monitoring, the need to review health check
processes including ECGs, the development of an E-referral form which will be available soon,
20180523 UC Agenda Item 5 Chief Operating Officer Report
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and the review of Off-licence prescribing (e.g. pregabalin). Discussion also included the need
for the upskilling of staff in the multitude of agencies who have a part in the children’s mental
health pathway (i.e. to reduce hand-offs).
There was also discussion relating to how the CCG could better support primary care and early
thoughts from the LMC included more practical help to complete bids and applications, more
support to manage change such as boundaries and practice developments, greater help to
navigate with NHS England; and a more strategic approach to developments. The CCG will be
a regular attender at LMC meetings throughout 2018/19.
Quality, Innovation, Productivity and Performance 4 (QIPP4) Support Offer from NHS
England
NHS England has offered the CCG extra support in the next tranche of financial recovery
resource called ‘QIPP4’. This resource of 60 days’ work in the first instance will help the CCG
to determine the metric baselines and trajectories for delivery, as well as analysis of more
pipeline opportunities and turning these into reality.
Health and Wellbeing Board
The CCG is a member of the Northumberland Health and Wellbeing Board (H&WBB) and at
the last meeting Dr David Shovlin was also voted in as Vice Chair of the Board. The meeting
was focused in the main on the Director of Public Health’s Annual Report for 2017/18 and the
Joint Health and Wellbeing Strategy 2018 to 2028; both of which are on today’s agenda. The
relationships and sign up to partnership working are pivotal to the success of delivery of the
CCG’s Commissioning Strategy and Operational Plan.
Regional Meetings
There have been a range of regional meetings during the last month including the Northern
CCG Forum, the CCG Joint Reference Group, the Cumbria and North East (CNE) Leaders’
Forum and the Urgent and Emergency Care Strategic Network Meeting. The main theme is
one of streamlining and preparation for the future of integrated care systems and partnerships;
balanced with local and place based delivery where it matters most.
Urgent and Emergency Care Strategic Network
The Board agreed to continue with the Strategic Network in its current format, but to review the
Terms of Reference. The Clinical Reference Group will continue in “virtual” format and only
meet as and when necessary. The Operational Group of this Board will be stood down and
delivery will be through Local Accident and Emergency Delivery Boards.
The Board also agreed to implement standardised Directory of Service (DOS) profiling for
Urgent Treatment Centres across the region – which will be unique in England. Other topic
areas included enhanced care delivery in care homes and the phased roll out of NHS 111
online.
20180523 UC Agenda Item 5 Chief Operating Officer Report
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Northern CCG Forum Meeting
The decision was made to stand down the Northern CCG Forum meeting and focus the work
through the CCG Joint Reference group going forward. From a healthcare and prevention
perspective the two key items were:
• The proposal for a regional approach to developing a prevention strategy, with the
potential of associated budgets from CCGs. There was general agreement in principle,
but noting that many of the CCGs are not in the financial position of allocating funding at
present
• Primary Care Research - the CCG is currently one of four regional CCGs which receive
Research Capability Funding (£20K pa). There is a proposal to pool the funding
regionally (NECS have agreed to support £150K across the patch) and to development
a more consistent approach to the funding and delivery of primary care research.
Cumbria and North East Leaders’ Forum
The main item for discussion at this meeting was the recent visit from Matthew Swindells, NHS
England’s Director of Operations and Information and his verbal feedback on the proposal for
an Integrated Care System across Cumbria and the North East. Formal feedback is due to
follow and all leaders in the system have been asked to consider how to work effectively at
scale where it makes clinical sense to do so; and to deliver place based care for everything
else.
Recommendation
The Governing Body members are asked to consider the content of the report and provide
comment.
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Ensure that the CCG makes best use of all available
resources
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QUALITY and EQUALITY IMPACT ASSESSMENT
1. Project Name

Clinical Management Board Report – May 2018

2. Project Lead

Director Lead
Clinical Director of
Primary Care

3. Project Overview &
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Clinical Management Board Overview for Governing Body

4. Quality Impact
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Patient Safety
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Patient Experience
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What is the impact on
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the protected
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terms of access to
services and outcomes
achieved for the
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(which is in line with the
legal duties defined in the
National Health Service
Act 2006 as amended by
the Health and Social
Care Act 2012), for
example health
inequalities due to
differences in
socioeconomic
circumstances?
6. Research
Reference to relevant
local and national
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Project Lead
Chief Operating Officer

Clinical Lead
Clinical Director of
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L
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Governing Body
23 May 2018
Agenda Item: 7
Clinical Management Board Report
Sponsor: Clinical Director of Primary Care
Members of the Governing Body are asked to:
1. Consider the Clinical Management Board update (including performance and quality
exceptions and provide comment.
Purpose
This report outlines the main items discussed at the inaugural Clinical Management Board
(CMB) of 2 May 2018, and asks for comment from Governing Body Members regarding
progress and exception reporting for both quality and performance.
Terms of Reference and Membership of the Board
The main item proposed was the addition to the membership of two clinical members who play
a significant part in the CCG (Robin Hudson, Quality, GP Variation In Spend & Cancer; and
Karen Rodman, lead nurse for outpatients and provider development). CMB agreed and also
the need for Quality work to be a stronger component of CMB work.
SEND Inspection Update
The Northumberland system is still waiting for a date for its inspection. The most recent system
to be inspected that is similar to Northumberland is Redcar and Cleveland. The work continues
to improve the Northumberland SEND offer and a major focus of work is the development of a
robust clear dashboard.
Developing a system-wide Clinical Strategy
Maureen Taylor advised CMB that providers submitted their organisations’ Clinical Strategies
at the System Transformation Board in April. Emerging themes from the the strategies have
now been included in an overarching Northumberland Clinical Strategy. The document
circulated to CMB is the first draft which will be discussed at the next System Transformation
Board scheduled for 9 May. All Clinical Directors and Clinical leads have been asked to
comment on the draft. Once the strategy is further developed, it will be presented to Governing
Body for comment and approval.
Redesigning urgent and emergency care

20180523 UC Agenda Item 7 Clinical Management Board Report

5

OFFICIAL

The CCG is planning to start a whole system conversation about how services need to
connect, collaborate and in some circumstances co-locate to deliver a sustainable clinical and
financially effective urgent and emergency care model for the County. There are key contracts
expiring over the next year, there are national requirements for urgent treatment centres, out of
hours and the delivery of 111. The options open to the CCG are:
•
•

A structured collaboration with current providers with no procurement, or
Formal procurement.

The CMB agreed an approach that involves:
•
•
•

Workshops in all Localities in early June 2018 to seek Member engagement on the way
forward for urgent and emergency care.
Full papers, with a Quality approach embedded at its heart, will be circulated prior to the
meetings
The findings and approaches will be collated and report back to CMB who will draw up a
paper for Governing Body to be presented at the June meeting.

Performance and Quality Report Exceptions
The full Performance report and summary Quality report were both discussed. Performance
and Quality exceptions are at the Appendices.
Governing Body should note that the draft Quality accounts from each provider organisation
are now being published. The CCG will consider these and respond accordingly to inform the
draft Statement. Annie Topping will manage the process within the CCG
Recommendations
The Governing Body is asked to consider the CMB update and the quality and performance
exception reports and provide comment.

Appendix 1 – Quality Exception Report
Appendix 2 – Performance Exception Report
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Appendix 1: Quality Exceptions Report
Issues and Actions
Issue

Action

Expected
Timeframe and
Outcome

Director
Lead

The CCG continues to work with the
Cumbria & North East Gram Negative
Bloodstream Infection (GNBSI)
Improvement Collaborative Programme
Board on approaches and actions.

Ongoing monitoring.

Annie
Topping

C = Commissioner
P = Provider

C

Healthcare Acquired Infections
The CCG breached the April 2019 E-Coli
trajectory of 22 cases with 28 cases
reported.

Regional action plan is currently being
developed to join up our effort and
impact.
C

Incident Reporting
In April 2018, two themes were identified
through SIRMS reporting:
• Lack of availability of 2 week-wait
appointments.
• Issues around the reconciliation and
accuracy of discharge medications.

The CCG Service Development Manager
has raised the issue of 2ww
appointments with performance
colleagues in the Trust to request a
response.
The NECS Medicines Optimisation team
will raise the medication theme with the
Trust via the Medicines Safety Officer
and hope to receive feedback at the
Trust Medicines Management Committee
to in turn feedback to Practice reporters.

A regional meeting to
follow up the work on
the action plan is due
to take place. No
date has been set yet.

Specific responses
will be fed back to the
reporters and also to
GP Practices
generally once
received, hopefully in
early June 2018.

Annie
Topping

Quarterly reports are
produced and shared
with locality managers
& directors for onward
discussion with
Practices.

Quarterly thematic reports are produced

1
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to highlight these incidents to the Trust
and responses to these reports are
sought via the Quality Review Group
meetings.
P

P

P

Serious Incident (SI) Performance
NHCFT, NTW and NEAS achieved 100%
compliance in reporting SIs within 2 days in
April 2018. Only NuTHFT failed to meet the
standard, reporting only 89% in 2 days.

Poor performance against the NHS
England SI Framework will continue to
be challenged at QRG and through 1:1
caseload meetings between the Trust
and the Clinical Quality team at NECS.

The four main providers continue to perform
poorly against the 60 day SI report target,
with none achieving 100% compliance in
April 2018 or in the previous 3 months.
NEAS in particular failed to submit any of
their 5 reports within timescales and NHCFT
submitted only 1 of the 4 due on time.
Serious Incident Management
NHCFT reported a Never Event in April
2018 relating to the fitting of an incorrect
hip-cup to a Northumberland CCG patient.
Safety Thermometer (April)
NuTHFT continue the increasing trend of
reporting above the national average rate
for new pressure ulcers.

NHCFT reported at the QRG in early
May that the Trust had taken actions to
improve performance at Business Unit
level and together with improved
corporate monitoring, the number of
overdue investigations has steadily
reduced.
The Never Event RCA report will require
sign off through the CCG SI Closure
Panel.

NTWFT reported above the national
average for all falls & falls with harm for the
second consecutive month, although actual
patient numbers are low.

P

The area of newly acquired pressure
ulcers continues to be a challenge for
NuTHFT. The areas in which pressure
ulcers have been reported have been
supported in understanding their data
with a combination of leadership, team
building and staff training. A reduction is
predicted in the coming months.

NHCFT data has not been registered on the
national website as there had been an issue
with upload to the portal. The Trust have
advised that it was submitted via email and
will be resolved in the next run of data.

Data on pressure ulcers and falls is
triangulated between safety thermometer
performance and SIRMS/SI reporting to
determine whether there are any areas
on which the CCG should focus for
further assurance.

NHCFT – Notification of Death

The Trust Medical Director, has

Ongoing monitoring.

Annie
Topping

The Never Event RCA
report is due for
submission by the 25th
of June.
Ongoing monitoring

Annie
Topping

Ongoing

Annie

Annie
Topping
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An ongoing theme has been identified
through SIRMS regarding both the nonnotification of patient deaths and the
incorrect notification of patient death (where
the patient is still alive).

requested the details of all incidents of
this nature to the forwarded to him in
order to look into resolving the issues.

Topping

Conclusion
Where quality and performance issues have been identified, the relevant action plans and monitoring processes to ensure
that areas of improvements are identified and the actions necessary to ensure these are in place.
Recommendation
The Governing body should accept this report as part of the evidence of the assurance processes in place to monitor
quality in the CCG and Providers.
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Appendix 2: Performance Report
This section of the report covers:
•
•
•
•

CCG and main acute provider performance against NHS Constitution indicators
Areas of strength
Exception report
Most recent performance against CCG Improvement and Assessment Framework (IAF) as reported by NHS
England April 2018

This report details the February 2018 and the year to date position for the key performance indicators where the
information is available in relation to NHS Northumberland Clinical Commissioning Group (CCG) and the key
Northumberland providers. The monthly data is for February 2018 unless otherwise stated.
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CCG and provider key performance indicators summary
(Based upon year to date performance)
Overall

RTT 18
weeks

Diagnostic
waits

Cancer

A&E
waits

Mental
Health

Ambulance
performance

Feb 18

Feb 18

Feb 18

March 18

Nov 17

March 18

Northumberland CCG
Northumbria Healthcare
NHS Foundation Trust
The Newcastle upon Tyne
Hospitals NHS Foundation
Trust
North East Ambulance
Service NHS Foundation
Trust
Talking Matters
Northumberland
England (overall)
Key: Achieved or exceeded target

Underachieved <3%

Underachieved >3%

The provider and the overall England performance captured in the above table and throughout the report relates to the
treatment of all patients from all CCGs and not exclusively Northumberland residents. This will partially account for the
variations in performance ratings compared to the CCG.
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CCG and local main acute provider performance against NHS Constitution metrics
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Areas of strength
Acute services
•
•
•
•
•

Consistent performance against 18 weeks waiting times 92% threshold with no recent 52 week breaches
CCG strong consistent performance against the 6 weeks diagnostic waiting time target (maximum level of
breaches 1%)
No accommodation breaches reported by the main local providers of healthcare to Northumberland residents
No reported 12 hour trolley waits
Improvement in handovers completed within 15 minutes at Northumbria Healthcare NHS Foundation Trust
(NHCFT)

Mental Health
•
•
•

Improving Access to Psychological Therapies (IAPT) - consistent achievement of recovery and access targets
(50% recovery rate)
Dementia diagnosis – consistent achievement against target (66.7%)
Early Intervention in Psychosis achievement against target (50%)

Overall
•

The CCG has performed well against the range of improvement and assessment framework (IAF) indicators based
upon the April 2018 revised information released by NHS England – the CCG has been placed in the top quartile
against 18 indicators (and the lowest quartile against 3 indicators).

•

When comparing the CCG with its 10 most similar peer group CCGs’ it was placed in 1st / 2nd place against 11
indicators (and in 10th/ 11th place against 6 indicators).
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Exceptions Report
Performance Area

Current Position

Detail

Mitigating Actions and Timeframe

Accident and Emergency

Northumbria
March 2018 92.2%
YTD 93.3%

Under performance by
both acute provider
trusts throughout most
of 2017/18 –
significantly during
winter period.

Creating more out of hours capacity
within primary care
(increased recently and ongoing)

Patients treated or admitted
within 4 hours
(Standard 95%)

Newcastle
March 2018 91.7%
YTD 93.9%

Director
Lead

David
Shovlin /
Maureen
Taylor

The ambulance service using alternative
dispositions to transporting patients to
accident and emergency departments.
(ongoing)
The recalibration of Northumbria
Specialist Emergency Care Hospital
(NSECH) which involves early
consultant triage, robust streaming and
earlier transfer of patients to wards at
NSECH and base sites. (Recently put
in place and impact being reviewed)
Consultant Connect in place to avoid
admissions 9 April 2018

Performance Area

Current Position

Detail

Northumbria’s April 2018 A&E
performance has subsequently been
reported at 98.8% indicating that the
above actions have had an impact. The
CCG will continue however to monitor
performance to ensure that the changes
are embedded for consistent strong
performance.
Mitigating Actions and Timeframe

Director
5
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Lead
Cancer 62 days
Standard: 85% of patients
should be treated within 62
days of referral by GP.

CCG
February 2018 83.5%
YTD 83.5%
Northumbria
February 2018 85.1%
YTD 82.0%
Newcastle
February 2018 85.1%
YTD 85.2%

Under performance by
both local acute trusts
of the standardMain contributor
delays in pathway at
each stage of
treatment
Delays in transferring
patients between
secondary and tertiary
providers

CCG developed and agreed Cancer
strategy January 2018 along with
supporting action plan

Robin
Hudson

Providers revised tracking processes –
ongoing throughout 2017/18
Provider focus on revising Urology
pathway – Quarters 1 and 2 2018/19
Provisional data from Northumbria
indicates trust now achieving standard
(April 18)
2 week wait cancer referral audit.
Possible redevelopment of urology
cancer pathways

Children and Young
Peoples Service
Waiting times –
There is an expectation that
children should not wait
longer than 18 weeks to be
seen.

CCG performance
March 2018 86.8%

Dedicated focus on NUTH FT cancer
pathways
Outcomes/ actions following March
JLEB endorsements Deterioration of waiting Putting the provider in formal escalation
times during 2017/18
Proposing a revised process of triage to
although high priority
assess the needs and urgency of
children have been
treatment for the children
seen urgently
Considering market testing for an
alternative provider/ provider
partnership.

Paula
Batsford

Target 100%
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Performance Area
Ambulance response
times
Standard:
Category 2
90%ile 40 minutes
Category 3
90%ile 2 hours

Current Position

NEAS March 2018
Category 2
47 minutes 19 seconds
Category 3
3 hours 27 minutes
CCG

Detail

Ongoing poor
performance during
2017/18 despite
revised indicators
being introduced in
November 2017, lower
risk patients
consistently do not
receive timely
responses

Category 2
48 minutes 31 seconds

Mitigating Actions and Timeframe
Local A&E Delivery Board revised to
focus on strategic / operational
measures to improve performance.
Region wide group focusing on system
wide improvements

Director
Lead

David
Shovlin /
Maureen
Taylor

Key areas of focus relate to improving
handover delays particularly at
Northumbria
Using alternative dispositions to
transporting to hospital – focus on hear
and treat / see and treat
Major recruitment drives to recruit to
vacant posts including international
recruitment/
Reducing sickness absence rates

Category 3
2 hours 39 minutes

NEAS analysis of actual service delivery
for Northumberland and specific
performance for Northumberland is now
available.
Performance Area

Current Position

Detail

Mitigating Actions and Timeframe

Director
Lead

The CCG is currently

Despite the CCG

The repatriation of patients from

David

Delayed Transfers of Care
7
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breaching its Better
Care Fund trajectory

having a low rate of
delayed transfers of
care, the trajectory is
consistently being
breached

Newcastle Hospitals is causing delays
as patients are transferred back into
Northumberland – review of processes
underway
Q1 2018/19

Shovlin /
Maureen
Taylor

Improvement and Assessment Framework (IAF) – April 2018 update
Outlined below is the latest update reflecting the CCG’s performance against the range of indicators within the IAF.
These metrics are used by NHS England to assess the overall performance of the CCG.
As will be evident from the tables below, the metrics cover a wide range of topics and timescales – ranging from recent
monthly operational data – reflecting the February 2018 position to annual metrics e.g. cancer survival rates in 2015.
In addition to reflecting the CCG’s performance, a comparison of the CCG performance is made against the 10 most
similar/ peer group CCGs.
Northumberland CCG was placed in either 1st or 2nd place in 11 of the metrics when making this comparison and was
placed in the lowest two places against 6 metrics
When the CCG is compared against the total of 207 CCG across the country it was placed in the top quartile on 18
occasions and in the lowest quartile on 3 occasions.
The overall leadership and financial assessment has not been updated from the assessment awarded in July 2017. An
updated assessment will be released by NHS England in July 2018.
Key actions
As the updated information was received the day before the papers for CMB were scheduled to be circulated to members,
a full review and analysis of the data will be undertaken with specific actions updated where appropriate to improve future
performance of the CCG. A more detailed paper will be presented to CMB members once this analysis has been
undertaken.
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Improvement and Assessment Framework – April 2018 update
Part one – Better health indicators
NHS Northumberland CCG Performance Indicators 2017/18 - Improvement and Assessment Framework
Domain

Smoking
Child obesity

Diabetes
Better Health

Indicator Description

Indicators

Falls

Health inequalities

National
standard

Peer
position

England
position

L

12.9%

6/11

128/207

Q3 17/18

Percentage of children aged 10-11 classified as overweight or obese

2015/16

L

33.2%

8/11

98/207

Diabetes patients that have achieved all the NICE-recommended treatment targets: Three (HbA1c, cholesterol and blood pressure) for adults
and one (HbA1c) for children

2016/17

H

41.6%

3/11

58/207

People with diabetes diagnosed less than a year who attend a structured education course

2016/17

H

17.4%

2/11

22/207

Injuries from falls in people aged 65 and over

Q2 17/18

L

2,255

11/11

153/207

Personal health budgets

Q3 17/18

H

47.6

2/11

28/207

Inequality in unplanned hospitalisation for chronic ambulatory care sensitive conditions

Q2 17/18

L

3,058

10/11

185/207

Dec-17

<>

1.15

9/11

165/207

Dec-17

L

7.0%

2/11

38/207

1/11

25/207

Appropriate prescribing of antibiotics in primary care
Appropriate prescribing of broad spectrum antibiotics in primary care

High quality of care

Performance

High/ Low

Maternal smoking at delivery

Antibiotics

Carers

Good is
Latest data

Quality of life of carers

At or below
target of 10%

2017

Acute

Q3 2017/18

H

77

1/11

2/207

Primary care

Q3 2017/18

H

70

4/11

10/207

Adult social care

Q3 2017/18

H

61

7/11

106/207

Key
Peer position - CCG performance compared with 10 most similar CCGs
Placed 1st or 2nd out of 11
Placed 10th or 11th out of 11

England position CCG position out of 207 CCGs in country
Placed in best quartile postion
Placed in worst quartile range

Part two – Better care indicators
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NHS Northumberland CCG Performance Indicators 2017/18 - Improvement and Assessment Framework
Domain

Indicators

Cancers diagnosed at early stage
Cancer treatment within 62 days of referral
One-year survival from all cancers
Cancer patient experience
Improving Access to Psychological Therapies recovery rate
Improving Access to Psychological Therapies access
People with first episode of psychosis starting treatment with a NICE-recommended package of care treated within 2 weeks of referral
Mental Health
Children and young people’s mental health services transformation
Out of area placements for acute mental health inpatient care - transformation
Crisis care and liaison mental health services transformation
Reliance on specialist inpatient care for people with a learning disability and/or autism
Learning disability
Proportion of people with a learning disability on the GP register receiving an annual health check
Completeness of the GP learning disability register
Neonatal mortality and stillbirths
Maternity
Women’s experience of maternity services
Choices in maternity services
Diagnosis rate for people with dementia
Dementia
Dementia care planning and post-diagnostic support
Emergency admissions for urgent care service
Urgent and emergency % of patients admitted, transferred or discharged from A&E within 4 hours
care
Delayed transfers of care attributable to the NHS per 100,000 population
Population use of hospital beds following emergency admission
5 deaths with 3+ emergency admissions in last three months of life
Patient experience of GP services
Primary Care
Primary care access
Primary care workforce
Patients waiting 18 weeks or less from referral to hospital treatment
Elective Access
7 Day Service achievement of standards
CHC
% of NHS Continuing Healthcare assessments taking place
Utilisation of the NHS e-referral service
Sepsis awareness
In-year financial performance
Probity and corporate governance
Staff engagement index
Progress against workforce, race equality standard
Leadership
Effectiveness of working relationships in the local system
CCG compliance with standards of public and patient participation
Quality of CCG leadership

Better Care

Cancer

Well led

Indicator Description

National
standard
85%

50.0%
50.0%

66.7%

95%

92%

80%

Latest data
2016
Q3 2017/18
2015
2016
Dec-17
Dec-17
Feb-18
N/A
Q3 2017/18
N/A
Q3 2017/18
2016/17
2016/17
2015
2015
2015
Feb-18
2016/17
Q2 2017/18
Mar-18
Feb-18
Q4 16/17
N/A
July 2017 publication
Jan-18
Sep-17
Feb-18
N/A
Q3 2017/18
Jan-18
N/A
Q1 17/18
Q1 17/18
2016
2016
2016/17
N/A
Q1 17/18

Good is
High/ Low

Performance

Peer
position

England
position

H
H
H
H
H
H
H

53.8%
83.5%
71.9%
8.9
50.5%
4.5%
82.1%

5/11
3/11
7/11
2/11
8/11
6/11
5/11

79/207
105/207
104/207
22/207
115/207
52/207
72/207

L
H
H
H
H
H
H
L
L

75
53.9%
0.63%
4.9
84.3
62.2%
68.9%
77.9%
2697
92.2%
4.0
484.9

10/11
6/11
4/11
10/11
7/11
6/11
4/11
9/11
10/11
1/11
2/11
11/11

176/207
64/207
24/207
116/207
69/209
80/207
95/207
132/207
152/207
14/207
12/207
110/207

H
H
H
H

87.2%
100.0%
1.1
93.6%

6/11
1/11
5/11
1/11

55/207
1/207
26/207
10/207

<>
H

0.6%
84.4%

3/11
1/11

21/207
27/207

H
L
H

Fully Compliant
4
0.5
69.27

1/11
3/11
3/11

2/207
10/207
92/207

10
L
H

Key
Peer position - CCG performance compared with 10 most similar CCGs
Placed 1st or 2nd out of 11
Placed 10th or 11th out of 11

England position CCG position out of 207 CCGs in country
Placed in best quartile postion
Placed in worst quartile range
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Meeting title

Governing Body

Date

23 May 2018

Agenda item

8.1

Report title
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Report author

Director of Public Health

Sponsor

Director of Public Health

Public agenda

Public

NHS classification

Official

Purpose (tick one only)

Information only
Development/Discussion
Decision/Action

Links to Corporate Objectives



Ensure that the CCG makes best use of all available
resources
Ensure the delivery of safe, high quality services that
deliver the best outcomes

Northumberland CCG/external
meetings this paper has been
discussed at:
QIPP
Risks
Resource implications
Consultation/engagement

Create joined up pathways within and across
organisations to deliver seamless care



Deliver clinically led health services that are focused
on individual and wider population needs and based
on evidence.



Northumberland County Council Health and Wellbeing Board

N/A
N/A
N/A
N/A

Clinicians commissioning healthcare
for the people of Northumberland
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Quality and Equality impact
assessment
Research
Legal implications

Impact on carers

Sustainability implications

Completed.
Yes. See report.
These recommendations link to the responsibility in the NHS
constitution to work jointly with the LA to provide and deliver
improvements in health and wellbeing; and staff responsibilities to
the public and patients, particularly with respect to reducing
inequalities.
Carers have not been considered as a separate group but will
potentially benefit from improved health and wellbeing of
themselves and those for whom they have a caring responsibility.
The implications of implementing these recommendations are that
a range of social health determinants will be supported leading to
improved health and wellbeing and reduced demand on health
and social care.
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QUALITY and EQUALITY IMPACT ASSESSMENT
1. Project Name

Director of Public Health Annual Report 2017

2. Project Lead

Director Lead

Project Lead

Clinical Lead

3. Project Overview &
Objective
4. Quality Impact
Assessment
Patient Safety
Clinical Effectiveness
Patient Experience
Others including
reputation, information
governance and etc.
5.Equality Impact
Assessment
What is the impact on
people who have one of the
protected characteristics as
defined in the Equality Act
2010?
What is the impact on health
inequalities in terms of
access to services and
outcomes achieved for the
population of
Northumberland?
(which is in line with the
legal duties defined in the
National Health Service Act
2006 as amended by the
Health and Social Care Act
2012), for example health
inequalities due to
differences in
socioeconomic
circumstances?
6. Research
Reference to relevant local
and national research as
appropriate.
7. Metrics
Sensitive to the impacts or
risks on quality and equality
and can be used for ongoing

Impact Details

Pos/
Neg

C

L

Scores

Mitigation / Control

Impact Details

Pos/
Neg

C

L

Scores

Mitigation / Control

N/A
N/A
N/A
N/A

Will
contribute
to
reduction
in
winter
deaths
predominantly
affecting older people
Winter
deaths
are
associated with fuel
poverty which largely
affects deprived rural
communities. Reducing
excess winter deaths
will therefore reduce
inequalities
affecting
these
populations.
Shared decision making
as part of a ‘more than
medicine’ approach may
have a disproportionate
benefit
to
more
disadvantaged groups
reducing inequalities.
See report

Impact Descriptors

Baseline Metrics

Target
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monitoring.
8. Completed By

Signature

Printed Name
E R Morgan

Date
15/5/18

Signature

Printed Name

Date

Signature

Printed Name

Date

Director of Public Health
Additional Relevant Information:

8. Clinical Lead Approval by
Additional Relevant Information:

9. Reviewed By

Comments
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Governing Body
23 May 2018
Agenda Item: 8.1
Director of Public Health Annual Report 2017
Sponsor: Director of Public Health
Members of the Governing Body are asked to:
1. Consider the Director of Public Health Annual Report 2017, provide comment and
support the recommendations.
2. Endorse the use of the commissioning process for implementation where
appropriate.
Purpose
This report presents the Director of Public Health (DPH) Annual Report for 2017.
Background
DPHs in England have a statutory duty to write an Annual Public Health Report on the health
of the local population; the Local Authority has a duty to publish it. The DPH Annual Report is
a vehicle for informing local people about the health of their community, as well as providing
necessary information for commissioners and providers of services on health and wellbeing
issues and priorities that need to be addressed.
This year’s report focuses on the wider (or social) determinants of health - the so called
‘causes of the causes’. It explains how unmet needs in communities (deprivation) are
measured and why that may not effectively reflect the challenges facing rural communities. It
also describes some of the demographic challenges facing the county in terms of the
urban/rural split. The report explores education, employment, housing and transport as wider
determinants of health in more detail and outlines some of the advantages and disadvantages
of the impact of these determinants in the rural context. It also identifies the contribution that
the NHS may make to addressing issues around the wider determinants. The Council already
recognises many of the challenges of rurality and examples of some of the initiatives that are
already in place have been showcased. Finally, the report highlights some of the opportunities
that may be presented through, for instance, North of Tyne devolution and makes a small
number of recommendations on how the Northumberland system can contribute to improving
health and wellbeing through action on these wider determinants.
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Key points
•
•

•
•

•

•

•

•

The wider determinants of health have a larger impact on health and wellbeing than the
lifestyle issues which have historically been seen as the focus of public health activity
Life Expectancy has been increasing but has levelled off over the first half of this second
decade. The increases are largely a result of fewer deaths from heart disease, heart
attacks and strokes which in turn are largely attributable to reductions in smoking
prevalence
The Index of Multiple Deprivation, the accepted method of comparing deprivation within
and between communities, is orientated towards urban deprivation so does not reflect
the challenges facing rural communities
High quality education is a key driver of health, wellbeing and social mobility. Whilst
Early Years and primary school education is good, educational attainment at Key Stage
4 is less good and there are stark inequalities in terms of the educational attainment of
children across the County. There are specific challenges to delivering good quality
education in a rural setting
Employment levels have historically been good across the county and employment
generally has a positive impact on health and wellbeing. However, low quality or
insecure employment may actually be worse than unemployment. Rurality is associated
with self-employment and home working (which may be a positive choice), seasonal
working and lower pay. The North of Tyne devolution deal presents an opportunity to
build on the work already being undertaken in the county to support people in certain
groups (back) into employment
Housing is a key influencer of health; much of the improvement in health and wellbeing
since the early 1900s can be attributable to better quality housing. The majority of the
social housing stock in the county meets the Decent Homes Standard but the majority of
private rented accommodation does not, mostly because of poor energy efficiency. Fuel
poverty is a feature of rural deprivation and the NHS has a key role to play in identifying
and supporting patients at risk from cold homes
Low levels of affordable homes are a feature of areas which are attractive to second
home owners but this can potentially be addressed through policies incorporated into
Neighbourhood Plans. The changing population demographics mean that housing
adaptations and support for older people is a major strategic challenge
Transport enables individuals and communities to remain connected and active. It also
enables access to leisure activities, employment and education. Walking and cycling
has positive benefits for health and wellbeing but is more difficult as a means of travel in
rural communities where car ownership and usage is more common. Combining
walking and cycling with public transport where possible is an alternative option for
building physical activity into people’s daily lives.

Conclusion
The report outlines the link between health and its wider determinants and makes
recommendations which are relevant across all areas of council activity and for the NHS,
particularly in supporting patients/residents who are in cold homes. These recommendations if
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taken forward could potentially impact on the health and wellbeing of the majority of residents
in Northumberland and reduce inequalities.
Recommendation
The Governing Body is asked to consider, provide comment and support the recommendations
outlined in the Director of Public Health Annual Report 2017 and also endorse the use of the
commissioning process as a vehicle for delivery as appropriate.

Appendix 1: The causes of the causes: A look at some of the wider determinants of health in
Northumberland. Director of Public Health Annual Report 2017.
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Foreword

Many of the key drivers to achieving the long and healthy lives we’re seeking
for the people of Northumberland are what we call the wider or social
determinants, things like having a good education, decent quality housing, a
good job and a reasonable income.

A lot of these are linked to Council services
and responsibilities and this is one of the main
reasons why the Public Health function and the
duty to improve the health of residents returned
to local government back in 2013.
Northumberland has the most fantastic natural
assets and a rich cultural history. It has strong
communities which embrace and foster
those who have been less fortunate - just
look at the way in which our Syrian families
have been welcomed during 2017. It is also
England’s most northern county and its most
sparsely populated, just two of the ways in
which this beautiful place is unique. Rurality
is a key feature and one of the reasons why
it is so attractive to both visitors and those
new to the County who have chosen to
make Northumberland their home. Our rural
communities are also very diverse and range
from coastal to commuter villages.
But rurality also has a huge influence on how
the social determinants of health impact on
those communities; and the nature of that
impact looks very different when compared

1

to the experience of those living in our more
urban areas. So this year’s Annual Report is
going to take a look at a few of these social
determinants - the so called ‘causes of the
causes’. How do they influence health? What
is the impact of rurality? And what are we all
doing and could we all do to influence them in
a way which improves people’s lives?
I hope you find the report interesting and that
you find out something new. What I really hope
is that it stimulates you to think about what you,
as well as I, can do to positively influence these
areas which are so important to our health.
Finally, I would like to thank the hard-working,
passionate and creative public health team,
colleagues across the Council and partners
outside who have contributed to the contents
of this report.

Liz
Morgan
FFPH

Director
of Public
Health
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The social determinants of health
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In previous reports, we have referred to the wider determinants of health. Our health is
driven by how we live our lives; how we live our lives is a complex interaction between these
different social determinants, all of which influence health and which have a much bigger
and more fundamental impact than healthy lifestyles and healthcare. In fact some studies
suggest that access to healthcare contribute as little as 10% to our health.
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Life Expectancy (LE) & Healthy Life Expectancy (HLE)
Social gradients in health are well established and we know that life expectancy (LE) and
healthy life expectancy (HLE) in our most deprived communities are much lower than in
our least deprived communities. Overall though, we have made tremendous progress in
increasing LE/HLE over the last 20 years or so. This increase is largely attributable to falling
deaths from heart disease, heart attacks and strokes and a large proportion of that is due
to reducing smoking rates. The diseases that contribute to the burden of ill health though
are quite different and nationally, it is musculoskeletal and mental health problems, poor
hearing and migraines that are the bigger contributors. So, whilst we’re living longer, many
EXPECTANCY of which is preventable.
people are spending too long living with ill health,LIFE much
82

Life Expectancy at birth - Male & Female

LIFE EXPECTANCY

AGE IN YEARS AGE IN YEARS
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Embleton

We generally measure deprivation in our communities by looking
at the Index of Multiple Deprivation (IMD).1 Deprivation has many
different components so the Index is based on a whole raft of
different measures and wraps them up into seven broad areas:

Index of
Multiple
Deprivation
(IMD)

Amble
Rothbury

Longframlington

Employment

Lynemouth

Health & disability
The IMD is not a direct measure of deprivation, so you can’t say
that one area is twice as deprived as another, but it does describe
how relatively deprived an area is by, for instance, identifying
communities which are in the most deprived 10% in England.

1. https://www.gov.uk/government/statistics/english-indices-of-deprivation-2015
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Berwick-upon-Tweed

One of Northumberland’s key features though is
it’s rurality and although nationally, only 17% of
the population live in areas classified as rural, in
Northumberland this is 54%. None of our most deprived
communities are in rural locations, but that doesn’t
mean that there are no people who are deprived in
those areas; equally, not every person in a highly
deprived area will themselves be deprived.
The problem with the IMD is that because most of
England’s population live in urban areas, it is based on
the type of material disadvantages that are most often
experienced by urban populations so most deprived
communities, both in Northumberland and nationally,
are located largely in urban areas.2 Rural deprivation
though looks very different.

Rural-Urban Classification Output Areas

Norham

Urban - Major Conurbation
Urban City & Town

Belford

Urban City & Town Sparse

Seahouses

Rural Village Sparse

Wooler

Rural Village
Rural Town & Fringe sparse

Embleton

Rural Town & Fringe
Rural Hamlets & Isolated Dwellings Sparse

Longhoughton

Rural Hamlets & Isolated Dwellings

Alnwick
Shilbottle
Amble

Issues that affect rural communities include fuel
poverty, hidden worklessness and the distances people
need to travel to get to basic services such as a post
office, GP or primary school. These aren’t generally
experienced by those living in urban areas so they are
weighted less heavily in determining overall deprivation
scores. The maps on page 7 show an alternative
picture of deprivation across Northumberland by
looking at those difficulties experienced more in rural
communities.
The barriers to housing and services domain includes
indicators such as distances to a GP surgery, general
store or supermarket, along with homelessness and
overcrowding.
The living environment domain includes indicators
related to poor housing conditions, homes without
centrel heating, road traffic accidents and air quality.

6

2. Fecht D et al (2017). Inequalities in rural communities: adapting national deprivation indices for rural settings.
J Public Health (27 April 2017). Available from: https://doi.org/10.1093/pubmed/fdx048
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Rurality and the changing population

Rural areas typically have a larger proportion of older people and smaller
proportion of young adults, and this is also true for Northumberland.
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In recent years, Northumberland’s rural population has become
disproportionately older than its urban one. Northumberland’s population
overall is ageing, but this change is more marked in the rural population.

Rural

8

Urban

Northumberland

Older populations generally have more long term conditions
and are more likely to need health and social care support
than younger age groups. In our increasingly older rural
25
population this is likely to lead to disproportionately higher
needs and logically, higher
2011costs.’

England

Rural/urban population structure in Northumberland by age band, ONS 2011
Source: Comparing Rural and Urban Areas of Northumberland – 2011 Census Analysis
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Chapter 2 Education & Skills
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“Education is like a “master switch”
that opens up opportunities” Bill Gates, 2018.

How learning, skills and education link to health
Education has become one of the clearest indicators of life outcomes such as employment,
income and social status, and is a strong predictor of attitudes and wellbeing.3 It’s no surprise
that people with higher education and literacy levels are generally better off than those who left
school with no or low-level qualifications.
Some of the benefit is linked to the fact that
you’re not only more likely to have a job, but
also more likely to have a job which pays more
and we talk about the health benefits (and
disbenefits) of employment in a later chapter.
Employment doesn’t explain all of the health
benefits of education and learning because we
need to see education in a wider context than
simple success in academic qualifications.

The link between education and health is
complex and it’s difficult to demonstrate cause
and effect because of course income and
socioeconomic status, which are themselves
linked to education, will also have an impact
but consider the following points from research
which has been undertaken to unravel this:

Cancer Prevention

An estimated 116 - 134 An estimated 61 - 213

cancers could have been prevented for
every 100,000 women enrolled in adult
learning in the UK because of greater takeup of cervical smear tests.
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cancers could be prevented for every 100,000
women who quit smoking because of their
additional education.4

3. Economic and Social Research Council (2014). The wellbeing effect of education. Evidence briefing. ESRC. July 2014.
4. Sabates R, Feinstein L (2004). Education, Training and the Take-up of Preventative Health Care.
Wider benefits of learning research report No 12. The Centre for Research on the Wider Benefits of Learning. June 2004.
5. Feinstein L (2002). Quantitative Estimates of the Social Benefits of Learning, 2: Health (Depression and Obesity).
Wider benefits of learning research report No 2. The Centre for Research on the Wider Benefits of Learning. October 2002.

Depression
If 10% of women in the UK who
had no qualifications were to
gain a Level 1 qualification,
the resulting reduction in
the number of new cases
of depression could lead to

estimated savings
of up to £34 million
per year.
Taking women without
qualifications to Level 2
(equivalent to five
A*-C grade GCSEs)

would reduce their risk
of depression at age
42 by 15 per cent.5
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Those with poor literacy are up to

sure

just under half as likely
to recognise a high blood
pressure reading

Poor literacy is intergenerational. Parents and
families play an essential role in supporting
children’s literacy and language development,
but in the UK’s most deprived wards up to 35%
of the adult population lack the literacy skills
expected of an 11-year-old, leaving parents
and carers unable to support their children’s
educational progress. This holds them back at
every stage of their life: as a child they won’t
do well at school; as a young adult they will be
locked out of the job market; and as a parent
they won’t be able to support their own child’s
learning.7
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18 times less likely

to be able to identify their
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in those with diabetes
High

just over half as likely

to recognise the symptoms of
low blood sugar levels than
someone with adequate health
literacy.6

We know that families and parents are
critical to children’s attainment and that early
intervention is vital. Parental involvement in
their child’s literacy practices positively affects
children’s academic performance and is a
more powerful force for academic success
than other family background variables such
as social class, family size and level of parental
education. The earlier parents become
involved in their children’s literacy practices,
the more profound the results and the longerlasting the effects.8

6. Morrisroe J (2014). Literacy changes lives 2014: A new perspective on health, employment and crime.
National Literacy Trust. September 2014.
7. https://literacytrust.org.uk/information/what-is-literacy/. National Literacy Trust. Literacy and health literacy as social issues, 2016
8. Cole J et al (2011). A research review: The importance of families and the home environment. National Literacy Trust. 2011.
9. Law et al (2017). Language as a child wellbeing indicator. Early Intervention Foundation. September 2017

Early language acquisition impacts on all
aspects of young children’s non-physical
development. It contributes to their ability to
manage emotions and communicate feelings,
to establish and maintain relationships, to think
symbolically, and to learn to read and write. In
the UK, between 5% and 8% of all children, and
over 20% for those growing up in low-income
households have early language difficulties.
The high proportion among disadvantaged
children is thought to contribute to the
achievement gap that exists by the time
children enter school and which continues until
they leave.9
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Social mobility and the challenges of delivering education in rural areas
Where we start off in life should not dictate where we end up but a recent report by the Social
Mobility Commission10 identified that compared to most areas in the country, young people from
disadvantaged backgrounds in our county may be less likely to make social progress. Learning
and education are the cornerstones for good health; they are also the engines of social mobility
because learning and education drives employment with all the direct and indirect health benefits
which go along with that. But although our young people are spread right across the county,
their opportunities to get a great education are more mixed.
Rurality delivers some very significant challenges in terms of delivering and supporting education:
• The most deprived coastal and rural
communities have one and a half times the
proportion of unqualified secondary
teachers that the least deprived inland rural
areas have.11
• Our rural and coastal schools may be
isolated and so may struggle to tap into
partnership support from other ‘outstanding’
schools.

• Apprenticeships are harder to fill in
rural areas and the small and medium size
enterprises that are more common in rural
economies are less likely to offer them.12
• Rural primary schools are often very small
and financially their viability is challenging.
They often struggle to recruit staff as (new)
teachers prefer to go to larger schools.13

• The cost and availability of transport
to access post-16 education, training and
employment is a significant barrier for many
young people in rural areas.

12

10. Social Mobility Commission (2017). State of the Nation 2017: Social mobility in Great Britain. November 2017.
11. Social Mobility Commission (2017). State of the Nation 2017: Social mobility in Great Britain. November 2017.
12. Chartered Institute of Personnel and Development (CIPD) (2018).
Assessing the early impact of the apprenticeship levy – employers’ perspective. Research Report. CIPD. January 2018.
13. NCC (2018). The Report of the Director of Education and Skills Version 2. Northumberland County Council 2016/17. January 2018.

The Commission Report acknowledges these
challenges and suggests that poor transport
links in rural areas which make it harder for
people to access further education and good
quality employment are the main reasons for
lower social mobility. The Report also holds
the North East up as a beacon for improving
careers support for young people.
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The education and learning picture
in Northumberland - Early Years

The percentage of pupils
achieving a good level
of child development
39.4 - 45.3
45.4 - 49.9 at age 5
50.0 - 52.5

39.4 - 45.3

52.6 - 55.0

45.4 - 49.9

55.1 - 57.4

50.0 - 52.5

57.5 - 59.2

52.6 - 55.0

59.3 - 64.6
64.7 - 67.1
67.2 - 72.1

A child’s level of development at age 5 (school readiness) is critical
and children who achieve a good level of development at this age are
much more likely to go on to develop good levels of literacy, numeracy,
physical and social skills during their school years. This will have a
positive impact later in life in terms of employment, income, health,
avoiding involvement in crime and living a longer and healthier life.

