
 
 

 

 

 
20170419 Governing Body Agenda 

Clinicians commissioning healthcare 
for the people of Northumberland 

Meeting of the Governing Body 
 

This meeting will be held at 1000 on 19 April 2017 in Committee Room 2, County Hall 
 

AGENDA 
Time Item Topic Enc. Lead 

1000 1. Welcome and questions on agenda items from the 
public  
 

 J Guy 

 2. Apologies for Absence 
 

  

1005 3. Minutes of the previous meetings and matters arising 
 

 J Guy  
 

 4. 4.1  Register of interests and review of conflicts of 
       interest  
4.2  Quoracy 
 

 J Guy 

1015 5. Accountable Officer and Chief Operating Officer 
assurance and key issues briefing 
 

 
 

V Bainbridge 

1045 6. Integrated Assessment Framework  
 

S Brown 

1115 7. Board and Committee Minutes 
 
7.1  Resource and performance 
7.2  Financial regulation and audit 
7.3  Engagement and quality 
7.4  Primary Care Commissioning 
7.5  Joint Locality Executive Board 
 

 
 
 

 

 

 

 

 

 
 
K Bower 
S Brazier 
K Bower 
J Guy 
V Bainbridge 

1155 8. 
 

Any other business   
 

 J Guy 
 

1200 9. 
 

Date of Next Meeting: 21 June 2017  J Guy 
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Minutes of the Governing Body 
15 February 2017 
 
Members Present:  
 
Mrs Janet Guy  Lay Chair (Chair) 
Mrs Karen Bower  Lay Governor 
Mr Steve Brazier  Lay Governor 
Dr Paul Crook  Governing Body Secondary Care Doctor 
Dr John Unsworth  Governing Body Nurse 
Dr David Shovlin  Locality Director 
Mr Steven Mason  Accountable Officer 
Mr Mike Robson  Chief Finance Officer 
Mrs Vanessa Bainbridge Chief Operating Officer 
  
In attendance: 

 
Dr Alistair Blair  Clinical Chair 
Mrs Siobhan Brown  Transformation Director 
Mr Stephen Young  Strategic Head of Corporate Affairs 
Mrs Rachael Long  Corporate Affairs Manager 
 
NCCGB/17/01 – Agenda item 1 – Welcome and questions from members of the public 
 
Janet Guy welcomed members to the meeting, and particularly Steven Mason, who was 
attending his first Governing Body meeting as Accountable Officer. She also welcomed 
members of the public to the meeting and thanked them for attending, saying that it was good 
to know that that people are interested in the work of the Clinical Commissioning Group 
(CCG).   
 
This is not a public meeting, but a meeting held in public.  If members of the public had any 
questions on items on the agenda, they were asked to raise them at this point and the lead 
officer would then attempt to cover the question in their respective agenda item.   
 
There were no questions raised. 
 
NCCGB/17/02 – Agenda item 2 – Apologies for absence  
 
There were no apologies for absence. 
 
NCCGB/17/03 - Agenda item 3 – Minutes of the previous meeting and matters arising 
 
Governing Body members approved the minutes as a correct record subject to the change 
below: 
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Page 6, last section, change ‘had’ to ‘hard’. 
 
Matters arising 
 
Conflicts of interest, page 5, Steve Brazier agreed that conflicts may arise regarding the dual 
roles of colleagues from the Local Authority and the organisation needs to work their way 
through that and establish protocols for how to handle them. 
 
NCCGB/17/04 – Agenda item 4 - Register of interests, review of conflicts of interest and 
quoracy 
 
The meeting was quorate and no conflicts of interest were declared. 
 
NCCGB/17/05 - Agenda item 5 - Chief Clinical Officer and Chief Operating Officer 
assurance and key issues briefing 
 
Vanessa Bainbridge provided an update on key issues: 
 
Leadership Changes in the CCG – The strategic commissioning function jointly exercised 
between NHS Northumberland Clinical Commissioning Group (CCG) and Northumberland 
County Council since October 2016 has been further strengthened by the dual appointments of 
the CCG’s Accountable Officer and Chief Operating Officer from the local authority. 
 
Accountable Care Organisation – The Outline Business Case for the Accountable Care 
Organisation (ACO) was submitted to NHS England in December 2016.  The Final Business 
Case will be submitted in March 2017.  To ensure that the CCG is fully prepared for ACO ‘go 
live’ at a future date, together with its key partners, from 1 April 2017 it will enter a 
comprehensive period of transition designed to ensure that appropriate governance and 
commissioning arrangements are in place. 
 
Rothbury – Following the temporary suspension of inpatient admissions at Rothbury 
Community Hospital in September 2016 and a period of initial engagement with local people 
which informed the Joint Locality Executive Board’s decision making process, the CCG started 
a period of formal consultation on 31 January 2017 which will run until 25 April 2017.  The 
consultation includes a survey, a number of public meetings, drop in sessions and focus 
groups.  The first public meeting will be held 16 February 2017. 
 
Sustainability and Transformation Plan (STP) – In Northumberland, we are working towards 
the Accountable Care Organisation (ACO) and looking at primary and community care access 
models established under the Vanguard.  There will also be regional models on e.g. stroke 
care which Alistair Blair is taking part in as clinical lead, Siobhan Brown is leading on out of 
hospital care.  A comprehensive period of public engagement on the first draft of the 
Northumberland, Tyne and Wear and North Durham STP was undertaken in January. The 
engagement events went well and will help inform the ACO development. 
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Janet Guy asked whether the public seemed to understand and be supportive of the STP at 
the engagement events.  Vanessa Bainbridge explained that the CCG also used the 
opportunity to discuss the ACO.  Stephen Young added that there was some confusion 
concerning the amount of concurrent initiatives currently being delivered about the plans, and 
that the events explained how the five year forward view fitted in with the Vanguard, ACO and 
STP key themes.  The NHS in Northumberland is doing a good job with limited resource from 
the public perspective, and communities would also like to be more involved.    
 
Primary Care – The CCG’s Primary Care Operational Plan was submitted in draft to NHS 
England in December 2016.  The plan includes the GP Forward View and is built on the 
foundations of the Northumberland Primary Care Strategy, the Vanguard Primary and Acute 
Care System and the 5 Year Forward View.  It provides an overarching action plan to deliver 
the primary care strategy.  Vanessa thanked Siobhan Brown, who has produced the plan, for 
her hard work on this.   
 
John Unsworth asked whether the operational plan was the same as the document that was 
discussed at the Resources and Performance Committee.  Siobhan Brown said that it was, 
and that it was also on the agenda of the Joint Locality Executive Board (JLEB) for information 
last month. 
 
System Pressures – Winter pressures continue to be experienced across the Northumberland 
health system.  The Local A&E Delivery Board for Northumberland, Tyne and Wear continues 
to discuss the operational issues being experienced and required actions in the short term.  
Opportunities are also being taken to ensure healthcare professionals and the public generally 
are fully aware of all primary care and community based services that are alternatives to A&E, 
including pharmacy and self-care options. 
 
NCCGB/17/06 – Agenda item 6 – Accountable Care Organisation Update 
 
Vanessa Bainbridge gave a presentation on the ACO development. 
 
Steve Brazier asked for clarification on the date in March when the outline business case 
would be submitted.  Vanessa Bainbridge said that it had not been fully determined but the 
CCG is keen to get the first draft completed by early March, with the final draft being submitted 
at the end of March after feedback from members and lay governors. 
 
Paul Crook asked what the plans were for assurance for the ACO. Vanessa Bainbridge said 
that the CCG has asked NHS England and NHS Improvement if the assurance process could 
be streamlined, there have been two meetings and the CCG has sent them a set of slides on 
how we think we would report with the CCG and the ACO, we will be working through some 
models with them and they have asked us to provide some examples.  The framework will 
influence some of our own arrangements. 
 
Paul Crook asked about the ACO board and whether it will be made up just of  Foundation 
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Trust members and GPs.  Vanessa Bainbridge answered that full membership of the ACO 
board has yet to be fully determined.  All 44 practices have agreed to a formal federation and a 
governance structure to support that, so localities will be represented at the ACO Board.   
John Unsworth asked for clarification on the heads of terms and whether they will operate in 
‘shadow’ form and instead of contracts, as the contract is currently Payment by Results (PbR).  
Mike Robson answered that the head of terms, where we negotiate contracts with the Trust 
and enter into Head of Terms discussions, will become part of the standard contract.  As the 
transition period has been discussed, the CCG has sent heads of terms to the trust for 
discussion.  The other part of the negotiation is transition management arrangements for the 
ACO.  Part of the discussion is what form the heads of terms will take, for the current model 
the Trust favour PbR, which is the least risky option for them.  The CCG are also discussing 
block based contracts which would be a shared risk. 
 
Steve Brazier asked whether there was a realistic option other than moving to an ACO.  
Vanessa Bainbridge responded that across the county some foundation trusts have agreed to 
come out of PbR.  While the CCG will look at alternatives the business case will make it clear 
that the ACO is the preferred option for Northumberland.  PbR is one of the key issues for a 
developing  ACO. We are also looking to work together with providers on the best way to move 
forward, and need to articulate why the ACO is being proposed rather than other models.   
 
Governing Body considered the ACO update.   
 
NCCGB/17/07 – Agenda item 7 – Emergency Care Improvement Programme (ECIP) 
Review 
 
Siobhan Brown gave a presentation on the ECIP review. 
 
Winter has been difficult, with some unprecedented levels affecting A&E performance.  Locally, 
the A&E delivery board has been established, chaired by David Evans, Chief Executive of 
Northumbria Healthcare NHS Foundation Trust (NHCFT).  
 
There have been two or three points when NHCFT has reached top escalation levels – OPEL 
4.  When this happens NHCFT immediately call front line staff and management in to work on 
unblocking the system.  There are patterns, Sunday, Monday and Tuesday are always busy.  
Levels are unpredictable and we need to get better at managing this.  Escalation wards open 
for people when needed in busy times. 
 
The CCG commissioned the ECIP team to look at the system, as there have been problems 
since NSECH opened with handover delays etc.  The ECIP team have produced a report, 
which has now been shared.  The most important things to focus on from the report are the 
recommended actions. 
 
John Unsworth asked whether the A&E delivery board was held to account by the CCG and 
FT boards and asked where it reports to.  Siobhan Brown answered that it is held to account 
and that it reports to JLEB. 
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Alistair Blair said that we have a culture of beds being used, and that just because they are 
being used that does not necessarily mean that they are needed, care at home may be an 
alternative. 
 
Paul Crook asked what area the A&E delivery board covers and whether mental health is 
involved, Siobhan Brown responded that it covers Northumberland and North Tyneside and 
that mental health providers are also involved. 
 
Steve Brazier asked whether over conveyancing is an issue specific to our provider?  Alistair 
Blair responded that it is an issue for the whole area covered by NEAS.  See and treat and 
hear and treat have low levels across the region.  Once conveyed, patients spend time in an 
ambulance which cannot then respond to other calls.  David Shovlin added that there is a 
disproportionate effect, due to Northumberland’s rurality. 
  
Governing Body members considered the update. 
 
NCCGB/17/08 – Agenda item 8 – Vanguard Year 2 Evaluation 
 
Siobhan Brown reported on the Vanguard Year 2 Evaluation. 
 
The Primary and Acute Care System (PACS) Vanguard is nearing the end of year two 
implementation, with the final year of funding confirmed for 2017/18 of £4.3m.  The end of year 
two presents an opportunity to evaluate the programme and the wider Northumberland system.  
The ethos of the Vanguard programme so far has been to test new models of care, share 
learning and scale up the successes both locally and nationally. 
 
Two formal evaluations of the PACS Vanguard are being undertaken. Firstly a regional 
evaluation with four other North East Vanguards, delivered jointly by Northumbria, Newcastle 
and Durham Universities.  Secondly a local evaluation, working with EXPLAIN (a market 
research company with experience of health and care) and Carers Northumberland, the CCG 
will evaluate the patient, carer and staff experience of the new care models, and in particular 
the primary care, pharmacy and enhanced care models.  Nationally there is interest in what we 
are doing, and CCG officers are spending time sharing the model. 
 
Janet Guy informed Governing Body members that she is registered as a patient at Bondgate, 
one of the example practices, and therefore, although she took no part in this example and had 
no knowledge of it, she would not take part in any discussion about it.  
 