72.2 - 77.3

Berwick-upon-Tweed
Norham

Berwick-upon-Tweed
Norham
Belford
Seahouses
Wooler

55.1 - 57.4

Belford

57.5 - 59.2
59.3 - 64.6

Wooler

64.7 - 67.1
67.2 - 72.1
72.2 - 77.3

Shilbottle

Shilbottle

Am
Rothbury

Girls 79.8%

Longframlington
Lynemouth

Boys 64.0%

Boys 63.9%

Bedlington
Blyth

Wark

Boys 70.2%

Humshaugh

Wark
Corbridge

Haydon Bridge
Hexham

England

North East

Northumberland

Not only has the gap between boys and girls narrowed but so has the
gap between our most and least advantaged children.
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Wylam
Humshaugh
Prudhoe

Corbridge

Haydon Bridge
Hexham

Craml
Ponteland
Stamfordham
Wylam
Prudhoe
Stocksfield

Allendale

A

Seaton Delaval Bedlin

Stamfordham

Stocksfield
Allendale
Haltwhistle

Cramlington Morpeth

Kirkwhelpington
Ponteland

Bellingham

Haltwhistle

Ashington

Morpeth

Kirkwhelpington

Bellingham

9.6%

13.9%

Alnwick

Longframlington

School Readiness (2017)

13.7%

Longho
Amble

82% of eligible disadvantaged children take up access to 15 hours of
educational childcare from 2 yrs of age which helps to promote sound
building blocks for future education.

Girls 77.8%

Embleton

Longhoughton
Alnwick

Rothbury

Girls 77.7%

Seahouses

Embleton

© Crown Copyright.
All rights reserved.
O.S. Licence No. 100049040 (2018)
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School aged children and young people
Primary school education in Northumberland is an area of
strength and the proportion of children who are reaching the
expected levels for reading, writing and maths at Key Stage
1 (5 - 7 years) is improving and generally better than that for
England. At Key Stage 2 (7 - 11 years) expected levels of
reading, writing and maths are at 61% which is still above
the national average but below that of the North East.14

The percentage of children
achieving 5 or more GCSEs
at grades A* to C
26.7 - 35.5
35.6 - (incl.
39.6 Maths & English)

By the time children have completed Key
Stage 4 (14 - 16 years), outcomes for children
in Northumberland have generally declined
to a level below the England average and the
gap between the most and least advantaged
students remains marked. Disadvantaged
pupils in secondary schools continue to
achieve, on average, over half a grade worse
per subject than their peers.15 It is important
that we recognise that taking average
data across such a disparate area can be
misleading. Some secondary schools do
well, but there are pockets of severe underachievement across the county. The fact
that 75% of our secondary schools are now
academies and therefore no longer under

14

Norham

Berwick-upon-Tweed
Norham

39.7 - 42.6 26.7 - 35.5
42.7 - 46.6 35.6 - 39.6
46.7 - 55.3 39.7 - 42.6
55.4 - 62.1 42.7 - 46.6
62.2 - 64.4
64.5 - 68.3
68.4 - 71.9

There are some stark differences though
between different groups - girls continue
to outperform boys; children from more
advantaged areas generally do better than
those from less advantaged areas; there are
some striking differences in outcomes between
different schools; and children with special
education needs and disabilities (SEND)
remain a priority.

Berwick-upon-Tweed

72.0 - 80.6

local control is an important
feature of the new educational
landscape and points to the
importance of partnership
between local and national
agencies.
In 2016/17 38.5% of
Northumberland pupils
achieved a strong pass
in English and Maths
in comparison to
39.1% of all schools
nationally, but again this
masks some significant
underachievement in
particular schools and
academies. Participation
in further education in
Northumberland is above the
national average however
participation is varied
across the county, with lower
participation in very rural
areas to the west and north
Northumberland.

14. DfE (2018). National curriculum assessments: key stage 2, 2017 (revised). 25 January 2018.
15. Northumberland County Council (2017). The Report of the Director of Education and Skills. NCC 16/17.
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um
be

3,670 North

School aged children and young people

40

in every 1000
Northumberland
Apprenticeships

For 16 - 17 year olds, being in employment, education and training
has a positive effect on physical and mental health, and increases
the likelihood of employment, higher wages, and higher quality of work
later on in life. Young men who are NEET (not in employment education
or training) may be three times more likely to suffer from depression, and five times more
likely to have a criminal record, than their peers.16 Along with challenges around health, carer
responsibilities and difficult family circumstances, low GCSE attainment is one of the biggest
risk factors for young people ending up NEET. Despite the fact that GSCE attainment is lower
than we would like, the most recent figures indicate that only about 4.9% of 16 - 17 year olds fall
into this NEET group which is below the national average of 6.4% and the regional average of
6.0%. Part of this is probably explained by the County’s commitment to apprenticeships - 3,670
apprenticeships were taken up in Northumberland in 2016/17 (3rd highest uptake in the north
east); participation is above the national average (40 in every 1000 against national average of 25
in every 1000); and the achievement rate for completion of apprenticeships is 74.3%, consistently
above the national average of 67.0%.17
Key priorities for education in Northumberland are:
•
•
•
•
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Improving outcomes at the end of secondary education
Improving social mobility by concentrating on our most disadvantaged children
Improving our response to those with Special Educational Needs and Disabilities
Building school and academy partnerships.

16. The Audit Commission (2010). Against the odds. Re-engaging young people in education, employment or training.
Local government, July 2010
17. Northumberland County Council (2017). The Report of the Director of Education and Skills. NCC 16/17.
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25

in every 1000
National Average
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The Public Health contribution to improving learning and education
The building blocks for educational attainment begin from birth so across the County, our
Health Visitors and Children’s Centres encourage all pregnant mothers to read and talk to
babies on a daily basis through Bookstart programmes and a range of resources which
promote early years development.
Health professionals screen every child at a
minimum of four touch points before the age
of 36 months to identify those not meeting
key stage development thresholds. Early help
and support is offered through a multi-agency
pathway involving healthcare professionals and
specialists, social care and SEND support.
To enhance school readiness, an Early Years
Passport has recently been developed by
Health Visiting and Early Years leads following
the 2 ½ year check. This passport supports
improved communication between agencies
and enables Early Years settings to be better
prepared for those children requiring additional
support.

16

Young people have told us that one of
their main health concerns is mental
health. Working with them, our
commissioned Integrated Wellbeing
Service has developed a range of
resources available as an App to support
emotional wellbeing. Supporting pupils
in this way should put them in a
better position to learn.
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Chapter 3 Employment and Income
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Key points

How employment/unemployment links to health
There is plenty of evidence that generally, employment is good for our health. It’s the most
important way of getting a level of income that provides us with our most basic material needs
and to allow us to play an active part in society. It’s not just the indirect benefits of the income
from employment that contribute to good health; though work is a critical part of our identity,
social role and status; it can provide us with a sense of purpose, self-esteem, a social network
and support; and an opportunity to develop and use skills.
Work isn’t always good for your health though.
For instance, workplace stress may lead to
mental ill health; and jobs where employees
have little control over their working practices
may lead to physical ill health.18
Unemployment and unnecessarily prolonged
sickness absence are generally bad for
physical and mental health and wellbeing.
That is true for healthy people of working
age, for many disabled people, for most
people with common health problems, and
for people receiving benefits. People who are
unemployed have poorer physical and mental
health overall; consult their GP more; are more
likely to be admitted to hospital; and have
higher death rates.19

18

Financial
problems may
reduce living
standards which
may then reduce
self-esteem
and social
connectedness.

It can
trigger distress,
depression and
anxiety and other
health issues,
not just in the
person who is
unemployed
but also in their
partners and
children.

Unemployment
can affect our
health in three ways

It is associated with poorer lifestyle
choices - increased smoking and
alcohol consumption and less
physical exercise.20

18. Marmot, M.G., Bosma, H., Hemingway, H., Brunner, E., and Stansfeld, S. (1997). Contribution of job control and other risk factors
to social variations in coronary heart disease incidence. The Lancet, 350, 235-239.
19. Waddell G, Burton AK. Is work good for your health and well-being? London (UK): The Stationery Office; 2006.
20. Marmot M (2010). The Marmot review final report: Fair society, healthy lives. University College London. 2010
21. Ferrie JE, Shipley MJ, Stansfeld SA, et al Effects of chronic job insecurity and change in job security on self reported health,
minor psychiatric morbidity, physiological measures, and health related behaviours in British civil servants: the Whitehall II study
Journal of Epidemiology & Community Health 2002;56:450-454.
22. Claussen, B. (1999), Alcohol disorders and re-employment in a 5-year follow-up of long-term unemployed.
Addiction, 94: 133–138. doi:10.1046/j.1360-0443.1999.94113310.x
23. Tarani Chandola, Nan Zhang (2017). Re-employment, job quality, health and allostatic load biomarkers: prospective evidence
from the UK Household Longitudinal Study, International Journal of Epidemiology, , dyx150, https://doi.org/10.1093/ije/dyx150
24. Siegrist, Johannes and Benach, Joan and McKnight, Abigail and Goldblatt, Peter and Muntaner, Carles (2010) Employment
arrangements, work conditions and health inequalities: report on new evidence on health inequality reduction, produced
by task group 2 for the Strategic review of health inequalities post 2010. Marmot Review, London, UK.
25. Lynge E. 1997. Unemployment and cancer: a literature review.IARC Sci Publ(138): 343-351.
26. RCPsych (2015). Depression and men. Fact Sheet. 2015.

• Job security is good for our health
but the need for more flexibility
by employers (zero hours and
short term contracts) affects job
security and can lead to low level
mental health problems, even
when the threat to security is
gone.21
• Five years after re-employment,
alcohol abuse may be reduced
by a third compared to those still
unemployed.22 But reemployment
into poor quality work may
actually be worse for your health
than remaining unemployed.23
• Unemployment may increase
the risk of fatal and non fatal
cardiovascular disease and
deaths from all causes by 1.5
to 2.5 times; 24 and increase the
risk of dying from cancer by
nearly 25% (even when the
figures are adjusted for lifestyle
factors and socioeconomic
status).25
• One in seven men who become
unemployed will get depressed
within six months; depression can
then make it harder to get another
job.26
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What’s different about employment in rural areas
The rural economy and employment market is diverse and looks very different from employment
in urban areas.
• Self-employment and home working are more common; 1 in 4 are home-based or
self-employed compared to 1 in 8 in less sparse areas.27 Self-employment can be a positive
choice but might also be a response to a lack of employment opportunities; it may also bring
insecurity, isolation and seasonal variation.
• Seasonal employment is common in tourism and the fishing, agriculture and forestry industries
but in some of these less well paid occupations, savings may not be enough to carry people
over the lean times, resulting in people ‘churning’ between benefits and short-term
employment.28
• Business size tends to be smaller than the national average with the vast majority being
small, micro or sole traders. They are a crucial cog in economic growth but may have limited
employment and work-related training opportunities.
• Many areas with the highest proportion of low paid workers are rural;
• Progression from low skilled, low paid employment is a significant challenge;
• Nearly half of those in poverty in rural areas are in working households, a greater proportion
than urban households.

19

27. Pateman, Tim., ‘Rural and urban areas: comparing lives using rural/urban classifications’, ONS, Regional Trends 43 2010/11:
http://www.ons.gov.uk/ons/rel/regional-trends/regional-trends/no--43--2011-edition/rural-and-urban-areas--comparing-livesusing-rural-urban-classifications.pdf?format=print
28. LGA (2017). Health and wellbeing in rural areas. LGA/PHE. February 2017.
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The employment picture in Northumberland
Unemployment patterns in Northumberland reflect and reinforce
existing inequalities. From an employment perspective, they
occur across very small distances - just 7.6 miles separates
the areas in the County with the poorest and best
employment indicators.

High

Employment

Low

Employment

7.6 miles
Unemployment is highest amongst those with
no or low qualifications and skill levels, people
with disabilities and long-term health conditions
(particularly mental health conditions) people
aged 50 and over and young people (18-24).
Many of these groups are concentrated in our
most deprived communities so, not only are
our most deprived communities more likely
to have higher rates of unemployment, the

20

employment opportunities that are available
are more likely to be those that contribute to
poor physical and mental health - lower paid,
poorer quality jobs with less opportunity for
development, less control and less security.
This in turn is driven by lower levels of
education resulting in a vicious cycle of lower
aspirations and low levels of social mobility.
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The service sector dominates employment across the County - this includes the public sector
(for instance the NHS, local authority staff, defence and education) but as importantly, tourism.
In total, these jobs make up 44.3% of jobs across the County compared with 36% for the country
as a whole.

2016

21

Northumberland Northumberland
(%)
(Employee Jobs)

GB
(%)

Human Health And Social Work Activities

19,000

18.8

13.3

Wholesale And Retail Trade; Repair Of Motor Vehicles And Motorcycles

16,000

15.8

15.3

Manufacturing

11,000

10.9

8.1

Accommodation And Food Service Activities

11,000

10.9

7.5

Education

9,000

8.9

8.9

Professional, Scientific And Technical Activities

6,000

5.9

8.6

Administrative And Support Service Activities

6,000

5.9

9

Construction

4,000

4

4.6

Transportation And Storage

3,500

3.5

4.9

Public Administration And Defence; Compulsory Social Security

3,500

3.5

4.3

Arts, Entertainment And Recreation

3,500

3.5

2.5

Other Service Activities

2,250

2.2

2

LReal Estate Activities

1,750

1.7

1.6

Water Supply; Sewerage, Waste Management And Remediation Activities

1,500

1.5

0.7

Information And Communication

1,250

1.2

4.2

Financial And Insurance Activities

700

0.7

3.6

Electricity, Gas, Steam And Air Conditioning Supply

350

0.3

0.4

Mining And Quarrying

250

0.2

0.2

Source: ONS Business Register and Employment Survey
Notes: % is a proportion of total employee jobs excluding farm-based agriculture. Employee jobs excludes self-employed,
government-supported trainees and HM Forces. Data excludes farm-based agriculture
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Although employment rates have dipped in the last year (2016/17) to 70.5% (about the same
as the north east rate),29 historically they have been quite good although this masks differences
between areas within the County. Employment in management and professional jobs is lower than
the England average whilst employment in unskilled and elementary occupations (such as sales
and cleaning) is higher. It is no surprise then that earnings are lower than the national average.
Average gross weekly pay for full-time work is about 13% below UK average 30 so more than half
of households are in the ‘very low’ or ‘low’ pay bands (52% against a national average of 49%.

Key Points
• Ill health is a significant barrier to work and large numbers of residents are workless and
reliant on health related out-of-work benefits. Almost 12,000 people claim Employment
Support Allowance (ESA), and almost 8,000 of these have claimed the benefit for two years
or more. A growth in jobs won’t necessarily help these individuals back into work; they
also need health related interventions. As unemployment as a whole falls, those remaining
unemployed are more likely to have a health condition.
• Mental and behavioural disorders are the primary condition for around half of all ESA
claimants (5,680). Musculoskeletal conditions is the second highest reason for claims (1,490).
Jobcentre Plus estimates that approximately 1 in 4 Jobseekers Allowance claimants have
a mental health condition.
• Northumberland has a higher proportion of retired people (26.6% of the working age
population compared with 13.5% nationally) who are also more likely to live in rural
communities. This means a higher proportion of the population are economically inactive
(25.4% of the working-age population against a UK average of 22%).
• The employment gap between those with a learning disability and the overall employment
rate is narrowing in contrast to England as a whole.31
• The County has a lower than average proportion of people skilled above level 2 and a higher
than average rate of the population with no qualifications.
• Almost 1 in 3 working-age people in the UK have a long-term health condition which puts
their participation in work at risk.
• Around 1 in 5 of the working-age population has a mental health condition
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29. PHOF (2017). 1.08iv - % of all respondents in the Labour Force Survey classed as employed (aged 16-64)
30. ONS (2017). Labour Market Profile - Northumberland. Earnings by place of work (2017). www.nomisweb.co.uk
31. PHOF (2017). 1.08ii - % point gap in the employment rate between those with a learning disability and the overall
employment rate. 2015/16

Northumberland
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Improving employment opportunities in Northumberland
Northumberland’s current economic strategy32 has a very clear focus on extending employment
opportunities to those excluded from the workforce; and upskilling the workforce to meet the
needs of local employers. There are many regional employment support programmes which
deliver interventions to unemployed and economically inactive Northumberland residents,
removing their barriers to work and helping them in to sustainable work.

The North East Mental Health Trailblazer
delivers integrated employment support and
psychological therapy to support people who
have mental health conditions (most commonly
anxiety and depression) into employment.
The Department for Work and Pensions
(DWP) ‘Opt-In’ programme is utilising
£6m European Social Fund (ESF) to test a
local north east approach to support 2,500
long term unemployed residents with health
conditions to find work over 2017-19. This will
be delivered by Working Links who already
provide the Links to Work programme,
specifically aimed at people with health
issues who are struggling to find employment.
DWP also launched the Work and Health
programme in January 2018 specifically to
improve job outcomes for people with health
conditions who are long term unemployed.
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32. Northumberland Economic Strategy 2015-2020. April 2015.

The Bridge Partnership is a locally led
partnership project to support people who are
the furthest from the employment market into
or nearer securing a job. People with a variety
of problems from health to literacy issues
can be supported by a range of partners and
agencies, coordinated by a dedicated Bridge
worker.
Community Action Northumberland’s
(CAN) rural employment hubs support
unemployed residents in rural areas of
Northumberland to overcome the multiple
barriers they face when looking to move into
employment. The three Employment Hubs
operate on a drop-in basis and provide
support tailored to the individual’s needs
(whether they are young or old, have physical
disabilities, mental health problems or learning
disabilities, parental or caring responsibilities
or face any other issues that might affect their
ability to work).

Case Study
Rural Employment Hubs
When Anne first came to the project she
was suffering from depression having gone
through the end of her marriage, the loss
of her home and job and the death of her
closest friend. For the first time in her life
she was dependent on benefits, a cause of
great distress, which was only made worse
when she found that she was expected to look
for work online every day – even though she
lived in a rural area, with no broadband and
would have to travel nine miles to find a public
access computer.
Anne was so overwhelmed she cried for most
of her first day at the hub. She told staff she
couldn’t face work where she had to talk to
people anymore and just wanted to sit in the
corner of a room and ‘count beans’. Over
time, Anne was helped to write a CV, to think
about what kind of work she might take up,
to learn to use a computer for job search, to
take up a computer course at the local Adult
Education Centre, and was accompanied to a
work programme interview to help her overcome
her nerves. The project was able to arrange
for her to try some voluntary work with a local
charity, which went so well it led directly to paid
employment. Anne now supports the project in
her spare time as a volunteer IT mentor, helping
others to learn basic IT skills. She has even
produced her own guide to using google and
Universal Job Match, for people to take away.
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The Public Health Team also plays an active part in supporting the employment and workplace
health agenda.

Mass unemployment events can have a devastating impact on individuals, their families and
communities. Redundancy may double the likelihood of dying in the first year and this risk
remains higher up to 20 years later.33
In response to the closure of the Coty factory in Seaton Delaval, the Public Health team
worked with our Integrated Wellbeing Service provider and the HR team in Coty to review the
health response and provided additional support through two bespoke wellbeing afternoons for
Coty employees run by our Health Trainers.

The NHS Contribution.
The NHS has a key role to play in supporting people with long term conditions back into
employment and in taking an alternative approach which looks at employment as a means to
improve health and wellbeing.34 This could be done better if health and wellbeing services could
be better integrated into employment support, perhaps using alternative commissioning models.
There is also a need to develop a more holistic approach as part of all doctor-patient discussions
which identify root causes of ill health, such as unemployment or redundancy, and signposts
patients appropriately. 35
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33. Davies AR, Homolova L, Grey C, Bellis MA (2017). Mass Unemployment Events (MUEs) – Prevention and Response from
a Public Health Perspective. Public Health Wales, Cardiff ISBN 978-1-910768-42-6.
34. DWP/DH (2017). Improving Lives. The Future of Work, Health and Disability. Cm9526. 30 November 2017
35. RCP (2010). How doctors can close the gap. Tackling the social determinants of health through culture change,
advocacy and education. RCP Policy Statement 2010.
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Chapter 4 Healthy Homes
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Why housing is important for good health
Where we live is more than just a roof of our heads. It’s our home - it’s where we grow up and
flourish. Over a century and a half ago, Edwin Chadwick wrote the 1842 Sanitary Report36 and
commented on the short lives of cellar dwellers in Liverpool. Since then, interest in the relationship
between housing conditions and physical and mental health has continued and more recent
reviews37, 38 have called for action to address housing conditions as a means to reducing health
inequalities.
Housing is a key health influencer through different ways as shown in the infographic:

1 in 5 dwellings don’t meet
decent standards in England
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every £1 invested
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36. Chadwick E (1842). Report on the Sanitary Condition of the Labouring Population of Great Britain.
37. Acheson D (1998). Independent Inquiry into Inequalities in Health Report. London. TSO. 1998.https://www.gov.uk/government/
uploads/system/uploads/attachment_data/file/265503/ih.pdf
38. Marmot M (2010). The Marmot review final report: Fair society, healthy lives. University College London. 2010.https://www.gov.
uk/dfid-research-outputs/fair-society-healthy-lives-the-marmot-review-strategic-review-of-health-inequalities-in-england-post-2010

££
Investing in housing support
for vulnerable people helps
keep them healthy. Every £1
invested delivers nearly £2 of
benefits through costs avoided
to public services including
care, health and crime costs.
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An Affordable, Safe and Secure Home
A safe, settled, home is the cornerstone on
which individuals and families build a good
quality of life and access the opportunities
and services they need. Unaffordable
and insecure housing can lead to frequent
moves which can interrupt and harm support
networks, affect peer and sibling relationships
and negatively affect child development and
educational outcomes. Living in insecure or
temporary accommodation can contribute
to poor physical and mental health such as
anxiety and depression,39 eczema and asthma
and reduces the likelihood of being registered
with a GP or a dentist.40 Although there is little
specific evidence on health and private renting,
there is strong evidence on the health impacts
of bad housing, particularly on children.
The fact that poorer housing conditions are
more common in the private rented sector is
therefore a cause for concern.
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The lack of affordable housing is one of the
biggest challenges facing the UK. Increasing
house prices and private sector rents has
also increased demand on the social rented
sector where there has also been historical
underinvestment. This perfect storm leads to
people having to live in poor quality private
rented housing, sofa surfing, overcrowding,
falling into debt to pay high rents and
young adults being unable to afford to live
independently.

39. Shelter (2017). The Impact of housing problems on mental health, Shelter. April 2017
40. Barnes M et al (2013). People living in bad housing – numbers and health impacts. National Centre for Social Research.
August 2013.
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A Good Quality Home
The cost to the NHS of treating accidents and ill-health resulting from poor housing conditions in
Northumberland over the next ten years is estimated to be £5.3 million and if the causes of these
housing related illness and injuries were removed, the savings to the NHS would be £4.9 million.
Living on a low income, poor energy efficiency and high energy bills all contribute to fuel poverty.

Key facts:
Living in fuel poverty is associated with a 30% greater risk of hospital admissions for babies
and more frequent GP attendances.41
Living in a warm, dry home reduces the likelihood of developing respiratory conditions,
eczema and poor mental health.41 Young people living in warm homes may be up to 7 times
less likely to experience multiple mental health risk than those living in cold homes.42
Mortality in England rises by 18% over the winter and despite other countries experiencing
lower temperatures than the UK, they experience smaller increases in deaths. It has been
estimated that for every one degree celsius average temperature drop in winter there are
8,000 additional deaths in England. These are known as `excess winter deaths’. An
estimated 10% of excess winter deaths are due to fuel poverty, with 21.5% being attributable
to the coldest 25% of homes.43 The majority of winter deaths occur from cardiac, stroke and
respiratory problems amongst the elderly and vulnerable with 56% of excess winter deaths
occurring in the over 85s and 27% in the 75-84 year old age group.44
Overcrowding can also impact on health and has been linked to respiratory conditions and
infections such as tuberculosis, slow growth and poor psychological health in children.45
Poor indoor air quality and household hazards are associated with increases in the likelihood
of developing respiratory conditions and experiencing a slip, trip or fall.
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41. PHE (2017). Spatial Planning for Health, Public Health England. 6 July 2017
42. Marmot Review Team (2011). The Health Impacts of Cold Homes and Fuel Poverty. Marmot Review Team. May 2011.
43. Balfour R, Allen J (2014). Local Action on health inequalities: fuel poverty and cold home-related problems.
Health Equity Evidence Review 7: September 2014. PHE/UCL. September 2014.
44. NICE (2016). Preventing excess winter deaths and illness associated with cold homes (QS 117). NICE. 4 March 2016.
45. ADPH (2017). Policy Position: Housing and Health, The Association of Directors of Public Health. November 2017.

Excess Winter Deaths

Every
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8,000
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Rurality and housing
Housing for groups with specific needs
The health effects of poor housing have a
greater impact on vulnerable groups such
as older people, the young and those with
disabilities or other long term conditions.
Having affordable and safe housing for these
groups can lead to improvement in social,
behavioural, quality of life, employment and
health-related outcomes. People with mental
health conditions and severe substance
misuse disorders are more likely to be
homeless; the causes of homeless are both
structural and individual. Structural factors
include poverty, inequality, housing supply and
unemployment and individual factors include
adverse childhood experiences, poor mental
health, substance misuse disorders and
experiences of care and prison. The longer a
person experiences homelessness the more
likely their health and wellbeing are at risk
with the average age of death for a homeless
person being 30 years lower than the general
population.46
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Given the welcome increases in life expectancy
and an increasing older population, coupled
with the shift from traditional institutional
provision of care and support towards enabling
and developing independence, a range of
services are needed to support people to live
independently at home for longer.
Gypsies and Travellers have been identified as
being the most disadvantaged ethnic group
in the country47 with life expectancy 10 years
lower than the national average and 20 times
more likely than the rest of the population to
have experienced the death of a child. They
are less likely to achieve 5 GCSEs A* - C; and
more likely to have difficulties with economic
inclusion and access to employment.
Communities who are less transient and
occupying authorised sites are more likely to
access health and social care services.

46. PHE (2016). Homelessness, applying All our Health, Public Health England (2016)
47. Cemlyn S et al (2009). Inequalities experienced by Gypsy and Traveller Communities Equality and Human Rights Commission.
Equality and Human Rights Commission. Winter 2009.
48. LGA (2017). Health and wellbeing in rural areas. LGA. February 2017.

If living in glorious countryside is your
lifestyle choice then Northumberland
presents numerous idyllic places to
live and thrive but there are some
key challenges associated with rural
housing:
• Housing in the most rural areas
nationally is on average less
affordable and rural house prices
are on average 26% higher than
similar properties in urban areas;
• There is much less housing
association and council housing;
• On average, around 50% of homes
in the most rural areas and villages
are ‘non-decent’ compared to 30%
in small towns and urban areas;
• Two in five homes are off the gas grid,
often relying on more expensive forms
of heating;
• Rural homes are more likely to be
energy inefficient - 50% of the most
rural areas compared with 25% in
village centres and 7% in urban
areas. This is often related to their
isolated location and construction
which predates cavity wall insulation.48

Director of Public Health Annual Report 2017 - The Causes Of The Causes

What does the housing picture look like in Northumberland

Affordable and Secure Homes
Northumberland has a diverse housing market
spread across rural and urban areas with some
areas having value properties with low levels
of affordable housing and others affected by
market failure and empty properties.
It is a popular holiday destination which
is very much to be encouraged but that
means we have a relatively high proportion
of second homes and holiday lets. Coastal
communities are particularly vulnerable
to having a high proportion of properties
with ‘no usual residents.’49 For example in
Beadnell Parish Council area, council tax and
business rates data suggests that second
and/or holiday homes account for more than
four out of five properties in the area. This
has a substantial impact on the affordability
of housing for local families and younger
people. The overall house price to earnings
ratio in Northumberland is 7.3350 but in some
areas surrounding Bamburgh, Beadnell and
Seahouses this increases to 15.47, 11.84 and
10.09 respectively.
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In these areas, support for local
infrastructure is also more difficult
and second homes can ’hollow
out’ communities.

+40.8%

Private Sector
Tenure

Northumberland has seen a
considerable shift in trends in
housing tenure with the private
sector tenure expanding rapidly
by 40.8% between 2001-2011
and a decline in social housing
of 8.2%.
Private rents are up to 56%
higher51 than social sector
rents, depending on the size
of the property.

49. Depledge M et al (2017). Future of the Sea: Health and Wellbeing of Coastal Communities. Government Office for Science.
August 2017.
50. Hometrack. July 2016
51. NCC (2016). Homelessness Strategy for Northumberland 2016-2021. Northumberland County Council. 2016.

-8.2%

Social Housing
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Housing Quality

The percentage of
households that experience
fuel poverty based on the
2.8 - 9.1
9.2 - 9.4 “low income, high cost”
9.5 - 10.3 methodology
10.4 - 10.7

2.8 - 9.1

10.8 - 12.2

9.2 - 9.4

12.3 - 13.6

9.5 - 10.3

13.7 - 14.4

10.4 - 10.7

14.5 - 17.2
17.3 - 21.3
21.4 - 30.3

Over the last 25 years on average there have been 210 excess winter deaths
per year in Northumberland but the number ranges from 90 to 410.52 On
average, winter deaths are not dissimilar from the England and northeast
average but the County has the highest rate in the North East for female
deaths.53 This might reflect a larger proportion of older women living alone in
houses which are more difficult to keep warm. Temperature and circulating
seasonal flu are important predictors of winter deaths but the relationship is
complex.

Most of Northumberland’s social housing stock (approximately 26,000
homes) and all of Northumberland County Council (8,600) properties meet
the Decent Home Standard. In the private sector though, only 41% of
housing is classed as ‘decent’ due primarily to poor energy efficiency
from solid wall construction. In rural parts of Northumberland particularly
in the north, this proportion increases to 62%. There are over 6,000
properties which have been assessed as having a poor energy efficiency
rating (known as the Standard Assessment Procedure (SAP)) and of these
over 1,000 are occupied by a vulnerable person and are more likely to be
homes in rural areas. None of the properties in Northumberland National
Park are connected to mains gas and so are reliant on expensive heating
fuels; 10% of properties are not connected to mains electricity.54 Using the
“low income, high cost” definition of fuel poverty, 13.3% of households in
Northumberland are in fuel poverty which is joint second highest in the North
East and higher than England but there is a lot of variation across the County.
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52. ONS (2017). Excess winter mortality in England and Wales, Aug 2016 to July 2017 (provisional)
and Aug 2015 to July 16 (final), ONS. 22 November 2017
53. PHOF (2017). 4.15iii - Excess winter deaths index (3 years, all ages). Aug 2013 - Jul 2016.
54. Northumberland National Park Authority (2016). Northumberland National Park Management
Plan 2016-2021. Northumberland National Park Management Plan Partnership. 2016
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The NHS Contribution
On the plus side overcrowding, which
is a feature of many urban areas, is not
really an issue in the County. Only 3.6% of
households in Northumberland are classed as
overcrowded - 4.1% in urban areas and 3% in
rural areas, lower than the England rate.56

The NHS has a key role to play in tackling
issues relating to cold homes by:
• Identifying those at risk and referring them
to appropriate organisations who
can advise on possible grants/benefits
entitlements.
• Encouraging people, especially older
residents, to accept help as we know that
older people who are most at risk are least
likely to accept help.
• Working with colleagues in supporting
organisations to make sure that contact is
made and maintained with those identified
at risk of experiencing fuel poverty.55

England

Northumberland

3.6% of households in Northumberland
are classed as overcrowded
lower than the England rate
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55. FPH (2006). Fuel poverty and health. Briefing statement. FPH. May 2006.
56. Comparing Rural and Urban Areas of Northumberland - 2011 Census Analysis (2014)
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Groups with specific housing needs in Northumberland
Whilst the number of homeless applications received and the numbers of people accepted as
being in priority need has fallen, the number of households prevented from becoming homeless
has grown (see table below).

Financial years
March to April
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A. Number
of homeless
applications
taken

B. Number of
households
accepted as
homeless and
in priority need

C. Number of
households
prevented
from becoming
homeless

Total number
of applications
to the
homelessness
and housing
options service
(A+C)

2011-2012

540

228

373

913

2012-2013

589

225

476

1065

2013-2014

390

184

752

1142

2014-2015

340

200

514

854

2015-2016

366

190

640

1006

2016-2017

376

207

568

944

Apr 2017 to Dec 2017

197

131

167

364

57. NCC (2013). A Housing Strategy for Northumberland 2013-2018. NCC Housing Services. 2013.
58. NCC (2017). Know Northumberland - Issue 22 – Population and Health February 2017.
NCC Strategy and Change Team. February 2017.

The numbers of
homelessness cases
from the private rented
sector has risen by 81%
over the last five years.57
Domestic violence
continues to account for a
quarter of homelessness
applications; female lone
parent families account for
half of applications; and
a quarter are aged 18-24
years of age. A shortage of
accommodation or support
for people with high support
needs such as those who
have chaotic lifestyles e.g.
substance misuse disorders
has been identified; there
is also an accommodation
gap for single homeless
people.58
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There are about 3000 people aged between
18-64 who receive care and support from the
council who either have a learning disability,
mental health condition or physical disability.
The majority of these live in the community
and are supported to build the skills and
abilities to live independently and manage their
accommodation within the social and private
rented sectors.59
About 34,000 households in Northumberland
have at least one family member with a
physical disability; half are over 65 years
of age. 3,000 people report that they have
housing needs and 800 wheelchair users
are thought to be living in accommodation
unsuitable for their needs.59
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The population of the over 65s is set to
increase by 42.4% by 2031 in Northumberland
(North East 37.2% and England 41%.58
Housing adaptations and support for the
older population is a major strategic challenge
for the council in view of the current and
anticipated increase in the proportion of the
population in this group. Bungalows are a
popular option for older people: there’s no
need to manage stairs; they address any
issues about over-occupation; and they allow
older people to maintain privacy, control
and space. However nationally, only 1% of
new build homes are bungalows and that’s
because for a developer, they generally don’t
represent a good return on investment for the
footprint of a site. There are also challenges
with housing stock shortages for people with
learning disabilities, physical disability and/
or illness, enduring mental health conditions
and/or challenging and complex behaviours,
leaving limited choice for people to live
independently.59

59. NCC (2017). Market Position Statement for Care and Support in Northumberland. NCC. 2017.
60. CLGC (2018). Housing for older people. Second Report of Session 2017–19.
House of Commons Communities and Local Government Committee. 5 February 2018.

A recent report looking at housing options
available for older people contains a
number of recommendations60 which
could be employed in Northumberland.
These include using the Local Plan
to identify a target proportion of new
housing developed for older
people along with suitable, wellconnected sites for it; and
‘age-proofing’ all new
homes to meet the
current and future
needs of older
people.
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Action to improve Northumberland homes

Generating affordable homes
The council can generate affordable housing
through the planning process, which is reactive
and driven by applications from the private
sector; or by taking a proactive approach
through direct delivery and with registered
providers, community led developments and
private landowners. Some achievements
include:
• Securing affordable homes via Section 106
agreement contributions and the planning
processes has seen some key sites
delivering 15-30% proportion of properties
as affordable homes.

To address the sustainability of some of our
villages through the proliferation of second
homes, residents in Seahouses, Beadnell
and Bamburgh have developed the North
Northumberland Coast Neighbourhood Plan.61
Once approved a new ”Principal Residence
Housing Policy” will be introduced which only
supports new housing schemes where each
new dwelling is occupied only as a principal
residence.

• The Council has been successful
in securing funding to further develop
Community-Led Housing in rural areas.
“Communities CAN” will be established
in partnership with Community Action
Northumberland, Glendale Gateway Trust
and SCATA community housing group
in Stocksfield to develop partnerships with
communities, the Council and developers
and aims to deliver over 150 properties over
the next 5 years.
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61. North Northumberland Coast Neighbourhood Plan Steering Group (NNCNPSG) (2017). The North Northumberland Coast
Neighbourhood Plan 2017 - 2032. NNCNPSG. 13 November 2017.
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Improving Housing Quality
All Councils have to take action to improve the energy efficiency of all residential accomodation in
their area. In Northumberland initiatives have included:
• Improving the energy efficienciency of
at least 3,000 properties per year including
improving at least 120 properties in the
former Berwick local authority area
focussing on the most vulnerable residents.
• Northumberland led the partnership in the
recent Central Heating Fund project which
installed 1,472 first time central heating
systems from February 2016 through until
March 2017. Roughly 460 of these
installations were within Northumberland,
targeting low income households at risk of
fuel poverty (371 properties in rural areas
and 87 in urban areas).

• Northumberland has also joined with other
local authorities to offer Ready to Switch
which is collective energy
switching scheme to
help save money on
utility bills and to
date has helped
over 1000 of our
residents to save
money on their
energy bills.

Community Action Northumberland provides support to households and organisations, particularly in rural areas,
with advice and support to access fuel poverty and energy efficiency initiatives. The Warm Hub Project supports
community venues to become accredited as places where vulnerable people can be assured of finding a safe, warm
and friendly environment to enjoy a healthy good value meal, and the company of other people.
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Supporting groups with specific needs
• The recently published Market Position Statement for Care and Support in Northumberland
outlines the key priorities for housing support in Northumberland. It also outlines how by
working collaboratively with housing developers, housing and care providers the aim is to
develop mixed market developments to deliver choices for older people and younger adults
with health needs to access the support they need to live independently.59
• The Council has made enormous progress in preventing homelessness in the private rented
sector by assisting families in finding alternative accommodation or enabling them to remain
in their existing home. This includes negotiating with families and landlords and prioritising
those most at risk and through the development of a pre-eviction protocol.
• The Council’s Gypsy, Roma Traveller Liaison officer visits unauthorised encampments and
puts the Health Visitor service in contact for any identified child health needs within 48 hours.
Often the families have not accessed health care services previously and have been helped
to access antenatal care, child screening and primary care. Additionally there is a Gypsy
Roma Traveller Housing Officer for our two permanent sites and the Council are currently
working on developing the community bungalows on site to provide numeracy and literacy
support as well as introduce healthy lifestyle checks with the health trainer service.
• There are over 260 Ageing Well Allies in Northumberland who receive training to act as the
eyes and ears of the communities and identify vulnerable older people to signpost and alert
services around issues such as health and wellbeing, falls prevention and cold homes.
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Out and About Easily
Chapter 5 Getting
How Transport Can Support Good Health

38
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How transport influences health
Being able to get out and about easily is vital to our health and wellbeing as it increases social
inclusion and supports us to lead more active, healthy lives. The choice of travel can also harm
health and wellbeing through traffic collisions, increased carbon production, poor air quality and
noise pollution. People living in areas of higher deprivation are most likely to suffer from road
traffic collisions (although road traffic collision deaths are a feature of rural areas), air-pollutionrelated morbidity and mortality and the effects of noise pollution.62

Positives

Access
to
Healthcare

Access
to education
& employment

Increased
physical
activities

Access
to leisure
facilities

How transport influences health
Risk of injury/
traffic collisions

Air
pollution

Noise
pollution

Negatives

Staying connected
The standard and quality of transport can support us to have an active and social community
life and enables us to access leisure opportunities and services to manage our lives and stay
healthy. Transport also matters to our financial well being as it can affect our choice of education
and training, access to good quality employment and can encourage new development and
investment in the area.
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62. BMA (2012). Healthy Transport = Healthy Lives, British Medical Association (2012) BMA. BMA July 2012.
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Getting and Staying Active
Cycling and walking can build everyday activity
into our lives which can offset the long term
conditions caused by sedentary lifestyles
such as cancer, heart disease, diabetes and
premature death.63 Being physically active
and enjoying the outdoors also improves our
emotional health and wellbeing and quality of
life. In England the average number of walking
trips is 16% lower than 20 years ago which has
contributed to the increase in obesity. There
is a wealth of evidence showing that investing
in infrastructure which supports walking and
cycling increases physical activity, improves
health and mobility and reduces obesity and
cardiovascular disease.64
Taking a multi-component approach to make
sustainable transport options the easier and
most attractive choice are likely to be most
effective in encouraging behaviour change.
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Travelling safely
These include infrastructure improvements
to separate cyclists and pedestrians from
motorised vehicles but also need to include
community based interventions such as
information provision and travel planning,
cycle and maintenance skills development,
ride to work campaigns, cycle loan schemes
and provision of changing facilities at
workplaces. Working with the community to
develop initiatives by building on the skills
and knowledge that already exists such as
developing networks of people who can
support each other to be physically active can
also be successful. For rural areas, it can be
more challenging for cycling and walking to
become a sustainable alternative to the car, so
combining active travel with public transport
helps our rural residents build active travel into
their lives.

63. Celis-Morales et al (2017). Association between active commuting and incident cardiovascular disease, cancer,
and mortality: prospective cohort study. BMJ 2017;357:j1456.
64. PHE (2017). Spatial Planning for Health An evidence resource for planning and designing healthier places. PHE. 6 July 2017.
65. RoSPA (2017). Rural Road Safety Factsheet. RoSPA. February 2017.
66. The Kings Fund Active and Safe Travel Project (2013)
67. Celis-Morales et al (2017). Association between active commuting and incident cardiovascular disease, cancer,
and mortality: prospective cohort study. BMJ 2017;357:j1456

Road collisions are a tragedy for all
involved and many are avoidable.
They also place burdens on
emergency and health services as
well as having an economic impact
on our communities. Mortality rates
for road traffic collisions are higher in
rural areas65 and injuries and deaths
from traffic collisions are more likely to
affect people in lower socioeconomic
groups, young drivers, older drivers,
motorcyclists, cyclists and children.67
Schemes which prioritise or separate
pedestrians and cyclists from
motorised vehicles or traffic calming
measures and home zones also
increase physical activity and reduce
injuries.67
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The transport picture in Northumberland - Staying connected
Living in a beautiful, geographically diverse
and wide open space like Northumberland
brings many advantages to our health and
emotional wellbeing in terms of access to the
outdoors and opportunities to take part in
physical activity. As one of the most sparsely
populated counties in England with just 63
people per square kilometer and two fifths of
Northumberland’s population living in rural
areas, it can be difficult to get out and about
easily. It can also be difficult for key services
to be economically viable outside of the main
urban centres with pressure to centralise

services to keep them cost-effective but also,
in the case of some healthcare services, to
ensure that they remain safe and compliant
with accepted standards of good practice.
Public transport usage in Northumberland
is lower than the national average with our
population being increasingly reliant on
cars. With the rural areas of Alnwick and
Berwick-upon Tweed expected to increase
at a faster rate than the Northumberland
average, accessibility will become
increasingly important.73

Average minimum travel times
The latest journey time statistics for 201568 indicate the average minimum travel times across the
range of 8 key services including employment, schools, further education, GP’s, hospitals, food
stores and town centres by by walking, cycling and car. As expected Northumberland average
minimum travel times are higher than Tyne and Wear and England across all three transport types.

Northumberland
North East
England
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23 mins
14 mins
17 mins

22 mins
12 mins

12 mins

9 mins

15 mins

68. DfT (2017). Journey time statistics From:Department for Transport 2015. DfT. 13 July 2017.
73. NCC (2011). Northumberland’s Local Transport Plan 2011-2026.

10 mins
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Getting and staying active
Being active has enormous health and
wellbeing benefits. Most importantly, it helps
prevent many common diseases but its also
important in the management of many long term
conditions. Keeping active also contributes
to maintaining a healthy weight. The cost
of physical inactivity in Northumberland is
estimated to be around £6m per year69 so
getting people more active through active
transport is good for them and potentially good
for the environment.
There are higher levels of car ownership in rural
households compared with urban areas with
26% in our urban households not having access
to a car compared with 17% in rural areas.
There are higher numbers of cars per household
in rural areas.70 32% of commuter trips in
Northumberland are under 5 km in distance
yet only 14% are undertaken by non-motorised
forms of transport and 21% of the population
live within 2km of their workplace. 2km has
been proposed as an acceptable distance for
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walking and 5km for cycling73 which suggests
there is still potential for change in behaviour in
Northumberland around those shorter journeys.
People may well overestimate the time it takes
to walk distances and underestimate the
time it takes to travel an equivalent distance
by car; providing information on travel times
and transport options is a key intervention
in changing behaviour. If Northumberland
residents were as likely to cycle to work as the
Dutch (for trips of similar length and hilliness)
commuter cycling rates could dramatically
increase from 2% (in 2011 census) to 15% of all
journeys.71

Role of the NHS
Again, there is a role here for the NHS. NHS
staff can be powerful advocates for active
travel, both as individuals and as members of
organisations. They are also well placed to have
conversations with patients about the benefits of
physical activity, and to promote active travel or

69. Sport England (2010). Health costs of physical inactivity. Local Sport Profiles: Northumberland.
70. NCC (2014). Comparing Rural and Urban Areas of Northumberland - 2011 Census Analysis (2014).
Northumberland County Council Policy and Research Team. February 2014.
71. Lovelace R et al (2017). The Propensity to Cycle Tool: An open source online system for sustainable transport planning.
J Transport & Land Use. Vol 10, No 1 [2017] pp. 505–528.
72. Orrow G, et al (2012). Effectiveness of physical activity promotion based in primary care: systematic review and meta-analysis
of randomised controlled trials. BMJ 2012;344:e1389
73. NCC (2011). Northumberland’s Local Transport Plan 2011-2026.

use of public transport as an option to
increase levels of physical activity. For every
12 sedentary adults who receive advice or
counselling on physical activity from their
GP, practice nurse or health visitor, one will
be meeting recommended levels of physical
activity after 12 months. This is even better
odds of success than for advice to stop
smoking!72
Northumberland has a high, and increasing,
proportion of older residents compared to the
national and regional average which increases
demand for transport to healthcare services as
well as additional funding for concessionary
travel. About 19% of the population of
Northumberland cannot access a GP’s surgery
within 15 minutes by public transport, whilst
59% cannot get there within an 800 metre
walk.73 Constraints on public transport means
that this is not a viable option for many trips
taken in and around Northumberland.
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Travelling Safely
After Durham, Northumberland has the 2nd
highest rate of emergency admissions for
car accidents involving children and young
people (27.5 per 100,000, North East 19.0,
England 17.4)74 and is the highest in the
North East for deaths and serious injuries
per 100,000 resident population (497 people
killed or seriously injured between 2014 and
2016).75 Some of these are the result of visitors
or people travelling through Northumberland
rather than local journeys76 but the high rates
reflect both the larger number of miles travelled
generally by car and the nature of rural
roads. We have seen the numbers of injuries
and deaths reducing over the years, but we
still need to reduce the proportion of road
casualties involving motorcyclists and young
drivers.
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Emergency
admissions for car
accidents involving
children and
young people

Northumberland

27.5

North East

19

74. PHOF (2016). Emergency admissions for car occupants (aged 0-24). Public Health Profiles 2011/12-2015/16
75. PHOF (2017). 1.10 - Rate of people KSI on the roads, all ages, per 100,000 resident population. Public Health Profiles 2013-215
76. NE Regional Road Safety Resource (2017). Benchmarking of North East Local Authorities’ Road User Casualties Against the
Rest of England, 2016. NE Regional Road Safety Resource. November 2017.

England

17.4

per 100,000.
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What are we doing about transport?

Supporting people to stay connected
• The planning process can help new developments to be well connected via public transport
and good neighbourhood design can make physical activity the easier choice. One example
is the use of Section 106 contributions to improve the cycle network such as £100k from a
development in Blyth to improve connectivity to the National Cycle Network Coast and Castles
route and £60k to improve facilities in the vicinity of the Northumbria Specialist Emergency
Care Hospital in Cramlington.
• Despite the challenges of operating in a rural area, Northumberland does have a high quality
bus network with high levels of customer satisfaction which provides access to key locations
at key times of the day. There are also a range of concessionary travel schemes which make it
possible for young and older people to travel at very low cost.
• Community Transport and Demand Responsive Services can fill the gap when commercial
operators do not operate a service. There are a number of services in Northumberland
such as the Getabout Scheme which provides a travel planning service for users who may be
less familiar with public transport options or find it difficult to access information. For essential
journeys such as hospital appointments when private and public transport are not an option,
the scheme also offers volunteer drivers. This service particularly helps older people to remain
independent and active for longer.
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Promoting safe and active travel
• Northumberland’s Local Transport Plan 2011-2026 and Road Safety Strategy contains
ambitious targets to significantly reduce the numbers of people killed and seriously injured on
our roads. The goals are to improve transport safety and security and promote healthier
travel by improving the safety of the transport network, particularly for vulnerable road users
and enabling and encouraging more physically active and healthy travel.
• Go Smarter encourages individuals, schools and businesses to travel more sustainably and
has supported organisations to encourage sustainable and active travel. These have included
initiatives such as School Travel Plans - to encourage children and parents to have a more
active school run and working with new developments and employers to develop Corporate
Travel Plans. Active Northumberland Watbike Cycle Loan Scheme aims to help get people
into cycling without having to purchase a bike.
• Regional investment through NECA contributed £600k of Local Sustainable Transport Fund
(LSTF) funding to the Morpeth Cycle scheme.
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Case Study

Encouraging Active Travel - Mickley First School
Mickley First is a small rural school in the west of the county with approx 90 pupils. Due to
its location many families travel to school by car or school transport, this makes it difficult to
encourage active travel for the journey to school. However Mickley has embraced this challenge
and created a culture which encourages the whole school community to travel sustainably, where
possible.
The school encourages cycling and scooting.
It has supported national initiatives such
as Walk on Wednesdays, Walk to School
Week and Bike Week; they have scooters
and balance bikes to use at break times and
pupils can loan a scooter at weekends. There
are scooter training sessions the PTA hold
an annual family bike ride. The school has
supported Tour of Britain to raise the profile of
cycling in school.
Pupils understand the benefits of walking,
cycling and scooting not only for their personal
health and wellbeing but also how it impacts
positively on the environment. By working with
partners to promote safe, healthy travel and
engaging the whole school community there
has been a reduction in car use from 38.5%
2014 to 17% in 2017 and an overall increase in
active modes of travel.
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The school have also campaigned for speed
reductions and crossing points in their village
and working with other local schools to
develop a walking map for residents, visitors
and businesses.
Mickley First School were recently awarded
Modeshift STARS School of the Region in the
North East for their achievements in promoting
healthy and sustainable travel to school
and will now go forward to the National
Awards.
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Chapter 6 Opportunities and recommendations
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Opportunities

North of Tyne Devolution
The North of Tyne ‘minded-to’ devolution deal77 is a fantastic opportunity to improve the health
and wellbeing of Northumberland residents by improving the picture of some of these social
determinants. For Northumberland, proposals to upskill those in low paid employment; support
people (back) into employment, especially those who who are experiencing barriers to returning
to work; and drive improvements to rural growth and productivity are particularly relevant. There
is a particular focus on the over 50s and those with disabilities or long term health conditions.

Northumberland Joint Health and Wellbeing Strategy (JHWS)
We are in the process of developing a new JHWS for Northumberland. This is one of the principle
outputs of the Health and Wellbeing Board and should be taken into account by the Council,
Clinical Commissioning Group and NHS England when commissioning services as it reflects the
needs of people in Northumberland. This new JHWS is the means by which we plan to extend
and embed the community-centred approaches that have been the subject of the previous two
annual reports. It also has a theme devoted to tackling the social (or wider) determinants of
health, making explicit the link between health and the conditions in which people are born, grow,
work, live, and age.
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77. North of Tyne ‘minded-to’ Devolution Deal dated 24 November 2017.
Available from: https://northoftynedevolution.com/wp-content/uploads/2017/11/North-of-Tyne-minded-to-devolution-deal.pdf
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Review of Core Strategy
The review of the Core Strategy and the development of the Local Plan has provided a great
opportunity for the Public Health team to join with colleagues in planning and housing to identify
standards for new residential developments to ensure they are affordable and health enhancing
in terms of their quality, design and energy efficiency.

Creating healthy inclusive workplaces
Healthy inclusive workplaces in which people can thrive are good for employers and employees.
They improve productivity both directly and indirectly through reduced sickness absence.
As the biggest employers in Northumberland, both the Council and the NHS are committed to
improving the health and wellbeing of their employees but we can also act as role models for
other employers across the County. The NE Commission for Health and Social Care Integration
acknowledged the role that workplace health initiatives contributed to health and wellbeing.78

49

78. NECA (2016). Health and Wealth - Closing the Gap in the North East.
Report of the North east Commission for Health and Social care Integration. October 2016.
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Recommendations

1
2

3

50

Through the Health and Wellbeing Board, embed a Health in All Policies approach to ensure
health and wellbeing considerations are taken into account in all relevant strategies and
policies and that we exploit synergies between health and other core objectives.79

Through the Joint Health and Wellbeing Strategy, use the Making Every Contact Count
approach to enable all frontline practitioners from health, social care and other areas to
identify and actively support vulnerable people living in poor housing.80 Housing Officers
conduct New Tenant Visits and tenancy audits with all tenants on a three year rolling
programme and offer a wide range of advice and signposting to services around their
tenancies, benefits and other support services. Given the links with domestic fires, money
difficulties, antisocial behaviour and relationship breakdown, this may be a feasible setting to
deliver very brief advice around smoking and alcohol with referral to specialist stop smoking
services or substance misuse services when required.

Explore how we can use the Better Health at Work Award to encourage employers to develop
travel plans which promote employee walking and cycling to and from work and also as part
of their working day to improve workplace health.

79. LGA (2016). Health in all policies: a manual for local government. LGA. 29th September 2016.
80. NICE (2015). Excess winter deaths and illness and the health risks associated with cold homes.
NICE Guideline (NG6). NICE. 5 March 2015.
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6
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Consider a multi-agency review of patient or service user transport services across health
and social care to identify potential options to improve services and make better use of our
collective resources.

Work with GPs, hospital clinicians, nurses and other healthcare professionals to develop
and embed a ‘More than Medicine’81 approach which connects the clinical consultation with
interventions such as social prescribing aimed at, amongst other things, addressing some of
the social determinants of health.

Use the NICE Quality Standard for preventing excess winter deaths and illness associated
with cold homes82 to drive measurable improvements in the commissioning and provision of
health and social care.

81. Nesta (2013). More than medicine: New services for people powered health. Nesta. 2013
82. NICE (2016). Preventing excess winter deaths and illness associated with cold homes (QS 117). NICE. 4 March 2016.
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Governing Body
23 May 2018
Agenda Item: 8.2
Draft Joint Health and Wellbeing Strategy 2018 - 2028
Sponsor: Accountable Officer
Members of the Governing Body are asked to:
1. Consider the Joint Health and Wellbeing Strategy and provide comment on the
priorities identified in each theme.
2. Endorse the direction of travel.
Purpose
This report presents the draft Northumberland Joint Health and Wellbeing Strategy (JHWS)
2018 - 2028 for comment and support prior to engagement with the public, partners and
stakeholders.
Background
The preparation of the JHWS is an equal and joint duty of the Local Authority and the CCG
through the Health and Wellbeing Board. The duties are discharged by the Board as a whole.
The priorities in the JHWS are based on needs identified in the Joint Strategic Needs
Assessment (JSNA). The commissioning plans of the Council, CCG and NHS England will be
expected to have been informed by the JHWS; the CCG annual report must review the extent
to which it has contributed to the delivery of the Strategy. If the HWB considers that the CCG,
NHS England or the Council have not taken proper account of the JHWS, action can ultimately
be taken through NHS England, the Secretary of State for Health and the Council’s scrutiny
committee respectively. The JHWS should take into consideration the Government’s priorities
and mandates for the NHS and the statutory requirement for the Council to take appropriate
steps to improve the health and wellbeing of its population. There are no mandated
requirements in terms of review and reporting, but to enable transparency and wider
participation, the HWB should be clear with partners and the community on the timing cycle
and when outputs will be published.
The extant JHWS concluded in 2017. At the Health and Wellbeing Board (HWB) on 14 Sep
17, the following framework for the new JHWS was agreed:
•
•

The timescale for the strategy was set at 10 years; long enough to measure
meaningful changes in population health/health-related outcomes;
The priorities would be reviewed mid-term to provide assurance that they still
reflected need;
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•

•
•

Each priority would have an Elected Member, Council Officer, and health(care) lead
who would provide assurance to the HWB that there are mechanisms in place to
deliver that element of the strategy and to report on progress through a local delivery
plan. This may be achieved through existing strategies and action plans and should
not duplicate what is already in place, but may require the development and delivery
of new ones where these are absent;
Each priority would be reflected in a single high-level outcome, primarily supported
by national indicators which can demonstrate progress;
An annual report on progress against each priority area would be provided to the
HWB by the leads for each priority area.

Taking into account the various policy drivers across the health and social care system and
what we know about the current and future health needs of the population of Northumberland
from the JSNA, the HWB agreed that the priority areas for the JHWS should be:
•

•

•

•

Giving children and young people the best start in life. This is the highest priority
area identified in the Marmot Review in terms of reducing inequalities in the longer
term. The evidence is clear that childhood experiences have a long-term impact on
health and resilience which extend across the life course. Whilst there are many
areas of child health in which Northumberland performs better than the England
average, there are also several indicators for which child health outcomes are
poorer. Improving the early life experiences of children will, both directly and
indirectly, result in improved health and wellbeing in later life.
Empowering people and communities. Focusing solely on preventing the causes of
ill health will not be sufficient to achieve the improvements in wellbeing and health
which are required to make the health and social care system sustainable.
Community-centred approaches mobilise assets within communities to promote
equity and increase people’s control over their health and lives. There is compelling
evidence for these approaches, which help to support older people and those with
long term conditions, reduce social isolation, enable positive behaviour change and
increase personal and community resilience. While there are beacons of good
practice in the County, to maximise the opportunities this approach presents there is
a need to develop a Northumberland wide approach which features elements of
asset-based community development, social prescribing and community navigation.
Tackling some of the wider determinants of health. The wider determinants are
considered to have a larger impact on wellbeing and health than the provision of
healthcare. In Northumberland, there are disproportionately wide inequalities with
respect to employment and access to services; the former partly a reflection of the
area’s industrial heritage and the employment landscape and the latter, a
characteristic of rural deprivation. Fuel poverty is also a feature of rural deprivation.
These areas should be considered for focused attention as part of a JHWS.
Adopting a whole system approach to health and care. The continuing development
of a health and care system which takes an integrated care approach should be a
priority to ensure sustainability and the continued delivery of high quality services for
Northumberland. This requires organisations to set aside traditional boundaries to
achieve the best health and wellbeing outcomes for the population and in this
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context, the system may be wider than health and social care to encompass a wider
range of the public sector.
There is a duty on the CCG, the Council and the HWB to involve people living and working in
Northumberland in the preparation of the JHWS. A draft document based on Appendix 1 will
be provided for partners, stakeholders and the public to comment on. It is a high level
document which is intended to be short; the detail on how progress will be made against the
priority areas identified within each theme will be embodied in an action plan. These will be
effected through the Children and Young People Strategic Partnership, the Empowering
People and Communities Stakeholder Group and the System Transformation Board (for the
whole system approach theme). A mechanism to oversee the development and delivery of the
wider determinants theme remains to be developed.
The CCG and Council are developing the engagement strategy supported by Healthwatch.
Engagement will be both face-to-face, largely using existing networks and fora, and virtual
engagement using digital means. Equality considerations will be integrated into the
engagement process.
Conclusion
The development of the new JHWS for Northumberland is a duty of the CCG and LA through
the HWB. The main themes have been agreed by the HWB; the priorities within those themes
have been developed by the LA, CCG and wider stakeholders. The JHWS is intended to be a
high-level document identifying the priorities, rather than how those priorities will be delivered
although some further detail has been provided. Indicators to measure success have been
proposed which allow benchmarking where appropriate.
Recommendation
The Governing Body is asked to comment on the priorities identified within each theme of the
JHWS and endorse the direction of travel.

Appendix 1. Draft Northumberland Joint Health and Wellbeing Strategy 2018 - 2028.
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Appendix 1

DRAFT NORTHUMBERLAND JOINT HEALTH AND WELLBEING STRATEGY 2018 - 2028
The overall aim of the Northumberland Joint Health and Wellbeing Strategy is to maximise wellbeing and health and
reduce inequalities. High level measures of success will be monitored through changes in life expectancy, healthy life
expectancy and the life expectancy/healthy life expectancy gap between our least and most deprived communities.
CHILDREN AND YOUNG PEOPLE
Theme
Outcome
Why is this
important

Giving children and young people the best start in life
All children and young people are happy, aspirational and socially mobile

Giving every child the best start in life was the highest priority recommendation in the Marmot
Review. Advantage starts before birth and a positive childhood experience is vital to ensure children
are ready to learn leading to better health and wellbeing throughout life and better life chances. So
action to reduce inequalities must start before birth and continue through the life of the child.
A good child health status positively affects educational performance and attainment. Very good or
better health in childhood is linked to accelerating achievement for example, physical exercise has a
significant and positive impact on academic performance. We also know that personal, social, health
and economic (PSHE) learning has a positive impact on academic attainment and strong
relationships and sex education equips children and young people to face the challenges of
contemporary society.
Some key statistics for children and young people in Northumberland:
•

Not smoking during pregnancy has positive effects for the growth and development of the
baby and health of the mother. During 2016/17, 12.9% (349) women were smoking at the
1

•

•

•

Priority areas

time their babies were delivered. Although this is one of the lowest rates in the NE and it is
falling, it is still much higher than the England average (PHOF).
The early years are critical to the development and future health and outcomes for
children. Northumberland has the highest level of school readiness in the North East; also
above the England average. This is a great achievement but it hides the inequalities which
exist between groups of children. For instance, whilst overall, a good level of readiness is
achieved for 74.9% of children at the end of reception, in children with free school meal status,
only 57.9% of children achieve this level (PHOF 16/17 data).
Educational attainment is a key predictor of health outcomes and social mobility. In
Northumberland, the proportion of pupils achieving Grade 4 at GCSE in Maths and English in
our secondary schools ranges from 29% to 79% (Director of Education Annual Report 16/17).
Teenage pregnancy is associated with poorer outcomes for both young parents and their
children. Teenage pregnancy rates continue to fall and Northumberland has one of the lowest
rates in the NE; about the same as the England average.

Provide the best quality education that we can.
Ensure all children and young people feel safe and supported in all areas of their life.
Support children and young people to make positive lifestyle and social choices.

2

What sort of
things are we
going to do

Examples of the things we think we should be doing are:
•
•
•
•

•
•
•

•
•
•

Undertake a wholesale review of educational provision to ensure that all children enjoy good
quality education
Continue to invest in capital programmes to create an environment which promotes learning
Work with schools via school improvement to target those children on FSM who need
additional support to realise their potential
Ensure that pupil premium is being utilised to meet the educational needs of children and
young people who most need it.
Continually improve and develop our front door services (such as the Multi-Agency
Safeguarding Hub (MASH)) to ensure children receive the right support at the right time.
Work with the public and all partners who have contact with children to ensure they recognise
and respond to situations where children might be at risk
Ensure that children with Special Educational Needs and Disabilities have an appropriate level
of support.
Work with schools to promote and improve the emotional wellbeing and resilience of children
and young people.
Support CYP who are disadvantaged through adversity created through physical deficit or
societal circumstance to enable them to make positive social and lifestyle choices
Ensure parents have the tools to promote attachment and understanding of positive
behavioural health insights.

How are we
Priority - Provide the best quality education that we can
going to measure
Achievement gap between pupils eligible for free school meals and/or with special educational needs
progress
and their peers
School readiness
Persistent absent rates
Exclusions (fixed term and permanent)
Priority - Ensure all children and young people feel safe and supported in all areas of their life
Emotional wellbeing of children looked after
3

Hospital admissions caused by unintentional and deliberate injuries in under 18s
Proportion of children with SEND with an up to date Education, Health and Care Plan
Support children and young people to make positive lifestyle and social choices
Under 18 conceptions
Breastfeeding - initiation and at 6-8 weeks
Smoking status at time of delivery
Excess weight in Reception and Year 6 pupils

4

TAKING A WHOLE SYSTEM APPROACH
Theme
Outcome
Why is this
important

Whole system approach to health and care.
To maximise value from, and sustainability of, health and social care and other public services for
improving the health of the people of Northumberland, reducing health inequalities.
Northumberland has continually demonstrated the ability to overcome traditional barriers between
organisations and use innovative approaches in order to improve the quality of care. We want to get
to a position where people in Northumberland are living independently for as long as possible with
the best health possible, not because that may make our health and care system sustainable, but
because it’s the right thing to do. Over the last few years though there has been an unprecedented
increase in the demand on health and social care. Here are a few key facts:
•
•
•
•

•
•

•

There were almost 109,000 hospital admissions for NHS Northumberland CCG patients In
2015/16.
Northumberland County Council currently provides services to 3170 people aged 18-64 years
of age and 8175 people 65 years of age or older.
People living in the least deprived areas of Northumberland can expect to spend 16.6 years
longer living in good health than people living in the most deprived areas.
Smoking continues to be the biggest cause of preventable ill health but although smoking
prevalence in Northumberland is the lowest in the North East, 30% of adults in routine and
manual occupations (25.5% in England) and 37.1% of adults with serious mental illness
(40.5% in England) still smoke. And 12.9% of pregnant women were reported to be still
smoking at time of delivery during 2016/17.
Both the rate of hospital admissions for alcohol-related conditions and the total volume of
alcohol sold (off-trade) per adult are significantly higher in Northumberland than in England.
More than two-thirds (69.8%) of adults living in Northumberland are overweight or obese
(2013-15) compared to 64.8% in England; in 2015/16, a third of children in year 6 (10-11
years of age) were overweight or obese.
A quarter (24.3%) of adults in Northumberland are inactive, compared to 22.3% in England.

Taking a ‘whole system approach’ means looking at the public sector as a whole to lever as much
value out of the Northumberland pound as we possibly can; and exploiting the public sector to
5

maximise the health and wellbeing of the workforce and the people they come in contact with. The
whole system is not just a collection of organisations that need to work together, but a mixture of
different people, professions, services and buildings which have the health and wellbeing of
individuals as a common concern and interest. They aren’t necessarily health and social care
providers either. For instance, Northumberland Fire and Rescue use their Home Safety Visits as an
opportunity to identify older people at risk of falling.
Priority areas

Refocus and prioritise prevention and health promotion
Improve quality and value for money in the health and (social) care system (integration).
Ensure access to services that contribute to health and wellbeing are fair and equitable.

What sort of
things are we
going to do

Examples of the things we think we should be doing are:
•

Making every contact count (MECC) is an approach to behaviour change that utilises the
millions of day-to-day interactions that organisations and individuals have with other people to
support them in making positive changes to their physical and mental health and
wellbeing. We want to embed MECC across the whole system so that as many people as
possible are trained to have these conversations.

•

Take a systematic approach to integration: look at where we can pool and align budgets
across health and social care; and jointly commission health and care services so they are
more person-centred and coordinated.

•

Social Value is about how we spend public funds to produce a wider benefit to the community,
be it the social, environmental or economic wellbeing of the people we serve. We think we
should develop a social value framework and embed social value considerations into all
policies, decisions and public procurement.

•

Continue work to ensure care professionals can access electronic patient records from
wherever they work in the system.

•

Make better use of existing and emerging technology and digitalisation where appropriate,
including linking of patient data, use of geographical information systems (GISs), and web6

based communication in health and social care.
How are we
Priority - Refocus and prioritise prevention and health promotion
going to measure
Smoking prevalence in adults.
progress
Rate of hospital admissions for alcohol-related conditions.
Percentage of physically active or inactive adults.
Improved mental wellbeing.
Improve quality and value for money in the health and (social) care system (integration).
User and carer experience and quality of life.
Total delayed transfers of care.
Rate of emergency admissions for acute conditions that should not usually need hospital admission /
ambulatory care sensitive hospital admissions.
Rate of people receiving social care packages.
Rate of admissions to residential and nursing care homes.
Ensure access to services that contribute to health and wellbeing are fair and equitable
Inequalities in access to key services.
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NORTHUMBERLAND JHWS - EMPOWERING PEOPLE AND COMMUNITIES THEME
Theme
Outcome

Why is this
important

Empowering People and Communities
People and communities in Northumberland are listened to, involved and supported to maximise
their wellbeing and health.
We cannot achieve the improvements in wellbeing and health that we aspire to for Northumberland
residents by focusing on preventing ill health alone. Whilst this approach remains critically
important, we also need to take an alternative view and increase opportunities to achieve positive
change by supporting people and communities to build on their own skills and knowledge and their
communities’ assets - a move from preventing illness to promoting wellness; and from a ‘doing to’
culture to a ‘doing with’ culture. Community-centred approaches are key to building resilient and
flourishing individuals and communities. Resilience reduces the impact that the stresses of life have
on our wellbeing, keeping us happy, healthy and independent for longer.
From the clinical perspective, there is increasing evidence and recognition that a ‘More than
Medicine’ approach is required, which seeks to mainstream non-clinical interventions such as
befriending, volunteering and physical activity. This requires a culture change across health and
social care to one in which alternative services such social prescribing are seen as real alternatives
in supporting people to manage their own conditions better. It will require healthcare professionals to
have a different sort of conversation which may offer these alternative services to address the social
issues which can so often undermine the path to improved health and wellbeing.

Priority areas

Ensure that partners, providers, practitioners and the systems they work in promote and encompass
a ‘more than medicine’ approach.
Provide people and communities with access to networks and activities which will support good
health and resilience.
Support people to gain the knowledge, skills and confidence they need to be active partners in
managing and understanding their own health and healthcare
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What sort of
things are we
going to do

•
•

•
•

•

How are we going
to measure
progress

Develop a Strategy and Action Plan for people powered wellbeing and health in
Northumberland including standardised measures that support ongoing evaluation.
Work with health and social care providers to implement a system wide standard for
workforce development that ensures staff have the necessary, knowledge skills and support
to deliver the strategy.
Worth with frontline staff to raise awareness of how and where to refer/signpost people to
community based initiatives;
Develop a model for asset based community development approaches across
Northumberland including the implementation of a number of demonstrator sites for
components of people powered wellbeing and health in Northumberland. An early focus will
be the establishment of local area co coordinators
Work with schools, the voluntary sector and LA departments to identify and develop
intergenerational approaches to developing life skills in young people

Measuring progress for this theme of the strategy will require a different approach using more
qualitative measures and a bespoke evaluation mechanism. This will include, for instance:
•

Use a variety of methods to collect and collate information including validated
questionnaires (for example the short Warwick Edinburgh mental wellbeing scale ),
interviews, focus groups, consultation events and case study analysis
• Gather information from local service providers and agencies as well as members of the local
community
• Develop community led approaches to evaluation
• Measure impact over time by repeating information gathering with community at regular time
points to measure changes and inform future development
Existing collected measures to which the program will contribute :
• Self-reported wellbeing
• Carer reported quality of life
• People who use services who have control over their daily life
Process measures
• Number of new Social Prescribing programs implemented
• Numbers of people supported by care navigators
• Numbers of PAMs completed
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NORTHUMBERLAND JHWS - TACKLING THE WIDER DETERMINANTS
Theme
Outcome
Why is this
important

Tackling some of the wider determinants
People’s health and wellbeing is improved through addressing wider determining factors of health
that affect the whole community.
From a national perspective, Northumberland is largely a rural area. It encompasses a large
expanse of open countryside with a scattering of towns and villages, that includes former mining
areas and current commuter settlements. This diversity exemplifies health inequalities across the
county with the life expectancy differing markedly depending on where you live. The lower population
density in more remote areas also masks small pockets of significant deprivation and poor health
outcomes.
On this basis, many of the factors that contribute to the health and well being of the county’s
communities relate to wider determinants of health as well as access to health and care services:
•

Changing population patterns - Continued outward migration of young people and inward
migration of older people, are leading to a population that is increasingly older than neighbouring
cities, with accompanying health and care needs.

•

Infrastructure - Sparsity and the increasing scarcity of public transport links have a significant
impact both on daily living costs of rural households and on access to services.

•

Digital access and exclusion - A combination of the older demographic and the unavailability of
high speed broadband and mobile phone networks are leading to an increasing digital gap
between Northumberland and more urbanised parts of the country. This is made more serious
by the growing number of important services, such as job search opportunities, banking and
increasingly, health-related services, that are available online.

•

Access to health and related services - Access in terms of distance to health, public health and
care services is poorer in Northumberland than in more urbanised settings. Longer distances to
GPs, dentists, hospitals and other health facilities mean that rural residents can experience
‘distance decay’ where service use decreases with increasing distance.
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Priority areas

•

Community support, isolation and social exclusion - Social networks in more rural areas are
more likely to break down with a consequent increase in social isolation and loneliness,
especially among older people.

•

Housing and fuel poverty - Affordability, poor quality housing and significant fuel poverty threaten
the wellbeing and sustainability of communities. House prices are generally higher in
Northumberland and there are areas where access to both social and supported housing is more
limited. There is a also much higher proportion of ‘non-decent’ homes and of houses which are
energy inefficient and many areas are not on the gas grid which leads to higher fuel costs.

•

Employability - The county’s business base is dominated by small businesses with larger
companies less prevalent than in more urbanised areas. As a result, a higher proportion of the
available jobs are low-paid, unskilled and seasonal. Access to education is also challenging,
particularly to apprenticeship placements; and further and higher education opportunities. There
also remain a significant element of the workforce who are excluded from work whether it be as
a result of inequality, disadvantage, or a long term condition or disability

Tackle fuel poverty by increasing the number of households with access to affordable warmth
Support people to live independently for as long as possible through housing innovation
Support individuals with care and/or health needs into employment
Improve access to employment, education and key services through digital technology

What sort of
things are we
going to do

•

•
•
•

Use the developing Strategy for Adults Accommodation with Support in Northumberland to
consider the needs of both older persons and those of working age with care and/or support
needs to promote choice, independence and maximise the opportunities offered by advances
in assistive technology to support people in their own home.
Use the North of Tyne Combined Authority and devolution deal to maximise existing funding
streams and develop new alternative sources of funding to enhance provision
Transform services to reflect a focus of prevention and innovation in service development.
Continue to exploit existing initiatives such as the NE Mental Health Trailblazer (on behalf of
NECA, integrating employment support services with psychological therapies; and the
11

•
•
•
•
•
•

How are we going •
•
to measure
•
progress
•
•
•
•
•
•
•
•
•
•

Northumberland Bridge (Big Lottery Building Better Opportunities) VCS partnership to support
residents with multiple-barriers to work (including health conditions) towards employment
Employer-focussed intervention to improve recruitment, retention and progression of people
with disabilities or long term health conditions
Advancement service for employees and employers in low wage sectors to support
progression from low-paid jobs
New approaches for retention and progression of people aged 50+ in the workforce.
Actively engage with businesses to promote the concept of ‘good work’ to improve job
retention and reduce sickness absence.
Support residents with caring responsibilities to sustain employment or return to the labour
market.
Support for users of mental health services to move toward the labour market

Fuel poverty
Excess winter deaths
Number of homes with an energy efficiency rating of Band C
Number of homes connected to national grid
People with mental illness or disability in settled accommodation
Proportion of adults with learning disabilities who live in their own home or with their family
Proportion of adults in contact with secondary mental health services living independently, with or
without support
Employment for those with a long term health condition
Proportion of working age adults in contact with social services in paid employment
Employment of people with mental illness
Geographical extent of 4G mobile phone connectivity
Number of premises with access to superfast broadband
Number of individuals eligible to access the forthcoming statutory digital learning entitlement
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Governing Body
23 May 2018
Agenda Item: 9.1
CCG Improvement Plan Report
Sponsor: Chief Operating Officer
Members of the Governing Body are asked to:
1. Consider the update and provide comment.
Purpose
This report provides a Governing Body update on the delivery status and risks associated with
the CCG Improvement Plan, developed by PricewaterhouseCoopers (PwC) in conjunction with
key CCG staff. Delivery of the whole plan is a key component of the CCG being able to come
out of Special Measures.
Background
After being placed in ‘Special Measures’ in 2017/18, a result of its deteriorating financial
position, NHS England directed that a second Capacity and Capability Review by PwC was
conducted. The resulting progress against the CCG Improvement Plan is outlined below:
Progress Against Plan
The plan, which has a total of 27 actions, is RAG rated as below:
Rating descriptions
Green – complete or on track with no barriers
to completion
Amber – in progress but requiring further
steps/ removal of barriers to complete
Red - not started or behind plan
Blue - closed

Number of Actions
20 Actions
(14 in March)
2 Amber
(12 Action in March)
1 Action
(1 Action in March)
4 Actions
(1 Action in March)
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Improvement Plan Themes & Progress to 18 May 2018
CCG Operational Plan, Capacity and Impact
Outcome Required
Fit for purpose CCG able to deliver
1. Increased capacity across the CCG supported by
its Statutory Functions
the CCG Vision
2. Objectives, Culture and Behaviours embedded in all An engaged CCG team that is clear
on delivery and the links to the
work plans.
Vision
3. A strong operational plan and assessment of impact A CCG that clearly understands its
of committees and CCG decisions.
impact and can evidence and
assess its effectiveness and coursecorrect in an agile way
• CCG operational work plan now approved and being translated into individual work
plans with metrics and timelines to assess impact – will come to June Governing Body
• Reset of the Vision and Objectives
• Working through the values and behaviours
• Major Organisational Development programme planned with team building, coaching
opportunities, staff engagement plans and more
• 25 new opportunities both external (12) and internal (13) to increase capacity and
capability – with a view to having a full team by end of July 2018
• Part of Wave 2 Commissioning and Capability Programme with Workshops on
Governance (whole of Governing Body) Strategy (whole of new clinical leadership team,
Execution and Delivery (CCG leaders), and two remaining on Consultation and
engagement and Finance and Procurement (open to wider team)
Clinical Leadership

Outcome Required
A Clinically-led CCG
Strong clinical leadership that engages effectively in the system to
commission the best care for the population
• Appointed interim Clinical Director of Primary Care who is also Vice Chair of the Health
and Wellbeing Board
• Advertised for a Clinical Director of Commissioning (shortlisting now)
• Appointed new Locality Directors
• Appointed new clinical leads
• Programme of induction, learning, regular meetings, time out and bulletins
• Clinical lead work plans in development for 2018/19
• Two Clinical Directors are members of the Corporate Finance Committee
• Governing body is clinically led with eight clinical members to six lay and corporate
members
Governance and use Outcome Required
of Lay Governors
Robust governance structures that make the best use of the skills
available to the whole CCG
• New Constitution approved and now in second month of existence
• Lay Governors, Board Nurse and Secondary Care doctor all decision making members
of Governing Body and CCG Chair as Governing Body Chair
20180523 UC Agenda Item 9.1 Chief Operating Officer Report
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•

Improvement Plan Themes & Progress to 18 May 2018
Corporate Finance Committee established with Lay Chair Karen Bower and member
Steve Brazier

Financial reporting
and QIPP

Outcome Required
Robust processes to deliver financial breakeven position and then
surpluses.
• All actions for the 2017/18 year complete
• Financial reporting to Board now meets recommendations and will be continuously
improved
• Transition QIPP Programme Office with reporting mechanisms to CFC and Governing
Body in place
• Recruiting to Financial, Business Intelligence, Contracting, Commissioning and PMO
roles
• Plans in place for delivering QIPP 2018/19 up to £18.5M currently; with further pipeline
scheme work underway
• Full QIAs for all schemes and a Quality and Equality Impact Assessment (QEIA) panel
now established
Continuing
Outcome Required
Healthcare (CHC)
Delivery of CHC that manages the balance between value for money
packages, eligibility and reducing the spend
The CCG has agreed a CHC work-plan for 2018/19 with the council that will ensure delivery all
of the required actions:
• An enhanced Key Performance Indicator report will be in place from 5 June 2018 which
will cover all relevant areas of CHC activities
• A lean review of the 28 day pathway has been completed and a set of actions have
been drawn up to improve performance. In particular actions to stem inappropriate
referrals for assessments are being considered but also changes in the national CHC
framework, operational from October 2018, will enable nurse assessment capacity to be
redirected to assessments from review activities to enable improved performance.
• The functions of the eligibility panel have been reviewed and actions are in place to
make sure it works as efficiently as possible. In particular, further quality assurance has
been implemented relating to the documentation prior to it being sent to panel.
• Governing Body is now receiving routine information on the CHC quality premium
indicators as part of the performance report.
• The partnership agreement is being renewed with the council and will encompass all the
required changes to reflect the NHS SIP team recommendations. There has been a
delay in receiving the final NHS SIP team report which has prevented progress on
drafting the new partnership agreement.
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Recommendation
The Governing Body are asked to consider the content of the update report and provide
comment.

Appendix 1: Improvement Plan
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Recommendation
number

1

Area

Recommendation

Priority

Organisational
priorities

The focus of the CCG has been on the development of an
accountable care organisation. As this has now been paused,
there is not a clear vision and set of objectives for the CCG that
is consistently recognised across leadership and staff. This
should be developed, with high priority given to financial
improvement. This then should be disseminated across the CCG.

High

Implementation
Risk
Low

30/06/2018

Deadline

Siobhan Brown

Executive Lead

Baseline progress at Jan
2018
Updated objectives and vision
have been agreed by the
Governing Body in a
development session.

The Governing Body should build on its recent development
session, spending time together to clarify and agree the vision
and overall objectives and commissioning priorities of the CCG,
in the context of the pause to the ACO and the financial
challenges facing the organisation. Once agreed, a
communication plan for the organisational priorities must also be
developed.

High level outcome

Progress 22 March 2018

Progress 18 May

Leadership, staff and external
stakeholders will be able to articulate the
vision and objectives and what this
means for their role.
To be measured by:
At least 80% of staff surveyed agree
there is clarity of vision and objectives
At least a 10% improvement in clarity of
vision and objectives as measured in
360 feedback from external
stakeholders.

On track and progressing well. OD plan now developed.
Full OD progamme planned for Implementation plan underway.
the CCG. Focus groups for
Values and Behaviours
planned and full away day 17
April

2

Executive Team
meetings

Executive Team meetings with a pre agreed agenda should be
held on a weekly basis to drive closer working between the
Executive Team. These meetings would replace the current
Business Management Meetings. Actions should be agreed at
the end of each meeting, with clear owners and deadlines and
these should be reviewed at the next meeting.

Medium

Low

28/02/2018

Siobhan Brown

Executive team meetings with
a pre agreed agenda are now
being held on a weekly basis.

Closer working between Executive Team
members with a greater level of grip on
the delivery of actions.
To be measured by:
Self-assessment by the Executive Team
after 2 months of meetings.
Successful delivery of the CCG’s
improvement plan.

EMG in place. Will be
augmented by full restructure
of Goevrnance launching in
April 2018

3

Finance
committee

A Finance Committee should be established, with two Lay
Members, two GPs and the Executives as members. The
Committee should be chaired by a different Lay Member to the
Audit Committee.

High

Low

30/04/2018

Ian Cameron

Paper setting out revised
governance arrangements
including a Corporate Finance
Committee approved by JLEB.

The Corporate Finance Committee is
established and monthly meetings are
held which provides effective challenge
and scrutiny of the CCG’s financial
position.
Risks to the financial position are
identified and mitigated on a timely
basis.
To be measured by:
Self-assessment by the Corporate
Finance Committee after 3 months of
meetings.
Successful delivery of the CCG’s
financial recovery plan, for which
assurance of delivery is sought at the
Corporate Finance Committee.

On track for start in April 2018. All in place and functioning.
NHSE also attend.
Karen Bower (Chair) , Steve
Brazier, John Warrington and
David Shovlin members

4

Governance
arrangements

Six months after the implementation of the revised governance
structure, a review should be conducted to ensure that it is
operating effectively and is having the necessary impact.

Medium

Low

30/04/2018

Stephen Young

A paper setting out an outline
of the proposed governance
structures, including the
requirement for a six monthly
review of effectiveness, has
been approved by JLEB.

Governing Body and NHS England are
assured that governance arrangements
are effective, and that there are residual
actions in place to address any areas of
weakness.
To be measured by:
Completion of any action plans arising
from the governance review.
Qualitative feedback from NHS England.
Feedback from Lay Members on
assurance received.

On track - waiting for feedback On track - new Governance in
from NHSE (signed off by one month two of delivery. Review
team so far) then sign off from planned for October 2018
Member practices

5

Decision making

Clear processes should be established for decision making, for
example, by developing a decision making framework, which
sets out the principles on which decisions are made (for example,
value for money) and the process for challenge and approval of
decisions.

Medium

Low

30/04/2018

Ian Cameron

A process for financial decision
making has been documented.
However, this will need to be
revised to reflect new
governance structures, as set
out in recommendation 3. The
wider organisational scheme of
delegation detail.

All CCG staff and Governing Body
members are clear on the process for
decision making.
There are no examples of decisions
being taken that circumvent established
governance processes.
To be measured by:
Findings of internal audit review into
compliance with decision making
processes.

On track and will be bolstered
by the full Constitutional
scheme of delegation/ TOR/
Flow diagram

Schemes of delegation show
this - check progress

6

Team working /
culture

As the CCG is bringing in support from a range of sources,
including NECS, it should ensure that all team members are
clear on the strategic direction of the CCG, their roles and
responsibilities, and that there is a level of trust between
individuals.

High

Medium

In progress, see
recommendation 1.

Staff will be clear on the strategic
direction of the CCG and their individual
role and responsibilities. Staff will be
engaged and supportive of the drive to
achieve financial balance.
To be measured by:
At least 80% of staff surveyed are
engaged or highly engaged as assessed
through staff survey.
Baseline engagement level assessed
through key themes highlighted at team
away days held in January.

In progress - new operational
plan will drive workplans for the
whole CCG. Vision, Objectives,
Values and Behaviours will be
embedded in workplans

In progress. Full delivery plans
and team plans in development
with metrics and impact
assessment mechanisms

All CCG committees will be more
effective at identifying actions, tracking
their completion and assessing the
impact these actions have.
To be measured by:
Self-assessment by each CCG
committee after 3 months of meetings.
Finance report format has been Governing Body, JLEB and Corporate
amended to provide clearer
Finance Committee have greater
read across of the financial
assurance over the financial position.
forecast outturn and current
To be measured by:
finance position.
Feedback from Governing Body
members.
Updated version in circulation Successful delivery of the CCG’s
and use.
financial recovery plan, for which
assurance of delivery is sought at the
It is expected that further
Corporate Finance Committee.
iterations will be made based
on Governing Body member
feedback.
Currently conflicts are reported Governance Group, Audit Committee
and logged on a quarterly and and NHS England fully aware of current
annual basis.
conflicts and assured that these are
being appropriately managed.
To be measured by:
Feedback from NHS England on their
assurance relating to conflicts of interest.

Measurement of impact of
decisions - determination of
outcome and impact - needs to
be fully established - using
Operational Plan as the
working framework

Measurement of impact of
decisions - determination of
outcome and impact - needs to
be fully established - using
Operational Plan as the working
framework. Will report to June
2018 Gov Body
Iterative improvements based
on feedback - deep dives on
requested/ outlying areas

Discussions are ongoing with
NHS England about the
appointment of this role.

Successful appointment of turnaround
director who delivers against their
objectives.
To be measured by:
Achievement of the financial recovery
plan developed by the CCG, with
particular focus on:
QIPP delivery; and
Financial run rate.

System approach to the role - Carnell Farrar on site from 21
final specification is with CEOs May for 8 weeks
of the system, NHSE and the
CCG for comment prior to
advert

High calibre clinical leader appointed.
Increased strength in clinical leadership,
clinical engagement from providers and
pathway change.
To be measured by:
At least a 10% improvement in clinical
leadership as measured in 360 feedback
from external stakeholders.

Acting role for Clinical Director
Primary Care agreed by ARC
and advert out this week for
Clinical Commissioning
Director

Shortlisting for Clinical
Commissioning Director
underway. Interviews in early
June 2018

30-Apr-18 Siobhan Brown

The Executive Team should communicate and engage with their
teams to ensure staff are supporting the drive to achieve
financial balance and act to address any behaviours that indicate
a lack of trust between individuals.

7

Actions

There should be clear actions arising from the Governing Body
and all committees with a process to close the loop. This process
should include the assessment of the impact of actions taken, to
ensure they have been effective.

Medium

Low

30/04/2018

Siobhan Brown

8

Finance report

The finance report should be revised to provide greater
information for Governing Body members. It should clearly set
out the risks to delivery of the forecast financial position, and
utilise graphs and charts to clearly convey information. The
report would benefit from an executive summary that include the
key risks, issues and actions being taken.

High

Low

31/03/2018

Ian Cameron

9

Conflicts of
interest

Every three months, the CCG should reflect on, reassess and
document all of the conflicts in existence. This should be formally
reviewed by the Audit Committee and shared with NHS England.
The CCG should undertake an exercise to clear any historic
conflicts that no longer reflect reality, for example, where
employment contracts sits, or when salary payments are not
made by the correct organisation.

Medium

Low

31/01/18 and
every 3
months
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Operational
leadership
capacity

The CCG should appoint an individual with experience of
financial turnaround in a healthcare environment to increase
operational capacity and focus, and to drive turnaround at pace.

High

Medium

31/05/2018

Stephen Young

Vanessa Bainbridge

Outstanding

NHS England have a
provisional job description for
review.

Iterative improvements based
on feedback - deep dives on
requested/ outlying areas

EMG In Place and action notes
captured. Clinical Directors also
invited.

Received substantial
VB paper annex to PwC paper
assurance from internal audit.
Three monthly reviews will take
place.
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Clinical leadership Following the resignation of the Clinical Chair, the CCG should
appoint an experienced clinical leader, to help rapidly develop
and improve clinical leadership and to support engagement of
the membership in addressing the financial challenge facing the
CCG.

High

High

31/03/2018

Siobhan Brown

Decision to appoint a new
Clinical Director of
Commissioning and Primary
taken. Reporting lines under
review by Executive Team.
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Clinical leadership The CCG should better leverage the experience of the GPs on
the Governing Body and to ensure there is sufficient clinical
leadership capacity in the organisation. This may also require
shared clinical leadership with other CCGs for roles that look
outwards to providers. GPs should have clear objectives, agreed
between the GP and the Chair. Performance against agreed
objectives should be reviewed at least bi-annually.