Steve Brazier commented that this is an excellent report, it has an evidential base and should 
be shared with external auditors as an example of the type of value for money of work the 
CCG has done.  The opening of the Northumbria Specialist Emergency Care Hospital 
(NSECH) is positive, and this section could be expanded in terms of evaluation.  Steve said 
that the hypertension section on page 3 was interesting and asked what the last bullet point 
meant.  Siobhan Brown replied that if a 7 to 9% of patient is helped, by consultation or being 
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seen directly, in a population sample of 20,000 the corresponding A&E attendance will drop.  
Steve Brazier asked whether the CCG is helping 7 to 9% of patients.  Siobhan Brown 
answered that we have seen an increase in those being helped since the model started, but 
we are not up to 7 to 9% yet. 
 
Karen Bower asked how flexible practices are in implementing the Doctor First access model.  
Alistair Blair said that all practices highlight people who have problems e.g. hard of hearing etc. 
and they do not have to ring at 8.30 for an appointment, as there are some people who do not 
have a telephone etc. so we need to account for them. 
 
Stephen Young informed Governing Body members that he has been engaging with patients 
as part of the vanguard co design forum, and that they have noticed services improving.  All 
practices recognise the need to build in flexibility. 
 
Paul Crook noted that the report mentions pharmacists going into care homes, and asked 
whether there were any other contacts other than pharmacists?  Alistair Blair responded that 
work has also been carried out with community matrons and community geriatricians, as this 
initiative is seen as being not exclusive to care homes, but with a focus on the complex elderly, 
both in care homes and also those in their own homes. 
 
Janet Guy commented that this is a good, interesting report, and she looks forward to seeing 
the wider implementation of the work successfully delivered in some localities. 
 
Governing Body members noted the progress of the Vanguard and the year two evaluation. 
 
NCCGB/17/09 – Agenda item 9 – Board and committee minutes 
 
Agenda item 9.1 Resource and Performance 
 
Karen Bower reported on the work of the Resources and Performance Committee, the main 
points from the last meeting were: 
 

 There was a discussion on the Talking Matters contract and its under performance, 
members were assured that David Lea is looking into this in great detail and that the 
CCG has a comprehensive action plan. 

 There have been a lot of discussions on emergency pressures and also the impact A&E 
is having on non electives. 

 
Governing Body members noted and accepted the contents of the minutes. 
 
Agenda item 9.2 – Financial Regulation and Audit 
 
Steve Brazier reported on the work of the Audit Committee.   
 

 The committee discussed ensuring appropriate governance arrangements were in place 
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for approving the annual report and accounts. 

 The Value For Money (VFM) audit opinion from the external auditors, Mazars, was 
discussed regarding whether the CCG could receive  a clean VFM opinion given that it 
is overspent.  The view of the auditors was that they could, on receipt of appropriate 
supporting evidence provide such an opinion notwithstanding the CCG’s financial 
position. 

 Committee members reviewed the internal audit forward work programme.  The 
programme will need to take full account of the potential governance changes of the 
ACO. 

Karen Bower asked about the counter fraud issue.  Steve Brazier said that the issue was about 
personal health budgets, it is the first the CCG has had, and we are not sure of the outcome as 
yet.  There have been no ramifications for the CCG, and this has shown that the process 
works. 
 
Karen Bower noted that she has found it difficult to find some Audit Committee papers on GP 
Teamnet and asked Stephen Young about the minutes referring to a forward plan for audit 
committee and asked whether it would possible to have a tab available for Committee Papers.  
Stephen Young agreed to look into this. 
 
Governing Body members noted and accepted the contents of the minutes. 
 
Agenda item 9.3 – Engagement and Quality 
 
Karen Bower reported on the work of the Engagement, Public Health and Quality Committee.   
 
Committee members considered a good report from Stephen Young about the STP 
engagement meetings.  Some concern was noted about the low turn out in Blyth, but 
committee members were reassured that the CCG are looking into different ways of engaging. 
 
The safeguarding report noted concerns about the number of suicides.  Public Health were in 
attendance and informed committee members that they now have a suicide prevention plan in 
place. 
 
Concern was noted on staff sickness and staff views that NEAS is not a good place to work. 
 
A Public Health paper on the new knowledge and skills framework was discussed.  Members 
noted concern on the cuts in public health spending at a time when we need more prevention 
work.  Discussions took place on how we can work public health into other CCG workstreams.  
 
Governing Body members noted and accepted the contents of the minutes. 
 
Agenda item 9.4 – Primary Care Commissioning 
 
Janet Guy reported on the work of the Primary Care Commissioning Committee.   
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There has been some intensive recruitment at Seaton Park Medical Group who have recruited 
a number of GPs and have been able to re-open a branch surgery. 
 
Bellingham practice have closed a branch surgery, the closure went smoothly with the public 
as the practice followed a very well managed engagement process. 
 
Paul Crook asked about the primary care triage at NSECH.  Janet Guy said that there have 
been ongoing discussions concerning people turning up at NSECH and whether they are being 
appropriately triaged, or whether they are just being treated.  Siobhan Brown added that a 
primary care screening service is being trialled at NSECH which will be evaluated. 
 
David Shovlin said that the CCG is trying to work out what the right primary care screening 
model is.  National direction is that there should be an on-site facility.  Whatever model we end 
up with, the default position is to get people back to their own practice whenever possible.  
Alistair Blair agreed and said that we do not want to encourage people to attend A&E rather 
than their own GP. 
 
Vanessa Bainbridge said that the CCG are still undecided about what the long term model 
should be.  The low acuity figures at NSECH are increasing, and the default position is to get 
people back to their own GP.  The CCG continues to monitor this issue closely. 
Governing Body members noted and accepted the contents of the minutes. 
 
Agenda item 9.5 Joint Locality Executive Board 
 
Vanessa Bainbridge reported on the work of the Joint Locality Executive Board, and noted that 
much had already been covered elsewhere on the agenda. 
 
The Board considered the referral management system in Northumberland and the report 
benchmarked data against other models.  The decision was made to continue with the current 
system in 2017/18 but to conduct further work to ensure that it is optimally used. 
 
Governing Body members received the minutes for information. 
 
NCCGB/17/10 – Agenda item 10 Any other business 
 
There was no further business to discuss. 
 
NCCGB/17/11 – Agenda item 11 - Date of next meeting 
 
19 April 2017 



 

Governing Body  
19 April 2017 
Agenda Item: 5 
Accountable Officer and Chief Operating Officer report  
Sponsor: Chief Operating Officer 
 

 1 
20170419 UC Agenda Item 5 
 

Clinicians commissioning healthcare 
for the people of Northumberland 

Members of the Governing Body are asked to:  
 
1. Consider the Chief Operating Officer report. 

 
Accountable Care Organisation (ACO) 
 
Full Business Case:  Work continues to develop the Full Business Case (FBC) to submit to 
NHS Improvement and NHS England by 30 April 2017, with the development of the 
underpinning clinical model a key priority. Alongside this work, development of the Accountable 
Care Organisation (ACO) contract, cost modelling, regulatory framework and population health 
analytical models to identify ‘at risk’ groups over the next ten years are all underway. 
 
ACO Transition Period: From 1 April to 30 June 2017, Northumberland Clinical Commissioning 
Group (CCG), Northumbria Health Care Foundation Trust (NHCFT) and primary care (as core 
members of the ACO) will form an ACO Transition Board to manage the operational transition 
to the ACO (subject to approvals). The Memorandum of Understanding for the ACO 
Development Board came to an end on 31 March 2017 and has been replaced by an ACO 
Stakeholder Board with the remit of providing advice on: 
 

 The development and delivery of the Northumberland clinical strategy across the ACO 
and other partners 

 The appropriateness of proposed arrangements for joint working between the ACO and 
other NHS providers, including the proposed mechanisms by which other providers will 
be able to join the ACO as full partners after its launch  

 Whether any of the provisions in the ACO contract are likely to cause undesirable 
consequences in the wider system. 

 
CCG Financial Recovery 
 
The CCG is currently forecasting a deficit of £31.04M for 2016/17.  The CCG is being 
supported by NHS England through Deloitte to identify further opportunities for financial 
recovery that will result in a sustainable clinical and financial system in Northumberland within 
three years.  This offer of support is open to all CCGs facing significant financial challenges. 
 
Rothbury 
 
The public consultation on the future of the inpatient bed service at Rothbury Community 
Hospital and the potential shaping of existing health and care services around a Health and 
Wellbeing Centre on the hospital site in Rothbury completes on 25 April 2017.  The 
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consultation has been comprehensive included two well attended public meetings, four ‘drop 
in’ sessions held at various times of the day to encourage wide participation, a number of focus 
groups facilitated by Healthwatch Northumberland and a survey.  The results of the 
consultation will be fully considered by the CCG before further announcements are made in the 
summer.      
 
GP Forward View Extended Access 
 
The seed funding offer to primary care to develop local models of delivery for extended access 
has been made together with the offer of support, with a view to having an operational model 
by September 2017.  Delivering improved evening and weekend access is not about every GP 
or every practice nurse having to work seven days a week; it does not mean that every 
practice needs to be open seven days a week.  It means that practice groups will be offered 
funding and the opportunity to collaborate to deliver improved in and out of hours services.  
 
CCGs will be required to ensure that this extra investment in general practice dovetails with 
plans to develop a single point of contact to integrated urgent care and GP out of hours 
services, accessed through a reformed 111 service. In addition, NHS England will be seeking 
more joined-up services, for instance, hubs hosting GP out of hours’ bases, community nursing 
teams and greater access to diagnostic services. 
 
Sport England Bid – ‘Towards an Active Nation’ 
 
The CCG along with other key partners including the Local Authority, NHCFT and Active 
Northumberland are submitting an expression of interest for a Local Delivery Pilot – with 
allocations to 10 systems from a total funding pot of £130m; potentially up to £10m per system.  
Each community has its own unique structure, geography and relationships.  Sport England 
therefore want to find a real mix of locations, and the pilots will need to reflect a geography 
(north/south) and an urban/rural balance.  They want to understand how best to use local 
identities to get people active in communities across the country. Sport England’s focus has 
moved away from team sports to more people from every background regularly and 
meaningfully engaging in physical activity, with five outcomes: physical wellbeing, mental 
wellbeing, individual development, social and community development and economic 
development. The decision is expected in June 2017 on whether the expression of interest has 
been successful. 
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Members of the Governing Body are asked to: 
 
1. Consider the performance of the CCG against the key Integrated Assessment 

Framework performance indicators. 
2. Support the actions identified to improve future performance.  

 
Purpose 
 
This report outlines NHS Northumberland Clinical Commissioning Group’s (CCG) latest 
position for the key performance indicators in the Integrated Assessment Framework (IAF). 

 
Background 
 
The IAF brings together the NHS Constitution metrics along with the broader and longer 
range core performance and finance indicators, outcome goals and transformational 
challenges.  It is an element of the CCG’s assurance process in that it demonstrates delivery 
of the national key indicators for public accountability. The purpose is to enable local health 
and communities to assess progress and then unlock change and make system wide 
improvements. 
 
The IAF has four domains: 

 

 Better Health:  How the CCG contributes towards improving the health and wellbeing 
of the population. 

 Better Care: Focuses on redesign, performance of constitutional standards and 
outcomes. 

 Sustainability: Concentrates on achieving financial balance and securing good value 
for patients and the public from the money it spends. 

 Leadership: Assesses the quality of the leadership, the quality of its plans and how 
the CCG works with its partners. 
 

In 2016/17, NHS England focused on six clinical areas and issued a rating for each CCG on 
a four point “Ofsted-style” scale. The CCG’s rating was reported in the September 2016 Joint 
Locality Executive Board (JLEB) performance report and an update in February 2017. A 
further assessment will be undertaken by NHS England at the end of the 2016/17 financial 
year. 
 
Current Performance 
 
The table below shows the performance of the CCG against the six clinical areas and the 
wider framework using the most recent information available. It should be noted however that 
the nature of the some of the information collected means that the data is two or three years 
old. 
 
While some of the indicators have national thresholds included within the NHS Constitution 
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standard many do not have a target to compare performance against. To partially overcome 
this issue, the CCG’s performance is compared with the overall national /England average.  
 
An indication is also provided on the table as to whether a good is achieved by a high or low 
number. 

 
Performance against the six clinical indicators 

 

The above table shows the CCG is generally performing better than the overall England 
average against the six clinical indicators.  

The CCG has a wide range of actions in place to continue improvement against the above 
indicators as outlined below: 

Diabetes – an application has been submitted to the transformation fund to provide 
additional structured educational courses out of normal office hours. It is anticipated that 
this will improve the most recent performance of 12.7% to 25% over a two year period. 

Cancer – While the CCG consistently achieves the constitution standards it intends to 
generate more headroom to ensure greater consistency across the year. It is reviewing its 
access policies to offer patients more appointments in the first week of the two week 
pathway from GP referral to being seen. 

An audit is also being planned within primary care on lung cancer diagnosis for peer group 
learning to improve one year survival rates and reduce non elective diagnosis rates. 

Mental Health – The CCG is working actively with the provider to improve the national 
recovery rates and reduce the local access wait targets set within the contract. During 
2017/18 it is expected that the CCG performance will exceed the NHS Constitution 
standards. 

Good is Better/

High/ 

Low
Worse

England

Diabetes patients that have achieved all the NICE-

recommended treatment targets: Three (HbA1c, cholesterol 

and blood pressure) for adults and one (HbA1c) for children

2014-15 H Better 41.6% 39.8%

People with diabetes diagnosed less than a year who attend a 

structured education course
2014/15 H Better 12.7% 5.7%

Cancers diagnosed at early stage 2014 H Better 55.5% 50.7%

Cancer treatment within 62 days of referral 85% Jan-17 H Better 87.8% 79.5%

One-year survival from all cancers 2014 H Worse 69.8% 70.4%

Cancer patient experience 2015 H Better 8.9 8.7

Improving Access to Psychological Therapies recovery rate 50.0% Dec -16 Rquarter H Worse 44.1% 48.8%

People with first episode of psychosis starting treatment with 

a NICE-recommended package of care treated within 2 weeks 

of referral

50.0% Jan-17 H Worse 63.6% 76.2%

Reliance on specialist inpatient care for people with a learning 

disability and/or autism
Q2 16/17 L 90

Proportion of people with a learning disability on the GP 

register receiving an annual health check
2015-16 H Better 52.6% 37.1%

Neonatal mortality and stillbirths 2014-15 L Worse 9.0 7.1

Women’s experience of maternity services 2015 H 82.4

Maternal smoking at delivery Q2 16/17 L Worse 12.0% 10.4%

Choices in maternity services 2015 H 66.9%

Diagnosis rate for people with dementia 66.7% Feb-17 H Better 67.9% 67.3%

Dementia care planning and post-diagnostic support 2015-16 H 75.5%

Dementia

England

Diabetes

Cancer

Mental Health

Learning disability

Maternity

Indicators Indicator Description
National 

standard
Latest data CCG  
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Learning disability – There continues to be an ongoing focus on improving access to 
annual health checks to improve the CCG’s current performance. 

Maternity – To improve the neonatal mortality and still birth performance the CCG is 
promoting the smoke free initiative “Baby clear”. It will also contribute towards reducing the 
maternal smoking at time of delivery. This initiative will also enhance performance in 
respect of low birth weight for which the CCG is also an outlier.  

Dementia – The CCG continues to deliver the current rate of performance, slightly above 
the NHS Constitution standard. 

The clinical indicators outlined above are included in the next table which shows the full 
range of indicators within the improvement assessment framework. The format and 
ordering is slightly different as it is structured under the four domain headings.  
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Improvement assessment framework 

 

In comparing the performance of the CCG with the England average, the CCG’s 
performance is generally better than the England position.  

Focusing on the indicators not included within the six clinical areas outlined above, the 
CCG is taking the following actions to improve future performance.  

Good is Better/

High/ Low Worse

England

Smoking Maternal smoking at delivery Q2 16/17 L Worse 12.0% 10.4%

Child obesity Percentage of children aged 10-11 classified as overweight or obese 2014/15 L Worse 33.8% 33.2%

Diabetes patients that have achieved all the NICE-recommended treatment targets: Three (HbA1c, 

cholesterol and blood pressure) for adults and one (HbA1c) for children
2014-15 H Better 41.6% 39.8%

People with diabetes diagnosed less than a year who attend a structured education course 2014/15 H Better 12.7% 5.7%

Falls Injuries from falls in people aged 65 and over Jun-16 L Worse 2,072 1985

Utilisation of the NHS e-referral service to enable choice at first routine elective referral Sep-16 H Better 62.8% 51.1%

Personal health budgets Q2 16/17 H Better 41.8 18.7

Percentage of deaths which take place in hospital Q1 16/17 <> 50.2% 47.0%

People with a long-term condition feeling supported to manage their condition(s) 2016 H Better 70.5% 64.3%

Inequality in unplanned hospitalisation for chronic ambulatory care sensitive conditions Q4 15/16 L Worse 1,350 929

Inequality in avoidable emergency admissions Q4 15/16 L Worse 2,755 2168

Appropriate prescribing of antibiotics in primary care Above target of 1.173 Sep-16 <> Same 1.1 1.1

Appropriate prescribing of broad spectrum antibiotics in primary care
At or below target of 

10%
Sep-16 L Better 7.0% 9.1%

Carers Quality of life of carers 2016 H Worse 79.4% 80.0%

Cancers diagnosed at early stage 2014 H Better 55.5% 50.7%

Cancer treatment within 62 days of referral 85% Jan-17 H Better 87.8% 79.5%

One-year survival from all cancers 2014 H Worse 69.8% 70.4%

Cancer patient experience 2015 H 8.9

Improving Access to Psychological Therapies recovery rate 50.0% Dec 16 R quarter H Worse 44.1% 48.8%

People with first episode of psychosis starting treatment with a NICE-recommended package of care 

treated within 2 weeks of referral
50.0% Nov-16 H Worse 63.6% 76.2%

Children and young people’s mental health services transformation Q2 16/17 H 90.0%

Crisis care and liaison mental health services transformation Q2 16/17 H 77.5%

Out of area placements for acute mental health inpatient care - transformation Q2 16/17 H 100%

Reliance on specialist inpatient care for people with a learning disability and/or autism Q2 16/17 L 90

Proportion of people with a learning disability on the GP register receiving an annual health check 2015-16 H Better 52.6% 37.1%

Neonatal mortality and stillbirths 2014-15 L Worse 9.0 7.1

Women’s experience of maternity services 2015 H 82.4

Choices in maternity services 2015 H 66.9%

Diagnosis rate for people with dementia 66.7% Feb-17 H Better 67.9% 67.3%

Dementia care planning and post-diagnostic support 2015-16 H 75.5%

Achievement of milestones in the delivery of an integrated urgent care service August 2016 H 3

Emergency admissions for urgent care sensitive conditions Q4 15/16 L Worse 2,761 2359

% of patients admitted, transferred or discharged from A&E within 4 hours 95% Nov-16 H Better 93.9% 88.4%

Delayed transfers of care attributable to the NHS per 100,000 population Nov-16 L Better 3.7 15.0

Population use of hospital beds following emergency admission Q1 16/17 L Worse 1.1 1.0

Management of long term conditions Q4 15/16 L Worse 975 795

Patient experience of GP services July 2016 publication July 2016 publication H 75.1%

Primary care access Q1 2016 H Better 88.7% 85.2%

Primary care workforce Q1 2016 H Better 1.1 1.0

Elective Access Patients waiting 18 weeks or less from referral to hospital treatment 92% Jan-17 H Better 93.9% 89.9%

CHC People eligible for standard NHS Continuing Healthcare Q2 16/17 <> 128.7 46.2

Financial Plan 2016

In-year financial performance Q2 16/17

Outcomes in areas with identified scope for improvement Q2 16/17 H

Digital interactions between primary and secondary care
Q3 16/17

H 56.9%

Local strategic estate plan in place 2016/17

Staff engagement 2015 H Better 4 3.8

Progress against workforce, race equality standard 2015 L Same 0.2 0.2

Effectiveness of working relationships in the local system 2015/16 H 69

Quality of CCG leadership Q2 16/17

England

NHS Northumberland CCG Performance Indicators 2016/17 - Improvement and Assessment Framework

Finance
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Better Health 
 
Child obesity  
The CCG along with other key partners including the Local Authority, Northumbria 
Healthcare NHS Foundation Trust (NHCFT) and Active Northumberland are submitting an 
Expression of Interest for a Local Delivery Pilot – with allocations to ten systems from a 
total funding pot of £130M; potentially up to £10M per system.  Each community has its own 
unique structure, geography and relationships.  Sport England therefore want to find a real 
mix of locations, and the pilots will need to reflect a geography (north/south) and an 
urban/rural balance.  They want to understand how best to use local identities to get people 
active in communities across the country. Sport England’s focus has moved away from 
team sports to more people from every background regularly and meaningfully engaging in 
physical activity, with five outcomes: physical wellbeing, mental wellbeing, individual 
development, social and community development and economic development. 
 
Better Care 

Urgent Care 

The CCG commissioned jointly with North Tyneside CCG the Emergency Care 
Improvement Team (ECIP) from the North East Urgent and Emergency Care Network 
(UEC) to undertake a five day visit in November 2016. The purpose was to challenge and 
review the system that resulted in delayed ambulance response and handovers at NSECH. 
 
ECIP’s findings were presented to the Joint Locality Executive Board in January 2017. Their 
view was that the ambulance handover delays were a symptom of wider challenges to 
efficient patient flow across the system.  
 
Their findings were presented to the Local Accident and Emergency Delivery Board 
(LAEDB). A system wide chief officer group has been established that will be responsible 
for the delivery of the actions. The group is chaired by a chief officer working within the 
ECIP team. The group is working on three streams: 
 

 Assess to admit – to review the appropriateness of patients attending NSECH 

 Today’s work today – the flow of patients through the hospital 

 Discharge to assess/ going home – ensuring timely and appropriate discharges 
to reduce length of bed occupancy 

Finance  

The CCG’s current financial position means the CCG will receive a red score for this 
domain. The CCG is working closely with NHS England and the providers within 
Northumberland to improve the financial position within Northumberland. 

Leadership 

The financial position of the CCG will also affect the rating for this indicator. 
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Summary of key actions to improve current performance 
 

Issue Action Lead Date 

Diabetes 
Improve structured 
education 

Increase educational 
opportunities out of hours- 
pursue transformational bid 
for additional funding 

Clinical 
Director for 
long term 
conditions  

April 2017 

Cancer 
Performance to 
consistently 
exceed minimum 
target thresholds  

Review and implement 
access policy to enable an 
offer of earlier 
appointments including 
within  first week of a 
referral , collect and 
monitor median waits 
(average waiting times)  

Cancer Clinical 
lead and 
Performance 
lead 

 
September 
2017 

Mental Health 
IAPT – recovery 
rate 
underperformance 

Talking Matters 
Northumberland to use 
broader range of tools to 
measure recovery to 
demonstrate success 

Mental Health 
and 
Performance  
leads 

April 2017 

Maternity 
Improve mortality 
rates and reduce 
smoking 
prevalence 

NHCFT and Public Health 
to pursue “Baby clear” 
initiative across health 
economy 

Director of 
Nursing,  
Quality and 
Safety 

June 2017 

Child obesity 
Reduce 
prevalence 

CCG along with Public 
Health pursue funding to 
promote “ Get Active”  

Director of 
Transformation 

June 2017 

Urgent Care 
Accident and 
Emergency - 
underperformance 
against target 
Reduce elective/ 
non elective 
admissions 

The system to implement 
ECIP action plan to 
improve bed flow 
Actions overseen by ECIP 
working group and  
A&E delivery board 

Urgent Care 
Clinical 
Director/ 
Director of 
Transformation 
 

April 2017 
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Minutes of the Resources and Performance Committee 
10 March 2017 

 
Members Present:  
 
Karen Bower (KB)  Lay Governor, Resources and Performance (Chair) 
John Unsworth (JU)  Governing Body Nurse 
Steve Brazier (SB)  Lay Governor, Audit  
 
In attendance: 
 
Mike Robson (MR)  Chief Finance Officer  
John Warrington (JW) Business Director Finance and Contracting  
Janet Guy (JG)  Lay Chair  
Stephen Young (SY) Strategic Head of Corporate Affairs 
Faye Menzies (FM)  Business Support  
David Lea (DL)  Service Development Manager  
 
RP/17/10 Agenda Item 1 – Apologies for absence  
 
Apologies were received from Paul Crook.  
 
RP/17/11 Agenda Item 2 - Declaration of conflicts of interest and Quoracy 
 
No conflicts of interest were declared and the meeting was quorate. 
 
RP/17/12 Agenda Item 3 - Minutes from the previous meeting  
 
The minutes of the previous meeting were agreed as a true and accurate record. 
 