High

High

01/04/2018

Siobhan Brown

Overall organisational structure Increased strength in clinical leadership
is currently under review by the and clinical engagement from members.
Executive Team.
To be measured by:
At least a 10% improvement in clinical
Meeting with CCG clinicians to leadership as measured in 360 feedback
discuss leadership proposals
from membership practices.
has been held.

Eight clinical leaders on
Governing Body (six Lay
members and Corporate) and
two clinical leaders on the
Finance Committee

All in place excpet post above
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Contracting
capacity and
capability

The current contracting capacity at the CCG consists of a single
member of staff, although we note that some additional support
has recently been purchased from the CSU. Additional capacity
and capability is required in relation to contracting in the short
and medium term. The CCG should consider appointing at least
one permanent additional member of the contracting team with
contracting leadership experience to support the CCG in both
contracting and contract monitoring.

Medium

Medium

30/04/2018

Siobhan Brown

Overall organisational structure
is currently under review by the
Executive Team.
Cost analysis of proposals has
been completed.

Increased capacity and capability in the
CCG’s contracting team.
To be measured by:
Greater strength in contracting and a
higher proportion of successful contract
challenges.
Of the £2.9m currently on 2018/19
tracker, at least £2m is reflected in
2018/19 contracts.

In progress but subject to sign
off by NHSE

Adverts and expressions of
interest all out with closing date
of 25 May 2018
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Business
intelligence
capacity and
capability

Greater capacity and capability is required in relation to Business
Intelligence, to enable the CCG to improve performance
intelligence to support decision making and drive forward
turnaround at pace.

Medium

Medium

31/04/2018

Siobhan Brown

Overall organisational structure
is currently under review by the
Executive Team.
Cost analysis of proposals has
been completed.

Increased capacity and capability in the In progress but subject to sign
CCG’s business intelligence team.
off by NHSE
To be measured by:
Feedback from committee members and
project delivery teams that utilise the BI
function.

Adverts and expressions of
interest all out with closing date
of 25 May 2018
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Buddying

The CCG should be buddied with one or two CCGs outside the
region to inject learning. This buddying should include CCGs that
have faced similar challenges (for example, a CCG that has
successfully exited special measures and continued to improve).

High

Low

30/05/2018

Siobhan Brown

Initial conversations have been Improved solutions to challenges facing
held between the AO and other the CCG identified through outward
CCGs to discuss buddying
looking approach.
To be measured by:
Performance against metrics set out in
written buddying agreement.

In progress but needs further
work - mapping underway

In progress. Commissioning and
Capability programme next
phase will offer formal buddying
arrangements
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QIPP - capacity
RELATES to
2017/18 Year

The CCG lacks the required capacity for rapid 2017/18 QIPP
identification and delivery. The CCG should inject short-term
expert capacity into the commissioning teams to generate further
2017/18 QIPP ideas. The CCG has already begun to address
with the appointment of a contract Subject Matter Expert
(“Contract SME”) on a short term contract support. This must be
immediate to maximise in year delivery potential.

High

Medium

31/01/2018

Siobhan Brown

SME Richard Dodd appointed
on short term contract.

Increased level of identification and
implementation of in year QIPP
schemes.
To be measured by:
Achievement of 2017/18 control total.

Complete

Closed action
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QIPP - capacity

The CCG requires a temporary increase in capacity within the
PMO to support completion of the setup phase and support and
challenge QIPP plan development for 2017/18 and 2018/19. The
PMO should challenge the organisation to accelerate and
maximise QIPP scheme delivery in year, but also needs to
complete the refresh of the templates, reporting formats and day
to day governance currently underway. A recent ideas generation
session created a list of 38 ideas, of which 7 had indicative full
year values, but none had confirmed in year opportunity values.
All of these will need to be progressed in short order.

High

Medium

30/04/2018

Siobhan Brown

Cost analysis has been
completed. Organisational
structure currently in review

Greater pace and grip in the CCG’s
delivery of financial recovery, and rapid
identification escalation of issues.
To be measured by:
QIPP tracker updated for all known
schemes. QIPP schemes reflecting
QIPP gap plus 25% (£25m).

Complete - extra resources
from PwC and extension to
PMO (to June 2018) until
recruitment takes place

CCG accessing QIPP 4 support
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QIPP – pipeline

The pipeline is insufficient to deliver the scale of additional QIPP
required.

High

Medium

31/03/2018

Ian Cameron

In progress – only schemes
past gateway 3 are currently
recorded on the tracker.

QIPP tracker updated for all known
schemes. QIPP schemes reflecting
QIPP gap plus 25%

On track £17M identified
£18.5M now identified and
already - but continuing to look further work underway
for further opportunities

High

Medium

30/04/2018

Ian Cameron

In progress – 2017/18 tracker
updated.

Executive Team and Corporate Finance
Committee have greater visibility of risks
associated with QIPP delivery.
Risks are identified and mitigated earlier,
leading to a higher level of QIPP
delivery.
To be measured by:
Each project delivery team move 80% of
schemes from Gateway 3 (GB sign off)
to implementation each month.
QIPP tracker updated for all known
schemes. QIPP schemes reflecting
QIPP gap plus 25% (£25m) by 31 March
2018.
Risks to quality as a result of QIPP
schemes are understood and monitored
on an ongoing basis.
Metrics measuring quality are
maintained or improved as QIPP is
implemented.
To be measured by:
100% completion of QIA & EIA
templates by 31 March 2018.

On target but more focuse
required on weekly/ daily
reporting to pick up issues
earlier

Realignment of PMO and
Financial papers for reporting
underway. Internal Audit of
QIPP also underway and has
some recommendaitons for
improvement

Complete. QEIA Panel now
established.

Any recommendaitons from
Internal Audit will be taken into
account

The CCG should conduct a review of the original 2017/18
schemes currently not being pursued in year with a view to
developing these so they deliver in 2018/19 or earlier. This
includes less palatable schemes such as demand management
of Hearing aids, Hip replacements and IVF etc. We understand a
prioritisation meeting has been held on this point and new plans
on page due w/e 1 December.
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Rightcare opportunities must be revisited to ensure all avenues
are explored. We understand that the CCG has already met with
NHSE to discuss progress on this in December and has
Rightcare support.
QIPP - monitoring Greater clarity of reporting would benefit the CCG. The addition
of information to the QIPP tracker would allow informed
discussions at QPB, GB and JLEB without additional reporting.
Addition of ‘dot analysis’; Maintained gateways and RAG
assessments; plan vs actual/forecast phasing and focused
narrative would improve the QIPP tracker. Agreed division of
responsibility for maintenance of the QIPP tracker needs to be
reached between Finance and the PMO.
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QIPP - planning

As per the recommendations of our previous report, a Quality
Impact Assessment should be incorporated into the standard
QIPP planning template, supported by a robust quality
assessment process. QIAs should be completed for both future
and existing QIPPs to ensure quality is integral to all CCG plans.

High

Low

28/02/2018

Annie Topping

QIA templates currently under
review.
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QIPP - planning

Adherence to templates is currently poor: The PMO should
arrange training sessions with project teams to ensure all parties
are clear on roles and responsibilities for completing plans; the
importance of robust planning; and the escalation route for
schemes that are underperforming – i.e. attendance at QPB to
discuss issues with Executives.

High

Medium

31/03/2018

Ian Cameron

In progress - training sessions
currently in development.

All QIPP documentation is filled out to a
high standard. Schemes with low chance
of delivery are identified at an early
stage in the process and not pursued.
To be measured by:
Feedback results from QIPP training.
100% compliance with QIPP
documentation requirements.
QIPP achieved by the CCG increases.
QIPP tracker updated for all known
schemes. QIPP schemes reflecting
QIPP gap plus 25% (£25m).

Good improvements but more
work required - includes
Masterclasses with the CCG
teams

Any recommendaitons from
Internal Audit will be taken into
account New materclasses to be
developed and delivered.
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QIPP - monitoring The CCG currently has a QIPP forecast outturn; a formula driven
risk adjusted value (based on the gateway progress); and a
finance risk adjusted view. It should consider moving to a PMO
RAV value based on delivery risk rather than level of
development and continue the finance risk adjusted value, but
place greater emphasis on this value in reporting and planning to
give JLEB, the GB and external stakeholders greater clarity of
the risk in the programme and forecasts. Graphical
representation of these against plan delivery would help
members asses if current projections are reasonable.

Medium

Low

28/02/2018

Ian Cameron

Completed for 2017/18, in
progress for 2018/19.

On track for 2018/19.
Continuous improvement
based on feedback

Any recommendaitons from
Internal Audit will be taken into
account
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QIPP - risk

There is risk in the 2017/18 QIPP programme that relates to
ongoing negotiations with NHCFT over A&E PbR to Block (£1.5m
scheme) and Community Bed challenges (£2.2m scheme). The
CCG must seek to resolve these quickly to reduce uncertainty
over 2017/18 delivery. Until such time as these are crystallised,
the CCG should look to mitigate against the risk adjusted values
of these schemes. The recent appointment of the Contract SME
should support this as will recommendation 14.

High

High

Executive Team and Corporate Finance
Committee have greater visibility of risks
associated with QIPP delivery.
Risks are identified and mitigated earlier,
leading to a higher level of QIPP
delivery.
100% of weekly QIPP progress reports
presented to Executive Team on time.
QIPP achieved by the CCG increases.
QIPP tracker updated for all known
schemes. QIPP schemes reflecting
QIPP gap plus 25% (£25m).
Financial impact of both positions
assessed, counter offers / acceptance
signed.
Negotiating position finalised and
reflected in ledger. Risk to year end
position minimised. Any residual risk
fully offset by additional QIPP or other
mitigations.

Negotiations underway

Negotiations underway
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QIPP – 2018/19

The CCG’s plan to deliver £17.3m QIPP in 2018/19 will require
significant QIPP plan development and implementation over the
next 4 months. Commissioning team capacity to do this as well
as further 2017/18 idea generation and delivery is limited and will
need bolstering (as per recommendation 14)

High

Medium

30/04/2018

Siobhan Brown

In progress - PwC currently
providing QIPP development
support.

Increased capacity and capability in the
CCG’s commissioning team.
To be measured by:
QIPP achieved by the CCG increases.
QIPP tracker updated for all known
schemes. QIPP schemes reflecting
QIPP gap plus 25% (£25m).

NHSE sign off required for
staffing

Adverts and expressions of
interest all out with closing date
of 25 May 2018
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QIPP – 2018/19

As per recommendation 16, the current PMO lacks the capacity
to both drive the 2017/18 QIPP programme and the 2018/19
programme concurrently at the pace the CCG will require in
order to start 2018/19 with plans fully developed. Short-term
support to add capacity to get over the next four months is
recommended

High

Medium

30/04/2018

Siobhan Brown

Overall organisational structure
is currently under review by the
Executive Team.
Cost analysis completed.

Increased capacity and capability in the
CCG’s PMO.
To be measured by:
QIPP achieved by the CCG increases.
QIPP tracker updated for all known
schemes. QIPP schemes reflecting
QIPP gap plus 25% (£25m).

PwC resource, extended PMO Adverts and expressions of
interest all out with closing date
to June 2018 and NHSE sign
of 25 May 2018
off required for staffing
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NHSE monitoring

In addition to the weekly review meetings between NHSE and the
CCG, there should be a review of the CCG’s progress against
these recommendations after three months.

High

Low

01/05/2018

Siobhan Brown

Outstanding

Delivery of improvement plan is on track Planned for 9 April in the
Quarterly Assurance Meeting
and measurable improvements in
with NHSE
outcomes are demonstrated.
To be measured by:
Sign off from NHS England.
Timeline agreed with NHSE for exit from
Special Measures and Legal Directions
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2014/15 over
performance
repayments

The 2018/19 plan includes a £3.8m repayment of 2014/15 over
performance. The agreement with NHCFT is for a £3.5m
repayment in 2018/19. Given the pressure it is likely to
experience in 2018/19, reverting to a planned payment of £3.5m
in 2018/19 would benefit the CCG, albeit delaying this cost to
2019/20.

Medium

Low

31/03/2018

Ian Cameron

Completed and reflected in the Adjusted forecast outturn and risk
financial position.
adjusted position amended to reflect
decreased payment to NHFT.
Adjusted 2018/19 budgeted position to
reflect increased payment required in
year to NHFT.

Complete

Closed action
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CHC - NEW
Action following
Enhance the availability of routine business intelligence on CHC
Deep Dive Report activities

High

Medium

TBC

Paul Turner

N/A

Will report to April Governing
Body

Action plan in place and all
underway

Lean review the 28 day assessment pathway
Review the functions of the eligibility panel to ensure it is
operating as efficiently as possible.
Use the renewal of the CHC partnership agreement as an
opportunity to re-shape KPIs and clarify responsibilities between
organisations.
Increase routine reporting to board on CHC activities.

28/02/2018 * Ian Cameron
deadline may
not be met
depending on
length of
negotiations

A&E PbR to block finalised.
Community beds negotiations
ongoing.

To be defined

Further reviews planned
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Governing Body
23 May 2018
Agenda Item: 9.3
Communication and Engagement Strategy 2018/19
Sponsor: Strategic Head of Corporate Affairs
Members of the Governing Body are asked to:
1. Approve the 2018/19 Communications and Engagement Strategy.
2. Consider the 360 Stakeholder Survey results for 2017-18 and provide comment.
Purpose
This report outlines NHS Northumberland Clinical Commissioning Group’s (CCG)
communications and engagement strategy and seeks approval to implement.
Background
The CCG’s communication and engagement strategy was last formally updated in 2015 and
has been on hold pending the ACO’s formation since that time. As the CCG is now operating
a more traditional commissioning architecture for the foreseeable future the opportunity has
been taken to refresh the strategy (Appendix 1 refers).
The 360 stakeholder survey results for 2017/18 are at Appendix 2. The results show a general
downward trend which is more pronounced when looking at the member practice feedback.
While the results are naturally disappointing they are not entirely unexpected given that the
CCG remains in Special Measures and there have been a number of clinical and managerial
leadership changes. In essence there is work to be done to constructively re-engage with all
member practices and stakeholders in 2018/19.
Way Ahead
The strategy will be supported by a comprehensive work plan that will be delivered by the
augmented communication and engagement team. The CCG’s communication processes will
be redefined (this work will be undertaken in consultation with the Locality Directors initially)
and the Strategic Head of Corporate Affairs seeks to establish a continuum of public and
patient engagement on a more proactive basis than ever before. Concurrent with business as
usual, should Governing Body agree, the early priorities in 2018/19 would be:
•
•
•

Comprehensive website review
Full audit of 360 stakeholder survey and associated action plan
Reenergise the locality patient engagement effort
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5

OFFICIAL
•
•

Develop a patient advisory group and an newsletter
Develop working relationships with young people

The Governing Body will receive a quarterly update on communication and engagement.
Conclusion
Recommendation
Governing Body is asked to approve the 2018/19 communications and engagement strategy
and provide comment on the CCG’s 360 Stakeholder Survey 2017/18

Appendix 1 – Communications and Engagement Strategy
Appendix 2 – 360 Stakeholder Survey 2017/18
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Communications and Engagement Strategy
February 2018
1. Background
NHS Northumberland Clinical Commissioning Group (CCG) is made up of Northumberland’s 42 GP practices, covering a population of around
322,000 with an increasingly ageing population.
Since its inception in 2013 the CCG’s vision (updated in 2018) has broadly been to ‘ensure that the highest quality integrated care is provided,
in the most efficient and sustainable way, by the most appropriate professional to meet the needs of the people in Northumberland’.
The four strategic objectives that support the achievement of the vision are to:
•
•
•
•

Ensure that the CCG makes best use of all available resources
Ensure the delivery of safe, high quality services that deliver the best outcomes
Create joined up pathways within and across organisations to deliver seamless care
Deliver clinically led health services that are focused on individual and wider population needs and based on evidence.

2. Overview of Northumberland
There are different needs of patients across a diverse county which includes rural and urban areas. Nearly half of the population lives in a
rural area with the remainder living in the urban land in the south east of the county. To ensure a local focus, there are four CCG locality
groups – North, Central, Blyth Valley and West.
The County is one of the least deprived CCG areas in the North East of England, but stark inequalities persist within the County in relation to
income, unemployment, education, training and skills. The economic downturn and welfare reforms in recent years are impacting on the
income of residents with inevitable consequences for their health and wellbeing.
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The principal cause of premature death in Northumberland is cancer, followed by cardiovascular disease. Smoking is the biggest lifestyle risk
factor for preventable death, followed by being overweight or obese and alcohol.
Challenges to Northumberland:
•
•
•
•
•

Ageing population with increasing needs
Health inequalities between localities
Increasing over reliance on hospital-based services
Increasing high cost drugs and cost of new medical technologies
Funding shift to social and primary care

Northumberland CCG commissions services from a range of excellent providers - its main contracts for acute, community and mental health
services being with Northumbria Healthcare NHS Foundation Trust, Newcastle Hospitals NHS Foundation Trust, Northumberland Tyne and
Wear NHS Foundation Trust and North East Ambulance Service. Community-based primary care services are delivered by the 42 general
practices. In addition, the CCG commissions a range of other services jointly or with the local authority, such as continuing health care and
through the Better Care Fund. The CCG also co-commissions primary care with NHS England.
Northumberland CCG’s successful commissioning of high quality, safe and patient-centred care has been at times overshadowed by its
financial performance. The CCG has a cumulative debt of £60.7M and has been rated ‘inadequate’ for the last two years due to its financial
position. NHS England placed the CCG under ‘Directions’ on 1 September 2016 and was additionally placed under ‘Special Measures’ for
2017/18 which is expected to continue to October/December 2018. Coming out of special measures will only happen if the CCG recovers its
current financial position.
Meanwhile the NHS is experimenting on increasingly large scales with new ways of delivering healthcare including sustainability and
transformation partnerships and now accountable care systems on the journey towards better, more efficient care.
The CCG is part of the Northumberland Vanguard (Integrated primary and acute care system – PACS) and introduced three new models of
care across Northumberland GP surgeries, Blyth Complex Care Model and Pharmacists which have been evaluated favourably. Further
system changes are already planned in Northumberland, including investment in primary and community care
The healthcare landscape is changing with a focus on delivering care closer to people’s homes and enabling a more personalised approach
to meet individual’s health needs, with more preventative work to reduce unnecessary hospital admissions.

2

Maintaining and building communications and engagement with the public and stakeholders is key to ensuring the that the voice of the patient
remains at centre of the CCG’s decision making and the public and stakeholders are able to influence decision making and be involved in codesigning services.

3. The CCG Constitution
The CCG’s Constitution reflects the accountability between the CCG and member practices and is supported by appropriate strategies to
maintain quality, safety and effectiveness. In turn the Constitution upholds the principles of patient and public involvement which are adhered
to by the Communications and Engagement Strategy.

4. About the strategy
This strategy sets out the CCG’s approach to effective communication and engagement with key stakeholders and audiences. It explores
innovative methods of communications and engagement which will help to develop effective relationships which influence the CCG’s decisionmaking processes, improve services, and build public confidence in the local NHS.
The strategy will be implemented in accordance with the CCG’s core values and it describes how the CCG will ensure meaningful
engagement with patients, carers and their communities and all other key stakeholders at all stages within the commissioning.
The strategy also looks at the way in which the CCG will communicate with and involve all its constituent practices and takes into account a
range of responsibilities in relation to its role as a publicly accountable organisation.
It is important that CCGs are presented clearly to patients, the public and staff as accountable NHS organisations. The CCG will ensure that
all material is produced in line with brand and identity guidelines.

5. Stakeholders and Audiences
Internal
-

CCG Governing Body
CCG Joint Locality Executive Board (JLEB)
CCG GP Locality Groups
Member practices x 42
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-

Practice manager groups
CCG staff

External
- Northumberland Local Medical Committee
- North of England Commissioning Support (NECS
- Northumbria Healthcare NHS Foundation Trust (including local governors, public members and staff working within the hospital and in
the community)
- North East Ambulance Service NHS Foundation Trust (including community paramedic staff based at the hospital)
- Newcastle upon Tyne Hospitals NHS Foundation Trust
- Northumberland, Tyne and Wear NHS Foundation Trust
- Northern Doctors Urgent Care (NDUC)
- NHS England (Cumbria, Northumberland and Tyne & Wear)
- Patient Participation Groups
Local authority
-

Chief executive
Care and Wellbeing Overview and Scrutiny Committee

Health and Wellbeing Board
-

Officers and members of the board

MPs
-

Anne Marie Trevelyan (Berwick)
Ronnie Campbell – Blyth Valley
Guy Opperman (Hexham)
Ian Lavery (Wansbeck)

Healthwatch Northumberland
-

Chair, lead officers and members of the Healthwatch board
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Northumberland Youth Service
- Youth Participation Group
Community and voluntary sector
-

Northumberland Community Voluntary Action (CVA)
Community Action Northumberland (CAN) – including Friends of Rural Northumberland
Carers Northumberland
Age UK Northumberland
Alzheimer’s UK
Groups which support older people their families and carers

Public
General public including protected groups:
-

Black and minority ethnic (BME) communities
Pregnant women
Frail and elderly people
Children and young people
People living with a disability

-

People with gender issues/transgender

-

This who are married or in civil partnerships

-

Inclusive of all religion or beliefs

-

Inclusive of all sexual orientation

6. Communications and engagement objectives
6.1 Open communication and engagement across all publics
a. Build on the current internal and external communications and engagement and ensure it is open, transparent and honest
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b. b. Ensure effective communication and engagement to support an increase in awareness and understanding of the CCG including its
vision and values, and leadership amongst internal and external audiences
c.

d. Develop excellent working relationships with the local, regional, national and specialist media

6.2 Involve public, stakeholders and staff
d. Ensure the views of the public, partners and staff are at the heart of the organisation and its business and those views influence plans
and decision-making in line with the duty to involve and consult, and beyond
e. Use effective communications and engagement to enable the public to support the CCG to improve services and build public
confidence in the local NHS
f. Engage people to be involved in the design, delivery and improvement of health services, particularly in deprived areas, to support
sustained lifestyle changes and long-term health improvements

6.3 Clinical engagement
a. Ensure that constituent practices are well informed with regular, timely and clear communication and therefore able to effectively support
the promotion of the CCG and its activities
b. Ensure CCG member practices are fully involved in decision-making through effective engagement
c. Communicate the expectations and values of the CCG to achieve best clinical performance so all practices can achieve consistently better
outcomes for patients.

7 Risks
In developing its approach the CCG needs to address key risks associated with not engaging and communicating sufficiently:
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• Missed opportunity to engage fully with member GP practices, risking fragmentation and lack of ownership to support the CCGs
organisational objectives
• Missed opportunity to optimise the goodwill that exists around the public perception of their family doctor taking the lead in
managing the local NHS
• Missed opportunity to optimise the goodwill that exists among organisations and partners keen to work with the CCG
• Lack of awareness about the CCG and its priorities and plans for healthcare and health services in Northumberland in the future
• Failure to meet statutory requirements in relation to the duty to involve and consult which could result in challenge to decisions and
ultimately referral to the Secretary of State or judicial review
• Adverse reaction from media and other stakeholders due to failure to communicate and engage effectively which could damage the
reputation of the CCG, including member practices and the wider NHS and ultimately impact on public confidence

8 Key messages
•
•
•
•
•
•

We are committed to ensuring that the patient and public voice is at the heart of the CCG’s business giving everyone an opportunity to
influence our decisions and co-design NHS services
We deliver high-quality joined up care in the most efficient and sustainable way, funding the best services to meet the health needs of
Northumberland communities
We work with our partners in the NHS providers, local authority and community and voluntary sector to support and empower people to
manage their health condition and remain independent, whilst avoiding unnecessary hospital admissions
There are many different ways of supporting people with their health and we are committed to exploring innovative approaches, such
as social prescribing and advance care planning for end of life care.
We will work with our partners to deliver care closer to people’s homes and enable a more personalised and holistic approach to meet
their health needs
We will work to educate and support people to better understand the preventative agenda and the importance of early diagnosis in
maintaining good health

Related documents
-

Northumberland joint strategic needs analysis
NHS Northumberland Clinical Commissioning Group’s Operational Plan for 2017- 2019
NHS Northumberland Clinical Commissioning Group’s Constitution
Better Health, Better Experience, Better Engagement – why good commissioning needs patients and public at its heart
The NHS belongs to the people: a call to action
7

-

Transforming Participation
Section 242 of the NHS Act 2006
Patient and public engagement in the new commissioning system
High Performing Membership Organisations toolkit
Annual Report 2016/2017

9 Appendices
Appendix 1
Digital marketing strategy: embracing new technologies to broaden participation
NHS Northumberland Clinical Commissioning Group (CCG) is keen to develop its use of digital marketing for a number of reasons:
•

Digital marketing has the potential to transform people and patient’s health and care as it allows access to information and services that
are convenient to the user. Digital marketing opens up communication channels and engages users but it’s also important to remember
that this medium needs to be integrated offline as well.

•

Digital marketing opens up the potential to have a two way conversation with the target audience and this type of communications is
measurable, meaning that we will know how our efforts resonate with our audience.

•

Digital and social media remove the perceived barriers between the public and the CCG resulting in an open dialogue, honest
feedback, and the true voice of the user being heard.

•

Social media is most commonly used by members of our community that have not usually expressed views through more conventional
means of engagement.

Objectives
•
•
•

To create genuine conversations from a diverse range of people across Northumberland
Ensure that there is a month on month increase of followers on Twitter and likes on Facebook
Encourage re-tweets where possible to increase reach
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Please note that the different channels from the digital marketing strategy will be monitored on a month by month basis and will be provided in
the quarterly Communication and Engagement Report which goes to JLEB.
Website
The digital touch points on the website include:
• Email sign up – allows users of the site to sign up to receive email communications (linked to MY NHS)
• Twitter feed – display recent Tweets on the home page and increases awareness of social channels and engagement
• Facebook integration – increases awareness of social channels and engagement
• Social sharing buttons – each relevant piece of content should have social sharing buttons to facilitate simple and effective syndication
of content on social networks
• Surveys and polls – use survey and poll widgets on the home page to encourage feedback
All of the above touch points support the wider digital marketing strategy as it enables the CCG to give the tools with which to interact with
individuals, facilitates engagement and creates useful content. It also helps build an engagement community and increases reach (the
audience of each digital and social channel has the potential to grow exponentially – with each communication comes the potential to reach a
wider audience as the message is viewed, interacted with and shared).
In implementing the digital marketing strategy, these digital touch points will be used to enhance the opportunities for engagement with the
public and patients.
Email
Email will be integrated with MY NHS.
How can email support the goals of the CCG?
• Email can be used as a personalised, education communication tool, giving the public and other stakeholders an insight into the CCG
• Engagement with the public and patients
• Support campaign messages
• Share public health messages
How can this be achieved?
• Integrate email sign up as part of the website
9

•
•
•
•
•

Encourage email sign up across offline touch points
Create email communication plan as part of individual communications and engagement strategies
Segment database
Create email campaigns
Measure effectiveness in relation to objectives

Social media
General principles
• Be accurate – check facts, check spelling, check grammar, check again
• Be respectful - know when to take the conversation offline, don’t divulge or encourage personally identifiable or sensitive information,
treat others as you wish to be treated
• Be responsible - messages proliferate quickly – make sure you’re willing to take responsibility for your content, act courteously and
professionally
• Be time sensitive and respond to messages in a contextually relevant manner
The recommended channels for Northumberland CCG are Twitter, Facebook, YouTube (for posting videos), and LinkedIn (for stakeholders).
Information about the general principles, how often it should be used, typical audience, kind of content that should be published and the
golden rules for each platform are indicated below.
Twitter
Twitter is an online social networking and microblogging service. Users send and receive tweets as well as read other tweets.
Twitter audience
• Public
• Councils
• Health care professionals
• Health care bodies
• Stakeholders
• Staff
Kind of content that should be published
10

•
•
•
•
•
•
•
•
•
•
•

Campaign messages - use hashtags appropriately
News stories
Interviews
Commentaries
Videos
Educational
Public outreach - message frequency should increase proportionately to message importance
Surveys and polls
Disaster and crisis response
Intelligent discussion
Health promotion

North East Leadership Academy – Twitter guide for NHS professionals
Facebook
Facebook is an online social networking service and is open to anyone over 12 years old.
Facebook audience
• Public
• Councils
• Health care professionals
• Health care bodies
• Stakeholders
• Staff
Kind of content that should be published
• Campaign messages
• News stories
• Interviews
• Commentaries
• Videos
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•
•
•
•
•
•

Educational
Public outreach - Message frequency should increase proportionately to message importance
Surveys and polls
Disaster and crisis response
Intelligent discussion
Health promotion

Golden rules
• Facebook posts should be about quality, not quantity
- In order to become an authority and engage with our audience we must provide relevant, quality content
• Vary the content
- Facebook could be used as the primary content marketing vehicle for our online content and campaign messages – links, polls,
surveys, videos, images etc. should all be considered for Facebook publication
• Engage with our audience
- We should encourage an open dialogue – pose questions, ask for feedback, ask for opinion, offer commentary
• Monitor regularly
- We cannot allow messages or posts to go unseen and unanswered due to the potentially sensitive and critical nature of some
messages
YouTube
YouTube is a video sharing website which users can upload, view and share videos. This site will primarily be used to host videos that
Northumberland CCG produce.
YouTube audience
• Public
• Councils
• Health care professionals
• Health care bodies
• Stakeholders
• Staff
Kind of content that should be published
• Campaign messages
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•
•
•

Interviews
Educational messages
Public health messages

The audience might comment on the videos and we should be prepared to engage with these comments and users.
Golden rules
• Be consistent and on-brand
- Videos should reflect the goals and purpose of the CCGs
• Monitor regularly
- Some user comments will require addressing and conversation
• Support videos with quality content
- Remember to write descriptions and include relevant tags for all videos
LinkedIn
LinkedIn is the world’s largest professional networking site and users have personal and organisations can maintain their own presence. In
this instance, we’re referring to LinkedIn for Northumberland CCG so that the organisation can maintain its presence.
LinkedIn audience
• Stakeholders
• Staff
• Councils
Kind of content that should be published
• Recruitment updates
• White papers
• Industry commentary
• Sector news
• Professional updates
In terms of inbound communication you should expect to receive recruitment enquiries, industry commentary opportunities, and organisation
queries.
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Golden rules
• Remain professional at all times
o On LinkedIn we represent the organisation and the stakeholders – this is the official voice
• Engage with relevant individuals, groups and organisations
o Our staff, stakeholders, professional bodies and affiliated organisations are present on LinkedIn – let’s join the conversation
Integrating digital marketing with offline communications
It is important that both online and offline communications are integrated. This will be integrated as follows:
• Promotion of digital and social channels – offline communications should reference digital and social channels where appropriate
• User feedback and quotes used on literature
• Offline communications supported by online channels
Offline and online should form part of one overarching communications and engagement strategy, intertwines and constantly evolving.
Appendix 2
Media enquiries
It’s important that NHS Northumberland Clinical Commissioning Group (CCG) builds a productive working relationship with the media. They
can help the CCG to communicate with the public and get key messages out. The CCG wouldn’t want any member practices or CCG
employees put in a difficult position because of media enquiries or attention. Therefore some thought has been given to how the CCG would
like members and employees to deal with media enquiries.
The CCG contracts with the North of England Commissioning Support (NECS) communications and engagement team to provide media
handling support to the CCG. The communications and engagement team works closely with the CCG to ensure a professional and timely
response to enquiries and to support profile raising through the media in line with the communications and engagement strategy. The team
will also provide advice on handling difficult stories and offers crisis media support.
Protocol
If a member of CCG or practice staff receives a general enquiry from the media for Northumberland CCG they should redirect the call to the
NECS communications and engagement team who will ensure that the CCG’s Strategic Head of Corporate Affairs is also informed.
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All press releases, statement and quotes in relation to the work of the CCG will be issued by the CCG offices supported by the NECS
communications and engagement team. The CCGH asks that no public statements relating to CCG matters be released directly by member
practices or employees. This in no way affects the way how members deal with enquiries about their role as providers.
Please contact the Strategic Head of Corporate Affairs if you a practice wishes to publicise a good news story. If a practice needs to discuss a
media handling issue then the NECS team will be able to provide professional advice.
Out-of-hours media enquiries
Support outside of normal office hours (evenings and weekends) is also available. If the CCG receives an urgent media enquiry outside these
hours they should contact the communications team’s out of hours media on call (contact details below).
Key points for responding to the media
•
Always refer journalists to the communications and engagement team.
•
Don’t feel under pressure to answer questions there and then.
•
If you are not sure whether the call is from a journalist, ask their name, the publication they are working for and their deadline. You can
pass this information to the communications and engagement team.
•
Be aware that you could get enquiries from local and national newspapers, national magazines like Pulse and Health Service Journal
(HSJ) as well as TV and radio news.
Please note: some enquiries from the media may be responded to through the Freedom of Information process, depending upon the nature of
the particular enquiry.
Target Media
-

Journal and Chronicle
Berwick Advertiser
Northumberland Gazette
News Post Leader
Hexham Courant
Morpeth Herald
Regional TV and radio
Specialist media eg HSJ; Healthcare Management; Pulse; GP online/Magazine, Primary Care Today; Nursing Times; Nursing
Standard; Practice Nurse
15

Appendix 3
Protocol for handling Member of Parliament and local councillor correspondence and parliamentary business
Members of Parliament (MP) and local councillors as democratically elected officials are important representatives of the public.
Northumberland CCG needs to ensure that we deal with their letters and requests for parliamentary briefing effectively and efficiently.
The CCG contracts with the North of England Commissioning Support (NECS) communications and engagement team to provide
communications support to the CCG. The communications and engagement team works closely with the CCG to ensure a professional and
timely response to enquiries from politicians and others. As a general rule, all requests received by the CCG and the responses provided will
be recorded by the NECS communications and engagement team.
MP and councillor correspondence
Letters and emails from MPs and councillors for information or for responses to issues raised with them by constituents are likely to come into
the CCG through different routes. They may choose to go directly to the lead Directors or Chief Operating Officer or they may contact
someone in NECS (particularly if they have had a working relationship with that person or team during the life of the primary care trusts).
Any MP or councillor correspondence should be directed to the Strategic Head of Corporate Affairs who will be responsible for ensuring that
NECS is informed and that an appropriate response is prepared.
If the request comes direct to NECS, then the Strategic Head of Corporate Affairs will be advised that it has been received and a copy sent.
NECS will also ensure that the Strategic Head of Corporate Affairs is made aware of any similar correspondence to other CCGs.
For all MP/councillor correspondence, NECS will send a holding statement immediately, or within two working days at the latest, to say that
the matter is in hand and a full response will be made as soon as possible.
Depending on the nature of the request, the NECS communications and engagement team will decide whether other NHS organisations such
as neighbouring CCGs (if there are shared MP constituencies) or the NHS England regional team should be informed.
The Strategic Head of Corporate Affairs will decide who needs to be contacted for briefing to respond to the request and the degree of
urgency for handling, for example:
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Immediate/high priority response
• the concern is about on-going patient care
and is an urgent request for help/advice
• it is something that could be damaging to
the reputation of the CCG

Response within 10 working days
• a routine request for information

All requests for information from the CCG will be issued and signed off by the CCG representatives. The actual signatory will depend on the
nature of the letter but should be a member of executive team or someone of suitable seniority within the staff.
Parliamentary business
Often requests for parliamentary briefing require a quick turn around with deadlines for later the same day or the next day. It is vital that such
deadlines are met as the information is sometimes used in the House of Commons during a parliamentary debate or question time, or by
ministers in response to issues raised with them by MPs or members of the public.
Requests for parliamentary briefing will come into NECS from the NHS Commissioning Board. They will be sent to the Strategic Head of
Corporate Affairs with a copy to the NECS communications and engagement team who will then liaise to agree how it will be dealt with.
Whoever, is nominated as responsible for compiling a draft response will collate the appropriate information and this will usually involve
discussion with either someone at NECS or the CCG. All responses (other than very routine requests for information) will be reviewed by the
head of communications and engagement in NECS and the Strategic Head of Corporate Affairs and then will be signed off by a member of the
CCG executive team or someone of suitable seniority within the CCG staff. The response will only then be sent to the NHS Commissioning
Board by NECS.
Appendix 4
Equality Act 2010: Public Sector Equality Duty
The new Equality Act 2010 provides a new cross-cutting legislative framework to:
• protect the rights of individuals and advance equality of opportunity for all
• update, simplify and strengthen the previous legislation; and
• deliver a simple, modern and accessible framework of discrimination law which protects individuals from unfair treatment and promotes
a fair and more equal society.
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It requires commissioners of services to take Equality and Human Rights into account in everything we do, whether that is commissioning
services, employing people, developing policies, communicating, consulting or involving people in our work.
The NHS-developed Equality Delivery System through which we will deliver this states that organisations should:
“Improve accessibility and information, and deliver the right services that are targeted, useful, useable and used in order to improve patient
experience”.
This means that when we plan and deliver services we need to make sure that:
•
•
•
•

we have measures in place to identify and tackle any barriers to using our services
we provide people with the support and information they need to use our services in a way that meets and takes account of their
individual needs
we support people to make informed choices about their care and treatment and understand their rights
we have strong systems in place to gather feedback and capture experiences from the people who use our services and use this to
improve the things we do.

Appendix 5
Clinical commissioning groups - meeting statutory requirements on the duty to involve and consult
There are a number of requirements that must continue to be met when discussions are being made about the development of services,
particularly if any of these will impact on the way these services can be accessed by patients. Such requirements include:
•
•
•
•
•

Section 242 of the NHS Act 2006
Section 244 of the NHS Act 2006
Section 234 of the Local Government and Public Involvement in Health Act 2007
The four ‘Nicholson tests’
The NHS Constitution

Section 242 of the NHS Act 2006, (previously section 11 of the Health and Social Care Act 2001) places a duty on NHS bodies to involve
patients and the public in the planning and development of services, particularly if a proposal would have impact on:
18

•
•

The manner in which the services are delivered to users of those services, or
The range of health services available to those users.

Section 244 of the NHS Act requires health organisations to request the appropriate local authority’s health overview and scrutiny committee
to review and scrutinise proposals which result in service change. Where such changes are considered to be ‘a substantial variation’ there is
a requirement to carry out a formal process of public consultation.
Section 234 of the Local Government and Public Involvement in Health Act 2007 requires health bodies to (it states strategic health
authorities and primary care trusts so it can be assumed that this requirement also relates to specialised commissioning) to prepare a report:
•
•

on the consultation carried out, or proposed to be carried out, before a commissioning decision is made, and
on the influence that the results of the consultation have on commissioning decisions.

During 2010 the NHS chief executive Sir David Nicholson said that before any service changes are made, the relevant NHS bodies must
ensure that the following four tests have been met:
•
•
•
•

support from GP commissioners
strengthened arrangements in place for public and patient engagement, including local authorities
greater clarity about the clinical evidence base underpinning the proposals
account has been taken of the need to develop and support patient choice.

The duties to involve and consult were reinforced by the NHS Constitution which stated: ‘You have the right to be involved directly or through
representatives, in the planning of healthcare services, the development and consideration of proposals for changes in the way those services
are provided, and in decisions to be made affecting the operation of those services’.
Actions that can be taken if requirements are not met
Failure to involve and consult adequately around service change can result in referral by an overview and scrutiny committee to the Secretary
of State for Health who can then refer contested proposals to the Independent Reconfiguration Panel. (The panel was established in 2003 to
provide expert advice to the Secretary of State on contentious proposals for service change.)
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An Overview and Scrutiny Committee may refer proposals to the Secretary of State if it is not satisfied with the quality of consultation or if it is
not satisfied that the proposals are based on sound clinical evidence.
The Reconfiguration Panel will provide expert advice on whether the proposals will provide safe, sustainable and accessible services for the
local population, taking account of:
– clinical and service quality
– the current or likely impact of patients' choices and the rigour of public involvement and consultation processes.
– the views and future referral needs of local GPs who commission services, the wider configuration of the NHS and other services
locally, including likely future plans
– other national policies, including guidance on NHS service change
– any other issues Ministers direct in relation to service reconfigurations generally or specific reconfigurations in particular.
An organisation or individual who is unhappy with a decision relating to a proposed service change may also seek to refer the matter to a
judicial review. If such an application is successful a judge reviews the lawfulness of a decision or actions taken by a public body. It is
important to note that the judge would not look at whether the decision was ‘right’ or ‘correct’ but whether there is the correct legal basis for
reaching the decision.
Reasons for referral to judicial review can include the following:
•
•
•
•
•

the decision maker does not have power to make the decision or is using the power for an improper purpose
the decision is irrational
the procedure followed by the decision maker was unfair or biased
the decision was taken in breach of the Human Rights Act
the decision breaches European Community (EC) Law.

In addition to consideration of the actions that can be taken for failure to involve and consult properly, note should also be taken of the level of
negative media coverage, difficult discussions at community and local authority meetings and the amount of parliamentary activity that can
result from challenges to proposals for service change. Sometimes as a result of such negativity and opposition to proposals organisations
adapt their proposals mid-way through a consultation.
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Summary
This report presents the results from Northumberland CCG’s 360° Stakeholder Survey 2017-18. The annual CCG 360° Stakeholder Survey, which has
been conducted online and by telephone since 2014, allows a range of key stakeholders to provide feedback on working relationships with their
CCG. The results are used to support CCGs’ ongoing development and feed into improvement and assessment conversations with NHS England.
The following chart presents the summary findings across the CCG for the questions asked of all stakeholders. This provides the percentage of
stakeholders responding positively to the key questions, including year-on-year comparisons where the question was also asked in 2017 and 2016.
Base = all stakeholders except CQC (2018; 47, 2017; 48, 2016; 43) unless otherwise stated

Overall Engagement
Overall, how would you rate the effectiveness of your working relationship with the CCG?

2018

2017

2016

66%

81%

77%

62%

-

-

2018

2017

2016

43%

69%

60%

49%

-

-

55%

-

-

53%

-

-

64%

-

-

% very/fairly good
How satisfied or dissatisfied are you with how the CCG involves patients and the public?*
% very/fairly satisfied

Commissioning services
The CCG involves the right individuals and organisations when commissioning/decommissioning
services
The CCG provides adequate information to explain the reasons for the decisions it makes when
commissioning/decommissioning services
I have confidence the CCG’s plans will deliver high quality services that demonstrate value for
money

% strongly/tend to agree

% strongly/tend to agree

% strongly/tend to agree

I have confidence in the CCG to commission/decommission services appropriately
% strongly/tend to agree
The CCG demonstrates it has considered the views of patients and the public when making
commissioning decisions*
% strongly/tend to agree

Northumberland CCG
CCG 360 Stakeholder Survey 2018 - Report | April 2018 | Public

*Base = all stakeholders (2018; 47, 2017; 48, 2016; 43)

Fieldwork: 15th January - 28th February
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Summary cont.

Leadership of the CCG

How effective, if at all, do you feel your CCG is as a local system leader?

2018

2017

2016

70%

75%

74%

45%

79%

72%

49%

75%

77%

49%

58%

60%

70%

-

-

49%

67%

58%

60%

-

-

2018

2017

2016

68%

60%

72%

89%

90%

84%

55%

79%

63%

2018

2017

2016

72%

90%

81%

40%

63%

49%

51%

60%

51%

62%

75%

74%

% very/fairly effective
The leadership of the CCG has the necessary blend of skills and experience*
% strongly/tend to agree
There is clear and visible leadership of the CCG*
% strongly/tend to agree
I have confidence in the leadership of the CCG to deliver its plans and priorities*
% strongly/tend to agree
The leadership of CCG is delivering high quality services within the available resources*
% strongly/tend to agree
I have confidence in the leadership of the CCG to deliver improved outcomes for patients*
The leadership of the CCG is contributing effectively to local partnership arrangements (including
Sustainability Transformation Partnerships (STPs), Accountable Care Systems (ACSs) where
applicable and/or other local partnership arrangements)*

% strongly/tend to agree
% strongly/tend to agree

Monitoring and reviewing services
I have confidence that the CCG monitors the quality of the services it commissions in an
effective manner
If I had concerns about the quality of local services I would feel able to raise my concerns within
the CCG

% strongly/tend to agree
% strongly/tend to agree

I have confidence in the CCG to act on feedback it receives about the quality of services
% strongly/tend to agree

Plans and priorities
How much would you say you know about the CCG’s plans and priorities?
I have been given the opportunity to influence the CCG’s plans and priorities
When I have commented on the CCG’s plans and priorities I feel that my comments have been
considered (even if the CCG has not been able to act on them)
The CCG has effectively communicated its plans and priorities to me

Northumberland CCG
CCG 360 Stakeholder Survey 2018 - Report | April 2018 | Public

% a great deal/fair amount
% strongly/tend to agree

% strongly/tend to agree
% strongly/tend to agree

Base = all stakeholders except CQC (2018; 47, 2017; 48, 2016; 43) unless otherwise stated

Fieldwork: 15th January - 28th February
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Background and objectives
Clinical Commissioning Groups (CCGs) need to have strong relationships with a range of stakeholders in
order to be successful commissioners within their local health and care systems. These relationships
provide CCGs with valuable intelligence to help them make the effective commissioning decisions for their
local populations.
The CCG 360o Stakeholder Survey enables stakeholders to provide feedback about their CCGs. The results
of the survey serve two purposes:
1. To provide a wealth of data for CCGs to help with their ongoing organisational development,
supporting them to build strong and productive relationships with stakeholders. The findings can
provide a valuable tool for all CCGs to evaluate their progress, and inform the way that they work and
make decisions.
2. To help NHS England to assess CCGs’ stakeholder relationships and leadership within their local health
and care systems, and how effectively they commission services to improve service quality and health
outcomes.