The Following matters arising were discussed:  
 

 RP/16/64: JG asked whether there has been any progress regarding the 
deduction of legacy payments. MR said that work is ongoing to investigate this.  

 RP/16/60: SB noted that, while NHS Northumberland Clinical Commissioning 
Group (CCG) initially reduced costs in relation to Continuing Health Care 
(CHC), RightCare data shows that the CCG is an outlier in regard to CHC 
spend. He asked if the data is correct, and if so, what the reasons are for this 
position. MR explained that the CCG had not cut costs but stopped spend from 
rising via gainshare agreements. MR further explained that a large proportion of 
CHC and Section 117 spend relates to mental health and learning disabilities. 
The CCG performs well in terms of meeting the transforming care agenda in 
these areas, but this results in costs. Further discussion is required regarding 
the whole spend and how this fits with delivery against strategy.  

 RP/16/64: MR noted that NHS England (NHSE) have asked the CCG to 
expedite the ongoing counting and coding challenges with Northumbria Health 
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Care Foundation Trust (NHCFT). Submissions will take place w/c 13 March 
2017.  

 
RP/17/13 Agenda Item 4 - Action Log  
 
All actions were agreed as complete and will be removed from the log.  
 
RP/17/14 Agenda Item 5.1 - Performance report received by JLEB in February 
2017 
 
DL noted that Governing Body members had received the performance report at the 
Joint Locality Executive Board (JLEB) meeting in February 2017 and outlined key 
highlights:  
 
Ambulance Performance: An Emergency Care Improvement Programme (ECIP) 
working group has been established, with Chief Executive level membership and 
ownership of actions. Three workstreams have been identified to address ambulance 
performance and handover delays (pre-admission, A&E, discharge). Chairs have been 
identified for each and DL is providing support in order to capture metrics and agree 
what success looks like.  
 
KB asked how much additional pressure there is on CCG staff as a result of the 
additional work required to address ambulance performance and support the ECIP 
workstreams. DL confirmed that significant work is required but that this is 
proportionate to the need to address the ongoing issues. NHSE has offered resources 
to support this work.  
 
JU noted that ambulance response times are currently the lowest the CCG has seen 
and asked whether a regional solution is being investigated. DL said that the ECIP 
recommendations for the North East Ambulance Service (NEAS) are regionally 
focused. DL further noted that the proportion of handover delays attributed to the 
Northumbria Specialist Care Emergency Hospital (NSECH) reduced over the winter 
period, but has increased again in March. This is due to performance improvements 
elsewhere in the region, rather than deterioration in performance at NSECH. JU 
stressed the importance of being mindful that the CCG can only influence performance 
in a third of the regional system.  
 
DL tabled additional ambulance performance data, explaining that there was a 
marginal improvement in January. DL noted that poor ambulance performance is not 
only attributable to handover delays but also to staff sickness levels and recruitment 
problems. Recruitment problems in the south of the patch may be linked to differences 
in pay banding for paramedics compared to other ambulance trusts.  
 
DL explained that benchmarking against other rural CCGs in the region shows that 
ambulance performance is worse in other areas, however he noted that start time 
rules vary and can affect comparisons.  
 
DL tabled performance data in relation to NHS 111 dispositions, noting that these are 
higher in the north east than the England average. JU noted that in the north east the 
111 service is run by NEAS, which differs from arrangements elsewhere in the 
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country. DL explained that the ECIP workstreams will look at the way protocols are 
structured and explore dispositions further.  
 
DL noted that the rejection rate for dispositions forwarded to the ambulance service is 
also high and that a disposition does not necessarily result in a dispatch. This reflects 
the additional level of triage and clinical input that occurs. JU noted that the current 
111 algorithms do not allow for clinical input and felt that this should be addressed. DL 
explained that the ECIP workstream will look at disposition data and make 
recommendations.  
 
JW asked if 111 algorithms are the same across the country. DL confirmed that these 
are locally established. JW suggested that learning is sought from the best performing 
111 services in terms of dispositions. DL to feed this recommendation back to the 
ECIP workstream.   
 
SB asked what level of total ambulance traffic is generated by 111. DL explained that 
he is currently in negotiation with NEAS to gain access to its databases, at which point 
he will be able to interrogate the data and report back to the Committee.  
 
The Committee was assured that ECIP workstreams will seek to address ambulance 
performance issues and that data analysis is ongoing to support this work. The 
Committee also noted that the ‘key actions’ table is a very useful addition to the 
performance report and thanked DL for his work on this.  
 
SB noted that an improvement in Children and Young People’s Services (CYPS) 
performance is expected within three months and asked if this is realistic, given that 
the deterioration took place over five months. DL explained that financial support was 
given to the service to design and deliver an improvement programme and that the 
impact of this is already being seen.  
 
Action RP/17/14/01: DL to feedback the Committee’s recommendation that 
learning is sought from high performing 111 services (in relation to 
dispositions) to the ECIP workstream.  
 
Action RP/17/14/02: DL to investigate the level of total ambulance traffic 
generated by 111 and report back to the Committee.  
 
RP/17/15: Agenda Item 5.2 – TMN Performance Report  
 
DL presented the report, noting that TMN contract performance shows improvement 
for February 2017. DL explained that work continues to improve performance against 
statutory metrics and to resolve the gap between locally produced and nationally 
reported data.  
 
JU noted that patient satisfaction has remained consistently high but was concerned 
regarding the level of CCG involvement required to support improvements in other 
areas. DL noted that TMN demonstrates good outcomes for patients but that concern 
focuses on those patients who drop out of the system early on due to delays. 
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JG asked whether the CCG has sufficient insight into TMN performance management 
approaches in other areas. DL assured the Committee that the CCG is working with 
TMN to gain access to more data and provide challenge where necessary.  
 
KB asked whether any further quality measures are in place other than patient 
satisfaction. DL said that recovery and Did Not Attend (DNA) rates are also monitored.  
 
JU asked at what point the contract would be brought out of escalation and whether 
consideration would be given to withholding gainshare. DL explained that the contract 
is now out of escalation as improvements have been made in the original area of 
concern, however there may be additional concerns regarding assessment to 
counselling times. Establishing a link between gainshare payments and recovery/DNA 
rates is currently being considered. JW asked how this would be possible within the 
current contract. MR explained that contract variations could be introduced.  
 
KB felt that learning should be taken in terms of gainshare set up arrangements in the 
future. The Committee agreed that greater assurance could be given if gainshare 
agreements were more outcomes based and recommended this for consideration by 
the Joint Locality Executive Board (JLEB). 
 
Action RP/17/15/01: Discussion of gainshare agreements to be recommended 
for consideration by JLEB.  
 
RP/17/16: Agenda Item 5.3 – Financial Performance Report (Month 10) 
 
MR noted that Governing Body members had received and discussed the financial 
performance report at the February 2017 meeting of JLEB, including a detailed 
development session. He asked for questions and comments by exception.  
 
SB asked whether North Tyneside CCG are experiencing similar issues in regard to 
the outstanding contract and coding challenges with Northumbria Health Care 
Foundation Trust (NHCFT). MR said that issues do exist for North Tyneside but that 
NSECH has not had the same impact in that area.  
 
KB asked whether the Programme Management Office (PMO) is now operating. MR 
said that this has not yet been established like the previous arrangements and will 
amend the wording within the report to reflect this.  
 
SB noted that the QIPP tracker shows delivery to be c£5m, equating to 1% of CCG 
total spend. Across the NHS, delivery is broadly 2.2%; SB asked whether the 
Committee can be assured that enough has been done to push QIPP delivery. MR 
said that the initiatives in place have reduced what the spend would have been in their 
absence and noted that greater clarity is required regarding types of savings.  
 
SB noted that the CCG has comparatively low spending in relation to prescribing, 
however it is overspending in this area and asked for clarity. MR explained that there 
is an overspend against the set budget, which takes into account QIPP savings 
targets. The Committee noted that figures are reported in a standard way, but that this 
does not necessarily reflect work undertaken to reduce spend and improve the overall 
position.  
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SB requested a list and description of each prior year adjustment to consider 
alongside annual reports. MR to arrange this.  
 
KB congratulated the CCG on its high performance in relation to payment of invoices.  
 
Action RP/17/16/01: MR to update wording regarding the PMO within the finance 
report.   
 
Action RP/17/16/02: MR to provide a list and description of each prior year 
adjustment. 
 
RP/17/17 Agenda Item 5.4 – HR report  
 
SY presented key highlights, noting that JLEB recently considered risks in terms of 
operational resilience. The Committee noted the importance of continued staff 
communications throughout the transition process.  
 
The Committee discussed sickness management policy impacts.  
 
RP/17/18 Agenda Item 5.5 – CCG Capacity and Capability  
 
MR explained that NHSE has commissioned PWC to revisit the CCG capacity and 
capability review as part of Directions requirements. The conclusion report is still in 
draft however it will provide a summary of performance against the initial 
recommendations. MR will be given an opportunity to provide comments to NHSE on 
the draft report.  
 
JG noted that an amber rating has been provided against the finance recommendation 
and queried this as the rating is not based on outcomes, but rather implementation of 
initial recommendations. MR to raise this within the feedback to NHSE. MR will also 
note the significant headway being made in relation to CCG governance 
arrangements within the feedback.  SY and JG will discuss interim governance 
arrangements ahead of SY’s discussions with Capsticks.  
 
MR noted that there is overlap between the planned internal audit of QIPP governance 
and work being undertaken by Deloitte nationally in this area. MR has suggested that 
the Deloitte work is undertaken first, allowing internal audit to focus on CHC and will 
reflect this in the comments back to NHSE. MR to send Deloitte terms of reference to 
SB.  
 
Action RP/17/18/01: MR to review the amber rating in regard to finance and note 
progress in relation to CCG governance in feedback to NHSE.  
 
Action RP/17/18/02: SY and JG to discuss interim governance arrangements 
ahead of SY discussions with Capsticks.  
 
Action RP/17/18/03: MR to send Deloitte terms of reference to SB.  
 
 



 

6 

Clinicians commissioning healthcare 

for the people of Northumberland 

 
RP/17/19 Agenda Item 6.1 – FRP Annual Update  
 
MR explained that the CCG is one of 106 CCGs nationally being supported by Deloitte 
to form a robust QIPP for 2017/18. A CCG/NHCFT joint QIPP/Cost Improvement Plan 
(CIP) was submitted to NHSE on 8 March 2017. Joint working with NHCFT to produce 
this has resulted in: more detailed discussions than previously; a shared 
understanding of the issues; and is good groundwork for the ACO.  
 
SB noted that transformation QIPP targets cannot be met without joint working. MR 
noted that Daljit Lally (Deputy Chief Executive of Northumberland County Council) is 
leading the system-wide transformation programme and recently met with Tim Rideout 
and Siobhan Brown to discuss mapping QIPP into transformation programme themes.  
 
RP/17/19 Agenda Item 7 Any Other Business  
 
There were no items of other business.  
 
RP/17/20 Agenda Item 10 – Date and time of next meeting  
 
12 May 2017: 0930. Choppington A Meeting Room, County Hall.   
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Minutes of the Audit Committee 
23 March 2017  
 
Members Present: 
 
Steve Brazier (SB)  Lay Governor – Audit and Conflicts of Interest (Chair) 
Dr Paul Crook (PC)  Governing Body Secondary Care Doctor 
 
In Attendance: 
 
Carl Best (CB)  Internal Audit Director, Audit One 
Jim Dafter (JD)  External Audit, Mazars LLP 
Faye Menzies (FM)  Business Support 
Mike Robson (MR)  Chief Finance Officer 
Alyson Williams (AW) Internal Audit Manager, Audit One 
Stephen Young (SY) Strategic Head of Corporate Affairs 
 
AC/17/18 Agenda Item 1 Apologies for absence 
 
Apologies were received from Cameron Waddell (CW) and Paul Bevan (PB).  
 
AC/17/19 Agenda Item 2 Declarations of interest 
 
There were no declarations of interest. 
 
AC/17/20 Agenda Item 3 Quoracy 
 
The committee was quorate. 
 
AC/17/21 Agenda Item 4.1 Minutes of the previous meeting 
 
The minutes were agreed as a true and accurate record, pending the following 
amendments:  
 

 AC/17/09: Date for testing Value for Money (VFM) plans for savings to be amended 
to 2016/17.  

 AC/17/10: Date for completion of outstanding audits to be amended to April 2017.  
 
Matters arising 
 
SB asked whether there has been a change to the planned Cost Improvement Plan (CIP) 
audit. AW explained that, as Deloitte has now been commissioned by NHS England 
(NHSE) to look at QIPP for a number of CCGs, AuditOne has agreed with MR that it will not 
duplicate this work.  
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AC/17/22 Agenda Item 4.2 Action log 
 
All actions were agreed as complete and will be removed from the log.  
 
AC/17/23 Agenda Item 5 Chief Finance Officer’s Report 
 
MR noted that Northumberland Clinical Commissioning Group (CCG) formally reported a 
£31million deficit in month 11, with £10.2million of risk related to in year QIPP savings. 
Mazars will issue a letter to the Secretary of State confirming that the CCG will breach its 
statutory financial duty for 2016/17. SB asked if the letter would change if the deficit level 
moved. JD confirmed that it would not. 
 
NHSE has issued a letter instructing CCGs to release their 1% headroom reserves into the 
bottom line. This does not change the overall national forecast but releases money into the 
system.   The forecasts for NCCG had taken account of this release for some time. 
 
MR explained that NHSE has commissioned PWC to revisit the CCG capacity and 
capability review as part of Directions requirements. The draft report has been submitted to 
NHS England (NHSE) along with commentary from MR. The report was broadly supportive 
and recognises that development of the Accountable Care Organisation (ACO) has 
impacted on delivery against some of the recommendations. 
 
MR noted that a £300k underspend was forecast against running costs and that this was 
planned to be used to cover GP IT costs, however there may be a shortfall. SB asked the 
nature of outstanding debts relating to Northumbria Health Care NHS Foundation Trust 
(NHCFT). MR explained that £70k relates to ambulance divert penalties and £11.5k relates 
to Medical Interoperability Gateway (MIG) recharges.  
 
PC requested an update regarding outstanding financial challenges. MR explained that 
NHSE has requested a joint form is submitted by the CCG and NHCFT. SB asked whether 
the £10.2million risk factors in the potential for the CCG being unsuccessful in the 
challenges. MR confirmed that this equates to c£5million of the reported risk.  
 
AC/17/24 Agenda Item 6 Prior Year Adjustments 
 
MR outlined the three areas of prior period adjustments currently being discussed with 
Mazars:  
 
Mental health pooling: Due Diligence work undertaken by PWC highlighted that for a 
number of years the CCG has split the annual £2.6million payment for mental health 
pooling into two payments, with £2million being paid in year and £0.6million the following 
year. There appears to be no reason to continue this approach and so MR has proposed 
bringing the full payment in-year for 2016/17. JD confirmed that this is not a material or 
significant issue and that Mazars supports the proposal.  
 
Section 117: A similar arrangement to mental health pooling has been in place for Section 
117, with some payments deferred to the following year. This may have historically been 
due to lack of information regarding how much to accrue, however as current information is 
available from the Local Authority (LA), there is no reason to continue with this approach 
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and so MR has proposed bringing the full payment in-year for 2016/17. JD confirmed that 
this is not a material or significant issue and that Mazars supports the proposal.  
 
CHC: A detailed partnership agreement with the LA outlines how payments are made and a 
gain share agreement is in place, however there is ambiguity regarding how overspends 
are handled. The partnership agreement outlines a set budget for the year, which is then 
paid in twelfths throughout the year. It provides for quarterly reconciliations but does not 
describe what to do about overspends, however nothing in the agreement requires the LA 
to pay for NHS expenditure. The agreement does state that the LA should not spend more 
than the set budget.  
 
The CCG has historically been reimbursing the LA for overspends in the following year, due 
in part to availability of final figures for the year. MR has discussed this issue with Steven 
Mason (SM) and noted that the CCG receives statements of actual spend and the run rate 
on a monthly basis and so is able to forecast overspends. The issue comes down to 
interpretation of the agreement and the relationship requires clarification. MR proposed that 
the overspend should be accrued for 2016/17 subject to audit testing on the validity of LA 
data.  
 
AW asked whether LA data is tracked back to patient level information, noting that there 
have previously been issues in reconciling ‘pay to provide’ with SWIFT. MR said that the LA 
has provided assurance that data comes from the SWIFT system and that it is fully 
reconciled. 
 
SB said that it is important to clarify what is, and is not, NHS expenditure and suggested a 
provisioning treatment could be used, as work to prove the liability may take time. MR will 
update the file note to reflect discussion with SM and outline the options for either a 
provisioning treatment or an accrual for consideration by Mazars.  
 
JD requested that legal advice is taken regarding the interpretation of the current contract. 
MR to progress.  
 
The Committee discussed the potential need to arrange a teleconference ahead of the May 
2017 meeting to agree the process of CHC. PC confirmed that he was happy for SB to 
represent Committee members on this call.  
 
MR noted that JLEB will receive a briefing on the current CHC position, including the 
current agreement with the LA at its April 2017 meeting.  
 
The committee, whilst accepting the evidence and arguments presented for adjusting 
previous years outturns, asked that all adjustments were agreed and ratified with NHS 
England; the committee was disappointed that processes were not in place to capture these 
liabilities earlier.  
 
Action AC/17/24/01: MR to update the file note to reflect discussion with SM and 
outline the options for either a provisioning treatment or an accrual for consideration 
by Mazars.  
 
Action AC/17/24/02: MR to seek legal advice regarding the interpretation of the 
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current CHC contract. 
AC/17/25 Agenda Item 7.1 External Audit Progress Report 
 
JD explained that Mazars will issue a letter to the Secretary of State by close of pay today 
in relation to the CCG’s breach of statutory financial duties, as discussed earlier in the 
meeting.  
 
JD gave an overview of the external audit progress report noting that there were no issues 
regarding financial systems and that relevant officers have been written to regarding 
compliance with duties and regulations. JD also noted that CCG and North East 
Commissioning Support (NECS) staff have attended a financial accounts workshop.  
 
SB asked how CCG providers were rated in recent national cost assurance programme 
audits, noting that almost half of those audited were rated as non-compliant. JD to confirm 
results for CCG providers and clarify the definition of non-compliant.  
 
SB asked whether Northumberland will have an adverse VFM conclusion for 2016/17. JD 
confirmed this, nothing that there is not sufficient evidence to demonstrate VFM. This will be 
discussed further under item 7.2.  
 
SB asked whether changes to Conflicts of Interest (COI) guidance expected in June 2017 
will affect the internal audit of COI. CB explained that AuditOne is following current 
guidance and that new guidance applies to trusts and is for CCGs to bear in mind.  
 
SB noted that the national Health and Social Care Integration report provides a compelling 
lever for the ACO and suggested that the Full Business Case (FBC) should reflect how the 
ACO will overcome barriers to integration. SB to discuss with MR and Vanessa Bainbridge 
(VB).  
 
SB asked whether any practical difficulties have been identified in signing off the CCG’s 
annual accounts as a result of changes proposed as part of ACO development. JD 
confirmed that there are none.  
 
Action AC/17/25/01: JD to confirm results of the national cost assurance programme 
audit for CCG providers and clarify the definition of non-compliant.  
 
Action AC/17/25/02: SB to raise reflecting how the ACO will overcome barriers to 
health and social care integration within the FCB with MR and VB.  
 
AC/17/26 Agenda Item 7.2 VFM update  
 
JD explained that, at the January 2017 Audit Committee meeting, the committee requested 
that Mazars carry out early work on the VFM conclusion report. The criteria for assessment 
remains in line with previous years and are rated as follows:  
 

 Informed decision making: Amber as a result of the 2016/17 outturn. 

 Sustainable resource deployment: Red as a result of the financial position.  

 Working with partners and other third parties: Amber as a result of lack of evidence 
regarding System Transformation Programme (STP) and ACO development.  



 5 

Clinicians commissioning healthcare 
for the people of Northumberland 

 
JD explained that VFM testing was focused on MSK, non-electives and prescribing. VFM 
savings in these areas were not close to target, although other areas, such as the Practice 
Activity Scheme (PAS) are performing well. An adverse VFM conclusion is looking likely 
due to the CCG’s financial deficit position.  
 
MR asked for confirmation that one amber or red rating within each category automatically 
gives the category an overall amber/red rating. JD said that the rating is based on the follow 
up actions identified. MR noted that the deficit affects all areas but that reliable and timely 
reporting does occur and that an amber rating for working with partners has been given, 
however the lack of evidence only reflects that this is an ongoing piece of work and 
therefore the rating must be the same for all CCGs across the patch. JD confirmed this.  
 
SB noted that changes to the individual ratings will not change the overall conclusion due to 
the financial position and the fact that the QIPP programme has clearly not delivered. SB 
also noted that issues outside of the CCG’s direct control (e.g. handover delays) have 
halted progress in some areas. JD will review the VFM report and bring back to the May 
2017 Audit Committee meeting for discussion.   
 
Action AC/17/26/01: JD to review the VFM report and bring back to the May 2017 
Audit Committee meeting for discussion.  
 
AC/17/27 Agenda Item 8.1 Internal Audit Progress Report  
 
CB presented the report, noting that one final and two draft reports had been issued since 
the January 2017 Audit Committee meeting, all with substantial assurance. PC asked 
whether all outstanding audits will be complete by April 2017. CB confirmed this.  
 
AC/17/28 Agenda Item 8.2 Internal Audit Plan 
 
CB presented the plan and noted that there had been no significant changes. AW noted 
that the plan has been mapped against the CCG’s assurance framework, with no 
outstanding areas identified.  
 
Moving forward, there are questions regarding the split of audit work between the CCG and 
the potential ACO and ensuring that these are carried out via a joined up programme of 
work.  
 
MR suggested that the CHC audit should take place annually in future and that this will 
need to be reviewed throughout 2017/18.  
 
CB asked the Committee to confirm that the audit plan covers key risks and provides the 
CCG with the level of assurance it requires. The Committee confirmed this, subject to 
ongoing review regarding potential changes in relation to the ACO.  
 
AC/17/29 Agenda Item 8.2 Head of Internal Audit Opinion (HIAO) 
 
CB presented the draft HIAO, stating that there is substantial assurance at this point. MR 
asked whether any issues have emerged from current fieldwork. CB said that nothing within 
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current work suggests any cause for concern.  
 
PC asked if assurance is focused on process rather than outcomes. CB confirmed this.  
 
AC/17/30 Agenda Item 9 Internal Audit Outstanding Actions  
 
SY noted that the CCG assurance framework will be presented at the May 2017 Audit 
Committee meeting and was reviewed by the Governance Group and JLEB in March. AW 
will reflect this in the HOIA.  
 
SY said that JLEB terms of reference will be reviewed as part of the ongoing review of 
governance arrangements over the next four to six weeks.  
 
AC/17/31 Agenda Item 10 Draft Governance Statement  
 
SY explained that Rachael Long has undertaken extensive work to compile the draft 
governance statement and that a draft of the full annual report and accounts will be 
considered by the Governing Body at its April 2017 meeting. SY asked the Committee for 
initial comments.  
 
SY to action the following:  
 

 Amend the number of CCG member practices stated.   

 Ensure information regarding other organisations’ financial plans is already in the 
public domain.  

 Include handover delays in the Resources and Performance section.  

 Ensure SM has reviewed information regarding the CCG’s response to legal 
directions. Including noting that the governance statement should include events up 
to the date the accounts are signed in May. 

 Include the external audit VFM conclusion in the ‘Three Es’ section.  
 
JD requested that the draft annual report is shared with Mazars as early as possible.  
 
SB asked how streamlining of annual reports impacts the CCG SY explained that a 
streamlined report was submitted for 2015/16 and that there were no further changes for 
the current year. The Committee was assured that guidance is being followed appropriately.  
 
Action AC/17/31/01: SY to make amendments to the governance statement as 
discussed.  
 
AC/17/32 Agenda Item 11 Governance Group Minutes 
 
The Committee received the minutes for information. SY noted that the Governance Group 
reviewed the assurance framework and risk register in detail at its March 2017 meeting. 
The CCG has achieved 100% completion for information governance training for the 
second year running.  
 
AW asked whether Iain Flinn has considered whether the COI audit can be mapped back to 
a strategic risk. SY confirmed that risk 1797 relates to COI.  
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AC/17/33 Agenda Item 12.1 Chair’s Briefing 
 
The committee agreed points for SB to brief Janet Guy 
 
AC/17/34 Agenda Item 12.2 Any Other Business  
 
There was no further business to discuss. 
 