Northumberland CCG
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Methodology and technical details
• It was the responsibility of each CCG to provide the list of stakeholders to invite to take part in the CCG
360o stakeholder survey.

• CCGs were provided with a specification of core stakeholder organisations to be included in their
stakeholder list. Beyond this, however, CCGs had the flexibility to determine which individual within each
organisation was the most appropriate to nominate.

• CCGs were also given the opportunity to add up to ten additional stakeholders they wanted to include
locally (they are referred to in this report as ‘wider stakeholders’). These included: Commissioning Support
Units, Health Education England, lower tier local authorities, MPs, private providers, Public Health England,
local care homes, GP out-of-hours providers and others.

• Stakeholders were sent an email inviting them to complete the survey online. Stakeholders who did not
respond to the email invitation, and stakeholders for whom an email address was not provided, were
telephoned by an Ipsos MORI interviewer who encouraged response and offered the opportunity to
complete the survey by telephone.
Northumberland CCG
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Methodology and technical details
• Within the survey, stakeholders
were asked a series of
questions about their working
relationship with the CCG. In
addition, to reflect each core
stakeholder group’s different
area of expertise and
knowledge, they were
presented with a short section
of questions specific to the
stakeholder group they
represented.
• Fieldwork was conducted
between 15th January and 28th
February.
• 47 of the CCG’s stakeholders
completed the survey. The
overall response rate was 68%,
which varied across the
stakeholder groups as shown
in the table opposite.

Survey response rates for Northumberland CCG
Invited to take
part in survey

Completed
survey

Response rate

42

29

69%

1

1

100%

9

6

67%

NHS providers Up to two from
each acute, mental health and
community health providers*

5

4

80%

Other CCGs Up to five*

2

2

100%

Upper tier or unitary local
authorities Up to five per LA*

4

3

75%

Wider stakeholders

6

2

33%

Stakeholder group
GP member practices One from

every member practice*

Health and wellbeing boards Up

to two per HWB*

Local Healthwatch/voluntary
patient groups Up to three per

local Healthwatch*

*Specification from the core stakeholder framework
CCG 360 Stakeholder Survey 2018 - Report | April 2018 | Public

Northumberland CCG

9

Interpreting the results
•

For each question, the response to each answer is presented as both a percentage (%) and as a
number (n). The total number of stakeholders who answered each question (the base size) is also
stated at the bottom of each chart and in every table. For questions with fewer than 30 stakeholders
answering, we strongly recommend that you look at the number of stakeholders giving each response
rather than the percentage, as the percentage can be misleading when based on so few stakeholders.

•

This report presents the results from Northumberland CCG’s stakeholder survey. Throughout the
report, ‘the CCG/your CCG’ refers to Northumberland CCG.

•

Where results do not sum to 100%, or where individual responses (e.g. tend to agree; strongly agree)
do not sum to combined responses (e.g. strongly/tend to agree) this is due to rounding.

Northumberland CCG
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Using the results – the reports
•

This report contains a summary section, a section on overall views of relationships and a section for
each of the main stakeholder groups who were invited to complete the survey.

•

The overall summary slides show the results at CCG level for the questions asked of all stakeholders
(i.e. only those in section 1 of the questionnaire).
•

•

The stakeholder specific sections of the report contain those questions which were targeted at
individual groups of stakeholders only.
•

•

This provides CCGs with an ‘at a glance’ visual summary of the results for the key questions,
including direction of travel comparisons where appropriate.

These questions were often around specific issues which were only relevant to the specific group
of stakeholders.

The remainder of the report shows the results for all questions in the survey including any local
questions where CCGs included them. The results for each question are provided at CCG level with a
breakdown also shown for each of the core stakeholder groups where relevant.
•

This allows CCGs to interrogate the data in more detail.
Northumberland CCG

CCG 360 Stakeholder Survey 2018 - Report | April 2018 | Public

11

Using the results – comparisons
The comparisons are included to provide an indication of differences only and should be treated with
caution due to the low numbers of respondents and differences in stakeholder lists.
•

Any differences are not necessarily statistically significant differences; a higher score than the
cluster average does not always equate to ‘better’ performance, and a higher score than in 2017
does not necessarily mean the CCG has improved.

•

The comparisons offer a starting point to inform wider discussions about the CCG’s ongoing
organisational development and its relationships with stakeholders. For example, they may
indicate areas in which stakeholders think the CCG is performing relatively less well, for the CCG
to discuss internally and externally to identify what improvements can be made in this area, if any.

Northumberland CCG
CCG 360 Stakeholder Survey 2018 - Report | April 2018 | Public
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Combined stakeholder findings

CCG 360
360 Stakeholder
Stakeholder Survey
Survey 2018
2018 -- Report
Report || April
April 2018
2018 || Public
Public
CCG

13

Overall, how would you rate the effectiveness of your working relationship with the
CCG?
All stakeholders

By stakeholder group

2

1

3
4%

6%

23%

21%

43%

Very good

Fairly good

Fairly poor

Very poor

CCG change across time
77%

No. of
respondents

Very good/
Fairly good

Fairly poor/
Very poor

GP member practices

29

55% (16)

14% (4)

Health & wellbeing boards

1

100% (1)

-

Healthwatch and
voluntary/patient groups

6

83% (5)

-

NHS providers

4

50% (2)

25% (1)

Other CCGs

2

100% (2)

-

Upper tier/unitary LA

3

100% (3)

-

Wider stakeholders

2

100% (2)

-

11
2%

10

Stakeholder group

20

Neither good nor poor
Don't know

Percentage of stakeholders saying very good/fairly
good

81%

Regional and cluster comparisons
CCG 2018

66%

National
Cluster*
DCO**

Percentage of stakeholders saying very good/fairly
good

66%
76%
75%
77%

Number of respondents: CCG 2018 (47), National (7881), Cluster (697), DCO (465).

2016

2017

Number of respondents: 2018 (47), 2017 (48), 2016 (43)
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2018

*A cluster is the group of CCGs that are most similar to the CCG based on several population characteristics..
**The DCO is the group of local CCGs that fall under the same Director of Commissioning Operations as the CCG.

Northumberland CCG

Fieldwork: 15th January - 28th February
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To what extent do you agree or disagree with the following statements about the way
in which the CCG commissions/decommissions services…?
The CCG involves the right individuals and organisations when commissioning/decommissioning services
All stakeholders

By stakeholder group

5
3

8

11%
6%

5

Stakeholder group

17%

11%
26%

12

30%
14
Strongly agree

Tend to agree

Neither agree nor disagree

Tend to disagree

Strongly disagree

Don't know

CCG change across time

60%

Percentage of stakeholders saying strongly
agree/tend to agree

GP member practices

29

38% (11)

17% (5)

Health & wellbeing boards

1

100% (1)

-

Healthwatch and
voluntary/patient groups

6

17% (1)

17% (1)

NHS providers

4

25% (1)

50% (2)

Other CCGs

2

100% (2)

-

Upper tier/unitary LA

3

67% (2)

-

Wider stakeholders

2

100% (2)

-

Regional and cluster comparisons
CCG 2018

69%

National

43%

No. of
Strongly/Tend to Strongly/Tend to
respondents
agree
disagree

Cluster*
DCO**

Percentage of stakeholders saying strongly
agree/tend to agree

43%
57%
54%
58%

Number of respondents: CCG 2018 (47), National (7881), Cluster (697), DCO (465).

2016

2017

Number of respondents: 2018 (47), 2017 (48), 2016 (43)
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2018

*A cluster is the group of CCGs that are most similar to the CCG based on several population characteristics.
**The DCO is the group of local CCGs that fall under the same Director of Commissioning Operations as the CCG.

Northumberland CCG

Fieldwork: 15th January - 28th February
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To what extent do you agree or disagree with the following statements about the way
in which the CCG commissions/decommissions services…?
The CCG provides adequate information to explain the reasons for the decisions it makes when
commissioning/decommissioning services
All stakeholders

3
6%
10

By stakeholder group

3
6%

8

Stakeholder group

17%

21%
32%
17%

15

8
Strongly agree

Tend to agree

Neither agree nor disagree

Tend to disagree

Strongly disagree

Don't know

CCG change across time

Percentage of stakeholders saying strongly
agree/tend to agree

GP member practices

29

45% (13)

28% (8)

Health & wellbeing boards

1

100% (1)

-

Healthwatch and
voluntary/patient groups

6

17% (1)

50% (3)

NHS providers

4

25% (1)

50% (2)

Other CCGs

2

100% (2)

-

Upper tier/unitary LA

3

100% (3)

-

Wider stakeholders

2

100% (2)

-

Regional and cluster comparisons
CCG 2018

There is no trend data available
for this question, as it was asked
for the first time in 2018.

No. of
Strongly/Tend to Strongly/Tend to
respondents
agree
disagree

National
Cluster*
DCO**

Percentage of stakeholders saying strongly
agree/tend to agree

49%
55%
52%
58%

Number of respondents: CCG 2018 (47), National (7881), Cluster (697), DCO (465).
*A cluster is the group of CCGs that are most similar to the CCG based on several population characteristics.
**The DCO is the group of local CCGs that fall under the same Director of Commissioning Operations as the CCG.
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To what extent do you agree or disagree with the following statements about the way
in which the CCG commissions/decommissions services…?
I have confidence the CCG’s plans will deliver high quality services that demonstrate value for money
All stakeholders

1

By stakeholder group

5
Stakeholder group

9

No. of
Strongly/Tend to Strongly/Tend to
respondents
agree
disagree

11%

19%

GP member practices

29

45% (13)

28% (8)

Health & wellbeing boards

1

100% (1)

-

Healthwatch and
voluntary/patient groups

6

67% (4)

-

NHS providers

4

25% (1)

50% (2)

Other CCGs

2

100% (2)

-

Upper tier/unitary LA

3

100% (3)

-

Wider stakeholders

2

100% (2)

-

2%

23%

45%

11

21

Strongly agree

Tend to agree

Neither agree nor disagree

Tend to disagree

Strongly disagree

Don't know

CCG change across time

Percentage of stakeholders saying strongly
agree/tend to agree

Regional and cluster comparisons
CCG 2018

There is no trend data available
for this question, as it was asked
for the first time in 2018.

National
Cluster*
DCO**

Percentage of stakeholders saying strongly
agree/tend to agree

55%
59%
52%
65%

Number of respondents: CCG 2018 (47), National (7881), Cluster (697), DCO (465).
*A cluster is the group of CCGs that are most similar to the CCG based on several population characteristics..
**The DCO is the group of local CCGs that fall under the same Director of Commissioning Operations as the CCG.
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To what extent do you agree or disagree with the following statements about the way
in which the CCG commissions/decommissions services…?
I have confidence in the CCG to commission/decommission services appropriately
All stakeholders

By stakeholder group

1 1

6

9

Stakeholder group

13%

19%
2%

GP member practices

29

48% (14)

21% (6)

Health & wellbeing boards

1

100% (1)

-

Healthwatch and
voluntary/patient groups

6

33% (2)

33% (2)

NHS providers

4

25% (1)

50% (2)

Other CCGs

2

100% (2)

-

Upper tier/unitary LA

3

100% (3)

-

Wider stakeholders

2

100% (2)

-

2%

40%

23%
11

19

Strongly agree

Tend to agree

Neither agree nor disagree

Tend to disagree

Strongly disagree

Don't know

CCG change across time

No. of
Strongly/Tend to Strongly/Tend to
respondents
agree
disagree

Percentage of stakeholders saying strongly
agree/tend to agree

Regional and cluster comparisons
CCG 2018

There is no trend data available
for this question, as it was asked
for the first time in 2018.

National
Cluster*
DCO**

Percentage of stakeholders saying strongly
agree/tend to agree

53%
60%
54%
61%

Number of respondents: CCG 2018 (47), National (7881), Cluster (697), DCO (465).
*A cluster is the group of CCGs that are most similar to the CCG based on several population characteristics..
**The DCO is the group of local CCGs that fall under the same Director of Commissioning Operations as the CCG.
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To what extent do you agree or disagree with the following statements about the
leadership of the CCG…?
The leadership of the CCG has the necessary blend of skills and experience
By stakeholder group

All stakeholders

7

8

4

15%

17%

1

Stakeholder group

2%

9%

30%

14

28%
13
Strongly agree

Tend to agree

Neither agree nor disagree

Tend to disagree

Strongly disagree

Don't know

CCG change across time

72%

Percentage of stakeholders saying strongly
agree/tend to agree

79%

GP member practices

29

45% (13)

10% (3)

Health & wellbeing boards

1

100% (1)

-

Healthwatch and
voluntary/patient groups

6

17% (1)

17% (1)

NHS providers

4

25% (1)

25% (1)

Other CCGs

2

100% (2)

-

Upper tier/unitary LA

3

33% (1)

-

Wider stakeholders

2

100% (2)

-

Regional and cluster comparisons
CCG 2018
National

45%

No. of
Strongly/Tend to Strongly/Tend to
respondents
agree
disagree

Cluster*
DCO**

Percentage of stakeholders saying strongly
agree/tend to agree

45%
59%
52%
64%

Number of respondents: CCG 2018 (47), National (7884), Cluster (697), DCO (465).

2016

2017

Number of respondents: 2018 (47), 2017 (48), 2016 (43)
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2018

*A cluster is the group of CCGs that are most similar to the CCG based on several population characteristics.
**The DCO is the group of local CCGs that fall under the same Director of Commissioning Operations as the CCG.

Northumberland CCG

Fieldwork: 15th January - 28th February

19

To what extent do you agree or disagree with the following statements about the
overall leadership of the CCG…?
There is clear and visible leadership of the CCG
All stakeholders

2

2

4%4%
10

By stakeholder group

6

Stakeholder group

13%

21%
36%
21%

17

10
Strongly agree

Tend to agree

Neither agree nor disagree

Tend to disagree

Strongly disagree

Don't know

CCG change across time
77%

Percentage of stakeholders saying strongly
agree/tend to agree

GP member practices

29

34% (10)

34% (10)

Health & wellbeing boards

1

100% (1)

-

Healthwatch and
voluntary/patient groups

6

67% (4)

17% (1)

NHS providers

4

50% (2)

25% (1)

Other CCGs

2

100% (2)

-

Upper tier/unitary LA

3

100% (3)

-

Wider stakeholders

2

50% (1)

-

Regional and cluster comparisons
CCG 2018

75%
49%

No. of
Strongly/Tend to Strongly/Tend to
respondents
agree
disagree

National
Cluster*
DCO**

Percentage of stakeholders saying strongly
agree/tend to agree

49%
69%
63%
71%

Number of respondents: CCG 2018 (47), National (7884), Cluster (697), DCO (465).

2016

2017

Number of respondents: 2018 (47), 2017 (48), 2016 (43)
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*A cluster is the group of CCGs that are most similar to the CCG based on several population characteristics..
**The DCO is the group of local CCGs that fall under the same Director of Commissioning Operations as the CCG.

Northumberland CCG

Fieldwork: 15th January - 28th February
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To what extent do you agree or disagree with the following statements about the
clinical leadership of the CCG…?
I have confidence in the leadership of the CCG to deliver its plans and priorities
All stakeholders

By stakeholder group

1 2

6

4%

9
19%

Stakeholder group

13%

2%
36%

26%

17

12
Strongly agree

Tend to agree

Neither agree nor disagree

Tend to disagree

Strongly disagree

Don't know

CCG change across time

Percentage of stakeholders saying strongly
agree/tend to agree

GP member practices

29

38% (11)

28% (8)

Health & wellbeing boards

1

100% (1)

-

Healthwatch and
voluntary/patient groups

6

33% (2)

17% (1)

NHS providers

4

50% (2)

25% (1)

Other CCGs

2

100% (2)

-

Upper tier/unitary LA

3

100% (3)

-

Wider stakeholders

2

100% (2)

-

Regional and cluster comparisons
CCG 2018

60%

58%

No. of
Strongly/Tend to Strongly/Tend to
respondents
agree
disagree

49%

National
Cluster*
DCO**

Percentage of stakeholders saying strongly
agree/tend to agree

49%
62%
54%
68%

Number of respondents: CCG 2018 (47), National (7884), Cluster (697), DCO (465).

2016

2017

Number of respondents: 2018 (47), 2017 (48), 2016 (43)
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*A cluster is the group of CCGs that are most similar to the CCG based on several population characteristics..
**The DCO is the group of local CCGs that fall under the same Director of Commissioning Operations as the CCG.

Northumberland CCG

Fieldwork: 15th January - 28th February
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To what extent do you agree or disagree with the following statements about the
leadership of the CCG…?
The leadership of the CCG is delivering high quality services within the available resources
All stakeholders

By stakeholder group

2
4%

12

9
19%

26%

51%

Strongly agree

Tend to agree

Tend to disagree

Strongly disagree

CCG change across time

24

Stakeholder group

No. of
Strongly/Tend to Strongly/Tend to
respondents
agree
disagree

GP member practices

29

69% (20)

7% (2)

Health & wellbeing boards

1

100% (1)

-

Healthwatch and
voluntary/patient groups

6

50% (3)

-

NHS providers

4

50% (2)

-

Other CCGs

2

100% (2)

-

Upper tier/unitary LA

3

100% (3)

-

Wider stakeholders

2

100% (2)

-

Neither agree nor disagree
Don't know

Percentage of stakeholders saying strongly
agree/tend to agree

Regional and cluster comparisons
CCG 2018

There is no trend data available
for this question, as it was asked
for the first time in 2018.

National
Cluster*
DCO**

Percentage of stakeholders saying strongly
agree/tend to agree

70%
63%
54%
70%

Number of respondents: CCG 2018 (47), National (7884), Cluster (697), DCO (465).
*A cluster is the group of CCGs that are most similar to the CCG based on several population characteristics..
**The DCO is the group of local CCGs that fall under the same Director of Commissioning Operations as the CCG.
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To what extent do you agree or disagree with the following statements about the
leadership of the CCG…?
I have confidence in the leadership of the CCG to deliver improved outcomes for patients
All stakeholders

1

By stakeholder group

3

5
Stakeholder group

6%

6

11%

13%
2%
38%
30%

18

14
Strongly agree

Tend to agree

Neither agree nor disagree

Tend to disagree

Strongly disagree

Don't know

CCG change across time

58%

No. of
Strongly/Tend to Strongly/Tend to
respondents
agree
disagree

Percentage of stakeholders saying strongly
agree/tend to agree

GP member practices

29

41% (12)

14% (4)

Health & wellbeing boards

1

100% (1)

-

Healthwatch and
voluntary/patient groups

6

33% (2)

17% (1)

NHS providers

4

25% (1)

50% (2)

Other CCGs

2

100% (2)

-

Upper tier/unitary LA

3

100% (3)

-

Wider stakeholders

2

100% (2)

-

Regional and cluster comparisons
CCG 2018

67%
49%

National
Cluster*
DCO**

Percentage of stakeholders saying strongly
agree/tend to agree

49%
61%
54%
65%

Number of respondents: CCG 2018 (47), National (7884), Cluster (697), DCO (465).

2016

2017

Number of respondents: 2018 (47), 2017 (48), 2016 (43)
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2018

*A cluster is the group of CCGs that are most similar to the CCG based on several population characteristics..
**The DCO is the group of local CCGs that fall under the same Director of Commissioning Operations as the CCG.

Northumberland CCG

Fieldwork: 15th January - 28th February
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To what extent do you agree or disagree with the following statements about the
leadership of the CCG…?

The leadership of the CCG is contributing effectively to local partnership arrangements (including Sustainability Transformation
Partnerships (STPs), Accountable Care Systems (ACSs) where applicable and/or other local partnership arrangements).
All stakeholders
By stakeholder group

3

2
4

4%

6%

9%

10

9
19%

21%
40%
19

Strongly agree

Tend to agree

Neither agree nor disagree

Tend to disagree

Strongly disagree

Don't know

CCG change across time

Percentage of stakeholders saying strongly
agree/tend to agree

Stakeholder group

GP member practices

29

55% (16)

17% (5)

Health & wellbeing boards

1

100% (1)

-

Healthwatch and
voluntary/patient groups

6

50% (3)

17% (1)

NHS providers

4

50% (2)

-

Other CCGs

2

100% (2)

-

Upper tier/unitary LA

3

100% (3)

-

Wider stakeholders

2

50% (1)

-

Regional and cluster comparisons
CCG 2018

There is no trend data available
for this question, as it was asked
for the first time in 2018.

No. of
Strongly/Tend to Strongly/Tend to
respondents
agree
disagree

National
Cluster*
DCO**

Percentage of stakeholders saying strongly
agree/tend to agree

60%
62%
58%
65%

Number of respondents: CCG 2018 (47), National (7884), Cluster (697), DCO (465).
*A cluster is the group of CCGs that are most similar to the CCG based on several population characteristics.
**The DCO is the group of local CCGs that fall under the same Director of Commissioning Operations as the CCG.
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To what extent do you agree or disagree with the following statements about the way in which
the CCG monitors and reviews the quality of the services it commissions…?
I have confidence that the CCG monitors the quality of the services it commissions in an effective manner

All stakeholders

By stakeholder group

2
6
13%
7

4%

8

Stakeholder group

17%

15%

51%
24
Strongly agree

Tend to agree

Neither agree nor disagree

Tend to disagree

Strongly disagree

Don't know

CCG change across time

72%

Percentage of stakeholders saying strongly
agree/tend to agree

60%

68%

No. of
Strongly/Tend to Strongly/Tend to
respondents
agree
disagree

GP member practices

29

62% (18)

14% (4)

Health & wellbeing boards

1

100% (1)

-

Healthwatch and
voluntary/patient groups

6

50% (3)

33% (2)

NHS providers

4

75% (3)

-

Other CCGs

2

100% (2)

-

Upper tier/unitary LA

3

100% (3)

-

Wider stakeholders

2

100% (2)

-

Regional and cluster comparisons
CCG 2018
National
Cluster*
DCO**

Percentage of stakeholders saying strongly
agree/tend to agree

68%
63%
58%
65%

Number of respondents: CCG 2018 (47), National (7881), Cluster (697), DCO (465).

2016

2017

Number of respondents: 2018 (47), 2017 (48), 2016 (43)
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2018

*A cluster is the group of CCGs that are most similar to the CCG based on several population characteristics.
**The DCO is the group of local CCGs that fall under the same Director of Commissioning Operations as the CCG.

Northumberland CCG

Fieldwork: 15th January - 28th February
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To what extent do you agree or disagree with the following statements about the way in which
the CCG monitors and reviews the quality of the services it commissions…?
If I had concerns about the quality of local services I would feel able to raise my concerns within the CCG
All stakeholders

By stakeholder group

1

4

Stakeholder group

9%
2%

22

47%
20

43%

Strongly agree

Tend to agree

Neither agree nor disagree

Tend to disagree

Strongly disagree

Don't know

CCG change across time

Percentage of stakeholders saying strongly
agree/tend to agree

No. of
Strongly/Tend to Strongly/Tend to
respondents
agree
disagree

GP member practices

29

90% (26)

3% (1)

Health & wellbeing boards

1

-

-

Healthwatch and
voluntary/patient groups

6

83% (5)

-

NHS providers

4

100% (4)

-

Other CCGs

2

100% (2)

-

Upper tier/unitary LA

3

100% (3)

-

Wider stakeholders

2

100% (2)

-

Regional and cluster comparisons

Percentage of stakeholders saying strongly
agree/tend to agree

89%
83%
83%
83%

CCG 2018

90%

89%

National
Cluster*

84%

DCO**

Number of respondents: CCG 2018 (47), National (7881), Cluster (697), DCO (465).

2016

2017

Number of respondents: 2018 (47), 2017 (48), 2016 (43)
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2018

*A cluster is the group of CCGs that are most similar to the CCG based on several population characteristics..
**The DCO is the group of local CCGs that fall under the same Director of Commissioning Operations as the CCG.

Northumberland CCG

Fieldwork: 15th January - 28th February
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To what extent do you agree or disagree with the following statements about the way in which
the CCG monitors and reviews the quality of the services it commissions…?
I have confidence in the CCG to act on feedback it receives about the quality of services
All stakeholders

1

By stakeholder group

3

9

6%
10

21%

Stakeholder group

19%

2%

15%

36%

7

17

Strongly agree

Tend to agree

Neither agree nor disagree

Tend to disagree

Strongly disagree

Don't know

CCG change across time

Percentage of stakeholders saying strongly
agree/tend to agree

79%
63%

GP member practices

29

48% (14)

28% (8)

Health & wellbeing boards

1

100% (1)

-

Healthwatch and
voluntary/patient groups

6

33% (2)

33% (2)

NHS providers

4

50% (2)

25% (1)

Other CCGs

2

100% (2)

-

Upper tier/unitary LA

3

100% (3)

-

Wider stakeholders

2

100% (2)

-

Regional and cluster comparisons
CCG 2018

55%

No. of
Strongly/Tend to Strongly/Tend to
respondents
agree
disagree

National
Cluster*
DCO**

Percentage of stakeholders saying strongly
agree/tend to agree

55%
64%
59%
64%

Number of respondents: CCG 2018 (47), National (7881), Cluster (697), DCO (465).

2016

2017

Number of respondents: 2018 (47), 2017 (48), 2016 (43)
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*A cluster is the group of CCGs that are most similar to the CCG based on several population characteristics.
**The DCO is the group of local CCGs that fall under the same Director of Commissioning Operations as the CCG.

Northumberland CCG

Fieldwork: 15th January - 28th February
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How much would you say you know about the CCG’s plans and priorities?
By stakeholder group

All stakeholders

4
13

9%

Stakeholder group

No. of
respondents

A great deal/
a fair amount

Not very much/
nothing at all

GP member practices

29

66% (19)

34% (10)

Health & wellbeing boards

1

100% (1)

-

Healthwatch and
voluntary/patient groups

6

83% (5)

17% (1)

NHS providers

4

75% (3)

25% (1)

Other CCGs

2

100% (2)

-

Upper tier/unitary LA

3

100% (3)

-

Wider stakeholders

2

50% (1)

50% (1)

28%

64%
30
A great deal

A fair amount

CCG change across time
81%

Not very much

Nothing at all

Percentage of stakeholders saying a great deal/a fair
amount

90%
72%

Regional and cluster comparisons
CCG 2018
National
Cluster*
DCO**

Percentage of stakeholders saying a great deal/a fair
amount

72%
78%
78%
80%

Number of respondents: CCG 2018 (47), National (7881), Cluster (697), DCO (465).

2016

2017

Number of respondents: 2018 (47), 2017 (48), 2016 (43)
CCG 360 Stakeholder Survey 2018 - Report | April 2018 | Public

2018

*A cluster is the group of CCGs that are most similar to the CCG based on several population characteristics..
**The DCO is the group of local CCGs that fall under the same Director of Commissioning Operations as the CCG.

Northumberland CCG

Fieldwork: 15th January - 28th February
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To what extent do you agree or disagree with each of the following statements about the CCG’s
plans and priorities?
I have been given the opportunity to influence the CCG’s plans and priorities
All stakeholders
By stakeholder group

3
6%
14

30%

4
9%

15

32%

23%
11

Strongly agree

Tend to agree

Neither agree nor disagree

Tend to disagree

Strongly disagree

Don't know

CCG change across time

Percentage of stakeholders saying strongly
agree/tend to agree

Stakeholder group

No. of
respondents

Strongly/
Tend to agree

Strongly/
Tend to disagree

GP member practices

29

34% (10)

45% (13)

Health & wellbeing boards

1

-

-

Healthwatch and
voluntary/patient groups

6

50% (3)

33% (2)

NHS providers

4

25% (1)

50% (2)

Other CCGs

2

100% (2)

-

Upper tier/unitary LA

3

67% (2)

-

Wider stakeholders

2

50% (1)

-

Regional and cluster comparisons
CCG 2018

63%
49%

National

40%

Cluster*
DCO**

Percentage of stakeholders saying strongly
agree/tend to agree

40%
53%
52%
54%

Number of respondents: CCG 2018 (47), National (7881), Cluster (697), DCO (465).

2016

2017

Number of respondents: 2018 (47), 2017 (48), 2016 (43)
CCG 360 Stakeholder Survey 2018 - Report | April 2018 | Public

2018

*A cluster is the group of CCGs that are most similar to the CCG based on several population characteristics.
**The DCO is the group of local CCGs that fall under the same Director of Commissioning Operations as the CCG.

Northumberland CCG

Fieldwork: 15th January - 28th February
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To what extent do you agree or disagree with each of the following statements about
the CCG’s plans and priorities?
When I have commented on the CCG’s plans and priorities I feel that my comments have been considered (even if the
CCG has not been able to act on them)
All stakeholders
By stakeholder group
3

2

4
9%

9

4%

6%

30%

19%

32%

14

15

Strongly agree

Tend to agree

Neither agree nor disagree

Tend to disagree

Strongly disagree

Don't know

CCG change across time

Percentage of stakeholders saying strongly
agree/tend to agree

Stakeholder group

No. of
respondents

Strongly/
Tend to agree

Strongly/
Tend to disagree

GP member practices

29

52% (15)

17% (5)

Health & wellbeing boards

1

-

-

Healthwatch and
voluntary/patient groups

6

50% (3)

-

NHS providers

4

25% (1)

25% (1)

Other CCGs

2

100% (2)

-

Upper tier/unitary LA

3

67% (2)

-

Wider stakeholders

2

50% (1)

-

Regional and cluster comparisons
CCG 2018

51%

60%

51%

National
Cluster*
DCO**

Percentage of stakeholders saying strongly
agree/tend to agree

51%
53%
54%
58%

Number of respondents: CCG 2018 (47), National (7881), Cluster (697), DCO (465).

2016

2017

Number of respondents: 2018 (47), 2017 (48), 2016 (43)
CCG 360 Stakeholder Survey 2018 - Report | April 2018 | Public

2018

*A cluster is the group of CCGs that are most similar to the CCG based on several population characteristics..
**The DCO is the group of local CCGs that fall under the same Director of Commissioning Operations as the CCG.

Northumberland CCG

Fieldwork: 15th January - 28th February
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To what extent do you agree or disagree with each of the following statements about
the CCG’s plans and priorities…?
The CCG has effectively communicated its plans and priorities to me
All stakeholders

2

8

4%
17%

8

By stakeholder group

6

49%
23

Strongly agree

Tend to agree

Neither agree nor disagree

Tend to disagree

Strongly disagree

Don't know

74%

No. of
respondents

Strongly/
Tend to agree

Strongly/
Tend to disagree

GP member practices

29

62% (18)

17% (5)

Health & wellbeing boards

1

100% (1)

-

Healthwatch and
voluntary/patient groups

6

33% (2)

67% (4)

NHS providers

4

75% (3)

25% (1)

Other CCGs

2

100% (2)

-

Upper tier/unitary LA

3

67% (2)

-

Wider stakeholders

2

50% (1)

-

13%

17%

CCG change across time

Stakeholder group

Percentage of stakeholders saying strongly
agree/tend to agree

Regional and cluster comparisons
CCG 2018

75%
62%

National
Cluster*
DCO**

Percentage of stakeholders saying strongly
agree/tend to agree

62%
62%
57%
66%

Number of respondents: CCG 2018 (47), National (7881), Cluster (697), DCO (465).

2016

2017

Number of respondents: 2018 (47), 2017 (48), 2016 (43)
CCG 360 Stakeholder Survey 2018 - Report | April 2018 | Public

2018

*A cluster is the group of CCGs that are most similar to the CCG based on several population characteristics.
**The DCO is the group of local CCGs that fall under the same Director of Commissioning Operations as the CCG.

Northumberland CCG

Fieldwork: 15th January - 28th February
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How effective, if at all, do you feel the CCG is as a local system leader?
By ‘local system leader’ we mean that the CCG works proactively and constructively with the other partners in its local health
and care economy, prioritising tasks-in-common over formal organisational boundaries, for example as part of an
STP/ACS/other local partnership.
All stakeholders

3

1

6%
10

21%

By stakeholder group

4

2%

29
Fairly effective

Not very effective

CCG change across time

74%

Not at all effective

Don't know

Percentage of stakeholders saying very/fairly
effective

75%

No. of
respondents

Very/fairly
effective

Not very/
not at all effective

GP member practices

29

59% (17)

31% (9)

Health & wellbeing boards

1

100% (1)

-

Healthwatch and
voluntary/patient groups

6

83% (5)

17% (1)

NHS providers

4

75% (3)

25% (1)

Other CCGs

2

100% (2)

-

Upper tier/unitary LA

3

100% (3)

-

Wider stakeholders

2

100% (2)

-

9%

62%

Very effective

Stakeholder group

70%

Regional and cluster comparisons
CCG 2018
National
Cluster*
DCO**

Percentage of stakeholders saying very/fairly
effective

70%
72%
69%
71%

Number of respondents: CCG 2018 (47), National (7881), Cluster (697), DCO (465).

2016

2017

Number of respondents: 2018 (47), 2017 (48), 2016 (43)
CCG 360 Stakeholder Survey 2018 - Report | April 2018 | Public

2018

*A cluster is the group of CCGs that are most similar to the CCG based on several population characteristics.
**The DCO is the group of local CCGs that fall under the same Director of Commissioning Operations as the CCG.

Northumberland CCG

Fieldwork: 15th January - 28th February
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How satisfied or dissatisfied are you with how the CCG involves patients and the public? This may be done in various ways, for
example through public meetings, focus groups, working with Patient Participation Groups (PPGs), voluntary organisations and
local Healthwatch, and through the CCG’s website, newsletters, and communications in GP surgeries.
All stakeholders

By stakeholder group

2

5
11%

11

26%

23%

36%

CCG change across time

No. of
respondents

Very/fairly
satisfied

Fairly/very
dissatisfied

GP member practices

29

62% (18)

10% (3)

Health & wellbeing boards

1

100% (1)

-

Healthwatch and
voluntary/patient groups

6

33% (2)

33% (2)

NHS providers

4

25% (1)

-

Other CCGs

2

100% (2)

-

Upper tier/unitary LA

3

100% (3)

-

Wider stakeholders

2

100% (2)

-

12

4%

17

Very satisfied
Neither satisfied nor dissatisfied
Very dissatisfied

Stakeholder group

Fairly satisfied
Fairly dissatisfied
Don't know
Percentage of stakeholders saying very/fairly
satisfied

Regional and cluster comparisons
CCG 2018

There is no trend data available
for this question, as it was asked
for the first time in 2018.

National
Cluster*
DCO**

Percentage of stakeholders saying very/fairly
satisfied

62%
64%
60%
65%

Number of respondents: CCG 2018 (47), National (7884), Cluster (697), DCO (465).
*A cluster is the group of CCGs that are most similar to the CCG based on several population characteristics..
**The DCO is the group of local CCGs that fall under the same Director of Commissioning Operations as the CCG.
CCG 360 Stakeholder Survey 2018 - Report | April 2018 | Public

Northumberland CCG

Fieldwork: 15th January - 28th February
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To what extent do you agree or disagree that the CCG demonstrates it has considered the views
of patients and the public when making commissioning decisions?
By stakeholder group

All stakeholders

3
5
11%

9

6%

7

Stakeholder group

15%

19%
49%
23

Strongly agree

Tend to agree

Neither agree nor disagree

Tend to disagree

Strongly disagree

Don't know

CCG change across time

Percentage of stakeholders saying strongly
agree/tend to agree

GP member practices

29

69% (20)

3% (1)

Health & wellbeing boards

1

100% (1)

-

Healthwatch and
voluntary/patient groups

6

33% (2)

50% (3)

NHS providers

4

25% (1)

25% (1)

Other CCGs

2

100% (2)

-

Upper tier/unitary LA

3

100% (3)

-

Wider stakeholders

2

50% (1)

-

Regional and cluster comparisons
CCG 2018

There is no trend data available
for this question, as it was asked
for the first time in 2018.

No. of
Strongly/Tend to Strongly/Tend to
respondents
agree
disagree

National
Cluster*
DCO**

Percentage of stakeholders saying strongly
agree/tend to agree

64%
56%
52%
60%

Number of respondents: CCG 2018 (47), National (7884), Cluster (697), DCO (465).
*A cluster is the group of CCGs that are most similar to the CCG based on several population characteristics.
**The DCO is the group of local CCGs that fall under the same Director of Commissioning Operations as the CCG.
CCG 360 Stakeholder Survey 2018 - Report | April 2018 | Public

Northumberland CCG

Fieldwork: 15th January - 28th February
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To what extent do you agree or disagree with the following statement…?
How effective is the CCG at working with others to improve health outcomes?
All stakeholders

By stakeholder group

4

8

9%

6

17%

Stakeholder group

No. of
respondents

Very/fairly
effective

Not very/at all
effective

GP member practices

29

76% (22)

14% (4)

Health & wellbeing boards

1

100% (1)

-

Healthwatch and
voluntary/patient groups

6

67% (4)

33% (2)

NHS providers

4

75% (3)

-

Other CCGs

2

100% (2)

-

Upper tier/unitary LA

3

100% (3)

-

Wider stakeholders

2

100% (2)

-

13%

62%
29
Very effective

Fairly effective

Not very effective

CCG change across time

Not at all effective

Don't know

Percentage of stakeholders saying very/fairly
effective

Regional and cluster comparisons
CCG 2018

There is no trend data available
for this question, as it was asked
for the first time in 2018.