AC/17/35 Agenda Item 12 Date of next meeting 
 
25 May 2017 
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Minutes of the Engagement, Public Health and Quality Committee (EPHQ) 

Wednesday 15 March 2017 
 

Members present: 

Karen Bower (KB)  Lay Governor, Patient and Public Involvement (Chair) 
Janet Guy (JG)  Lay Chair 
John Unsworth (JU)  Governing Body Nurse 
Paul Crook (PC)   Governing Body Secondary Care Doctor  
Jim Brown (JB)   Public Health Consultant 
 
In attendance: 
 
Annie Topping (AT)  Director of Nursing, Quality and Patient Safety 
Stephen Young (SY) Strategic Head of Corporate Affairs  
Fiona Rogerson (FR) Business Support  
 
EPHQ/17/12 Agenda item 1 – Introductions and Apologies for Absence 
 
Apologies were received from Cynthia Atkin. 
 
EPHQ/17/13 Agenda item 2.1 – Register of Interests and Review of Conflicts of 
Interest 
 
PC noted a potential conflict with regard to Looked After Children (LAC).  It was 
agreed that this would not preclude PC from participating in discussion for any of the 
agenda items.  
 
JG noted that, with regard to agenda item 6.1, JG is a member of the police and 
crime commissioner panel which organised the safeguarding consultation event.  It 
was agreed that this would not preclude JG from participating in discussion for this 
agenda item.  
 
EPHQ/17/14 Agenda item 2.2 – Quoracy 
 
The meeting was quorate.  
 
EPHQ/17/15 Agenda item 3 – Minutes of the meeting held on 18 January 2017 
 
The minutes were agreed as a true and accurate record, pending the amendments 
submitted by JB prior to the meeting.  
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EPHQ/17/16 Agenda item 4 – Action Log/Matters Arising 
 
Matters Arising  
 
There were no matters arising. 
 
Action Log  
 

 EPHQ/17/08/01: AT confirmed that auditing of the pressure ulcers is detailed 
in the quality report which will be considered by the Joint Locality Executive 
Board (JLEB) on 22 March 2017. 

 EPHQ/17/09/01: AT has shared the patient choice data with the nursing 
director at Northumberland, Tyne and Wear Trust (NTW) and a response is 
awaited.   

 
EPHQ/17/17 Agenda item 5.1 – Engagement 
 
SY noted that communications and engagement team has experienced a sustained 
period of high volume workload over recent months. KB commended the team for its 
ongoing work.  SY presented the report, highlighting the following:  
 
Vanguard Co-Design Forum (VCDF): The VCDF will meet on 21 March 2017 to 
undertake an evaluation of work over the last year and discuss next steps for year 
three of Vanguard.  SY gave a summary of VCDF work to date and explained that 
the panel will continue to be involved in co-design moving forward, although possibly 
in a revised format.  
 
SY noted that the VCDF has been successful in influencing ongoing pieces of work 
across the health care system, however the ‘locality ambassador’ model may be 
reviewed as this may not be the most effective vehicle for disseminating information.  
The future focus of the panel is likely to be the System Transformation Plan (STP) 
and the Empowering People and Communities (EPC) project, which is led by 
Northumbria Health Care NHS Foundation Trust (NHCFT).    
 
STP Engagement: The STP initial engagement period is now complete and the 
CCG concentrated on the connection between this work and the potential ACO.  The 
engagement report has been sent to the North East Commissioning Support Unit 
(NECS) who are coordinating responses to the STP regional lead.  
 
Rothbury Community Hospital (RCH): The midpoint review meeting is scheduled 
for 16 March 2017.  To date, 135 responses to the consultation survey have been 
received.  The campaign lead for ‘Save Rothbury Hospital’ is currently developing an 
‘option 6’ and will present it to the CCG before the end of the consultation period for 
consideration. 
 
Patient Engagement: The next patient forum will take place on Wednesday 29 
March in Blyth.  It is hoped that holding the event on a week day may increase 
attendance.  The forum will focus on EPC and health and wellbeing centres.  
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Member Engagement:  The ACO Question and Answer (Q&A) session was well 
received.  A video is being produced and an email address was included in the 
locality bulletin for any queries.  SY noted that member practices have not yet had 
sight of the Full Business Case (FBC) and so may have further questions moving 
forward.  SY also noted that the federation agreement for practices is still in 
development. 
 
Locality bulletin: Readership figures continue to grow.  The GP TeamNet contract 
has been extended for one year.  
 
KB asked whether regular Healthwatch reports should be reviewed by the 
Committee.  SY explained that these are reviewed at meetings below board level.  
SY will monitor the reports and include any key headlines in future patient forum 
reports.  
 
JB informed the Committee that Penny Spring will be leaving the Local Authority (LA) 
in May 2017.  Interim arrangements for the Director of Public Health role have not 
yet been defined.  JB will present a core offer update report and the annual 
Department of Public Health report at the May 2017 Committee meeting.  
 
Action EPHQ/17/18/01: JB to present a core offer update report and the annual 
Department of Public Health report at the May 2017 Committee meeting.  
 
EPHQ/17/19 Agenda item 6.1 – Update on safeguarding Adults 
 
AT presented the report and outlined key headlines:  
 

 Violence against Women and Girls (VAWG): The CCG is continuing to 
work with partner agencies to develop the VAWG transformation fund 
application. PC asked where the funded full time advocates would be based. 

 Safeguarding Consultation Event: Fiona Kane and Margaret Tench 
represented the CCG at the Northumbria Police Safeguarding consultation 
event. 

 CCG Assurance: Substantial assurance was received following the internal 
audit of Deprivation of Liberty Safeguards (DOLs).  An action plan to address 
the minor findings is being developed.  

 Provider’s assurance NHCFT: The quarter three report has been received, 
with no areas of concern identified.  However, NHCFT’s safeguarding meeting 
highlighted the need for assurance regarding reporting of DOLs and pressure 
sores.  PC asked if NHCFT is reporting pressure ulcers as Serious Incidents 
(SIs).  AT explained it would appear that some incidents should have been 
reported as SIs and they have not been.  NHCFT has acknowledged a gap in 
their system and the CCG is currently working with Trust to understand the 
scale of this issue and address accordingly.  Concerns will also be raised at 
the April QRG.  

 Provider’s assurance NTW: The quarter three report shows no areas of 
concern. 

 Provider’s assurance North East Ambulance Service (NEAS): The quarter 
three report showed that internal restructuring could impact on resources. The 
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CCG has requested assurance and is working with other safeguarding 
professionals in the region on this area. 

 Provider’s assurance Primary Care: 21 GP practices have accessed 
training.  The CCG is looking at promoting the training to the remaining 23 
practices.  The training will be assessed through CQC inspections.  

 Serious Case Reviews (SCR): There are currently no SCR being 
undertaken. 

 
JU said that the substantial assurance rating for the DOLs audit is to be commended 
and congratulated Fiona Kane and the wider team on the work to achieve this.  
 
Action EPHQ 17/19/01:  AT to obtain assurance from NEAS regarding internal 
restructuring. 
 
Action EPHQ 17/19/02 AT to find out where the funded full time health 
domestic abuse advocates would be based. 
 
EPHQ/17/20 Agenda Item 6.2 – Quality Report  
 
AT outlined the following highlights:  
 

 Two C.Difficile cases have been reported for January for the CCG against a 
trajectory of seven. There is significant improvement on C.Difficile rates 
compared to 2015/16.  

 In quarter three, 14% (35 cases) of SIs related to Northumberland residents 
compared to 25 in the same period last year. The QRG has requested a 
breakdown of SIs reported as ‘no harm’ as it felt that this term could be 
misinterpreted. Falls continue to be the most reported type of SI. The rate of 
pressure ulcers reported as serious incidents is reducing. 

 The SIRMs practice reporting rate has increased. 

 A deep dive of pressure ulcer reporting has been undertaken.  A full report will 
be presented to JLEB on 22 March 2017. Assurance is being sought from 
NHCFT and NUTH following reporting of incidents above the national 
average.  

 The Friends and Family Test (FFT) response rate continues to be below the 
national target. 

 The annual safeguarding report is the first one produced by the CCG, collated 
by the designated doctor and designated nurse.  AT acknowledged the work 
and thanked them for their contribution. 

 
JB asked what actions are being taken by NHCFT and Newcastle Hospitals (NUTH) 
to increase FFT response rates.  AT explained that action plans are being developed 
following a visit to Gateshead Hospital to investigate their success.  NUTH now has 
volunteers to support patients filling out the forms.  NHCFT has modified the forms to 
provide more qualitative data, and is working to improve the baseline by 6%.  
 
KB asked if NEAS has provided any further information regarding the increase in 
sickness levels.  AT confirmed that a combination of issues such as recruitment, 
restructuring, staff turnover, system pressures and staff sickness have impacted on 
NEAS performance. 
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JG noted that the LAC report does not make it clear that all 18 actions or requests 
for evidence have been included as recommendations in the action plan.  The 
Committee asked for assurance that all issues have been appropriately addressed. 
 
Action EPHQ/17/20/01: AT to ensure all 18 points in the LAC report are 
followed up in the formal action plan and feedback to the next meeting. 
 
EPHQ/17/21 Agenda Item 6.3 – Quality visit programme 
 
AT presented an update on the quality visit programme, noting that the visit 
programme is coordinated by NECS and assesses both the facilities and services 
against a number of factors.  The focus is on unannounced visits based on hard and 
soft intelligence and the CCG continues to underpin this with further analysis and to 
step up procedures to ensure a consistent approach. 
 
Hexham hospital was visited with the focus on SIs/falls.  No serious concerns were 
highlighted on the day of the visit however some recommendations were made.  A 
response to these recommendations has been received and is currently being 
reviewed. 
  
Further analysis of SIs, SIRMs and Significant Learning Events (SLEs) has identified 
a number of sites and service areas for future visits.  These will be included in the 
2017/18 schedule. NTW will require some notice of quality visits due to its type of 
patients and potential areas to look at have been identified.  AT is considering how 
NEAS visits will be addressed as unannounced visits to call centres may not prove to 
be productive. 
 
JG felt there may be a need for unannounced visits to NTW.  AT confirmed that 
safeguarding visits have been undertaken by Fiona Kane and that a visit to a 
learning disability / autism facility was undertaken by another CCG and the report 
shared. 
 
KB asked if any visits had been carried out at Newcastle Hospitals.  AT confirmed 
that quality visits are undertaken by Newcastle Gateshead CCG (NGCCG) but no 
reports have been shared.  AT to request reports from NGCCG. 
 
KB asked why a visit has not been scheduled for Talking Matters Northumberland 
(TMN).  JU suggested that it may be beneficial to allow TMN some time to implement 
recommendations following the recent contract escalation before undertaking a visit. 
 
JU commented that the quality visit programme is shaping up really nicely and it is 
good that the CCG is triangulating different types of information. 
 
Action EPHQ/17/21/01: AT to request quality visit reports from NGCCG. 
 
EPHQ/17/22 Agenda item 6.4 Patient choice 
 
AT presented the report, explaining that the CCG reports against nine key areas 
outlined in the NHS choice framework.  The report focused on choice of hospital and 
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access to treatment.  There is no published data available regarding choosing 
hospitals and specialist tests.  
 
To assess the level of choice offered to residents of Northumberland, data from the 
e-referral system is used as a proxy indicator.  Data from the referral management 
system shows that the CCG performs better than the England average in both 
2015/16 and 2016/17 to date.  The CCG’s performance is also improving month on 
month, and this provides assurance that more patients are being given choice. 
 
Data from the 2015 CQC annual survey shows that NHCFT and NUTH perform 
above the England average in relation to access to treatment, with an ongoing trend 
of improvement.   
 
EPHQ/17/23 Agenda item 7 – Any other business 
 
There were no items submitted 
 
EPHQ/17/24 Agenda item 8 – Date and time of next meeting 
 
17 May 2017 at 0930.  Venue: Bates Meeting Room, County Hall.  
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Minutes of the Public Meeting of the NHS Northumberland Primary Care 
Commissioning Committee 
15 February 2017  
 
Members Present: 
 
Janet Guy  Lay Chair, Northumberland CCG  
Karen Bower Lay Governor, Northumberland CCG  
Siobhan Brown   Transformation Director, Northumberland CCG 
Mike Robson    Chief Finance Officer, Northumberland CCG 
Steve Brazier    Lay Governor Northumberland CCG  
 
In attendance: 
 
Stephen Young    Strategic Head of Corporate Affairs 
Scott Dickinson   Northumberland County Council 
Rachael Long   Corporate Affairs Manager 
Diane Gonsalez    Locality Manager 
David Brown     Local Medical Committee 
Tracy Johnstone   NHS England 
 
 
NPCCC/17/01 Agenda item 1 - Welcome and questions on agenda items from the 
public 
 
Janet Guy welcomed all members to the meeting. There were no members of the public 
present.  
 