National
Cluster*
DCO**

Percentage of stakeholders saying very/fairly
effective

79%
74%
69%
77%

Number of respondents: CCG 2018 (47), National (7884), Cluster (697), DCO (465).
*A cluster is the group of CCGs that are most similar to the CCG based on several population characteristics.
**The DCO is the group of local CCGs that fall under the same Director of Commissioning Operations as the CCG.
CCG 360 Stakeholder Survey 2018 - Report | April 2018 | Public

Northumberland CCG

Fieldwork: 15th January - 28th February
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Upper tier and unitary local authorities

CCG 360
360 Stakeholder
Stakeholder Survey
Survey 2018
2018 -- Report
Report || April
April 2018
2018 || Public
Public
CCG

36

How well, if at all, would you say the CCG and your local authority are working
together to plan and deliver integrated commissioning?
All upper tier/unitary local authority stakeholders

1
33%

67%
2

Very well

Fairly well

Not very well

Not at all well

Don't know

Total responses: All upper tier / unitary local authority stakeholders (3)
Northumberland CCG
Fieldwork: 15th January - 28th February
CCG 360 Stakeholder Survey 2018 - Report | April 2018 | Public
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How effective, if at all, has the CCG been as part of the Local Safeguarding Children
Board?
All upper tier/unitary local authority stakeholders

1
33%

67%
2

Very effective

Fairly effective

Not very effective

Not at all effective

Don't know

Total responses: All upper tier / unitary local authority stakeholders (3)
Northumberland CCG
Fieldwork: 15th January - 28th February
CCG 360 Stakeholder Survey 2018 - Report | April 2018 | Public
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How effective, if at all, has the CCG been as part of the Safeguarding Adults Board?
All upper tier/unitary local authority stakeholders

100%

3
Very effective

Fairly effective

Not very effective

Not at all effective

Don't know

Total responses: All upper tier / unitary local authority stakeholders (3)
Northumberland CCG
Fieldwork: 15th January - 28th February
CCG 360 Stakeholder Survey 2018 - Report | April 2018 | Public
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Health and wellbeing board members

CCG 360
360 Stakeholder
Stakeholder Survey
Survey 2018
2018 -- Report
Report || April
April 2018
2018 || Public
Public
CCG

40

How active, if at all, would you say the CCG is as a member of the Health and
wellbeing board?
All Health and wellbeing board stakeholders

100%

1
Very active

Fairly active

Not very active

Not at all active

Don't know

Total responses: All health and wellbeing board stakeholders (1)
Northumberland CCG
Fieldwork: 15th January - 28th February
CCG 360 Stakeholder Survey 2018 - Report | April 2018 | Public

41

How well, if at all, would you say the CCG and your local authority are working
together to plan and deliver integrated commissioning?
All Health and wellbeing board stakeholders

100%

1
Very well

Fairly well

Not very well

Not at all well

Don't know

Total responses: All health and wellbeing board stakeholders (1)
Northumberland CCG
Fieldwork: 15th January - 28th February
CCG 360 Stakeholder Survey 2018 - Report | April 2018 | Public

42

Healthwatch and voluntary/patient
groups

CCG 360
360 Stakeholder
Stakeholder Survey
Survey 2018
2018 -- Report
Report || April
April 2018
2018 || Public
Public
CCG

43

To what extent, if at all, do you feel that the CCG has engaged with ‘hard to reach’ groups?
‘Hard to reach’ groups are those who may experience barriers to accessing services or who are underrepresented in healthcare decision making, for example, black and minority ethnic (BME) groups, Gypsies
and Travellers, lesbian, gay, bisexual and trans (LGBT) people, asylum seekers, and young carers.
All Healthwatch and voluntary/patient group stakeholders

2
33%
3

50%

17%
1

A great deal

A fair amount

Just a little

Not at all

Don't know

Total responses: All healthwatch and voluntary/ patient groups (6)
Northumberland CCG
Fieldwork: 15th January - 28th February
CCG 360 Stakeholder Survey 2018 - Report | April 2018 | Public

44

To what extent do you agree or disagree that the CCG demonstrates that it considers and acts
appropriately in response to concerns, complaints or issues raised by patients and the public?
All Healthwatch and voluntary/patient group stakeholders
1

1
17%

1

17%

17%

50%
3

Strongly agree

Tend to agree

Neither agree nor disagree

Tend to disagree

Strongly disagree

Don't know

Total responses: All healthwatch and patient group stakeholders (6)
Northumberland CCG
Fieldwork: 15th January - 28th February
CCG 360 Stakeholder Survey 2018 - Report | April 2018 | Public
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GP member practices

CCG 360
360 Stakeholder
Stakeholder Survey
Survey 2018
2018 -- Report
Report || April
April 2018
2018 || Public
Public
CCG

46

To what extent, if at all, do you feel able to influence the CCG’s decision-making
process?
All member practices
1

3

3%

11

10%

10% (3)

A great
deal/Fair
amount 2018

28% (8)

A great
deal/Fair
amount 2017

26% (7)

A great
deal/Fair
amount 2016

38%

48%
14

A great deal

A fair amount

Just a little

Not at all

Don't know

Total responses: All member practices (2018: 29; 2017: 29; 2016: 27)
Northumberland CCG
Fieldwork: 15th January - 28th February
CCG 360 Stakeholder Survey 2018 - Report | April 2018 | Public

47

To what extent do you agree or disagree with the following statements about the
clinical leadership of your CCG/CCG…?
I have confidence in the clinical leadership of the CCG
All member practices
2

3

2
7%
7%

8

10%

28%

59%
(17)

Strongly/Tend
to agree 2018

76%
(22)

Strongly/Tend
to agree 2017

67%
(18)

Strongly/Tend
to agree 2016

48%
14

Strongly agree

Tend to agree

Neither agree nor disagree

Tend to disagree

Strongly disagree

Don't know

Total responses: All member practices (2018: 29; 2017: 29; 2016: 27)
Northumberland CCG
Fieldwork: 15th January - 28th February
CCG 360 Stakeholder Survey 2018 - Report | April 2018 | Public

48

To what extent do you agree or disagree with the following statements about the
clinical leadership of your CCG/CCG…?
There is clear and visible clinical leadership of the CCG
All member practices
1
4

1
5
3%3%

41%
(12)

17%

14%

24%

Strongly/Tend
to agree 2018

7

38%
11

Strongly agree

Tend to agree

Neither agree nor disagree

Tend to disagree

Strongly disagree

Don't know

Total responses: All member practices (2018: 29)
Northumberland CCG
Fieldwork: 15th January - 28th February
CCG 360 Stakeholder Survey 2018 - Report | April 2018 | Public

49

To what extent do you agree or disagree with the following statements about the
clinical leadership of your CCG/CCG…?
The clinical leadership of my CCG has effective influence within local partnerships (STPs/ACSs/other)
All member practices
2

3

1
3

3%

7%

48%
(14)

10%

Strongly/Tend
to agree 2018

10%

38%

11

31%
9

Strongly agree

Tend to agree

Neither agree nor disagree

Tend to disagree

Strongly disagree

Don't know

Total responses: All member practices (2018: 29)
Northumberland CCG
Fieldwork: 15th January - 28th February
CCG 360 Stakeholder Survey 2018 - Report | April 2018 | Public

50

How well, if at all, would you say that you understand…?
The financial implications of the CCG’s plans
All member practices
2
1
3%

9

7

7%
24%

31%

59%
(17)

Very/Fairly
well 2018

62%
(18)

Very/Fairly
well 2017

70%
(19)

Very/Fairly
well 2016

34%
10

Very well

Fairly well

Not very well

Not at all well

Don't know

Total responses: All member practices (2018: 29; 2017: 29; 2016: 27)
Northumberland CCG
Fieldwork: 15th January - 28th February
CCG 360 Stakeholder Survey 2018 - Report | April 2018 | Public
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How well, if at all, would you say that you understand…?
The implications of the CCG’s plans for service improvement
All member practices
1
5

2

3% 7%
17%

38%

11

45%
(13)

Very/Fairly
well 2018

55%
(16)

Very/Fairly
well 2017

63%
(17)

Very/Fairly
well 2016

34%
10

Very well

Fairly well

Not very well

Not at all well

Don't know

Total responses: All member practices (2018: 29; 2017: 29; 2016: 27)
Northumberland CCG
Fieldwork: 15th January - 28th February
CCG 360 Stakeholder Survey 2018 - Report | April 2018 | Public

52

How well, if at all, would you say that you understand…?
The referral and activity implications of the CCG’s plans
All member practices
1

1
7

3%3%

5

24%

17%

76%
(22)

Very/Fairly
well 2018

90%
(26)

Very/Fairly
well 2017

81%
(22)

Very/Fairly
well 2016

52%

15
Very well

Fairly well

Not very well

Not at all well

Don't know

Total responses: All member practices (2018: 29; 2017: 29; 2016: 27)
Northumberland CCG
Fieldwork: 15th January - 28th February
CCG 360 Stakeholder Survey 2018 - Report | April 2018 | Public

53

How well, if at all, would you say that you understand…?
The CCG’s plans to improve the health of the local population and reduce health inequalities
All member practices
1

2

52%
(15)

3% 7%

13

45%
45%

Very well

Very/Fairly
well 2018

Fairly well

Not very well

Not at all well

13

Don't know

Total responses: All member practices (2018: 29)
Northumberland CCG
Fieldwork: 15th January - 28th February
CCG 360 Stakeholder Survey 2018 - Report | April 2018 | Public

54

To what extent do you agree or disagree that value for money is a key factor in
decision-making when formulating the CCG’s plans and priorities?
All member practices
1

1
2
7%

8

3%3%
28%

86%
(25)

Strongly/Tend
to agree 2018

90%
(26)

Strongly/Tend
to agree 2017

89%
(24)

Strongly/Tend
to agree 2016

59%

17

Strongly agree

Tend to agree

Neither agree nor disagree

Tend to disagree

Strongly disagree

Don’t know

Total responses: All member practices (2018: 29; 2017: 29; 2016: 27)
Northumberland CCG
Fieldwork: 15th January - 28th February
CCG 360 Stakeholder Survey 2018 - Report | April 2018 | Public

55

How familiar are you, if at all, with the financial position of the CCG?
All member practices

1

3%

41%

12

55%

97%
(28)

Very/Fairly
familiar 2018

86%
(25)

Very/Fairly
familiar 2017

74%
(20)

Very/Fairly
familiar 2016

16

Very familiar

Fairly familiar

Not very familiar

Not at all familiar

Don’t know

Total responses: All member practices (2018: 29; 2017: 29; 2016: 27)
Northumberland CCG
Fieldwork: 15th January - 28th February
CCG 360 Stakeholder Survey 2018 - Report | April 2018 | Public

56

To what extent do you agree or disagree that representatives from member practices
are able to take a leadership role within the CCG if they want to?
All member practices

1
3

1

3%3%

9

10%
31%

6

21%

62%
(18)

Strongly/Tend
to agree 2018

48%
(14)

Strongly/Tend
to agree 2017

52%
(14)

Strongly/Tend
to agree 2016

31%

9
Strongly agree

Tend to agree

Neither agree nor disagree

Tend to disagree

Strongly disagree

Don’t know

Total responses: All member practices (2018: 29; 2017: 29; 2016: 27)
Northumberland CCG
Fieldwork: 15th January - 28th February
CCG 360 Stakeholder Survey 2018 - Report | April 2018 | Public
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NHS Providers

CCG 360
360 Stakeholder
Stakeholder Survey
Survey 2018
2018 -- Report
Report || April
April 2018
2018 || Public
Public
CCG

58

How well, if at all, would you say the CCG and your organisation are working together
to develop long-term strategies and plans?
All NHS providers

1
25%

2

50%

25%
1

Very well

Fairly well

Not very well

Not at all well

Don't know

Total responses: All NHS providers (4)
Northumberland CCG
Fieldwork: 15th January - 28th February
CCG 360 Stakeholder Survey 2018 - Report | April 2018 | Public

59

Would you say that the amount of monitoring the CCG carries out on the quality of
your services is too much, too little or about right?
All NHS providers

1
25%

75%
3

Too much

About right

Too little

Don't know

Total responses: All NHS providers (4)
Northumberland CCG
Fieldwork: 15th January - 28th February
CCG 360 Stakeholder Survey 2018 - Report | April 2018 | Public

60

To what extent do you agree or disagree that when there is an issue with the quality of services,
the response of the CCG is proportionate and fair?
All NHS providers

1

1
25%

25%

50%

2
Strongly agree
Neither agree nor disagree
Strongly disagree
There has never been an issue with the quality of services

Tend to agree
Tend to disagree
Don't know
Total responses: All NHS providers (4)
Northumberland CCG
Fieldwork: 15th January - 28th February

CCG 360 Stakeholder Survey 2018 - Report | April 2018 | Public
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How involved, if at all, would you say clinicians from the CCG are in discussions with
your organisation about:
Quality
All NHS providers

1

1
25%

25%

50%

2
Very involved

Fairly involved

Not very involved

Not at all involved

Don't know

Total responses: All NHS providers (4)
Northumberland CCG
Fieldwork: 15th January - 28th February
CCG 360 Stakeholder Survey 2018 - Report | April 2018 | Public

62

How involved, if at all, would you say clinicians from the CCG are in discussions with
your organisation about:
Service redesign
All NHS providers

1

1
25%

25%

25%

25%

1

Very involved

Fairly involved

1

Not very involved

Not at all involved

Don't know

Total responses: All NHS providers (4)
Northumberland CCG
Fieldwork: 15th January - 28th February
CCG 360 Stakeholder Survey 2018 - Report | April 2018 | Public

63

How well, if at all, would you say the CCG understands the challenges facing your
provider organisation?
All NHS providers

1
25%

75%
3

Very well

Fairly well

Not very well

Not at all well

Don't know

Total responses: All NHS providers (4)
Northumberland CCG
Fieldwork: 15th January - 28th February
CCG 360 Stakeholder Survey 2018 - Report | April 2018 | Public
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Appendix

CCG 360
360 Stakeholder
Stakeholder Survey
Survey 2018
2018 -- Report
Report || April
April 2018
2018 || Public
Public
CCG
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CCG clusters
Each CCG is compared to a cluster of the other CCGs to which they are most similar. The clusters are based on the
following variables:
•

Index of Multiple Deprivation averages
(overall and health domain)

•

Population registered with practices

•

Age of population

•

Population density

•

Ethnicity

•

Ratio of registered population to overall population

Based on these variables, the following CCGs form the CCG cluster for Northumberland CCG
Stafford and Surrounds CCG

Cumbria CCG

North Lincolnshire CCG

East Riding of Yorkshire CCG

Shropshire CCG

South Worcestershire CCG

Scarborough and Ryedale CCG

Hastings and Rother CCG

Ipswich and East Suffolk CCG

South Devon and Torbay CCG

North Derbyshire CCG

Isle of Wight CCG

North Staffordshire CCG

Newark and Sherwood CCG

Kernow CCG

Great Yarmouth and Waveney CCG

South Lincolnshire CCG

West Suffolk CCG

South Kent Coast CCG

South Cheshire CCG
Northumberland CCG
Fieldwork: 15th January - 28th February

CCG 360 Stakeholder Survey 2018 - Report | April 2018 | Public
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For more information
ccg360stakeholder@ipsos-mori.com

Version 1 | Internal Use Only

This work was carried out in accordance with the requirements of the international quality standard for market research, ISO 20252:2006 and with the Ipsos MORI Terms and Conditions which can be found here
CCG 360
360 Stakeholder
Stakeholder Survey
Survey 2018
2018 -- Report
Report || April
April 2018
2018 || Public
Public
CCG
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Agenda Item 10.1

Clinical Management Board
Terms of Reference
1. Introduction
The Clinical Management Board is established as a board of NHS Northumberland
Clinical Commissioning Group’s (the CCG) Governing Body in accordance with its
constitution, standing orders and scheme of delegation.
These terms of reference set out the membership, remit, responsibilities and
reporting arrangements of the Clinical Management Board and shall have effect as if
incorporated into the group’s constitution and standing orders.
2. Principal Function
The Clinical Management Board assists the Governing Body in its duties to promote
a comprehensive health service, reduce inequalities and promote innovation.
The Clinical Management Board, which is accountable to the Governing Body,
supports the Governing Body to discharge all of its functions except those
specifically reserved to other committees of the Governing Body. It makes
recommendations to the Governing Body on issues of strategy, clinical need, clinical
pathways, commissioning intentions and procurements. It is responsible for providing
day to day operational management direction for the successful delivery of the
objectives of the CCGs and has the authority to make decisions of an operational
nature.
The Clinical Management Board has a particular responsibility 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.
This includes a key role linking in with the Localities.
3. Membership
The membership of the committee will consist of:
•
•
•
•
•
•
•
•
•
•

Clinical Director of Primary Care
Clinical Director of Commissioning
4 Locality Directors
Director of Nursing, Quality and Patient Safety
Accountable Officer
Chief Operating Officer
Chief Finance Officer
Director of Commissioning and PMO
Strategic Head of Corporate Affairs
Public Health Consultant
1
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•

Other members may be co-opted

Meetings will be chaired by the Clinical Director of Primary Care. In the absence of
the Clinical Director of Primary Care the meetings will be chaired by the Accountable
Officer.
The chair has the responsibility to ensure that the Committee obtains appropriate
advice in the exercise of its functions.
The Chair of the CCG, officers, employees, and practice representatives of the
CCGs and other appropriate individuals may be invited to attend all or part of
meetings of the committee to provide advice or support particular discussion.
4. Secretarial support
Secretarial support will be provided by the CCG’s Business Support Team.
5. Quoracy and Decision Making
The Clinical Management Board Executive has the authority to make operational
decisions within the scope of these Terms of Reference. Strategic decisions or those
that may give rise to significant qualitative, reputational or financial risk must be
referred to Governing Body for decision.
Five members are needed for the meeting to be quorate, and must include at least
the Clinical Director of Primary Care, the Accountable Officer or Chief Operating
Officer, the Chief Finance Officer and two other GPs. Any individual in a formal
acting up role may count towards the forum.
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 chair of the meeting will have a second, and casting vote.
Should there be a conflict of interest that would require key members of the Board to
withdraw from the meeting itself or be deemed ineligible to be involved in the
discussion/decision then an alternative quoracy would apply. This would be three
members of the senior leadership team (which could include clinicians but not
member practice GPs if the subject matter is primary care provision)
6. Frequency of meetings
Meetings of the Clinical Management Board will normally be monthly, not less than
10 times per financial year. There will be no more than 8 weeks between meetings.
Members will be expected to attend each meeting.
In exceptional circumstances and where agreed in advance by the chair, members of
the Clinical Management Board 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.
2
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7. Agendas and papers
The agenda for meetings of the Clinical Management Board will be set by the chair.
The agenda and papers for meetings of the Clinical Management Board will be
distributed 3 working days in advance of the meeting. Items for the agenda should
be notified to the chair 10 days in advance of each meeting. The setting of agendas
for, and minutes of, each meeting should identify where discussion should rightly be
recorded as being of a confidential or commercially sensitive nature.
8. Remit and responsibilities
The Clinical Management Board will be responsible for providing day to day
operational management overarching direction for the successful delivery of the
objectives of the CCG:
8.1 Clinical Direction & Engagement
i.
ii.
iii.

iv.

v.

vi.

vii.

Preparing and recommending the strategy and annual commissioning plan for
the Governing Body to consider and approve;
Formulating and recommending service change and development arising out
of the strategy;
Preparing and recommending to the Governing Body the Organisational
Development Plan and enabling strategies including the Communications and
Engagement Strategy;
Developing CCG input to the Joint Health and Wellbeing Strategy and
contributing to the Joint Strategic Needs Assessment (JSNA), with a view to
reducing inequalities in health. Approval of the JSNA is reserved to Governing
Body;
Developing and maintaining effective working arrangements with the
Northumberland CCG localities to support the commissioning and delivery of
high quality, safe, value for money and effective services;
Establishing working arrangements with other CCGs, Provider Trusts, the
Local Authority, other health care partners, the NHS England Area and
Regional Team and the clinical senate that would support the integration of
both health services with other health services and health services with
health-related and social care services where the CCG considers that this
would improve the quality of services or reduce inequalities; and
Ensuring that the views of patients and the public are properly reflected in the
development of clinical recommendations to Governing Body.

8.2 Operational Management
i.

ii.
iii.

Delivering target outcomes and outputs set by the Secretary of State, NHS
England, NICE, CQC and other national/regional authorised bodies and
providing assurance to the Governing Body in this respect;
Ensuring the co-ordination and monitoring of the CCG’s clinical work
programme, in delivery of the CCG’s annual commissioning plan;
Maintaining oversight of the CCG’s performance against its financial and nonfinancial targets including QIPP;
3
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iv.
v.

vi.
vii.
viii.
ix.
x.
xi.

Oversight of implementation of disinvestment programmes and QIPP
delivery;
Approval of budgets, business cases, procurements and contract variations
up to £250K where:
• these fall within the remit of this committee;
• where the scheme of delegation permits;
• subject to the restrictions at para 5; and
• subject to compliance with the CCG’s financial policies.
Leading the delivery of the CCG educational programme;
To receive a Medicines Management report at least annually;
Preparing the CCG’s annual report for the audit committee to consider and
approve and recommend to the Governing Body;
Approving the CCG’s operational procedures;
Overseeing and managing the contract and annual work plan with the CCG’s
commissioning support services provider; and
Review risks, assurance and controls relevant to the Clinical Management
Board (and as aligned to corporate objectives).

9. Reporting arrangements
The CCG’s governance organogram is below:

The Clinical Management Board reports to the Governing Body. The board will
provide a report to the meeting of the Governing Body following each meeting,
unless that meeting is within 10 working days of the board in which case the board
will provide a report to the following meeting of the Governing Body.
4
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Minutes of the board will be received formally at the same meeting of the Governing
Body as the committee’s report.
The Governing Body will hold the board to account for the delivery of its remit and
responsibilities.
10. Authority
The Clinical Management Board will have full authority to commission any reports or
surveys it deems necessary to help it fulfil its obligations.
The Clinical Management Board will establish such sub-groups to assist with the
delivery of its delegated responsibilities and progress its work as it sees fit.
11. Conduct
All members of the Clinical Management Board 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.
The Clinical Management Board will apply best practice in its operational decision
making, and in particular it will ensure that decisions are based on clear and
transparent criteria.
12. Date of Review
The Clinical Management Board will review its performance, membership and
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.

5
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Agenda Item 10.2

Corporate Finance Committee
Terms of Reference
1. Introduction
The Corporate Finance Committee is established as a Committee of NHS
Northumberland Clinical Commissioning Group’s (the CCG) Governing Body in
accordance with its constitution, standing orders and scheme of delegation.
These terms of reference set out the membership, remit, responsibilities and
reporting arrangements of the Corporate Finance Committee and shall have effect
as if incorporated into the group’s constitution and standing orders.
2. Principal Function
The Corporate Finance Committee assists the Governing Body in its duty to act
efficiently, effectively and economically. The committee oversees the current and
projected financial position of the CCG and ensures cohesive and coordinated
planning and effective delivery of the CCG’s annual QIPP plan. It also assures the
Governing Body that the CCG has sufficient capacity and capability to deliver its
strategic objectives. The Corporate Finance Committee is not a decision making
committee.
3. Membership
The membership of the committee will consist of:
•
•
•
•
•
•
•
•
•
•

Lay Chair for corporate finance and patient and public involvement
Lay Governor for audit and conflict of interest
Clinical Director of Primary Care
Business Director (Finance and Commissioning)
Accountable Officer
Chief Operating Officer
Chief Finance Officer
Director of Nursing, Quality and Patient Safety
System Lead for Service Delivery
Head of Contracting and Commissioning

Meetings will be chaired by the Lay Chair for corporate finance and patient and
public engagement. In the absence of the chair the meetings will be chaired by the
Lay Governor for audit and conflict of interest.
The chair has the responsibility to ensure that the committee obtains appropriate
advice and uses all available evidence in the exercise of its functions.

1
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CCG officers, employees and other individuals may be invited to attend all or part of
meetings of the committee to provide advice or support a particular discussion.
4. Secretarial support
Secretarial support will be provided by the CCG’s Business Support Team.
5. Quoracy and Decision Making
The Corporate Finance Committee is not a decision making committee. If the
committee determine that a decision needs to be taken it will refer the issue to either
the Governing Body or Clinical Management Board; dependant on the level of
decision required and adhering to the CCG’s Financial Scheme of Delegation.
Although not a decision making committee the meetings will require quoracy to
ensure that issues can be fully discussed and appropriate recommendations made to
either the Governing Body or the Clinical Management Board. Four members are
needed for the meeting to be quorate, and must include at least the following:
•
•
•
•

The Chair of the Committee must be the Lay Member for Finance and PPI or
the Lay Member for Audit and Conflicts of Interest
Either the Clinical Director of Primary Care or the Business Director (Finance
and Commissioning)
The Accountable Officer or Chief Operating Officer or the Chief Finance
Officer
Either the Director of Nursing, Quality and Patient Safety or the System Lead
for Service Delivery

Generally it is expected that recommendations 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 Chair of the meeting will have a second, and casting vote.
6. Frequency of meetings
Meetings of the Corporate Finance Committee will normally be monthly, not less
than 10 times per financial year. There will be no more than 8 weeks between
meetings. Members will be expected to attend each meeting.
In exceptional circumstances and where agreed in advance by the chair, members of
the Corporate Finance 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.
7. Agendas and papers
The agenda for meetings of the Corporate Finance Committee will be set by the
chair.
The agenda and papers for meetings of the Corporate Finance Committee will be
distributed 3 working days in advance of the meeting. Items for the agenda should
be notified to the chair 10 working days in advance of each meeting. The setting of
2
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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
The Corporate Finance Committee is responsible for:
•

•

•
•

Strategy
o Oversee the development and implementation of sustainable system plans
that will achieve financial targets including detailed QIPP plans
o Ensure that the CCG continues to have sufficient capacity and capability to
deliver its required outputs
o Ensure that the CCG plans take full account of the Sustainability and
Transformation programmes of work
Financial Performance
o Provide challenge on the CCG’s current and projected financial position
o Review the ongoing overall financial position of the CCG and provide
assurance to the Governing Body that the projected outturn is deliverable
o Monitor QIPP plan delivery and the implementation of disinvestment
programmes
o Make recommendations to either Governing Body or the Clinical
Management Board (adhering to CCG’s Financial Scheme of Delegation)
after considering new QIPP plan proposals or the closure of schemes of
no added value or when benefits have been realised
o Perform QIPP Deep Dives into areas of emerging concern
o Escalate areas of financial concern to Governing Body as required
o Continually review risks, assurance and controls
Procurement
o Oversee the development and implementation of CCG procurements
Assurance
o Provide overall assurance to the Governing Body that the CCG’s projected
financial position and in-year QIPP programme is deliverable and that the
CCG is adequately resourced in terms of workforce

9. Reporting arrangements
The CCG’s governance organogram is below:

3
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The Corporate Finance Committee reports to the Governing Body. The Committee
will provide a report to the meeting of the Governing Body following each meeting,
unless that meeting is within 10 working days of the committee in which case the
committee will provide a report to the following meeting of the Governing Body.
Key points from the committee will be received formally at the next meeting of the
Governing Body. Full minutes from the committee will be received by the Governing
Body after they have been produced.
The Governing Body will hold the committee to account for the delivery of its remit
and responsibilities.
10. Authority
The Corporate Finance Committee will have full authority to commission any reports
or surveys it deems necessary to help it fulfil its obligations.
11. Conduct
All members of the Corporate Finance 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.
The Corporate Finance Committee will apply best practice when considering
operational recommendations, and in particular it will ensure that recommendations
are based on clear and transparent criteria.
12. Date of Review
4
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The Corporate Finance Committee will review its performance, membership and
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.

5
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Ensure that the CCG makes best use of all available
resources



Ensure the delivery of safe, high quality services that
deliver the best outcomes
Create joined up pathways within and across
organisations to deliver seamless care
Deliver clinically led health services that are focused
on individual and wider population needs and based
on evidence.
Northumberland CCG/external
meetings this paper has been
discussed at:
QIPP
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Meeting between SHCA, COO and
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Operational Risk 1799 - QIPP
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QUALITY and EQUALITY IMPACT ASSESSMENT
1. Project Name

2018-19 Assurance Framework and Risk Register

2. Project Lead

Director Lead
Chief Operating
Officer

Project Lead
Strategic Head of Corporate
Affairs

Clinical Lead

3. Project Overview &
Objective
4. Quality Impact
Assessment
Patient Safety
Clinical Effectiveness
Patient Experience
Others including
reputation, information
governance and etc.
5.Equality Impact
Assessment
What is the impact on
people who have one of
the protected
characteristics as defined
in the Equality Act 2010?
What is the impact on
health inequalities in
terms of access to
services and outcomes
achieved for the
population of
Northumberland?
(which is in line with the
legal duties defined in the
National Health Service
Act 2006 as amended by
the Health and Social
Care Act 2012), for
example health
inequalities due to
differences in
socioeconomic
circumstances?
6. Research
Reference to relevant
local and national
research as appropriate.
7. Metrics
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L
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Governing Body
23 May 2018
Agenda Item: 10.3
2018-19 Assurance Framework and Risk Register
Sponsor: Strategic Head of Corporate Affairs
Members of the Governing Body are asked to:
1. Approve the 2018/19 Assurance Framework.
2. Agree to adopt the Joint Locality Executive Board’s Risk Tolerance Line (RTL)
3. Undertake the quarterly review of the CCG’s assurance framework and corporate
risk register.
4. Approve new strategic risk 1980.
5. Approve new operational risks 1984, 1983, 1985 and 1981 above the Governing Body
Risk Tolerance Line.
Purpose
This report seeks approval of the proposed 2018/19 Assurance Framework, the NHS
Northumberland Clinical Commissioning Group’s (CCG) Risk Tolerance Line (RTL) and new
strategic and operational risks. It includes the Governing Body quarterly risk update.
Introduction
This report provides the current risk status of CCG and outlines risk management progress
since the last report to JLEB in February 2018. Prior to the recent changes to the CCG’s
constitution JLEB held responsibility for the strategic risk review, this responsibility has now
been transferred to Governing Body (GB).
Governing Body responsibility
GB is responsible for assuring the CCG that risks are appropriately managed and
consequently consider the assurance framework and corporate risk register on a quarterly
basis (it is also a standing agenda item at the bi-monthly Governance Group). Members are
required to consider all strategic risks on the assurance framework, together with operational
risks on the corporate risk register above the original JLEB Risk Tolerance Line (RTL) (set at a
risk rating of 12 and above). GB is asked to agree to adopt the same RTL. A risk distribution
matrix (Appendix 1) will be presented by the Strategic Head of Corporate Affairs to focus GB
risk discussions on the most important areas of strategic and operational risk. As a guide to
assessing CCG risk, the risk matrix, as detailed in the approved Risk Management Policy, is
reproduced below:
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Likelihood score
Consequence
score

5
Catastrophic
4 Major
3 Moderate
2 Minor
1 Negligible

1

2

3

4

5

Rare

Unlikely

Possible

Likely

Almost
certain

5

10

15

20

25

4
3
2
1

8
6
4
2

12
9
6
3

16
12
8
4

20
15
10
5

Scoring = Consequence x Likelihood (C x L)
Audit Committee responsibility
The Audit Committee is required, under its terms of reference, to report to the Governing Body
annually on its work in support of the Annual Governance Statement, specifically commenting
on the fitness for purpose of the Assurance Framework, the completeness and embeddedness
of risk management in the organisation and the integration of governance arrangements. The
Audit committee consider risk quarterly after GB and are presented with the GB paper and
minutes for assurance purposes.
Development of Assurance Framework and Risk Register
SIRMS has been updated as follows:
•
•
•
•

Assurance Framework adjusted to reflect both the current strategic risk landscape and
the ‘start of year’ position
Full review of operational risks
Full audit of outstanding actions
AuditOne Assurance Framework Benchmarking 2017 (Appendix 6 refers) considered.

Assurance Framework
The assurance framework for 2017-18 (Appendix 2) incorporates the CCG’s strategic plan and
corporate objectives. Its purpose is to:
•
•
•

Identify the strategic risks to the delivery of the CCG’s corporate objectives
Identify the controls and assurances in place
Identify and manage any gaps in controls and assurance.

The assurance framework drives the internal audit plan and associated outcomes are detailed
in the relevant section of both the assurance framework and the corporate risk register.
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The assurance framework has been regularly reviewed by the risk owners and the Strategic
Head of Corporate Affairs. There are 16 risks above the RTL (no overall change since
February 2018) with the following key movements:
Risk No
403

1190

945

946

1181

1856

Title
CCG Member Engagement – Risk
likelihood increased in response to the
feedback in the 360 stakeholder survey.
Will be mitigated by implementation of the
revised Communication and Engagement
Strategy.
Information Governance – Risk
likelihood increased to reflect that the
GDPR policy (due for introduction 25 May
18) is not yet firmly embedded in CCG
and member practices processes. Will be
mitigated by appointing a NECS
representative to be both the CCG and
member practices Data Protection Officer
Contract Over Performance – Risk
likelihood reduced to reflect the ‘start of
year’ position
Financial Balance – Risk likelihood
reduced to reflect the ‘start of year’
position
Prescribing – Risk likelihood reduced as
full controls in place and functioning
effectively
Conflicts of Interests – Likelihood
reduced to reflect Internal Audit report for
2017/18 of Substantial Assurance

Movement

Although the assurance framework printout is in current risk rating descending order, GB
should note that the inherent risk (the initial risk rating) is equally important on the assurance
framework and therefore should consider all risks in this respect.
All risks and associated actions are in date for review.
Risk Register
The corporate risk register (Appendix 3) lists operational risks above the GB RTL and has
been regularly reviewed by the risk owners. The complete risk register is reviewed by the
Strategic Head of Corporate Affairs and risk owners as required, on a monthly basis. There
are now 12 risks (an overall increase of 4 since February 2018) identified on the corporate risk
register that are above the GB RTL with the following key movements:
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Risk No
1984, 1983,
1985, 1981

Title
Planning Guidance, Primary Care
Delegated allocation, NEAS
commissioning, CYPS – New risks

Movement

All risks and associated actions are in date for review.
New Risks/Closed Risks
There is one new strategic risk (Appendix 4 refers) above the GB RTL (1980 Procurement).
The new operational risks are detailed above. Operational risk 1332 (Primary Care
Community Services)) below the GB RTL has been closed (Appendix 5 refers).
There are now 43 risks experienced by the CCG (an increase of four overall since February
2018).
Further Work
The CCG’s risks have been updated to reflect the maintenance of the traditional
commissioning architecture for the foreseeable future and the start of year overall reset of
current risk levels. Over the next quarter the Strategic Head of Corporate Affairs will continue
to monitor the progress of the CCG’s Improvement Plan to ensure that emergent risks as
articulated in the register as necessary.
Recommendation
GB is asked to approve the 2018/19 Assurance Framework and Corporate Risk Register,
adoption of the previous JLEB RTL and new strategic and operational risks above the GB RTL.

Appendix 1 – Risk Distribution Matrix
Appendix 2 – Assurance Framework
Appendix 3 – Operational risks above the JLEB RTL
Appendix 4 – New Risks
Appendix 5 – Closed Risks
Appendix 6 – AuditOne Risk Benchmarking Data
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Northumberland CCG - Risk Analysis on a page
Likelihood

Rare
1

Consequence/
Severity

Unlikely
2

Possible
3

Likely
4

946, 1984

1178, 1505, 945

1064, 1504,
1374, 1181,
1856, 1800, 399

1385, 1447, 1980,
1798, 1981, 1799,
1985, 1894, 451,
1503, 1435, 1506,
407, 1952, 1492,
1797, 1190, 1177

405, 401

1027, 1191,
1508, 1507, 853

805, 733

1983

Almost Certain
5

Catastrophic
5

744

Major
4

Moderate
3

Tolerance line

Minor
2

403, 1390

Negligible
1

* strategic risks are highlighted in blue.

17/05/2018

NLAND MAT8

NHS Northumberland CCG
Assurance Framework
Risk Ref
Risk owner

David Shovlin

2. Ensure The Delivery Of Safe, High Quality Services That Deliver The Best Outcomes

1178

Corp
Obj

403

17/05/2018

Risk title

System Resilience
and Escalation
Planning

CCG member
engagement

Siobhan Brown

Risk description

There is a risk that a
lack of robust
planning for surges
in demand for
frontline services
throughout the year,
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

4. Deliver Clinically Led Health Services That Are
Focused On Individual And Wider Population Needs

There is a risk that a
failure to engage the
CCG's membership
means that vital
intelligence is not
taken into account
when developing
future delivery
strategy.

Risk effect

Initial

Controls

C

L

Sco

This could lead to
insufficient resource
being available,
potentially resulting
in increased CCG
costs due to
duplication of service
delivery and
insufficient capacity
to meet demand and
an inability to meet
national targets (4
hour A&E, 18 weeks
RTT and ambulance
performance). This
will lead to impact on
organisational
performance at
provider level and
reputational impact
on the CCG

5

5

25

This could result in
services not being
evidence based or
meeting patient
needs, legal
challenge,
reputational damage
and member
practices leaving the
CCG, ultimately
leading to the break
up of the CCG.

4

Internal
Assurance

Internal Audit on
Emergency Planning
and Business
Continuity
Management Significant
Assurance October
2016
A&E Delivery Board All CCG boards
chaired by NHCFT receive regular
CEO - delivering 5 updates.
mandated areas;
now configured with
a separate
Executive and
Operational function

External
Assurance

Internal Audit

Current
C

L

Sco

5

4

20

Urgent and
Emergency
Care Network
Regional A&E
Delivery Board
Chairs Group
HWBB
scrutiny
OSC scrutiny

Gaps in controls

Unprecedented
demand has
resulted in higher
escalation levels
unable to be fully
mitigated.

Gaps in assurances Actions

NHCFT and
NEAS
performance
handovers although an
improving picture
NEAS
performance
overall

Target date
Lead Officer

Acceptable
C

L

Sco

Implementation of 31/05/2018
Consultant
Siobhan
Connect; reset of Brown
NSECH with most
senior
consultants
seeing the
patients first;
ambulatory care
joint investigation
work; review of
primary care
streaming at front
door

5

3

15

Communications 31/05/2018
and Engagement Stephen
Strategy refresh Young
to be approved by
GB

4

2

8

NHS I and NHS E
involvement in
system wide delivery
plans
Local A&E Delivery
Board action plan in
place, also reshaped
LADB with executive
board and
operational group for
delivery

5

20

Communications
and engagement
strategy.

GB monitoring of Stakeholder
CCG strategy
360 Survey.

Internal audit
report on
strategic
planning Nov
2017
substantial
assurance

4

5

20 Strategy refresh

(to reflect
maintenance of
the traditional
commissioning
architecture) to be
undertaken

Locality Meeting
CCG centrally
co-ordinates Locality minutes
Director briefing
notes to ensure
common messaging
from the JLEB and
from members back
to JLEB
Locality meeting
Monthly locality
meetings with CCG key points
discussed at
director
EMG and
representation
additional
guidance/feedb
ack provided as
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NHS Northumberland CCG
Assurance Framework
Risk Ref
Risk owner

Corp
Obj

17/05/2018

Risk title

Risk description

Risk effect

Initial
C

L

Controls

Internal
Assurance

External
Assurance

Sco

Current
C

L

Sco

Gaps in controls

Gaps in assurances Actions

Target date
Lead Officer

Acceptable
C

L

Sco

And Based On Evidence3. Deliver Clinically Led Health Services That Are Focused On The Patient And B

required.
Bi-annual members Governing Body
member
meeting
engagement
Attendance
levels monitored
Agenda agreed
by CCO and
COO
COO annual
Member
Clinical
oversight of the Engagement
engagement
scheme
scheme
IA July 2016 -

CCG 360 Feedback GB monitoring
report

Internal Audit of
Clinical Engagement

Internal Audit of
Clinical Engagement
July 2016

Clinical EMG
fortnightly

Primary Care
Leadership Group refocused for
2018/19 year
Regular ACO
updates in both
member's and
locality meetings
and
Weekly bulletin
provides current
updates
Internal Audit Stakeholder
Engagement

Substantial
Assurance
Clinical
Engagement
IA July 2016 Substantial
assurance
Significant
Assurance in
the Internal
Audit on
clinical
engagement
July 2016
Internal Audit
of Clinical
Engagement substantial
assurance

Action notes
produced and
followed up
Directors briefing
notes from JLEB
GB reporting
NHS England

New Models of
Care team
quarterly
reviews

Stakeholder
Engagement
September
2017 Internal
Audit Substantial
Assurance

Page
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NHS Northumberland CCG
Assurance Framework
Risk Ref
Risk owner

Ian Cameron

1. Ensure That The CCG Makes Best Use Of All Available Resources

945

Corp
Obj

17/05/2018

Risk title

Contract over
performance

Risk description

Risk effect

There is a risk of
This would result in
over-activity, beyond increased CCG
the CCG's control, financial pressure
on acute/secondary and reputational
care contracts, which damage to the CCG.
could ultimately lead
to the provision of
inadequate patient
care pathways which
would necessitate
corrective action
being taken.

Initial

Controls

C

L

Sco

5

5

25

Internal
Assurance

Monthly monitoring Minutes of
of contracts in year contract
meetings and
and raising any
issues with the FT's issue logs
in accordance with maintained
our agreed timetable Corporate
Finance
-or via
Committee and
commissioning
Governing Body
arrangements as
reporting
associate.

Monthly internal
Budget manager
review meetings
involving heads of
commissioning and
locality managers.
Outcome of which
feeds into provider
contract monitoring
meetings and
financial position.
Signed Service
Level Agreements in
place with all
providers which
specify finance and
activity plans.

External
Assurance
C

L

Contract
5
Monitoring IA
February 2018
- Substantial
Assurance
Key Financial
Controls IA
April 2018Substantial
Assurance)

4

Signed budget
manager
meeting notes
and actions.

Gaps in controls

Gaps in assurances Actions

Target date
Lead Officer

Sco
20 Decreased CCG

leverage to
impose penalities
caused by STP
and STF sign up.

NHSI requirement
for FT to meet
significant control
total negates
potential to work
with CCG to
reduce activity.

Contracts
discussed at
Corporate
Finance
Committee.

Monthly monitoring Corporate
Finance
methods set up:
Corporate finance Committee
review of
and QIPP
programme Board, financial
pressures and
Activity Planning
QIPP delivery
Assumptions,
contract analysis of
larger and smaller
contracts to feed into
budget manager
meetings.
Corporate Finance Action log sent
out to all
Committee
attendees and
restructured to
include full review of maintained.
finances including Chaired by Non
main contracts and Exec.
QIPP delivery.
FRP now being
System wide
Financial recovery delivered with
developed to move full PMO
methodology
the CCG from 1%
including Full
deficit back into
QIPP plan for
surplus in future
2018/19
years.

Current

NHSI requirement
for FT to meet
significant control
total negates
potential to work
with CCG to
reduce activity.

Internal audit
review on contract
monitoring
complete with
substantial
assurance
QIPP Internal
Audit Scheduled
for 2017/18,
Quality Internal
Audit scheduled
for 2017/18

Ongoing FRP to
get to financial
balance,
supported by
NECS, NHSE and
PwC, STO
Fully introduce
and embed new
governance
structure for
finance review.
Including Budget
approval process
and monthly
budget manager
meetings.
Implement PwC
recommendations
for finance
committee
Implementation of
Acute 2018-19
QIPP Programme
Strengthening
and Developing
current BI Activity
reporting.
Monitoring
Contract
performance
throughout the
year, and using
Contract
management
clauses as
appropriate.

31/03/2019
Siobhan
Brown

Acceptable
C

L

Sco

5

2

10

31/07/2018
Ian
Cameron

31/03/2019
Ian
Cameron
31/03/2019
Paul Turner

31/03/2019
Paul Turner

NHS England
Area team
external
assurance
over Recovery
plan. PWC
External
review
Page
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NHS Northumberland CCG
Assurance Framework
Risk Ref
Risk owner

Corp
Obj

17/05/2018

Risk title

Risk description

Risk effect

Initial
C

L

Controls

Internal
Assurance

External
Assurance

Sco

Project management Corporate
office put in place to Finance
Committee to
help monitor and
implement financial review and
implement new
recovery plan.
Report on risks and QIPP schemes
mitigation to NHS
England.
Targeted areas
Contract
Performance Notice are monitored to
process to raise and ensure that we
resolve challenges. are seeing the

Current

Gaps in controls

Gaps in assurances Actions

Target date
Lead Officer

Acceptable

C

L

Sco

C

L

Sco

5

4

20

5

2

10

highlighted
good
governanace
and financial
stewardship.
NHSE
reviewing risks
and
mitigations of
the CCG on a
monthly basis.

activity
management
effect coming
through the
source data.

1505

Service
Commissioning

Siobhan Brown

4. Deliver Clinically Led Health Services That Are Focused On Individual
And Wider Population Needs And Based On Evidence3. Deliver

There is a risk that This could result in
the CCG fails to
poor health
commission the right outcomes, increased
high quality, cost
pressure across the
effective services to Northumberland
meet the needs of
health economy and
the population it
associated financial
serves.
pressure and
reputational damage
to the CCG.

5

4

20

CMB
Performance
Report and
minutes
CMB
Adherence to the
performance
national and local
requirements in the report and
minutes
2018/19 planning

Adherence to the
NHS Constitutional
Standards

refresh
2018/19 operational CMB and
Governing Body
plan and detailed
delivery plan with
timelines and
metrics for impact of
delivery

NHS England
assurance

NHS England
assurance

NHS England
quarterly
assurance and
legal
directions/
special
measures
meetings,
Strategic
Planning
Internal Audit

Integrated
Assessment
Framework

CMB and
NHS England
Governing Body Quarterly

System
Transformation
Board

CMB
and Governing
Body

CMB
Commissioning
Intentions & Strategy
2018/19

assurance
meetings
Health and
Wellbeing
Board
NHS England
Internal Audit
NHS E
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NHS Northumberland CCG
Assurance Framework
Risk Ref
Risk owner

Corp
Obj

17/05/2018

Risk title

Risk description

Risk effect

Initial

Controls

L

Sco

4

4

16

External
Assurance

Current
C

L

Sco

4

4

16

Gaps in controls

Gaps in assurances Actions

Target date
Lead Officer

Acceptable
C

L

Sco

4

3

12

Clinically Led Health Services That Are Focused On The Patient And B

C

Internal
Assurance

401

Stakeholder
Engagement

Siobhan Brown

4. Deliver Clinically Led Health Services That Are Focused On
Individual And Wider Population Needs And Based On

There is a risk that a This could result in
lack of appropriate potential legal
engagement with key challenge, delivered
stakeholders,
services not meeting
including the public patient expectations
and patients, will
and diminishing care
mean that the CCG quality that ultimately
will fail to take
affects the CCG's
feedback and
reputation.
evidence into
account when
designing and
commissioning new
services.

Locality patient
groups in place to
review and inform
CCG work.

Notes from
patient groups.

Participation in
Health and
Wellbeing Board
including the
engagement
sub-group.
Governing Body
Communications
provide
and engagement
strategy to go to May assurance that
the CCG has an
2018 Governing
appropriate
Body for approval
strategy
and then delivery
Evaluation of
engagement
events.
Comms and
engagement
action plan.
JLEBreview the
comms and
engagement
strategy
workplan on a
regular basis

Patient
Experience IA
April 2017
Substantial
Assurance

HWBB
Communications
Group to be set up

Internal audit
reviews:
Patient
Experience
Internal Audit
April 2017 Substantial
Assurance

No forward
potential
consultation plan

Updated comms
and engagement
to be
implemented
Transformation
Board will have
system-wide
engagement
responsibility
(linked to
H&WBB group)
Full engagement
and consultation
plans for major
changes

30/09/2018
Stephen
Young
31/07/2018
Stephen
Young

29/06/2018
Stephen
Young
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NHS Northumberland CCG
Assurance Framework
Risk Ref
Risk owner

Corp
Obj

17/05/2018

Risk title

Risk description

Risk effect

Initial
C

L

Controls

Internal
Assurance

External
Assurance

Sco

Current
C

Evidence3. Deliver Clinically Led Health Services That Are Focused On The Patient And B

Internal Audit on
Health and
Wellbeing Board

FRP engagement
requirements
assessed as
projects develop in
in 2018/19
CCG Wide Patient
Forums take place
every 6 months

L

Gaps in controls

Sco

Gaps in assurances Actions

Target date
Lead Officer

Acceptable
C

L

Sco

Internal Audit
report on
Health and
Wellbeing
Board April
2016
Substantial
assurance
Governing Body Internal Audit
monitoring
on patient
experience in
April 2017 Substantial
Assurance
Reports from
Internal Audit
patient forum
on Clinical
engagement
Engagement
sessions
2016/17
substantial
assurance,
Internal Audit
on Patient
Experience
April 2017
Substantial
assurance

Empowering People
and Communities
strategy and working
group
2016/17 patient
experience IA
Substantial
Assurance
System
Transformation
engagement

360 Stakeholder
Survey

System
Transformation
Board

Internal Audit

Governing Body Internal Audit

NHS England

VCDF
replacement
forum yet to be
fully determined NB links to EPC
work
Implementation of
updated comms
and engagement
strategy
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NHS Northumberland CCG
Assurance Framework
Risk Ref
Risk owner

Ian Cameron

1. Ensure That The CCG Makes Best Use Of All Available Resources

946

Corp
Obj

17/05/2018

Risk title

Financial Balance

Risk description

Current
commissioning
architecture remains
and there is a risk
that the medium
term financial plan
(including delivery of
QIPP) will be
adversely affected
by contract
performance leading
to a failure to
achieve financial
balance and a
breach of statutory
duty. This would
result in reduced
funds for future
improvements to
patient outcomes
and NHS England
revoking the CCG's
commissioning
authority.

Risk effect

Leading to increased
financial pressure
and reputational
damage to the CCG

Initial

Controls

C

L

Sco

5

5

25

1. Monthly financial
close down with
review of position
against budgets and
monthly board
report.

2. Procedure notes
written and
month-end checklist
is used each month.

3. Detailed review of
general ledger and
update working
papers

Internal
Assurance

Detailed review
of financial
position and
forecasts taken
place with CFO,
every month.
Detailed
validation work
and testing of
ledger
transactions is
undertaken each
month. Working
papers updated
each month in
detail.

Internal Audit
review contract
monitoring
(February
2018 substantial
assurance).
Internal Audit
review - key
financial
controls (April
2018 substantial
assurance).
Internal Audit
review - key
financial
controls (Apr
2018 substantial
assurance)
Updated review Internal Audit
of general ledger review - key
- transactions
financial
and trial
controls (Apr
balance. This in 2018 ongoing and
substantial
undertaken on a
assurance)

regular basis
and reviewed in
detail at month
end. Working
papers
completed as
part of
month-end
closedown.
4. Issue of monthly Regular
budget reports via discussions with
budget
Business
managers on
Intelligence and
finance position
discussion with
within their
budget managers
domains in
budget manager
meetings.
Project management FRP discussed,
reviewed and
office established
approved
after
recommendation in through
PWC report, tasked governing body.

with delivering the
recovery plan.

Key Financial
Controls Internal
Audit

External
Assurance

Current
C

L

5

3

Gaps in controls

Gaps in assurances Actions

Target date
Lead Officer

Sco
15 Detailed plans in

QIPP internal
place, further
audit scheduled
QIPP schemes to for 2017/18
be identified to
mitigate QIPP
slippage and risks
for delivery in the
2018/19 year

Through System
Transformation
Board, all
providers to share
internal CIP with
CCG and avoid
double counting
Monitoring winter
demand to
ensure financial
targets are met in
2017-18
Medium to Long
Term submitted
to NHSE and
developed and
refined further
Monitoring
Contract
performance
throughout the
year, and using
Contract
management
clauses as
appropriate.

31/03/2019
Richard
Turnbull

Acceptable
C

L

Sco

5

2

10

31/03/2018
Ian
Cameron

31/03/2019
Richard
Turnbull

31/03/2019
Richard
Turnbull

Internal Audit
review - key
financial
controls (Apr
2018 substantial
assurance)
NHS England
Area team
external
assurance
over Recovery
plan. PwC
external
assurance
report.
Internal Audit
review - key
financial

FRP still needs to
be delivered in
order for the CCG
to return to
medium term
financial balance
within the CCG
allocation.
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NHS Northumberland CCG
Assurance Framework
Risk Ref
Risk owner

Corp
Obj

17/05/2018

Risk title

Risk description

Risk effect

Initial
C

L

Controls

Internal
Assurance

External
Assurance

Sco

Current
C

Budget approval
process/ Budget
manager Meetings

L

Gaps in controls

Gaps in assurances Actions

Target date
Lead Officer

Sco

Acceptable
C

L

Sco

4

2

8

controls (Apr
2018 substantial
assurance)
Managers have Internal Audit
to get approval
review - key
via Corporate
financial
Finance
controls (Apr
Committee and 2018 Governing Body substantial
for spending
assurance)
allocations.
Budget manager
reviews with
signed actions
and reviews.
Increasing
awareness of
need for
Purchase orders
to approve
spending.

Additional
Commissioner
Support fund to
achieve financial
balance in 2018-19

Annie Topping

2. Ensure The
Delivery Of

1385

Deprivation of
Liberty Safeguards
(DOLS).

Safe, High Services That Deliver The Best Outcomes
Quality

Due to a Supreme
Court ruling that has
significantly lowered
the threshold for
deprivation of liberty
there is a risk that
many people who
now receive health
funded care at home
will need
authorisation from
the court of
protection which the
CCG are required to
consider. The CCG
could either fail to
consider and deprive
liberty unlawfully or
make an incorrect
judgement.

This could lead to a
risk of legal
challenge resulting in
both reputational and
financial damage to
the CCG and
increased care costs
overall.

4

4

16

Training package to Annual CCG
training audit
raise staff
reported to
awareness of the
QSG.
Supreme Court
Exception
Ruling 'Cheshire
West' implications, reporting to CMB
and
provided by the
Governing Body.
Learning
Developement Unit
Northumbria.
Training attendance
sheets completed
and forwarded to the
quality and patient
safety team
following all bespoke
single agency
MCA/DOL'S training
delivered by the
LDU to CCG and
Primary Care staff.
LA DOL's
lA/CHC team to
Dashoard report
identify potential
cases which need to discussed at the
Safeguarding
be referred to
relevant Supervisory Workstream.
Body for DOL'S.

NHSE have
agreed
submitted
plans that
confirm the
above control
total

The CCG needs
to hit 8m deficit
planned control
total to be eligible
for the CSF
funding.

4

3

12 Potentially staff

unwilling to
engage with
training.

Quarterly CHC
reports and
commissioning
team
monitoring and
assurance.
DOL'S

No official letter
received saying
8m CSF yet, only
original 6m that
was before MHIS
discussions that
pushed the control
total to 8m
LA/Continuing
Healthcare Team
to review their
caselaod to
identify which
patients meet 'the
acid test' and
therefore require
referral to
relevant
Supervisory Body
for DOL'S or
authorisation from
the Court of
Protection.
LA /Continuing
Healthcare Team
to review care
packages of CHC
funded patients,
independant
supported living
or foster/adult
placements. To
explore less
restrictive ways of
delivering care to
negate the risk of
a deprivation of
liberty occurring.

30/05/2018
Fiona Kane

31/05/2018
Fiona Kane
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NHS Northumberland CCG
Assurance Framework
Risk Ref
Risk owner

Corp
Obj

17/05/2018

Risk title

Risk description

Risk effect

Initial
C

L

Controls

Internal
Assurance

External
Assurance

Sco

Current
C

Dashboard
reported to
NSAB/
Performance
and
Govenance
sub group
quarterly.
Assurance
LA/CHC team to
Quarterly CHC
sought from LA reports and
identify potential
cases of deprivation at the NSAB
commissionin
of liberty that need Performance
g/quality and
authorisation from and Govenance safeguarding
sub group Sept teams
the Court of
2016 re current
Protection.
monitoring and
position of
assurance.
judicial DOL's.
LA to provide
CCG
representation at further training
to social care
the quarterly
staff and raise
NSAB
awareness.
Performance
and Govenance 20/02/2018 LA
sub group
Training has
meetings,
been
assurance
completed and
sought from LA a dashboard
re current
for recording
position of
COP DOL'S in
judicial DOL's.
place.
LA/CHC Team to
To review
review care
cases and
packages of
packages of
Continuing
care to explore
Healthcare funded
less restrictive
patients within their
ways of
own homes,
delivering care
independant
to negate the
supported living or
risk of a
foster/adult
deprivation of
placements.
liberty
occuring.
CCG Deprivation of Govenance
Internal Audit Liberty Safeguards Group policy
Deprivation of
approval.
(DOL'S) Policy
Liberty DOL'S Policy will 2016/17
give clear
Substantial
guidance and
assurance
instruction to
CCG staff.

L

Gaps in controls

Gaps in assurances Actions

Sco

Target date
Lead Officer

Acceptable
C

Database to be
developed by the
LA for recording
Court of
Protection
applications for
potential cases of
deprivation of
liberty.

L

Sco

DOL's dashboard
does not include
cases of
deprivation of
liberty that need
authorisation from
the Court of
Protection.
LA developing a
dashboard for
judicial DOL's.
20/02/2018
Separate
dashboard has
now been
developed to
record COP
DOL'S

CCG staff will
work with the LA
to address gaps in
data provision and
develop a plan of
action. This will
involve
understanding any
barriers to data
collection/provisi
on and agreeing
actions to resolve
this.
It is the
responsibility of
the Local Authority
to report on the
Page
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NHS Northumberland CCG
Assurance Framework
Risk Ref
Risk owner

Corp
Obj

17/05/2018

Risk title

Risk description

Risk effect

Initial
C

L

Controls

Internal
Assurance

Sco

External
Assurance

Current
C

L

Gaps in controls

Gaps in assurances Actions

Target date
Lead Officer

Sco

Acceptable
C

L

Sco

number of
patients for whom
DoLS were not put
in place in line
with required
timescales. This
information is
provided in the
DoLS quarterly
assurance report
to the
Performance and
Governance
NSAB sub group.

Ian Cameron

1. Ensure That The CCG Makes Best Use Of All Available Resources

1980

1894

Procurement

Primary Care
Provider Influence

Siobhan Brown

4. Deliver Clinically Led
Health Services That Are

There is a risk that This would result in
the CCG fails to
reputational damage
follow correct legal to the CCG, a failure
procurement
to deliver value for
processes or has
money and improved
insufficient capacity patient services.
to ensure this occurs
and leading to a
legal challenge from
suppliers

4

There is a risk that
the CCG fails to
ensure that the
primary care is
sufficiently engaged
and offered OD
support to operate
as an equal partner
in the wider system,

4

This could result in
reputational damage
to Primary Care with
the consequent
impact on both
primary care
development and
system
developments/
implementation

5

5

20

20

Sign off from
Legal advice is
being taken from Hill Governing Body
Dickenson Solicitors
Recruit additional
posts to CCG
structure

4

Membership of
System
Transformation
Board
CCG management
support

4

3

12

Lead in time for
appointments

3

12

Internal meeting
to formalise
strategy for
procurement

22/06/2018
Paul Turner

4

2

8

Develop
comprehensive
governance
arrangements

29/06/2018
Siobhan
Brown

4

1

4

The shift of focus
from the
Federation to
restructured CCG
and Federation
members being
part of the CCG

Weekly updates
provided on CCG
strategic and
operational issues
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NHS Northumberland CCG
Assurance Framework
Risk Ref
Risk owner

Corp
Obj

17/05/2018

Risk title

Risk description

Risk effect

Initial
C

L

Sco

Controls

Internal
Assurance

External
Assurance

Current
C

L

Sco

Gaps in controls

Gaps in assurances Actions

Target date
Lead Officer

Acceptable
C

L

Sco

Focu On
dual
sed
Indivi And
Wider Population Needs And Based On Evidence3. Deliver Clinically Led Health Services That Are Focused On The Patient And B
Page
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NHS Northumberland CCG
Assurance Framework
Risk Ref
Risk owner

Ian Cameron

1503
Siobhan Brown

2. Ensure The Delivery Of Safe, High Quality Services That Deliver The Best Outcomes 2. Ensure The Delivery Of That Deliver The Best Outcomes
Safe, High Quality Services

451

Corp
Obj

17/05/2018

Risk title

Provider Delivery

Risk description

There is a risk that
providers fail to meet
key performance
outcomes and cease
operations leading to
compromised patient
care and the CCG
having to introduce
potentially expensive
short term measures
in response. NHS
England could
revoke the CCG's
commissioning
authority if found
negligent.

Risk effect

This could lead to
increased financial
pressure and
reputational damage
to the CCG

Initial

Controls

C

L

Sco

4

4

16

Internal
Assurance

Signed contracts in CMB and GB
reporting
place with all
providers.
NECS provide a
monthly report for
smaller providers
covering finance and
performance.

Monthly
performance reports
to CMB and
exception reports to
GB
NHS England
quarterly assurance
meetings & weekly
financial recovery
meetings,
highlighting risks the
CCG is facing.

Primary Care
Resilience

There is a risk that This will result a
workforce shortages derogation of patient
and increasing
care at the primary
demand combine at care level, additional
practice level and
pressures being
result in practice
experienced across
closures, patients
the wider health
being dispersed and economy and the
additional pressures associated
being experienced
reputational damage
by other practices. to the CCG.
This could lead to an
unsustainable
number of practice
closures and
ultimately an inability
to deliver primary
care at scale in
Northumberland.

4

4

16

Northumberland
Primary Care
Commissioning
Committee

External
Assurance

Current
C

L

Non Financial 4
Performance
Management
IA March 2017
- Substantial
Assurance.
Quality
Monitoring and
Improvement
IA March 2016
- Significant
Assurance
NHS England
Quarterly
Review
updates

3

Gaps in controls

Gaps in assurances Actions

Target date
Lead Officer

Sco
12 Current

Acceptable
C

L

Sco

4

2

8

4

2

8

performance
issues with NEAS
and CYPS. Not
all provider
contracts signed

Minutes of
Area Team
meetings and
weekly FRP
meetings

Governing Body NHS England,
receive minutes LMC, HWB

CCG Line
Additional CCG
capacity allocated to Management
support COO and
the Strategic Head
of Corporate Affairs
PCCC Minutes
Primary care
workforce
development
scheme

and
HealthWatch
are committee
member.
Internal Audit
on PC
Commissioni
ng Substantial
Assurance(Ap
ril 2017)
NHS England

4

3

12

Primary Care
29/06/2018
Workplan in place Siobhan
for 2018/19 and
Brown
changes to CCG
structure will
augment primary
care resource for
delivery
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NHS Northumberland CCG
Assurance Framework
Risk Ref
Risk owner

Corp
Obj

17/05/2018

Risk title

Risk description

Risk effect

Initial
C

Siobhan Brown

1. Ensure That The CCG Makes Best Use Of All Available Resources

1435

CCG Operating
Resilience

There is a risk that This could result in
external or internal reduced operational
events could occur output, a potential
which could impact reduction in quality
on the CCG's ability of clinical services,
to conduct routine
and ultimately
business (property or damage to the
IT infrastructure,
CCG's reputation.
staffing levels) which
lead to capacity or
operational delivery
gaps.

4

L

3

Controls

Internal
Assurance

External
Assurance

Sco

12

Current
C

GP Forward View
operational plan
supported by
Transformation
Funding
Merger Approval
Process

PCCC

Delivery of locum
agency, community
education provider
network and care
navigation
Primary Care
Development Action
Plan
Clinical Leadership

CMB, Gov Body NHS England
and PCCC
LMC

L

Gaps in controls

Gaps in assurances Actions

Target date
Lead Officer

Sco

Acceptable
C

L

Sco

4

2

8

NHS England

Process tested
and fit for
purpose

PCCC

Internal Audit

Clinical
Management
Governing Body

Future clinical
leadership team
now appointed but
very new in role;
not yet appointed
Clinical Director of
Commissioning

GP STP Submission CMB

PCCC

Internal audit
The CCG has a
business continuity review on
business
plan in place,
approved by JLEB in continuity and
emergency
the past; in future
planning
Gov Body

EPRR returns
are submitted
to NHS
England for
assurance on
an annual
basis

The CCG has an
absence
management policy
in place, approved
by JLEB

Quarterly HR
analysis report
provided by
NECS,
including
sickness
absence data,
is reported to
JLEB

October 2016
(substantial
assurance)

Additional funding
requests will be
required to obtain
NHS E approval
prior to
implementation
4

3

12

Recruit additional 31/05/2018
capacity in line
Siobhan
with the findings Brown
of the PWC
report

CCG workforce
augmentation plan
to be implemented

NECS IT services
manage the IT
system and
telephone system
and are responsible
for backing up
information
CCG staff undertake
statutory and
Page
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NHS Northumberland CCG
Assurance Framework
Risk Ref
Risk owner

Corp
Obj

17/05/2018

Risk title

Risk description

Risk effect

Initial
C

L

Controls

Internal
Assurance

Sco

mandatory training
CMB, CFC and
Ensure adequate
sufficient staff levels Gov Body
reports
who are qualified
CCG
and competent to
Improvement
undertake daily
Plan report
CCG tasks.
Internal Audit on
Emergency Planning
and Business
Continuity Planning Substantial
Assurance

Regional IT
resilience group set
up as required.
PWC second review
on capacity and
capability has
recommended
increased capacity
in a wider range of
areas - to be
addressed through
the restructure of the
CCG

Siobhan Brown

3. Create Joined Up
Pathways Within And

1506

Strategic
Partnerships

There is a risk that
the CCG's strategic
partnerships fail
leading to a
breakdown in
relationships and
associated short
term capability gaps
emerging.

This could lead to a
derogation of patient
care and an impact
on patient safety and
the CCG future
financial plans
leading to
reputational damage
to the CCG

4

3

External
Assurance

Gaps in controls

Gaps in assurances Actions

Target date
Lead Officer

Acceptable

C

L

Sco

C

L

Sco

4

3

12

4

2

8

Internal Audits
NHS England
quarterly
reviews

Internal Audit
on Emergency
Planning and
Business
Continuity
Planning
October 2016 Substantial
Assurance

NHSE

12

Acr
oss
Organisations To Deliver Seamless Care

Governing Body,
HWBB formal
CMB
sub-reporting
structure from
System
Transformation
Board
Register of
Partnership
Agreement
Formal S75
agreements in place
as necessary

Current

HWBB

Partnership
arrangements
/BCF IA Dec
2015 Significant
Assurance

Joint working as
Section 117s and
other complex care
packages
CCG has confirmed
with all partners that
delivery will be the
current
commissioning
architecture with the
Page
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NHS Northumberland CCG
Assurance Framework
Risk Ref
Risk owner

Corp
Obj

17/05/2018

Risk title

Risk description

Risk effect

Initial
C

L

Controls

Internal
Assurance

External
Assurance

Sco

Current
C

L

Contract
4
Monitoring IA
(Feb 2018) Substantial
Assurance
Key Financial
Controls IA
(Apr 2017) Significant
Assurance
with no issues
of note.
Quality
monitoring &
improvement
IA (Apr 2016) Significant
Assurance
with no issues
of note.
Regional
Quality
Surveillance
Group.
Progress
against action
plan is
monitored by
NEAS 999
contract review
meeting and
QRG (quality
impact).

3

Gaps in controls

Gaps in assurances Actions

Target date
Lead Officer

Sco

Acceptable
C

L

Sco

4

3

12

added dimension of
special measures

Siobhan Brown

2. Ensure The Delivery Of Safe, High Quality Services That Deliver The Best Outcomes

407

National and local
agreed outcomes

There is a risk that
the CCG falls below
the Integrated
Assessment
Framework targets
and fails to identify
and address quality
issues in services or
providers or
providers fail to
provide the requisite
information to enable
effective monitoring
of performance,
leading to
compromised patient
care and a loss of
income from the
CCG's quality
premium

This could result in
derogated patient
care, increased
reputational risk and
financial pressure, a
longer period in
Special Measures
and ultimately NHS
England revoking the
CCG's
commissioning
authority.

4

4

16

Signed contracts in Minutes of Gov
Body and CMB
place with all
Corporate
providers
Finance Board
minutes

Regional escalation
process if requred
where outcomes not
being met
New Action Plan in
negotiation with
NEAS.
Oversight of NECS
contract
management
tightened

Minutes of Gov
Body and CMB

Exception
reporting is
provided to Gov
Body and CMB
via the Perf and
Quality Reports

12 Contract with

NTW agreed but
not yet signed

2018/19 Contract 31/05/2018
offer to be
Ian
finalised and
Cameron
signed

Lack of control
over
commissioning of
NEAS - separate
risk to be
generated

Minutes of Gov
Monthly
performance reports Body and CMB
meetings
to CMB and Gov
Body Meetings

Area Team quarterly
assurance meetings
QRGs in place
Programme of
unannounced visits
to providers, the
outcome of which
are reported to
Quality Intelligence
Group.
HCAI root cause
analysis undertaken
monthly by HCAI

Minutes of
NHS E
meetings
Minutes of
Quality and
Safety Group

HCAI bi monthly
workstream
meeting
considers root
Page
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NHS Northumberland CCG
Assurance Framework
Risk Ref
Risk owner

Corp
Obj

17/05/2018

Risk title

Risk description

Risk effect

Initial
C

L

Controls

Internal
Assurance

External
Assurance

Sco

Current
C

clinical domain lead cause analysis
HCAI recovery plan HCAI
workstream
meeting

L

Gaps in controls

Gaps in assurances Actions

Target date
Lead Officer

Sco

Acceptable
C

L

Sco

4

2

8

CCG quarterly
assurance
meeting.

RAIDR information
validated by NECS.
Local A&E Delivery CCG board
updates
Board

Integrated
Assurance
Framework

Siobhan Brown

3. Create Joined Up Pathways Within And Across Organisations To Deliver Seamless Care

1952

System
Transformation
Board

There is a risk that This could result in
acute and
healthcare being
community
uncoordinated,
integration and
fragmented patient
system working fails, pathways,poor
leading to a
patient experience,
continued lack of
increased financial
integration in some pressure, poor
areas of
patient and
Northumberland's
reputational damage
health economy.
to the CCG.

4

3

12

Contract values
agreed in principle
for 2018/19
System
Transformation
Board
Lead for System
Delivery role created
- joint with Local
Authority

A&E delivery
board
HWBB
Urgent and
Emergency
Care network
Quarterly report Progress
to Gov Body and review
CMB
meetings with
NHSE local
area team.
Governing Body Internal Audit
NHS England
Independent
Chair

Contracts not
signed
4

3

12

PMO approach

Joint
understanding of
all provider CIPs
and CCG FRP
Workplan for
2018/19 including
CIPs in
development.
System delivery
lead reporting to
CCG and Council
jointly manages
the Board.
System PMO to
be put in place to
manage
workstreams.
Planning
guidance for
2018/19 includes
development of
integrated care
systems - agreed
to use System
Transformation
Board as
'shadow'.
Embedding full
PMO to support
delivery with staff
resourced from
across the
system

29/06/2018
Siobhan
Brown
29/06/2018
Siobhan
Brown

29/06/2018
Siobhan
Brown

29/06/2018
Maureen
Taylor
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NHS Northumberland CCG
Assurance Framework
Risk Ref
Risk owner

Ian Cameron

2. Ensure The Delivery Of Safe, High Quality Services That Deliver The Best Outcomes

1190

Corp
Obj

17/05/2018

Risk title

Information
Governance

Risk description

A failure to embed
information risk
management into
CCG business and
to comply with
information
governance policies
could lead to
information
inefficiencies and
risks not being
identified and
assessed.

Risk effect

This could result in
confidentiality
breaches or a failure
to embrace a spirit of
openness and
honesty which may
lead to litigation and
consequent financial
and reputational risk
to the CCG.

Initial

Controls

C

L

Sco

4

3

12

Internal
Assurance

Information
Governance
Framework in place
which includes
policies and
Information
Governance
Strategy

Information
Governance
mandatory training
for all CCG staff
Compliance is being
monitored
throughout 2017/18.
100% completion
rates achieved for
IG.
Caldicott Guardian
and SIRO in place in
CCG. Both required
to undertake annual
training specific to
their roles.
No patient
identifiable data is
handled by the CCG
- patient data
provided by NECS is
routinely
pseudonymised.
Implementation of
GDPR requirements

External
Assurance

Current
C

L

Sco

Connecting for 4
Health
Information
Governance
Self
Assessment
Toolkit.
Deloitte
Service
Auditor
2017/18
report.
Governance
assurance
report for April
2018 provided
by NECS and
presented to
Governance
Group.
IG Toolkit IA
April 2018 Substantial
Assurance

3

12

Compliance with
IG training is
monitored by the
Goverance
Group

Gaps in controls

Gaps in assurances Actions

Target date
Lead Officer

Implementation of 29/06/2018
GDPR policy
Stephen
Young

Acceptable
C

L

Sco

4

1

4

GDPR policy not
embedded in
CCG

Completion of
annual training
monitored by
Governance
Group

Deloitte
service auditor
report covering
period 1/4/17 31/03/18.

Part of the
NECS SLA

Deloitte
Service auditor
report covering
1-4-17 31-3-18.
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NHS Northumberland CCG
Assurance Framework
Risk Ref
Risk owner

Annie Topping

2. Ensure The Delivery Of Safe, High Quality Services That Deliver The Best Outcomes

1064

Corp
Obj

17/05/2018

Risk title

Safeguarding
Vulnerable People

Risk description

Risk effect

There is a risk that This could result in a
failure to comply with derogation of patient
good clinical
care with associated
practice, policies and reputational damage
procedures,
to the CCG and
ineffective
litigation financial
multi-agency and
pressures.
multi-disciplinary
working and not
implementing Case
Review action plans
will result in
vulnerable people's
safety being
compromised and
non-compliance with
statutory regulations.

Initial

Controls

C

L

Sco

4

4

16

Safeguarding
Children/adult
Policies and
Procedures of
provider
organisations and
other agencies.
Representation of
CCG on
LSCB/NSAB Case
Review group to
monitor
implementation of
recommendations
and actions from
Case Reviews and
quality assure the
implementation of
the actions. Action
plans on agenda for
safeguarding
workstream
meetings.

Internal
Assurance

Annual
safeguarding
Children and
adult reports,
Safeguarding
updates included
in the monthly
quality report to
JLEB
Safeguarding
case reviews are
a standing
agenda item on
the CCG's
safeguarding
workstream
meetings.

External
Assurance

Current

Gaps in controls

Gaps in assurances Actions

Target date
Lead Officer

Acceptable

C

L

Sco

C

L

Sco

Quarterly
4
performance
dashboard
from providers.

2

8

4

2

8

Regular
updates on the
progress of
implementati
on of
recommendat
ions from
senior leads
from providers
and also
evidence that
recommendat
ions have
been
implemented
and embedded
e.g. adults.
Regular
reports from
Chair of group
to JLEB
regarding the
progres and
any issues. All
of NHCFTs
and NTWs
recommendat
ions in relation
to the three
management.
Reviews have
been
completed and
signed off by
the LSCB
Case Review
Sub-group.
CCG's own internal 1. QIG minutes IA
are now
arrangements for
safeguarding/
safeguarding which presented to
quality
CMB
as
a
matter
include appointment
improvement
of routine.
of appropriate
NOR1516-10
Safeguarding leads Safeguarding
April 2016.
children/adults
and Designated
Significant
policies updated.
professionals and
assurance with
2. Briefings
also commissioning delivered
no issues of
arrangements that 3. Monthly
note.
ensure provider
CNE NHS
update for
organisations have safeguarding
England CCG
Page
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NHS Northumberland CCG
Assurance Framework
Risk Ref
Risk owner

Corp
Obj

17/05/2018

Risk title

Risk description

Risk effect

Initial
C

Graham Syers

2. Ensure The Delivery Of Safe, High Quality Services That Deliver The Best Outcomes

1181

Prescribing

There is a risk that
poor quality
prescribing or drug
shortages could lead
to patient safety and
experience issues
and unnecessary
precribing costs.

This could ultimately
result in reputational
damage, legal
challenge and
unsustainable
prescribing cost
growth to the CCG.

4

L

4

Controls

Internal
Assurance

External
Assurance

Sco

16

Current
C

robust safeguarding included in the assurance tool
measures in place. quality report for completed
JLEB.
May 2016
4. Learning from IA
Serious Case
Safeguarding
reviews and
Children, LAC
Domestic
and Adults
Homicide
NOR1617-04
Reviews is
incorporated into /05 November
2016
single agency
Significant
mandatory
training for GP's. assurance.
Internal Audit
Final Report NOR 1718/03:
Safeguarding Lessons
Learnt
February 2018
Significant
assurance.
The Medicines
NECS horizon
Internal audit
4
scanning documents Optimisation
review on
Group evaluates medicines
and cost growth
regular NECS
projections.
management
reports and
(16/17 action plans are significant
produced as
assurance).
necessary.
Service
Auditor Report
from PwC on
NHS BSA
Prescriptions
Payments
Process
2016/17.

QIPP precribing
planning.

NECS Medicine
Management
Function

MOG members
monitor of QIPP
action plan
progress
monthly.
CCG 14 day
meeting
monitors
JLEB monitor
QIPP progress
monthly
Medicines
Optimisation
Group

L

Sco

2

8

Gaps in controls

The Department
of Health
sometimes
consults with the
Pharmaceutical
Services
Negotiating
Committee to
adjust the amount
commissioners
pay to
pharmacies. This
can result in
adjustment of
Category M
(generic drugs)
prices the CCG
pay which can
negatively impact
drug spend.
These changes
are difficult to
anticipate.

Gaps in assurances Actions

Target date
Lead Officer

Acceptable
C

L

Sco

4

2

8

NHSE monitor
QIPP progress
with COO and
CFO.
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NHS Northumberland CCG
Assurance Framework
Risk Ref
Risk owner

Corp
Obj

17/05/2018

Risk title

Risk description

Risk effect

Initial
C

L

Controls

Internal
Assurance

External
Assurance

Sco

Current
C

L

Gaps in controls

Gaps in assurances Actions

Sco

Target date
Lead Officer

Acceptable
C

L

Sco

The system will
Proposed
be monitored
introduction of
quarterly by the
OptimiseRx - this
system suggest the Medicines
Optimisation
most cost and
quality effective drug Group
at the point of
prescription. This
allows alternative
medication to be
suggested when
there are known
shortages.
Medicines
OptimiseRx
introduced Jun 16 Optimisation
and data monitored Group (MOG)
on a monthly basis consider monthly
data.
MOG minutes
considered by
JLEB

Internal Audit on
Medicines
Optimisation
November 2016
Quarterly prescribing Ensures the
report: Overarching Medicines
Optimisation
Report, High Cost
Group is aware
Drugs Report,
of prescribing
Controlled Drugs
quality and
Report,
performance
Antimicrobial
issues. All
Report.
management of

Practice Medicines
Management
workplan
achievement data

these issues to
take place.
The workplan
achievement
data gives
overview of
performance
against key
quality and cost
related issues
across Primary
Care
Prescribing. It
allows
management of
issues as they
arise.

Substantial
Assurance

There is a
6-8week time lag
when receiving
monthly
prescribing data
which limits how
quickly action can
be taken if
performance
issues arise.
Some of the
prescribing data
has a 6-8 week
time delay which
could prevent swift
action from being
taken.
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NHS Northumberland CCG
Assurance Framework
Risk Ref
Risk owner

Siobhan Brown

Siobhan Brown

2. Ensure The Delivery Of That Deliver The Best Outcomes
Safe, High Quality Services

1800

1. Ensure That The CCG Makes Best Use Of All Available Resources

1856

Corp
Obj

17/05/2018

Risk title

Conflict of Interest

Risk description

Risk effect

There is a risk that This would lead to
the CCG fails to
potential legal
adequately manage challenges and
conflicts of interests. reputational damage
This could result in to the CCG.
the inability to deliver
CCG objectives in a
cost effective, open
and transparent way.

Initial

Controls

C

L

Sco

4

5

20

Internal
Assurance

External
Assurance

CCG Policy C019
Standards of
Business Conduct
and Declarations of
Interest
Declarations of
Conflict of Interest.
Please note from
April 2018 CCG as
many new Directors
and has
implemented the
new Constitution
and therefore the
declarations of COI
have a very high
priority for the CCG
Conflicts of interest
self assurance
returns to NHS
England on a
quarterly basis
Conflicts of Interest
Guardian in place
Conflicts of Interest
Internal Audit

Audit Committee Internal Audit

Effective CCG
Governance
Structure

Governance
Internal Audit
changes
approved by
Member
practices, NHSE
and now formally
embedded remains in early
stages of
delivery
CMB and
NHS E
Governing Body meetings
Minutes

Current
C

L

Sco

4

2

8

Audit Committee
reviews the
declarations of
interests
registers on a
yearly basis

Gaps in controls

There may be
some gaps if not
all interests have
been declared

Gaps in assurances Actions

Target date
Lead Officer

Acceptable
C

L

Sco

Recommendatio 29/06/2018
ns from the PWC Stephen
report to be
Young
implemented
through the CCG
Improvement
Plan
New Constitution
now in place and
formally approved
by NHS England

4

1

4

Recommendatio 31/07/2018
ns from the PWC Stephen
report to be
Young
implemented to
strengthen
strategic
commissioning

4

2

8

NHS England
assurance

Internal Audit
Report - rated
Substantial in
2017/18.
COI register updated Audit Committee Internal Audit
to reflect revised
guidance (more
comprehensive)
Joint Commissioning There is a risk that
the governance
structure lacks the
robustness required
to exercise the full
range of its statutory
functions and
monitor the long
term health and
wellbeing outcomes

This would result a
loss of confidence
from member
practices,
reputational damage
to the CCG and
ultimately NHS
England revoking the
CCG's
commissioning
authority.

4

5

20

Integrated
leadership and
commissioning for
certain domains with
the Local Authority

4

2

8
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NHS Northumberland CCG
Assurance Framework
Risk Ref
Risk owner

Annie Topping

2. Ensure The Delivery Of Safe, High Quality Services That Deliver The Best Outcomes

399

Corp
Obj

17/05/2018

Risk title

Continuing Health
Care (CHC)

Risk description

There is a risk that
increasing CHC
costs impact on the
ability of the CCG to
deliver broader
commissioning
plans. It may also
prove difficult to
measure the quality
and safety of the
services and the
assessment and
review process and
reviews could result
in gaps in service
delivery to patients,
potentially resulting
in an adverse effect
on patient safety
restitution orders.

Risk effect

The consequences
would be an adverse
affect on patient
care, increased
financial pressures
and associated
reputational damage.

Initial

Controls

C

L

Sco

4

4

16

Partnership
agreement NCC to
manage the CHC
process. 2018/19
budget of £34.4M
agreed which
represents a £3.8M
QIPP saving.

Nursing care
assessment teams
undertaking review
of all potential CHC
patients.
Announced and
unannounced visits
to providers by both
the local authority
and CCG.
Review of
complaints and
incident data via the
Quality Intelligence
Group.
Improved CHC
reporting from LA to
CCG
Strategic
Commissioning
delivered by a
partnership between
the CCG and the LA
Workplan agreed
with the Local
Authority for the
delivery of QIPP
initiatives

Internal
Assurance

CCG finance
team and CFC
and Governing
Body monitoring

External
Assurance

Current
C

L

Sco

Budget
4
reports.
CHC
performance
dashboard
IA CHC Report
May 16 Significant
assurance with
no issues of
note.
NOR 17/18
-07 Open
Book Audit
NOR 17/18-05
Risk based
audit of CHC
NHSE SIP
team review
Key
performance
indicators.

2

8

Gaps in controls

Gaps in assurances Actions

Target date
Lead Officer

National team
29/06/2018
CHC deep dive
Annie
undertaken, and Topping
once published
recommendations
will be
implemented

Acceptable
C

L

Sco

4

2

8

Visit reports.

Quality
Intelligence
Group minutes.
Quality reports.

Governing Body Internal Audit
reporting
Governing Body Internal Audit
reporting

Monitored
through project
leads meetings
and CFC

PWC review of
QIPP plans

Page

22

NHS Northumberland CCG
Assurance Framework
Risk Ref
Risk owner

Ian Cameron

1508
Siobhan Brown

1. Ensure That The CCG Makes Best Use Of All Available Resources 2. Ensure Delivery
The
Of Safe,

1191

Corp
Obj

17/05/2018

Risk title

Commissioning
Support Services

Mental
HealthTransformati
on Programme

Risk description

Risk effect

There is a risk that This could result in
NECS fail to deliver reputational damage
SLA business critical to the CCG and
support services or higher absence
that inadequate KPIs levels leading to
fail to identify
unsustainable staff
problem areas. This churn and increased
could impact on the financial pressure of
CCG's ability to
employing additional
deliver against its
agency staff.
corporate objectives
if additional tasking
is required by a lean
CCG workforce.

High Quality Services That Deliver The Best Outcomes

There is a risk that
the programme fails
to deliver the
required reduction in
the mental health
bed base resulting in
finances unable to
be released to
improve community
services. This will
lead to additional
non-elective activity.

This will result
derogated patient
care, variations in
quality by locality
and increased
financial pressure on
the CCG.

Initial

Controls

C

L

Sco

3

4

12

Signed Service level Contract review
Agreement in place meeting minutes
with issues log
between CCG &
NECS with monthly maintained.
SLA review
meetings held
between both parties
Key Performance
Indicators in place
which are routinely
reported and
reviewed at each
monthly SLA review
meeting
NECS Account
Manager for SLA
queries.

3

4

12

Internal
Assurance

External
Assurance

Gaps in controls

Gaps in assurances Actions

Target date
Lead Officer

Acceptable

C

L

Sco

C

L

Sco

SLA delivery
3
IA April 2017 Substantial
Assurance
Deloitte
service auditor
reports for
period 2017/18

2

6

3

2

6

3

2

6

3

2

6

Regular
meetings held
with NECS
account
manager by
CCG CFO.
Monthly Contract
meetings

Monthly contracts
management
meeting with NTW
STP MH workstream CMB and

HWBB

Governing Body NHS England

MH Transformation
Plan now being
delivered

Current

System
Transformation
Board

Complete
development of
MH
Transformation
Plan

29/06/2018
Kate
Brundle

quarterly
assurance
meeting
Internal Audit
OSC
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NHS Northumberland CCG
Assurance Framework
Risk Ref
Risk owner

Annie Topping

744
Ian Cameron

2. Ensure The Delivery Of Safe, High Quality Services That Deliver The Best Outcomes 1. Ensure CCG Makes Best Use Of All Available Resources
That The

1507

Corp
Obj

17/05/2018

Risk title

Risk description

Risk effect

Initial

Controls

C

L

Sco

Learning Disabilities There is a risk that This could result in
Transformation
there is insufficient derogated patient
Programme
system capacity to care and poor
care for patients who outcomes, increased
are transferred to the financial pressure on
community setting asthe CCG and
a result of the
reputational damage.
national requirement
to deliver the bed
closure trajectory.
This could result in
delayed transfers of
care,
over-commissioned
care packages and
patient's care being
transferred out of
Northumberland.

3

3

9

Anti-Fraud
Arrangements

4

There is a risk that This would result in
ineffective anti-fraud reputational damage
arrangements, or
to the CCG.
staff failing to adhere
to comprehensive
instructions or
undertake mandatory
training, will not
prevent bribery and
corruption leading to
a breach of national
standards and CCG
liability under the
Bribery Act 2010.

Internal
Assurance

Community care and Transforming
Care Meeting
treatment reviews
In-patient tracking Transforming
Care Group
system
Enhanced Models of Transforming
Care Meeting
Care delivery

3

12

Standards of
Business Conduct
Policy - August
2017.

Procurement
procedures in place
within NECS.

Standards of
Business
Conduct Policy
has been
updated to
include
reference to the
Bribery Act 2010

External
Assurance

Audited by
NHS England
Regional LD
Transformati
on Board
OSC

Current
C

L

Sco

3

2

6

Internal Audit
4
review on
declarations of
interest 1617-03 - May
17 provided
assurance that
the CCG is
generally
compliant with
the
requirements
of the Health &
Social Care
Act 2012 in
relation to
declarations of
interest.
ISAE Report
issued by
Deloitte on
operation of
NECS in
certain areas

Gaps in controls

Gaps in assurances Actions

Develop
enhanced model
of care business
case

Target date
Lead Officer

29/06/2018
Kate
Brundle

Acceptable
C

L

Sco

3

1

3

4

1

4

Business Case
development

1

4
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NHS Northumberland CCG
Assurance Framework
Risk Ref
Risk owner

Corp
Obj

17/05/2018

Risk title

Risk description

Risk effect

Initial
C

L

Controls

Internal
Assurance

External
Assurance

Sco

Current
C

.
Inclusion in CCG
Annual Accounts of
related third party
transactions.

Minutes of the
Annual Review of
Audit Committee
Declaration of
Interests Register by meeting.
the CCG Audit
Committee.
Audit Committee
Anti-fraud
minutes
arrangements in
place which include: Quarterly
Local Counter Fraud training report to
Specialist in place Governance
Approved Anti-fraud Group
Assessment of
policy
anti-fraud
Annual anti-fraud
arrangements
plan approved by
undertaken.
Audit Committee
Counter fraud
awareness
mandatory training
and Information
Governance related
to Cyber Crime
Finance training
Budget approval
re detailed
process, Po
financial
requirements for
Policies, 'no
payments

L

Sco

Gaps in controls

Gaps in assurances Actions

Target date
Lead Officer

Acceptable
C

L

Sco

for the period
1/4/17 to
31/3/18.
Independent
Auditors
Report issued
by Mazars LLP
May 2017.
Included within
the annual
report.

Regular
update reports
from LCFS to
Audit
Committee.
Annual Report
on anti-fraud
awareness
report to Audit
Committee.
Carried out by
Paul Bevan.
SRT in
attachments.

contract, no PO,
no Payment'
policy
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NHS Northumberland CCG
Operational Risk Register
17/05/2018
Date
Risk Ref

18/08/2
1390

09/07/2
405

15/05/2
1984

Corp Obj

Director
Risk Owner

2. Ensure The David Shovlin
Delivery Of
Maureen
Safe, High
Taylor
Quality
Services That
Deliver The
Best
Outcomes

2. Ensure The Siobhan
Brown
Delivery Of
Safe, High
Stephen
Quality
Services That Young
Deliver The
Best
Outcomes
1. Ensure
That The
CCG Makes
Best Use Of
All Available
Resources

Risk title

North East
Ambulance Service
(NEAS) (Strategic
Risk 407 refers)

Staffing Levels
(Strategic Risk
1435 refers)

Risk description

There is a risk that
NEAS contract
under performance
and the impact of
increased activity
on the Patient
Transport Service
associated with 7
day working, will
lead to a failure to
deliver key
outcomes, which
would result in
patient care being
compromised and a
requirement for
additional
commissioning
action.

There is a risk that
staff leaving at
short notice,
sickness levels and
Interim
appointments lead
to unsustainable
staff churn and a
loss of corporate
knowledge.
Ian Cameron Planning Guidance There is a risk that
(Strategic risk 946) the non negotiable
Ian Cameron
requirements of the
national planning
guidance for CCG's
(MHIS, Activity
increases) make it
more unlikely that
the CCG will hit its
2018-19 control
total.

Risk effect

This could result in
reputational
damage to the CCG
and increased
financial pressure.

Current risk
C

L Score

4

5

20

Controls

Signed contract
Mediation complete and contract signed
Monitoring NEAS performance targets
Regional contract managed by NECS. There is an
improved minimum dataset for emergency cost per
case element and PTS block. CCG is one of four
regional leads with Head of Commissioning actively
involved at a regional level.
Non contracted elements of NEAS service - PTS,
ECR and impact of 7 day working creating a financial
risk - addressed in contract

Gaps in controls

As per Strategic Risk 451. NEAS
continues to perform below KPI's,
Unlikely to improve to desired level
by end of the year. revising
ambulance protocols to other base
sites, ambulance crews ringing
ahead to discuss whether
appropriate to take into UCC

Actions

Action
Acceptable
responsibili
risk
ty
Target date C L Score

National Ambulance
response programme
(ARP) now in place
which allows longer time
periods for triage of
calls. Replaces previous
performance metrics but
CCG keen to see
transition metrics to
ensure performance is
strong.

Maureen
Taylor

4

2

8

4

1

4

5

2

10

31/08/2018

Contract levers
Maureen
established to shift
Taylor
activity from conveyance
31/08/2018
to greater proportions of
see/hear and treat.

This could result in
reduced operational
output, consequent
damage to the
CCG's professional
reputation and
increased costs of
employment
(agency staff).

4

This will result in
increased financial
pressure and
reputational
damage to the
CCG.

5

4

3

16

15

Absence Management Policy
HR Policies including:
Recruitment & Selection,
Flexible Working,
Other leave,
Appraisal.
Business continuing and emergency planning
arrangements
OD Plan

UCC dispositions
revised with NEAS and
Northumbria and
communicated to
paramedics. This will
increase the numbers
that can be taken to
UCC and avoid NSECH
ED.

Maureen
Taylor

Paramedics continue to
call ED ahead of
conveyance to
determine alternatives.

Maureen
Taylor

OD plan to be agreed
post PWC
recommendations

Stephen
Young

Recruitment of
additional staff as
recommended by PWC
report

Siobhan
Brown

Challenge of the NEAS
contract

Richard
Turnbull

31/08/2018

31/08/2018

31/05/2018

29/06/2018

Requires updating

Robust plans in place that are to have a monthly
Additional pressures caused by
review of the financial position through Corporate
planning guidance.
Finance Committee and to NHSE through non ISFE.

31/03/2019
Managing the impact of Richard
achieving the MHIS and Turnbull
providing for national
31/03/2019
growth levels of activity
by effective use of
reserves and overall
financial management of
all budget lines to
identify Non Recurrent
measures for mitigation
inflated expenditure from
the planning guidance.
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NHS Northumberland CCG
Operational Risk Register
17/05/2018
Date
Risk Ref

24/11/2
1447

18/01/2
1798

18/01/2
1799

Corp Obj

4. Deliver
Clinically Led
Health
Services That
Are Focused
On Individual
And Wider
Population
Needs And
Based On
Evidence3.
Deliver
Clinically Led
Health
Services That
Are Focused
On The
Patient And B
4. Deliver
Clinically Led
Health
Services That
Are Focused
On Individual
And Wider
Population
Needs And
Based On
Evidence3.
Deliver
Clinically Led
Health
Services That
Are Focused
On The
Patient And B
1. Ensure
That The
CCG Makes
Best Use Of
All Available
Resources

Director
Risk Owner

Risk title

David Shovlin Low Acuity
Activity(Strategic
Pamela
Risk 945 refers)
Leveny

Risk description

Risk effect

Current risk
C

L Score
3

There is a risk that
increased
non-elective activity
which results in
additional resource
being required
either to fund
NHCFT (above the
current cap) or
NUFT

This could result in
unsustainable cost
pressures, the
related failure to
deliver other
commissioning plan
objectives, with the
associated patient
care derogation,
and reputational
damage to the
CCG. (Strategic
Risk 945 refers).

4

RightCare
There is a risk that
Programme
the financial and
(Strategic Risk 946 outcome
Brian Moulder refers)
opportunities
identified by
RightCare are not
delivered. This
would result in
potential contract
overperformance
and the continued
variation from
national
benchmarking
leading to
sub-optimal patient
treatment levels.

Leading to
derogated patient
care, increased
financial pressure
and reputational
damage to the CCG

4

Ian Cameron QIPP (Strategic
Risk 946 refers)
Ian Cameron

This will result in
increased financial
pressure and
reputational
damage to the
CCG.

4

John
Warrington

There is a risk that
the 2018-19 QIPP
plan is under
delivered, and
sufficient pipeline
schemes are
identified to offset in
year under delivery.

3

12

12

Controls

Gaps in controls

Chief Officer level meetings to identify system wide
actions.
STP and FRP actions include redesign of emergency
care post-NSECH.
Contract negotiated back to PbR on urgent care
centres and reclassification to type 3.

RightCare programme deployment and delivery
partner identified.