NPCCC/17/02 Agenda item 2 – Apologies for absence 
 
Apologies were received from Jane Lothian and Cynthia Atkin. 
 
NPCCC/17/03 Agenda item 3.1 – Declarations of conflicts of interest  
 
Janet Guy declared that she is a patient at Bondgate Practice, which will be discussed 
under item 7.  The Committee agreed that Janet would not take part in discussion for item 
7, and will hand the Chair to Karen Bower as her deputy. 
 
NPCCC/17/04 Agenda item 3.2 – Quoracy 
 
The meeting was quorate.  
 
NPCCC/17/05 Agenda item 4.1 – Minutes of the previous meeting and matters arising 
 
The minutes were accepted as a true record pending one amendment to reflect that Mike 
Robson had submitted his apologies.  
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Matters Arising 
 
Otterburn Branch Surgery, page 3 – Discussions have taken place with Northumberland 
County Council’s Overview and Scrutiny Committee. 
 
NPCCC/17/04.2 Agenda item 4.2 Action Log  
 
Actions NPCCC/16/122/01, NPCCC/16/123/01, NPCCC/16/127/01 and NPCCC/16/127/02 
were agreed as complete and will be removed from the log. The following actions were 
discussed in further detail:  
 

 NPCC/16/120/01: Mike Robson will meet Stephen Naylor on 24 February to discuss 
the five key principles being written into the primary care estates strategy. 

 NPCCC/16/121/01: Otterburn practice has confirmed that no issues were raised 
regarding prescription delivery during patient engagement.  Stephen Young to email 
the practice asking that the CCG is notified of any issues arising in the future. This 
action will then be removed from the log.  

 
Agenda item 5 Operational  
 
NPCCC/17/06 Agenda item 5.1 Operational Update Report  
 
Stephen Young presented the report and highlighted the following:  
 
Estates and Technology Transformation Fund (ETTF) - Work on the bids continues; the 
CCG has met with Nigel Fenny who manages the process for NHS England.  There has 
been some confusion at practice level about how to complete the forms and funding levels.  
Stephen thanked Diane Gonsalez for the extensive work she has undertaken in this area. 
Practices have been asked to re-submit bids, together with requisite supporting documents 
by March 2017.  The ETTF sub group will then re-consider bids ahead of final submission to 
NHS England. 
 
GP Forward View - Work is progressing on the GP Forward View (GPFV) pan-
Northumberland workforce agency bid.  As ACO development work progresses the CCG is 
currently considering the best organisation to run the programme. 
 
Tracey Johnstone informed the Committee that the next tranche of funding will be available 
imminently and is expected to be £4 to £4.5K across the region. The CCG will receive a 
letter advising of the next steps and an early indication of the process.   
 
Siobhan Brown asked what the funding covers.  Tracey Johnstone explained that it covers 
resilience, and is very broad, but details will be included in the packs, along with information 
about funding agreed in previous years, such as additional clinical backfill etc. 
 
Scott Dickinson asked what areas the region covers.  Tracey Johnstone explained that it 
covers the North East and North Cumbria, and that the funding amounts are smaller this 
year as year one was pump primed. 
 
Felton – Diane has been in discussion with the practice and potential contractors.  A 
smaller scale practice is now being considered, which will be more in line with the needs of 
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the population. 
 
Harbottle – The current Service Level Agreement (SLA) with Rothbury Practice to deliver 
services from Harbottle has been extended to 31 March 2017.  Discussions continue 
concerning the provision of a branch surgery.  An initial expression of interest has been 
submitted and current issues concerning the property lease are being worked through.. 
Tracey Johnstone said that if the arrangements have not been finalised by 31 March there 
may need to be a discussion about signing the contract subject to lease agreements.   
 
Scott Dickinson noted that he supports the view that there should be a signed contract 
subject to final lease at Harbottle, as a further extension of an already extended temporary 
contract would be an issue, particularly in terms of public confidence. 
 
NPCCC/17/07 Agenda item 5.2 Operational Group  
 
Stephen Young presented the report, which outlined the requirement to set up a Primary 
Care Commissioning Operational Group (PCCOG) and proposed the initial Terms of 
Reference (ToR).   
 
The Primary Care Commissioning Committee (PCCC) is responsible for key primary 
medical care decisions, however a large amount of preparatory work and lower level activity 
is currently undertaken by CCG and NHS England officers out of committee.  The CCG also 
provides regular operational reports to the Local Authority’s (LA) Primary Care Applications 
Working Party, which in turn reports to the Care and Wellbeing Overview and Scrutiny 
Committee.  To date this work has been conducted when necessary without formal 
governance.  Given the current governance gap and the volume of work associated with 
primary medical care delegated commissioning, it is considered that PCCC should now be 
formally supported by an operational group.  One of the key functions of the operational 
group will be to consider current business and agree which items require discussion at 
PCCC. 
 
South Tees CCG Operational Group’s ToR have been adapted for the PCCOG as they are 
recognised by NHS England as best practice. 
 
Scott Dickinson asked whether, as the operational group will be looking at the interests of 
lots of organisations, the LA or Northumbria Health Care Foundation Trust (NHCFT) will be 
participating. He noted that the ToR does not include the ability to invite additional people 
who may need to be included in discussions at an operational level. The Committee agreed 
to include an option for inviting additional officers to the meetings as and when needed and 
discussed the merits of including a LA representative on the PCCOG membership. It was 
agreed that Stephen Young will consider the inclusion of a LA representative at PCCOG 
and if necessary discuss this with Scott Dickinson. 
 
Siobhan Brown asked how the ACO representation will eventually be included in PCCOG.  
Stephen said that the Head of Commissioning for primary care is included in the 
membership to start this process.  
 
Karen Bower queried the responsibility to improve quality in the ToR and asked whether 
this should be the responsibility of the practices.  Tracey Johnstone said that quality of care 
is one of the responsibilities of the CCG. 
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Janet Guy suggested some minor TOR amendments..  
Northumberland Primary Care Commissioning Committee members approved the proposal. 
 
Action NPCCC/17/07/01:  Stephen Young to consider the LA representation at 
PCCOG. 
 
Action NPCC/07/07/02: Stephen Young to make minor textual changes to the ToR as 
discussed.  
 
Agenda item 6 Strategic 
 
NPCC/17/08 Agenda Item 6.1 Primary Care Operational Plan  
 
Siobhan Brown presented the primary care operational plan, which was submitted in draft to 
NHS England in December 2016.  The plan brings together key workstreams from 
Northumberland Primary Care Strategy, the Primary and Acute System (PACS) Vanguard 
and the GPFV.  
 
Karen Bower asked whether the workplan includes a focus on practice managers/business 
managers.  Siobhan Brown said that it does, and also looks at training future leaders. 
 
Tracey Johnstone noted that there is national emphasis  on the GPFV and that the funding 
process is complicated.  Two new trainers have been recruited via recurrent and non 
recurrent investment going forward.  There is a small amount of funding locally for NHS 
England to develop a transformation team to identify where applications for funding can be 
made, and to help clarify the arrangements for plans and submissions and ease local 
processes.  NHS England has contacted CCGs about the trainers coming to work in CCG 
offices to support this.  
 
David Brown, on behalf of the Local Medical Committee (LMC), thanked Siobhan for her 
work on the operational plan.  He asked for clarification regarding whether ‘primary care 
providers’ includes GPs.  Siobhan said that it does, and noted that the CCG is also trying to 
engage NHS Property Services in the ACO.  There is an estates plan, and the ACO will be 
looking at reducing the estate, which includes all providers, not just primary care. 
 
Steve Brazier noted that prescribing has been discussed in several committees, and the 
table in page 18 of the report shows good examples of work being undertaken. 
 
Janet Guy noted that the work required to deliver the plan will be resource intensive and 
was therefore encouraged by the support available from NHS England.  Janet said that 
work will be required to identify the successful elements of the plan and roll these out.   
 
NPCCC/17/09 Agenda Item 6.2 ACO Primary Care Representation  
 
Siobhan Brown outlined recent developments in designing the construct to create a 
collective, equal partner arrangement for primary care representation at a potential 
Accountable Care Organisation (ACO) board.  The work has been facilitated by the LMC. 
 
Scott Dickinson stated that he has been recently appointed as Chair of the Strategic 
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Oversight Board for system transformation so he is conflicted in this discussion.  It was 
agreed that he would not take part in the discussion. 
 
Siobhan explained that there is a great deal of focus nationally on new models of care, 
which the operation plan embodies. Locally there is a changing environment in primary 
care.  Siobhan thanked Jane Lothian who has been pivotal in this work and in helping to 
drive it forward. 
 
The Legal Framework is currently with primary care for comment along with a draft 
governance structure.  The next step is to identify leaders to work across each locality and 
then to identify one clinician and one manager from each locality, to represent primary care 
at the ACO Board.  Work is underway with localities to identify how to facilitate the best 
method of finding system leaders. A panel is being organised for primary care leads to ask 
questions about the ACO after the members meeting on 8 March 2017. 
 
Tracey Johnstone noted that there is a misconception amongst some practices that once 
the ACO is formed, they will not be able to change.  However, there will still be the 
opportunity for practice mergers etc. to go ahead.  
 
Karen Bower asked what the clinical senate element of the draft governance structure was.  
Siobhan explained that it will be  a primary care work board, with clinical and management 
leads from the four localities. It was agreed that this will need to be renamed as there is 
already a Clinical Senate operating in the region. David Brown asked whether practices 
were happy to go forward to the ACO in the four localities. Siobhan explained that this is 
currently in discussion. 
 
Karen asked whether the new system will allow practices the flexibility to choose which 
locality to be aligned to (i.e. in response to potential future boundary changes).  Siobhan 
Brown answered that there would be and Janet Guy suggested that the deed should be 
checked to make sure it allows for this eventuality. 
 
Committee members considered the draft framework and governance structure and noted 
the further work required to develop the framework ahead of operational delivery. 
 
Action NPCCC/17/09/01: Siobhan Brown to check that the deed allows for future 
flexibility. 
 
NPCCC/17/10 Agenda Item 6.3 Extended Access  
 
Siobhan Brown outlined the framework for commissioning extended access by general 
practice. 
 
The operational planning and contracting guidance for 2017-2019 provides the planning 
guidance for the GPFV.  The GPFV sets out the investment and commitment to strengthen 
general practice in the short term and support sustainable transformation of primary care.  
As one of the transformation areas chosen nationally to accelerate delivery of improved GP 
access, the CCG has reviewed the key deliverables against local demands and the 
opinions of the Northumberland population. 
 
39 out of 44 practices are signed up to delivering the current direct enhanced service 
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extended hours access scheme (with varying days of the week and times of the day).  The 
current contract can be for early mornings as well as evenings.  The new contract is specific 
about evenings, and also has a population focus not just a practice focus.  It is important to 
keep an eye on duplication e.g. the out of hours services, GPs working out of hours, and 
Northern Doctors Urgent Care (NDUC).  The utilisation of services is important, and needs 
to be 75% going forward. 
 
Scott Dickinson questioned the funding level of £6 per head of population, as this is double 
what it would normally be.  Tracey Johnstone explained that there are differences in the 
way funding is planned, and noted that eventually everywhere will be up to this level.  She 
added that GPFV funding is subject to 100% compliance.  There is a strong emphasis on 
CCGs making sure they have considered procurement responsibilities.  Some CCGs are 
not using procurement, other areas may be using the APMS contract. 
 
Scott Dickinson asked whether the funding received for 2017/18 was non-recurrent funding 
and what would happen if the £6 per head funding stops.  Tracey Johnstone said that the 
funding is recurrent funding, but that this can be reduced at any time. 
 
Mike Robson asked how, if we go through procurement, we will know what the delivery 
model will look like.  Siobhan Brown said that the CCG needs to consider unpredictable 
needs etc, and discuss hubs and shared IT with Northumbria Healthcare NHS Foundation 
Trust (NHCFT). 
 
David Brown asked whether all practices have to work in a collaborative fashion to receive 
the funding.  Tracey Johnstone said that there are a variety of different methods; NHS 
England has been undertaking population modelling and talking to NHCFT about sharing 
facilities and IT. 
 