12

QIPP tracker monitoring reported to Corporate
Finance Committee.
Development of detailed QIPP including project
milestones.
Corporate Finance Committee

PMO now in place in the CCG supported by NHS
England Special Measures.
PMO function to be fully established as part of the
CCG staffing establishment.

Action
Acceptable
responsibili
risk
ty
Target date C L Score

NSECH Reset

Maureen
Taylor

4

2

8

4

2

8

4

2

8

29/06/2018

Data disputes.
Constructive and comprehensive
clinical engagement.

4 clinical areas identified which are CVD, respiratory,
MSK and gastro.

3

Actions

Panel decision on arbitration case
with Northumbria FT has made
recommendations for strengthening
CCG processes around Joint
Investigation and Clinical Audit.

Monthly meetings are
being held with CCG
and Trust clinician and
management teams to
identifiy areas to
improve patient pathway

Brian
Moulder

CCG is taking specialist
advice on contract
levers both in-year and
for the 2018/19
Commissioning
intentions and
contracting round

Siobhan
Brown

Develop PMO function
and embed into CCG

Ian
Cameron

31/08/2018

30/06/2018

30/06/2018
Not in posts yet

Joint QIPP/CIP
understanding across all
organisations in the
system developed as
part of the
Transformation Board

Richard
Turnbull

Importance of PMO
being integrated and
embedded within the
CCG and future
sustainability for delivery

Siobhan
Brown

31/03/2019

30/06/2018

Page

2

NHS Northumberland CCG
Operational Risk Register
17/05/2018
Date
Risk Ref

Corp Obj

Director
Risk Owner

Risk title

Risk description

Risk effect

Current risk
C

Controls

Gaps in controls

Actions

L Score

Action
Acceptable
responsibili
risk
ty
Target date C L Score

of QIPP

15/05/2
1983

16/05/2
1985

01/03/2
1492

1. Ensure
That The
CCG Makes
Best Use Of
All Available
Resources

2. Ensure The
Delivery Of
Safe, High
Quality
Services That
Deliver The
Best
Outcomes

2. Ensure The
Delivery Of
Safe, High
Quality
Services That
Deliver The
Best
Outcomes

Ian Cameron Primary Care
There is a risk that This will result in
delegated allocation the primary care
increased financial
Ian Cameron (Strategic risk 946) delegated
pressure and
allocations are not reputational
sufficient to contain damage to the CCG
the national growth
increase in GP
contracts and
therefore create
additional financial
pressure to the
CCG.
Maureen
NEAS
There is a risk that This could result in
Taylor
Commissioning
regional
increased financial
(Strategic Risk
commissioning of pressure, derogated
Paul Turner 1505 refers)
NEAS precludes
patient services and
the CCG
reputational
commissioning the damage to the
right service model CCG.
for Northumberland
leading to continued
requests from
NEAS for additional
investment and the
inability to explore
alternative
solutions.
Annie
Maternity staff
High levels of
Adverse impact on
Topping
shortages at
sickness and
patient safety and
NESCH and MLUs. vacancy at NESCH quality of services.
Annie
(Strategic Risk 407 maternity services Reputational
Topping
refers)
have resulted in a damage to the
large number of
CCG.
unfilled shifts and
Litigation and
unable to meet the financial loss.
increasing demand.
Ongoing
recruitment issues
at MLUs have
impacted on the
ability to release
midwives onto the
rotation programme
to NESCH to keep
up skills and
competencies, and
maintain the current
level of service.

3

4

4

3

12

12

Monthly primary care co commissioning budget
reporting through the PCOG and PCCC monthly
meetings

PC Co Commissioning allocation
increased by 1.8%, GP contracts
increased by 3%.

Identify ways to Non
recurrently mitigate
potential pressures and
remain within PCCC
allocation limit

Paul Turner

Current contract in place until 31 March 2019

Insufficient control levers in current
contract

Continued negotiations
with NEAS via the
regional ambulance
commissioning team

Paul Turner

Commissioning Intentions
Operational Plan 2018/19

4

3

12

Trust has put in place maternity escalation plan if
there is an increase in demand or staffing issues.
Actions are in place to mitigate by drawing in staffing
from midwifery management / matrons roles and
specialist midwifery posts to support the unit and
ensure safe standards of care are maintained.
Trust is recruiting an additional 6.3 wte band 6 staff
to meet with increasing demand.
Review and reconfigurate maternity services at MLUs
to ensure patient safety.
The Trust has implemented temporary overnight
closure at Alnwick MLU as from Nov 2016 to reduce
overall staffing requirement.

3

2

6

4

2

8

4

2

8

31/03/2019

28/09/2018
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NHS Northumberland CCG
Operational Risk Register
17/05/2018
Date
Risk Ref

18/01/2
1797

23/01/2
1177

14/05/2
1981

12/12/2
805

Corp Obj

Director
Risk Owner

Risk title

Risk description

2. Ensure The Siobhan
Brown
Delivery Of
Safe, High
Stephen
Quality
Services That Young
Deliver The
Best
Outcomes

Conflicts of Interest There is a risk that
the CCG's
governance
structure will result
in additional
Conflicts of Interest
being declared.
This could result in
the CCG's decision
making process
being adversely
affected.
David Shovlin Urgent Care in
If the CCG does not
3. Create
Primary Care
commission and
Joined Up
Pamela
secure delivery of
Pathways
Leveny
urgent primary care
Within And
services there is a
Across
risk that urgent and
Organisations
emergency care
To Deliver
services will
Seamless
become
Care
unsustainable and
A&E usage rises.

Children and Young
2. Ensure The Annie
Topping
Peoples Access to
Delivery Of
Service
Safe, High
Kate
Brundle
Quality
Services That
Deliver The
Best
Outcomes

4. Deliver
Clinically Led
Health
Services That
Are Focused
On Individual
And Wider
Population
Needs And
Based On
Evidence3.
Deliver
Clinically Led
Health
Services That
Are Focused

Annie
Topping
Annie
Topping

Core offer from
Public Health (PH)
(Strategic Risk
1505 refers)

There is a risk that
waiting times within
secondary CYPS
service are
excessive leading
to delays in
treatment and poor
outcomes for
children and young
people
The lack of a core
offer has meant that
the CCG's
commissioning plan
potentially fails to
address broader PH
issues, is based on
incomplete
information and
lacks supporting
evidence, leading to
a waste of resource
on non-effective
treatments

Risk effect

Leading to
sub-optimal
strategic
commissioning
decisions and
resultant
reputational
damage to the
CCG.

Current risk
C

L Score

4

3

12

Controls

CCG Policy CO19 Standards of Business Conduct
and Declarations of Interest
Declarations of Conflicts of Interest

Gaps in controls

Actions

Action
Acceptable
responsibili
risk
ty
Target date C L Score

4

2

8

4

1

4

4

2

8

3

3

9

There may be some gaps if not all
interests have been declared

Conflicts of Interest Self Assurance Returns to NHS
England
Conflicts of Interest Guardian
Register of Conflicts
COI meeting register
Comprehensive COI system for shared-roles

This could result in
4
increased CCG cost
pressures and a
less effective
emergency care
system and a
reputational risk if
member practices
perceive that the
CCG does not
achieve a shift of
resources from
acute to community
settings.

This will result in
reputational
damage to the CCG

4

This could impact
on patient care and
lead to data
inaccuracies on the
CCG health
programmes
metrics, resulting in
reputational
damage and
financial
consequences for
the CCG.

3

3

12

Newly developed complex and vulnerable scheme
with an alternative option to embed the Avoiding
Unplanned Admissions DES to discuss A&E
attenders regularly with MDT.

Practices may not engage fully with
the delivery as part of the PC
commissioned service.

Clinical Test Group and the Expert Patient Advisory
Group assess effectiveness of the current services
and inform service improvement.
Primary Care Co-commissioning established, which
facilitates CCG whole-system oversight.
Services have now been incorporated into the
revised PC commissioned service for 2018/19.
Through PC commissioned services the CCG has
Practices can still choose not to
introduced a gateway section that mandates the
provide the ne PC commissioned
delivery for primary care to enable an interface with
service
all other services to allow patients to flow to the most
appropriate provider and avoid inappropriate use of
A&E.

3

12

Regional U&EC Vanguard funding for NHS 111 direct
booking into primary care. 1 per 2000 register
population - 800 appointments per week.
Additional investment in 2018/19 to meet CYPS
Further demands on service
access

All practices on line to
deliver extended access
across populations
covring all
Northumberland, from
Sept 17. Work shops
and progress fo each
element of the primary
care programme will
continue and
comprehesively covers
all national and local
requirements

Pamela
Leveny

Remedial action plan
(attached)

Kate
Brundle

29/06/2018

03/09/2018

3

9

Ensure the core offer meets the needs of
Northumberland CCG
Engage Public Health on an ongoing basis to
manage risks.
Prioritise deliverables with public health to maximise
outputs and impacts.

The Core Offer document is not
available.
Gaps in public health capacity has
led to poor engagement with CCG.
Gaps in public health's capacity to
respond and engage with CCG.
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NHS Northumberland CCG
Operational Risk Register
17/05/2018
Date
Risk Ref

Corp Obj

Director
Risk Owner

Risk title

Risk description

Risk effect

Current risk
C

L Score

3

Controls

Gaps in controls

Actions

Action
Acceptable
responsibili
risk
ty
Target date C L Score

Implement the GNBSI
action plan

Annie
Topping

On The
Patient And B

05/11/2
733

14/03/2
1504

05/08/2
1374

2. Ensure The Annie
Topping
Delivery Of
Safe, High
Annie
Quality
Services That Topping
Deliver The
Best
Outcomes

Healthcare
Associated
Infections (Strategic
Risk 407 refers).

The numbers of
healthcare
associated
infections e.g. c.diff,
MRSA, Norovirus
and Gram -ve blood
stream infection
particularly in the
community,
continue to
increase. This
would also lead to a
failure in meeting
the NHS England
target/s.

Adverse impact on
patient care and
service quality
Potential risk to
other patients
Failing to meet
quality standards
Financial penalities
to CCG
(Strategic Risk 407
refers)

3

2. Ensure The Siobhan
Brown
Delivery Of
Safe, High
Stephen
Quality
Services That Young
Deliver The
Best
Outcomes

Primary Care
Delegated
Commissioning

9

There is a risk that
conflicts of interest
are not declared, or
once they are, they
reach a level that
precludes the
delivery of the
operational
business of the
Northumberland
Primary Care
Commissioning
Committee.
Siobhan
Mental
Health
Crisis
The requirement to
3. Create
Brown
Concordat
jointly deliver the
Joined Up
(Strategic
Risk
MH Concordat with
Pathways
Kate
Brundle
1508
refers)
key partners could
Within And
result in delivery
Across
gaps requiring
Organisations
unnecessary costs,
To Deliver
conflict with CCG
Seamless
commissioning
Care
priorities and a
failure to deliver
NHS objectives.
This could lead
diminished

This could lead to
delays in decision
making, potential
derogation to
patient care and a
lack of confidence
in the CCG by
member practices
leading to
reputational
damage to the CCG

4

2

8

This could result in
increased financial
pressure and
reputational
damage to the
CCG.

4

2

8

Bi-monthly HCAI Workstream meeting allowing
focused discussion wiht local microbiology services,
GP practices and public health. Onward reporting to
the Quality Intelligence Group (QIG) and JLEB.
Bi-monthly monitoring and scrutiny through QRGs,
and ad hoc deep dive.
Monitoring amd evaluation of antibiotic prescribing
data (monthly at CCG level and quarterly at practice
level) by NECS pharmacist and feed into HCAI
workstream meetings.
RCAs for all MRSA and C.Diff incidents and reviewed
at bi monthly HCAI Worstream to identify lessons to
be learnt and monitor progress.
Collaborative working and share learnings at regional
level through the HCAI Reduction Partnership.
WInter SITREP reports to monitor incidents and
identify potential outbreaks for futher actions
Development of a joint improvement plan by
September 2017 with Northumbria Healthcare that
describes how the health economy will achieve a
50% reduction in healthcare associated GNBSIs by
March 2021, with a focus on a 10% or greater
reduction of E.coli in 2017/18.
Development of a workplan for 2017/18 to provide
clear focus.
Development of a Northumberland GNBSI action
plan.
CCG Business Conduct Policy
Separate COI declarations by committee members
Committee members do not register
all potential COIs
Internal COI governance routine - eg agenda
circulated prior to papers to ask for early declarations
of any potential COI
Revised COI business conduct policy reflecting
revised national guidance
Appropriate management in Committee

inclusion in regional distribution for information
none
Staff now in place, all vacancies have been filled
Transformation programme board established with
none noted
main provider, will include MH concordat as quarterly
item, with LA in attendance
Staff attending development meetings and reporting none
back to COO
Monthly senior operations meeting with NTW
Inter-agency MH concordat action plan agreed

3

2

6

4

1

4

4

2

8

31/03/2019
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NHS Northumberland CCG
Operational Risk Register
17/05/2018
Date
Risk Ref

Corp Obj

Director
Risk Owner

Risk title

Risk description

Risk effect

Current risk
C

L Score

3

2

Controls

Gaps in controls

Actions

Action
Acceptable
responsibili
risk
ty
Target date C L Score

Quarterly comparison of
the number of
procedures performed
and the number of
approved IFRs

Brian
Moulder

VBC. policy is reviewed
every six months to
ensure all current
procedures contained in
policy refect lastest
evidence and best
practice. Plus
consideration to include
any new treatments

Brian
Moulder

outcomes for
patients and
increased in-patient
bed reliance.
01/07/2
1027

02/12/2
853

4. Deliver
Clinically Led
Health
Services That
Are Focused
On Individual
And Wider
Population
Needs And
Based On
Evidence3.
Deliver
Clinically Led
Health
Services That
Are Focused
On The
Patient And B
3. Create
Joined Up
Pathways
Within And
Across
Organisations
To Deliver
Seamless
Care

John
Warrington

Value Based
Commissioning
Policy.

Brian Moulder

Siobhan
Brown
Rachel
Mitcheson

Better Care Fund
(BCF)

There is a risk that,
due to a lack of GP
awareness, patients
are inappropriately
referred for
procedure of low
clinical value
presenting a patient
safety risk and
inequity of access
to services.

This could result in
reputational
damage to the CCG
and increased
financial pressures.

There is a risk that Leading to either
the nationally
increased financial
defined BCF
pressures to the
metrics are not met. CCG, or
reputational
damage caused by
the CCG being
unable to respond
to patient needs
and improve
services
accordingly.

3

2

6

6

Approved Value Based Commissioning Policy in
place and is developed by clinicians representing all
CCGs in the North East and Cumbria.
Contractual agreement with all providers in the North
East covered by the policy, regarding witholding
payment for individual treatments where prior
approval has not been given
Communication with GP practices on policy to ensure
clinicians are aware of updates so that clinical
practices can be amended accordingly

Final plan agreed by the Health and Wellbeing board.

3

1

3

3

2

6

30/11/2018

30/11/2018

Governing Body receives progress updates
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NHS Northumberland CCG
New risks added from 28/02/2018 to 17/05/2018
17/05/2018

Date
Risk Ref
15/05/2018
1984

Operational -

11/05/2018
1980

Strategic -

15/05/2018
1983

Operational -

16/05/2018
1985

Operational -

Corp Obj

1. Ensure
That The
CCG Makes
Best Use Of
All Available
Resources

Director
Risk Owner
Ian
Cameron
Ian
Cameron

Risk title

Risk description

Planning Guidance There is a risk that
(Strategic risk 946) the non negotiable
requirements of the
national planning
guidance for CCG's
(MHIS, Activity
increases) make it
more unlikely that
the CCG will hit its
2018-19 control
total.

Risk effect

This will result in
increased financial
pressure and
reputational
damage to the
CCG.

C

L Score

5

3

15

Controls

Gaps in controls

Robust plans in place that are to have a monthly
Additional pressures caused by
review of the financial position through Corporate
planning guidance.
Finance Committee and to NHSE through non ISFE.

Actions

Challenge of the NEAS
contract

Action
Acceptable risk
responsibility
Target date

Richard
Turnbull

C

L Score

5

2

10

4

2

8

3

2

6

4

2

8

31/03/2019
Managing the impact of Richard
achieving the MHIS and Turnbull
providing for national
31/03/2019
growth levels of activity
by effective use of
reserves and overall
financial management of
all budget lines to
identify Non Recurrent
measures for mitigation
inflated expenditure from
the planning guidance.

Ian
Procurement
1. Ensure
Cameron
That The
CCG Makes
Best Use Of Paul Turner
All Available
Resources

4

1. Ensure
That The
CCG Makes
Best Use Of
All Available
Resources

3

2. Ensure
The Delivery
Of Safe,
High Quality
Services
That Deliver
The Best
Outcomes

There is a risk that This would result in
the CCG fails to
reputational
follow correct legal damage to the
procurement
CCG, a failure to
processes or has
deliver value for
insufficient capacity money and
to ensure this
improved patient
occurs and leading services.
to a legal challenge
from suppliers
Ian
Primary Care
There is a risk that This will result in
Cameron
delegated allocation the primary care
increased financial
(Strategic risk 946) delegated
pressure and
Ian
allocations are not reputational
Cameron
sufficient to contain damage to the CCG
the national growth
increase in GP
contracts and
therefore create
additional financial
pressure to the
CCG.
Maureen
NEAS
There is a risk that This could result in
Taylor
Commissioning
regional
increased financial
(Strategic Risk
commissioning of pressure, derogated
Paul Turner 1505 refers)
NEAS precludes
patient services and
the CCG
reputational
commissioning the damage to the
right service model CCG.
for Northumberland
leading to continued
requests from
NEAS for additional
investment and the
inability to explore
alternative
solutions.

Current risk

4

3

4

3

12

12

12

Legal advice is being taken from Hill Dickenson
Solicitors
Recruit additional posts to CCG structure

Lead in time for appointments

Monthly primary care co commissioning budget
reporting through the PCOG and PCCC monthly
meetings

Current contract in place until 31 March 2019
Commissioning Intentions
Operational Plan 2018/19

Internal meeting to
formalise strategy for
procurement

Paul Turner

PC Co Commissioning allocation
increased by 1.8%, GP contracts
increased by 3%.

Identify ways to Non
recurrently mitigate
potential pressures and
remain within PCCC
allocation limit

Paul Turner

Insufficient control levers in current
contract

Continued negotiations
with NEAS via the
regional ambulance
commissioning team

Paul Turner

22/06/2018

31/03/2019

28/09/2018
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NHS Northumberland CCG
New risks added from 28/02/2018 to 17/05/2018
17/05/2018

Date
Risk Ref
14/05/2018
1981

Operational -

Corp Obj

2. Ensure
The Delivery
Of Safe,
High Quality
Services
That Deliver
The Best
Outcomes

Director
Risk Owner
Annie
Topping
Kate
Brundle

Risk title

Risk description

Risk effect

Children and Young There is a risk that This will result in
Peoples Access to waiting times within reputational
Service
secondary CYPS
damage to the CCG
service are
excessive leading
to delays in
treatment and poor
outcomes for
children and young
people

Current risk
C

L Score

4

3

12

Controls

Additional investment in 2018/19 to meet CYPS
access

Gaps in controls

Further demands on service

Actions

Remedial action plan
(attached)

Action
Acceptable risk
responsibility
Target date

Kate
Brundle

C

L Score

4

2

8

03/09/2018
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NHS Northumberland CCG - risks closed from 28/02/2018 to 17/05/2018
Risk Ref
Risk Type

Description of risk

1332

Contract for Primary Care Comunity Services now
operates on a less bureaucratic approach, in that it
only requires GP self declaration/ survey monkey/
some data extraction. (Strategic Risk 407 refers)
Non performance of contract
Non acheivement of identified targets
Inappropriate payments to practices
Inadequate care for patients
Financial pressure of double payments for care
required
(Strategic Risk 407 refers)

Operational -

Current
Score
9

Acceptable Reason for closure
Score
6

Risk No Longer Applies
This risk has been mitigated
by year end reconciliation
and practices have received
the appropriate payments.

Date closed

17/05/2018

NORTHUMBERLAND CCG
Internal Audit Report Ref: NOR 1718/16
Date: 8 March 2018

Clinical Commissioning Groups
Assurance Framework Benchmarking 2017
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Joanne Bryson, Head of Quality and Performance
Louise Cobain, Assistant Director (Mersey Internal Audit Agency)
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The matters raised in this report are only those which came to our attention during our internal audit work and are not necessarily a comprehensive
statement of all the weaknesses that exist, or of all the improvements that may be required. Whilst every care has been taken to ensure that the
information in this report is as accurate as possible, based on the information provided and documentation reviewed, no complete guarantee or
warranty can be given with regards to the advice and information contained herein. Our work does not provide absolute assurance that material
errors, loss or fraud do not exist. This report is prepared solely for the use of the Board and senior management of North Tyneside CCG Details
may be made available to specified external agencies such as external auditors, but otherwise this report should not be quoted or referred to in
whole or in part without prior consent. No responsibility to any third party is accepted as the report has not been prepared, and is not intended for
any other purpose.
Freedom of Information Notice
In the event that, pursuant to a request which Northumberland CCG has received under the Freedom of Information Act 2000, it is required to
disclose any information contained in this report, it will notify AuditOne promptly and consult with AuditOne prior to disclosing such report.
Northumberland CCG agrees to consider any representations which AuditOne may make regarding such disclosure and Northumberland CCG shall
apply any relevant exemptions which may exist under the Act to such report where it concurs that they are appropriate. If, following consultation
with AuditOne, Northumberland CCG discloses this report or any part thereof, it shall ensure that any disclaimer which Audit One has included or
may subsequently wish to include in the information is reproduced in full in any copies disclosed.
AuditOne is hosted by Northumberland Tyne and Wear NHS Foundation Trust.
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Executive Summary

1.1

Introduction
As part of our long-standing partnership with Mersey Internal Audit Agency (MIAA) our client
and member organisations were invited to participate in their annual Board Assurance
benchmarking exercise for Clinical Commissioning Groups in November 2017.
The overall purpose of this exercise is to provide insight to enable an individual CCG to
understand how key elements of their Assurance Frameworks compare with others.
The insights provided are from a detailed review of 53 CCG Assurance Frameworks across
the country. Whilst it is recognised that there will be differences in CCG risk profiles, the
analysis sets out some interesting comparisons and offers the opportunity to question
inclusions, omissions and risk scores at a local level. In addition, comparison is made to
the previous annual benchmarking exercises.
All outcomes within report are anonymised, Northumberland CCG being CCG 33 in the
comparisons within the report.
We acknowledge and thank MIAA for the opportunity to participate in this exercise.
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What keeps CCG Governing
Bodies awake at night? (2017 Edition)
Clinical Commissioning Group Assurance Framework
Benchmarking

MIAA Insight

CCG Assurance Framework Benchmarking

The overall purpose of the insight is to enable individual CCGs to understand how key elements
of their Assurance Frameworks compare with others.

1. Context
Good governance lies at the heart of all successful organisations and can help protect them
from poor decisions and exposure to significant risks. An efficient and effective Assurance
Framework is a fundamental component of good governance, providing a tool for Governing
Bodies to identify and ensure that there is sufficient, continuous and reliable assurance on
organisational stewardship and the management of the major risks to organisational success.
Whilst traditionally the Assurance Framework focussed on risks, controls and assurances within
the organisation, we are starting to see a wider focus across organisation boundaries and an
increase in external risks to reflect the environment within which Clinical Commissioning
Groups (CCGs) are operating.
The insights provided below are from a detailed review of 53 CCG Assurance Frameworks
(October 2017). Whilst it is recognised that there will be differences in CCG risk profiles, the
analysis sets out some interesting comparisons and offers the opportunity to question
inclusions, omissions and risk scores at a local level. In addition,
comparison

is

made

to

the

previous

annual

MIAA

benchmarking exercises.

2. Top 10 Strategic Risks

TOP 10 RISK THEMES

In grouping all the risks within the assurance framework, there

1.

Financial Duties and QIPP

was a clear ‘top 10’ in terms of the most frequent risk theme

2.

Quality Assurance of
Providers

documented within the assurance frameworks.

3.

Reconfiguration and
Redesign of Services

Of all the assurance frameworks

4.

Performance Targets

5.

Commissioning

6.

seventeen (32%) covered at least seven of the ‘top 10’

Public and Patient
Engagement

7.

Workforce

risk themes.

8.

Access to Services

forty (75%) covered at least five of the ‘top 10’ risk

9.

Statutory and Regulatory
Requirements

areas. The top 10 themes accounted for almost 75% of all risks



none of the CCGs had risks across all of the ‘top 10’
themes.




themes. The majority of CCGs with risks in less than five
of the themes had Assurance Frameworks with a low
number of risks in total.
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MIAA Insight

CCG Assurance Framework Benchmarking

The table below compares the ‘top 10’ risk themes for 2017 against the results for 2016 and
2015. The top theme from previous years has been developed into more specific themes for
2017, as it became clear that the majority of these risks now grouped into ‘Regulatory, Legal
and Statutory Requirements’, ‘Workforce’ and ‘Governance’. Two of these themes also feature
in the ‘Top 10’.
‘Financial Duties, Sustainability and QIPP’ was a clear leader in terms of the top risk, comprising
of 16% of the total number of risks. ‘Quality Assurance of Providers’ rose to number two in the
‘Top 10’, with 11% of the total number of risks.
‘Transformation, Reconfiguration and Redesign of Services’ remains a prominent feature
reflecting Sustainability and Transformation Plans (STPs), and the development of Accountable
Care Systems/ Partnerships and local delivery models. Closely linked with this, ‘Partnership
Working’ continues to feature in the ‘Top 10’.
‘Quality Assurance of Providers’ and ‘Performance Targets’ have again become more prominent,
reflecting the challenges currently being faced not only by individual organisations but also
across the sector.

2017
1. Financial Duties and
QIPP 
2. Quality Assurance of
Providers 
3. Transformation,
Reconfiguration and
Redesign of Services 
4. Performance Targets 
5. Commissioning 
6. Public and Patient
Engagement 
7. Workforce 
8. Access to Services 
9. Statutory and Regulatory
Requirements 
10. Partnership Working 

2016
1. Corporate Systems and
Processes
2. Partnership Working
3. Reconfiguration and
Redesign of Services
4. Commissioning
5. Quality Assurance of
Providers
6. Financial Duties
7. Public and Patient
Engagement
8. Access to Services
9. Performance Targets
10. Primary Care

2015
1. Corporate Systems and
Processes
2. Partnership Working
3. Quality Assurance of
Providers
4. Financial Duties
5. Commissioning
6. Performance Targets
7. Public and Patient
Engagement
8. Access to Services
9. Reconfiguration and
Redesign of Services
10. Primary Care

Figure 1: Top Ten Risk Themes – 3 year comparison

Q: Does your Governing Body Assurance Framework consider the breadth of these themes?
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3. Overall Risk Profile
The overall risk profiles of the CCGs varied significantly in terms of numbers and risk scores.

Figure 2 – CCG risk profiles as captured within their Assurance Frameworks

The overall proportions of high, moderate, low and insignificant risks have remained consistent
with the previous year.
Four CCGs had an assurance framework without any risk scores. Two Assurance Frameworks
had insignificant risks included on their assurance framework, and 36% had low risks recorded.
The average number of risks was 13 (range 4-34) compared to 16 in our 2016 exercise.
The overall results should be considered in the light of the different ways in which CCGs
articulate their risks in their assurance frameworks. Some CCGs have a very small number of
risks which encompass a number of sub-risks where as others have a greater number of more
specific risks. This will influence both the risk profile results and the categorisation of risks (as
a single risk covering a range of issues can be categorised within a number of risk themes).

Q: Have you considered the overall risk profile within your organisation and is the number of
risks on the Governing Body Assurance Framework manageable in terms of scrutiny and
oversight?
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4. High Risks
The highest risks (risk score 20-25) identified across the assurance framework covered a wide
range of areas and are combined and summarised below.
Table 1 – Highest risks within CCG Assurance Frameworks

Risk

Current Risk
Score

Demand for Healthcare Services

25

Planned Deficit and Longer Term Sustainability of Services

25

QIPP Identification and Delivery

25

Overall Delivery of Financial Control Total

25

Executive Team Capacity

25

Potential for System Hardware Failure

25

Potential for Information Governance breaches including Cyber attacks

25

Primary Care Capacity

20

Lack of CAMHS Inpatient Beds

20

Urgent and Emergency Care Pressures

20

Commissioning Timely, Safe and Effective Care Services

20

Re-basing of Contracts Risk

20

Over Activity on Contracts

20

Commissioning Support Unit Services

20

Delivery of Priorities

20

Pandemic Flu

20

Ability to influence and drive required future system reconfiguration

20

Clinically Sustainable and Financially Viable Recovery Plan

20

Clinical Decision Making in New Governance Structures

20

High Mortality Rates and/ or Sub Optimal Care

20

Integration

20

Appropriate Reporting for Joint Working Arrangements

20

A&E Targets

20

Performance Targets

20

Ambulance Performance Targets

20

Page |4

MIAA Insight

CCG Assurance Framework Benchmarking

Risk

Current Risk
Score

Primary Care Support

20

Quality Management Independent Sector Providers

20

CQC Compliance

20

Vision for Local Care Organisation

20

Funding, Pace and Scale of Transformation

20

Clinical Workforce Capacity across the System

20

CCG Resources, Capacity and Capability

20

GPs and Practice Nurse Workforce and Recruitment

20

Of the highest risks (scored at 20 and 25), the greatest percentage (34%) were within the
‘Financial Duties’ risk theme, generally relating to the delivery of the control total, QIPP and
overall sustainability. Both the 2016 and 2015 analysis also reflected financial risks as those
with the largest percentage of high risks (25% and 20% respectively).
In terms of how the overall high risks (risk score 15-25) translated into the risk theme areas, it
can be seen that the ‘top 10’ themes collectively accounted for the 83% of all high risks. All the
‘Top 10’ themes had a least one high risk, with Public and Patient Engagement the only ‘Top
10’ theme without a risk scored between 20-25.
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Figure 3 – Percentage of high risks within CCG Assurance Frameworks in relation to risk themes

The average number of high risks (risk score 15-25) in an assurance framework was 4 (the
range being between 0-14). This is identical to our 2016 benchmarking exercise.

Q: Are there any high risks identified here that need to be considered by your organisation, either
in terms of omission within the Governing Body Assurance Framework or in the current risk
impact and likelihood scores?
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5. Risks Facing CCGs
There were a wide variety of risks within each of the ‘top 10’ risk themes and the section below
provides further narrative regarding each category and an overview of the risks identified
within the assurance frameworks.

Financial Duties, Sustainability and QIPP
92% of assurance frameworks included a risk within this theme (compared with 70% in 2016
although this year we have combined the QIPP risks as well). As was the case in both 2016 and
2015, financial risks were also the most prevalent theme within the high risks (scoring 15 to
25). The delivery of control totals and underlying financial position (including financial
recovery) were specifically referenced and this is reflective of the increasingly challenging
economic climate and NHS funding position.
QIPP/ CIP continued to be more prevalent in terms of both the identification of schemes and
the increasing challenge of delivery (often alongside other organisations as part of system
transformation/ reconfiguration).

Figure 4 – Financial duties, sustainability and QIPP risks within CCG Assurance Frameworks
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Quality Assurance of Providers
The quality assurance of providers is a key role delivered by CCGs and the breadth and
complexity of this role was identified across the assurance frameworks reviewed. 75% of the
assurance frameworks (compared with 69% in 2016) identified at least one strategic risk in this
area. High risks were generally around the quality of care generally and within specific services,
as well as patient safety and safeguarding. Other risks included clinical variation, infection
control, provider failure, and acting on quality issues. There was an increased focus in the
descriptions on quality outcomes.

Figure 5 – Quality assurance of providers risks within CCG Assurance Frameworks
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Transformation, Reconfiguration and Redesign of Services
Transformation, reconfiguration and redesign of services continues to be a prevalent risk for
CCGs with 64% recognising at least one risk in this theme. This aligns with STP developments
along with Accountable Care Systems/ Partnerships and local models of care. There is also a
clear link to theme ten, ‘Partnership Working’.
High risks related to identification and alignment of priorities within a clear vision, support by
funding and delivered at the pace required. Other risks referenced the need for innovation,
specific service redesign, system management and the delivery of outcomes. There was a wide
range of variation in the narrative descriptions of the risks in this area and the scoring applied.

Figure 6 – Transformation, reconfiguration and redesign risks within CCG Assurance Frameworks
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Performance Targets
Performance targets remain a challenge for provider organisations and this was reflected in a
number of CCG assurance frameworks. 55% of the assurance frameworks identified at least
one strategic risk in this area, compared to 52% last year. This risks within this theme could
easily be grouped into a small number of areas. The most frequent and highest risks related to
the A&E waiting times and ambulance targets (including response times and handovers). This
theme accounted for 15% of the total highest risks (scored 20 and 25), the second highest of
all themes behind ‘Financial Duties, Sustainability and QIPP’.
Other moderate risks were in respect of mental health performance, stroke indicators, CQUIN
and expected Continuing Health Care (CHC) Assessment Standards.

Figure 7 – Performance targets risks within CCG Assurance Frameworks
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Commissioning and Contracting
Commissioning and contracting is a fundamental area of CCG strategic objectives. 58% of the
assurance frameworks identified at least one strategic risk in this area. The highest risks related
to effective commissioning, as well as managing contractual activity and risks. Moderate risks
reflected aspects of the commissioning an contracting arrangements including fragmentation,
methods, and transparency.
The transformation agenda is also starting to see a shift in relationships between organisations
traditionally managed through contracting to a greater emphasis on partnership working and
it will be interesting to see how this is reflected in assurance frameworks in future years.

Figure 8 – Commissioning and Contracting risks within CCG Assurance Frameworks
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Patient and Public Engagement
Public and patient engagement is fundamental to the ethos of the way in which CCGs are
expected to operate. 49% of the assurance frameworks identified at least one strategic risk in
this area. There was an increased number of high risks in this theme including the statutory
duty to consult, wider stakeholder engagement and more specifically Provider and GP
engagement. For one organisation there was specific reference to the importance of
community engagement and the connection to individuals taking responsibility for ‘self-care’.
There was a range of moderate risks in respect of communication and engagement and
demonstrating how this contributes to decision making. The risk narrative has started to focus
on the community engagement and communication to translate decisions and support
understanding.

Figure 9 – Patient and public engagement risks within CCG Assurance Frameworks
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Workforce
‘Workforce’ is a new theme emerging from the ‘Corporate Systems and Policies’ theme in
previous years.
Around 57% of assurance frameworks included at least 1 risk within this theme. Particularly
prevalent amongst the high risks were the national NHS staffing shortages and recruitment
challenges. High risks also included agency staffing (and rates), recruitment and retention of
specific staff groups, CCG capacity and capability, and unknown capacity for new models of
care. Moderate rated risks were around strategies, staff development, and culture.

Figure 10 – Workforce risks within CCG Assurance Frameworks
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Access to Services
45% of the assurance frameworks identified at least one strategic risk in this area. Demand and
capacity challenges featured highly in the narrative, reflecting the current pressures being
experienced across the sector.
There were a number of instances where CCGs identified local risks for specific services.
Moderate risks included patient behaviours and the challenges of changing these as part of
managing the demand within the wider system, not least urgent and emergency care.

Figure 11 – Access to services risks within CCG Assurance Frameworks
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Statutory, Legal and Regulatory Requirements
‘Statutory, Legal and Regulatory Requirements’ is a new theme emerging from the ‘Corporate
Systems and Policies’ theme in previous years.
38% of assurance frameworks reflected a risk within this theme. The highest risks were
identified around constitution and statutory duties, including constitution, governance and
finance. This was continued in the moderate risks, with more specific wording in respect of
looked after children, safeguarding, procurement and the new General Data Protection
Regulations (GDPR). There were also clearly some links to the themes of ‘Financial Duties,
Sustainability and QIPP’, and ‘Performance Targets’

Figure 12 – Statutory, legal and regulatory risks within CCG Assurance Frameworks
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Partnership Working
The effectiveness of joint working arrangements together with the supporting governance
structures continue to represent prominent risk areas alongside those within the
‘Transformation, Reconfiguration and Redesign of Services’ theme.
34% of the assurance frameworks identified at least one strategic risk in this area. There was
clearly some overlap with the ‘Transformation, Reconfiguration and Redesign of Services’ theme
and combining these together would have taken this to second place in the ‘Top 10’. High risks
identified were around integration, priorities and reporting. Moderate risks included
partnership leadership, joint plans, integrated working, collaboration and consensus.

Figure 13 – Partnership working risks within CCG Assurance Frameworks

Q: Do you recognise the types of risk identified within each of the risk themes and are these
applicable to your organisation?
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6. Risk Appetite and Target Risk Scores
64% (34 of 53) Assurance Frameworks included reference to risk appetite or target risk score.
This trend has continued to increase each year and compares to 46% in 2016. There is a clear
focus on the reduction and mitigation of risks, alongside the acceptance that there are inherent
risks that will remain and need to be a continued focus for the Governing Body.
The table below summarises the number of current risk scores and target risk scores at each
level. The current scores relate to the impact and likelihood of the risk occurring at the time.
The target risk scores are those which the organisation is looking to reach with the delivery of
the agreed actions (in essence the risk tolerance or appetite score).

Table 2 – Current and target risk scores

Risk

Current Risk Score

Target Risk Score

(No.)

(No).

High (15-25)

160

16

Moderate (8-12)

248

248

Low (4-6)

49

167

Insignificant (1-3)

2

23

Not scored

2

7

461

461

TOTAL

As would be expected, there is a clear focus to high risks. As would be expected the target risks
scores are significantly lower overall with a move from one hundred and sixty high rated risks
to just sixteen. This suggests a significant level of action is planned to manage the risks within
a lower risk appetite, albeit recognising that many risks will remain at a moderate level.
Figure 14 shows the current risk profiles for each CCG and Figure 15 shows the target risk
profiles.
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Figure 14 – Current risk profiles within CCG Assurance Frameworks

Figure 15 –Target risk profiles within CCG Assurance Frameworks

Q: Have you considered risk appetite and identified target risk levels within your organisation?
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7. Other Observations
There were some general observations from the detailed review and analysis which are
provided below, and cover common areas and divergence in terms of the structure and content
of the assurance frameworks.
Structure



A number of the assurance frameworks had a narrative covering paper or
dashboard, with the best of these showing movement of risk and a quick
glance summary of the risk profile.



The majority of assurance frameworks were structured with objectives, risks,
controls, impact/ consequence and likelihood scores, assurances and
gaps/actions.



Risk owners or lead officers were also identified against each risk in most
cases.



Most assurance frameworks included risk scoring using a 5x5 matrix. Some
had the basic impact/ consequence x likelihood whilst others included
initial, current and target scores. 4 assurance frameworks did not score any
of the risks (similar to the 2016 benchmarking exercise).

Objectives



Some assurance frameworks used the objectives as headings with risks
identified under each and others cross referenced the risks to
objective(s). Where risks were listed underneath objectives there was
greater clarity, yet where the risks were cross referenced it was clear there
was more flexibility (especially where one risk impacted more than one
objective).



The average number of objectives was 5 (range of 3-12). This is broadly
similar to the 2016 and 2015 benchmarking.

Risks



The average number of risks was 13 (range 4-34) comparable with the 2016
figures with an average of 16 (range of 3-56).



The inclusion of target risk scores has become more prevalent with
organisations setting out their appetite for each of the risks.



Some assurance frameworks used an overarching risk where others
provided separate risks (e.g. for each provider organisation).



Whilst approaches to describe risks and how detailed these were, overall
the risk descriptions were clear.

Controls



The descriptions and details of the controls varied significantly. It wasn’t
clear whether the controls listed really mitigated the risk described or
whether every operational control in an area was listed without evaluation.



Controls included committees or broad terms such as engagement but
without further descriptors it wasn’t clear if these were actual controls (or
assurances) and how they would be evidenced.
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Identification and recording of assurances continued to be the area for
greatest development, with some assurance frameworks showing risks
without clear assurances listed and others where the assurances were
similar to the controls.



Assurances identified were not always focussed at Governing Body Level
(i.e. operational assurances without the clarity of reporting route to the
Governing Body).



Assurance descriptions were not always clear to evidence based assurance
suggesting reassurance rather than hard evidence.



Some assurance frameworks specified whether the assurance was from an
internal or external (and therefore independent) source.



Assurances did not always consider the different layers of the 3 lines of
defence (i.e. management assurance, risk and compliance functions and
independent internal audit).

Gaps/ Actions



Some assurance frameworks regularly listed gaps/ actions and others had
very few identified.



Within the structure of the assurance framework it was not always clear how
progress against actions would be shown and challenged. The best
example described the action, assigned a responsible officer with a
timeframe and provided a progress update.



As more organisations set a risk target, the identification and tracking of
actions will be vital to identify and ultimately assess the effectiveness of
the additional controls/ assurances in reducing the risks to within the
agreed tolerance.

Q: Does your Governing Body Assurance Framework need further development and is there an
agreed plan to take this forward?
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The Insight provides information to support CCGs
in understanding how key elements of their
Assurance Framework compare with others. It is
intended to prompt and inform discussions on this important
aspect of CCG governance.
1.

Does your Governing Body Assurance Framework consider the
breadth of the risk themes?

2.

Have you considered the overall risk profile within your
organisation and is the number of risks on the Assurance
Framework manageable in terms of Governing Body scrutiny
and oversight?

3.

Are there any high risks identified that need to be considered by
your organisation, either in terms of omission within the
Governing Body Assurance Framework or in the current risk
impact and likelihood scores?

4.

Do you recognise the types of risk identified within each of the
risk themes and are these applicable to your organisation?

5.

Have you considered risk appetite and identified target risk
levels within your organisation?

6.

Does your Governing Body Assurance Framework need further
development and is there an agreed plan to take this forward?

We would be keen to hear your views on the issues raised and your
ideas on how further benchmarking in this or other areas would be
of benefit.
For more information or to request a benchmarking topic
please speak to your Audit Manager or contact:
Louise Cobain, Assistant Director
r&d@miaa.nhs.uk

Agenda Item 12

NHS Northumberland Clinical Commissioning Group
Governing Body - Forward Plan 2018
Standing items
•
•
•
•
•
•

•
•
•

•

Chief Operating Officer Report
Clinical Management Board Report (including Quality & Performance exceptions)
Finance Report
Corporate Finance Committee - Key Points (in month)
Public Health Update
Improvement Plan 2018/19 Update
Clinical Management Board minutes (May 2018 onward)
Corporate Finance Committee minutes
Health & Well Being Board minutes
Governing Body Forward Plan

Lead
Siobhan Brown
David Shovlin
Ian Cameron
Ian Cameron
Liz Morgan
Siobhan Brown
David Shovlin
Stephen Young
Stephen Young
Stephen Young

June 2018 – Public Meeting/AGM
•
•
•

Annual Accounts & Report 2017/18
Communications & Engagement Report (Quarterly)
Joint CCG Committee for CNE – discussion regarding agenda (4 July meeting)

Information
• Primary Care Commissioning Committee Minutes (April 2018)
• Audit Committee Minutes (May 2018)

Ian Cameron/Stephen Young
Stephen Young
Vanessa Bainbridge

Stephen Young
Stephen Young

July 2018
•

Impact Metric Report (Quarterly)

Siobhan Brown

August 2018
Governance
• Assurance Framework & Risk Register (Quarterly)

Stephen Young

Information
• Primary Care Commissioning Committee Minutes (June 2018)
• Audit Committee Minutes (July 2018)

Stephen Young
Stephen Young

September 2018
•
•

Communications & Engagement Report (Quarterly)
Joint CCG Committee for CNE – discussion regarding agenda (4 October meeting)

Stephen Young
Vanessa Bainbridge

October 2018
•

Impact Metric Report (Quarterly)

Siobhan Brown

Governance
• Governance Review
• Safeguarding Children Report 2017/18

Stephen Young
Siobhan Brown

Information
• Primary Care Commissioning Committee Minutes (August 2018)
• Audit Committee Minutes (Sept 2018)

Stephen Young
Stephen Young

November 2018
Governance
• Assurance Framework & Risk Register (Quarterly)
• Looked After Children Annual Report 2017/18
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Stephen Young
Siobhan Brown
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December 2018
•

Communications & Engagement Report (Quarterly)

Information
• Primary Care Commissioning Committee Minutes (October 2018)
• Audit Committee Minutes (Nov 2018)

Stephen Young

Stephen Young
Stephen Young

January 2019
•

Impact Metric Report (Quarterly)

Siobhan Brown

February 2019
Governance
• Assurance Framework & Risk Register (Quarterly)

Stephen Young

Information
• Primary Care Commissioning Committee Minutes (Dec 2018)
• Audit Committee Minutes (Jan 2019)

Stephen Young
Stephen Young

March 2019
•

Communications & Engagement Report (Quarterly)

Stephen Young
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