Janet Guy highlighted her concern that so many different models in operation could lead to 
variation and uncertainty about which models are directly responsible for any good results 
achieved. Patient perception is also concerning, and there have been examples of 
experience or views that services are not running well.  Siobhan said that it is important to 
consider this as a system, and that patient behaviour demonstrates that even if there is no 
barrier to GP access, A&E attendance is still high. 
 
The Committee agreed to discuss extended access further at its April 2017 meeting and to 
hold further discussion regarding funding via email in the interim if necessary.  
 
The Committee approved the framework and contractual format. 
 
Action NPCCC/17/10/01: Extended access to be discussed at the April 2017 PCCC 
meeting.  
 
NPCC/17/11 Agenda Item 7 Any other business 
 
Bondgate and Infirmary Drive – Proposed Merger 
 
Karen Bower took over the Chair for this item. 
 
Stephen Young presented the report, explaining that there has been a headline in the 
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Northumberland Gazette regarding the intention of Bondgate and Infirmary Drive practices 
are to merge. Stephen has explained the need for due process to the practices. 
 
The practices have now started the process with NHS England that will lead, if approved by 
this Committee, to a full merger.  The practices are keen to have an administration merger 
as soon as possible. This will not affect patients and is stage one of the process that will 
lead to a full merger.  The potential merger will be discussed at NHS England in early 
March 2017. 
 
Tracey Johnstone noted that the regulations say the practices can merge unless there is a 
reason to stop it and that the merger is a legal process.  The practices will be able to see 
each other’s patients if they have a sub-contracting arrangement in place. 
 
Scott Dickinson welcomed the move, as both practices have been very supportive of local 
initiatives. 
 
Diane Gonsalez said that the merger would also be supported by the technological ETTF 
bid submitted by the practices. 
 
The committee approved the administration merger proposal. 
 
NPCCC/17/12 Agenda item 8 Date and time of next meeting  
 
1200 on 19 April 2017, Committee Room 2, County Hall  
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Minutes of the Joint Locality Executive Board Meeting 
Wednesday 22 March 2017, 0900 
Committee Room 2, County Hall 

 
Present 
 
Steven Mason (SM)   Accountable Officer (Chair) 
Alistair Blair (AB)   Clinical Chair 
Vanessa Bainbridge (VB)  Chief Operating Officer 
Mike Robson (MR)   Chief Finance Officer  
David Shovlin (DS)   Locality Director - West 
Frances Naylor (FN)  Locality Director – Blyth Valley 
Siobhan Brown (SB)  Transformation Director  
Hilary Brown (HB)   Locality Director – North 
John Warrington (JW)  Locality Director – Central  
 
In Attendance 
 
Stephen Young (SY)  Strategic Head of Corporate Affairs 
Faye Menzies (FM)   Business Support 
Janet Guy (JG)   Lay Chair  
Paul Crook (PC)   Governing Body Secondary Care Doctor 
Karen Bower (KB)   Lay Member - Resources and Performance and PPI 
Steve Brazier (SBr)   Lay Member – Audit  
Alison Elsdon (AE)   Head of Corporate Affairs, Northumberland County Council 
 
JLEB/17/42 Agenda Item 1.1 Apologies for absence 
 
Apologies were received from John Unsworth and Annie Topping. 
 
JLEB/17/43 Agenda Item 1.2 Declarations of conflict of interest 
 
There were no declarations of interest.  
 
JLEB/17/44 Agenda Item 1.3 Quoracy 
 
The meeting was quorate. 
 
JLEB/17/45 Agenda Item 1.4 Minutes from the previous meeting 
 
The minutes of the previous meeting were agreed as a true and accurate record, pending one 
amendment to page five to read “sedentary lifestyles” rather than “activity”.   
 
JLEB/17/46 Agenda Item 1.5 Review of actions register 
 
Actions JLEB/17/36/01, JLEB/17/36/02, JLEB/17/37/01, and JLEB/17/37/02 were agreed as 
complete and will be removed from the log. The following action was discussed in further 
detail:  
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 JLEB/17/10/01: MR said that the process for financial challenges has now been 
clarified. A joint form is required from Northumberland Clinical Commissioning Group 
(CCG) and Northumbria Health Care Foundation Trust (NHCFT). JG asked if the 
challenge must be filed before the 31 March 2017. MR to confirm. MR noted that the 
CCG will submit the form without NHCFT input if this is necessary in order to hit the 
deadline. SBr noted that a previous challenge spanned two financial years and that 
agreement of balances forms part of contract conversations. This action will be 
removed from the log.  

 
Actions:  
 
JLEB/17/46/01: MR to confirm deadline for submission of financial challenges.  
 
JLEB/17/46/02: FM to chase updates on remaining outstanding actions.  
 
Agenda Item 2 Business Matters 
 
JLEB/17/47 Agenda Item 2.1 Chief Operating Officer report 
 
VB outlined key headlines:  
 
Accountable Care Organisation (ACO): The Full Business Case (FBC) is in development. A 
key area of focus is development of the Clinical Strategy; CCG and NHCFT clinicians are 
meeting regularly to develop the model and narrative. A draft of the FBC is expected to be 
circulated by 13 April 2017. 
 
The CCG is working with NHS England (NHSE) and NHS Improvement (NHSI) on FBC 
development. NHSE and NHSI have made a commitment to include a proposal in the FBC 
about how they will change ways of working to fit with an ACO model.  
 
Rothbury: The final public meeting of the consultation period will take place on 30 March 
2017. SM has received a letter from Anne Marie Trevelyan MP which he will circulate to JLEB 
members.  
 
GP TeamNet: A one year contract extension has been agreed.  
 
Sport England Bid: The CCG are submitting an expression of interest, along with key 
partners including the Local Authority (LA) for a local delivery pilot ‘towards an active nation’. 
FN noted the importance in considering sedentary lifestyles. FN and VB to discuss.  
 
Actions:  
 
JLEB/17/47/01: SM to circulate MP letter.  
 
JLEB/17/47/02: FN and VB to discuss FN involvement with the Sport England Bid.  
 
JLEB/17/48 Agenda Item 2.2 Finance Report  
 
MR explained that, following discussion with NHSE, a forecast deficit of £31million has been 
formally reported in month 11. A risk of £10million has also been reported and discussions 
continue concerning actions to reduce the risk level. The control total remains at £5million 
deficit, however the cash draw-down amount has been adjusted to reflect the £31million 
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position. The external auditors will now notify the Secretary of State that the CCG will not 
meet its financial duties for 2016/17. 
 
NHSE has issued a letter instructing CCGs to release their 1% headroom reserves into the 
bottom line.   
 
SBr asked how much of the £10.2million additional in-year QIPP requirement relates to prior 
year transactions. MR said that £9.5million of the overall forecast deficit is non-recurrent or 
prior year, however the Continuing Health Care (CHC) component requires agreement.  
 
JLEB/17/49 Agenda Item 2.3 Performance Report  
 
MR outlined the CCG performance summary for January 2017 and highlighted key areas of 
concern. The Resources and Performance Committee (R&P) considered IAPT performance 
in detail at its March 2017 meeting. The CCG is working closely with Talking Matters 
Northumberland (TMN) to support them in understanding their own performance and 
improving data accuracy.  
 
KB said that R&P had noted concern regarding the level of CCG staff resource required to 
support TMN, but improvements are being seen as a result. VB noted the concern and 
agreed to monitor this. VB said that one role of a commissioner is to act as an improvement 
partner and help other organisations to understand the skill set required.  
 
JLEB/17/50 Agenda Item 2.4 Quality Report 
 
The Joint Locality Executive Board (JLEB) received the quality report for information and 
noted that AT and JU are working on changing the format of future reports.  
 
AB asked JLEB to note that the definition of ‘never events’ will be changing nationally. JLEB 
will receive further detail when available.  
 
JLEB/17/51 Agenda Item 2.5 Ambulance Benchmarking  
 
DS presented the report, noting that this is the first such report to JLEB since August 2016 
due to data quality issues. The data set is still not fully complete. DS presented key headlines:  
 

 Ambulance response time performance at North East Ambulance Service (NEAS) and 
CCG level for January 2017 has deteriorated compared to the same period last year.  

 Northumberland has a relatively low level of Red calls, however a high proportion of 
Green and GP urgent calls compared to other CCGs.  

 There is also a higher rate of Red GP Referrals however data does not contain hospital 
or area postcode information, therefore it is not possible to tell whether this relates to 
transfers from base sites.  

 The number of red wards in Northumberland has increased since the last report, with 
green wards limited to parts of south east Northumberland, Alnwick, Berwick North and 
Hexham East.  

 Community paramedics can now be called out of the local area if they are nearest to 
an incident. Community paramedics have higher ‘see and treat’ rates than 
ambulances.  

 See and treat and hear and treat rates are increasing, however NEAS is still in the 
lower half of the performance table nationally.  

 NEAS has had the highest rate of staff sickness of ambulance trusts in England since 
September 2015. It also has the highest proportion of staff employed on bands one to 
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three and the lowest proportion on band six and above. This impacts on what crews 
are able to do to manage patients.  

 GP practice calls to 111 in-hours vary greatly between practices. Conversion rates 
between 111 and 999 were 16% between April and December 2016.  

 22% of all hospital activity between April 2016 and January 2017 related to 
ambulances. 30% of those patients were subsequently discharged with no follow up, 
GP follow up or left of their own accord without treatment.  

 
JLEB discussed GP urgent calls. DS noted that most calls occur between 12pm and 3pm 
Monday to Friday, which results in congestion at A&E and handover delays. Discussions are 
taking place with NEAS regarding standardising GP Urgent request times which would reduce 
clinical variability regarding GP decisions about how long a patient can wait for an ambulance. 
DS noted that JLEB previously requested information showing the outcome of GP urgent calls 
in terms of inpatient stays. DS explained that there is not sufficient data quality to enable 
reporting in this area.  
 
Use of ambulance taxis peaked in May and June 2016, however has been declining since. 
The reasons for this require investigating as use was lowest in January 2017 when activity 
was highest.  
 
DS outlined ongoing actions to address ambulance performance:  
 

 Proposals in relation to GP urgent calls will be considered at the CCG business 
meeting later today. This includes considering separating the 999 resource from the 
GP urgent resource.  

 NEAS is reviewing its sickness policy.  

 A clinical hub has been established to review 111 dispositions. The hub is not yet fully 
staffed but upskilling is being investigated.  

 The Emergency Care Improvement Programme (ECIP) has undertaken a review of 
ambulance performance and developed a detailed work plan. An Oversight Group has 
been established, chaired by ECIP, and workstreams identified for completion by 
March 2018. Monthly reports on progress are received by the Local A&E Delivery 
Board.   

 
HB noted that ambulance performance is rated green for red calls in Berwick north and asked 
what level of that performance can be attributed to the Scottish ambulance service. DS to 
investigate.  
 
FN asked whether data is available to show how many calls each team is managing to 
respond to, how much time it is taking to treat people at the scene and whether this has a 
resource impact. DS said that this information would need to be balanced against the time it 
would take an ambulance crew to convey a patient to hospital, book them in and return to the 
local area. DS to investigate.  
 
FN noted that 111 call levels in practices appear to reflect the overall level of activity in the 
practice and may be an indication of how overwhelmed they are. DS noted that the data is 
based only on patient perceived access and comparisons cannot be made without practice 
activity data.  
 
JW requested clear communications with practices regarding the options and requirements 
for using the GP urgent transport. DS explained that the GP urgent system is currently overly 
complicated; the whole system needs to be simplified and clarity received from NEAS 
regarding the ambulance taxi service ahead of any communications going out. AB noted that 
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there has been a consistent pattern over many years of peak GP urgent activity in the middle 
of the day and that this could be addressed by introducing more resource during that time 
period.  
 
JLEB discussed the level of knowledge 111 staff have in relation to available services and 
suggested feeding concerns back into the ECIP workstream.  
 
JLEB discussed NEAS sickness rates and whether this is influenced by the comparatively 
lower paid workforce. MR noted that the skill mix was raised during 2017/18 contract 
negotiations and NEAS has been successful in negotiating additional finances to increase the 
number of paramedics.  
 
SM noted that ambulance performance has been poor for some time and that clarity is 
required regarding options to address this. VB said that ECIP is progressing a suite of actions 
to address ambulance performance and noted the importance of looking at areas of high 
performance elsewhere in the country for examples of good practice to adopt. VB also noted 
that the CCG should look more widely at the level of finance going into patient transport and 
how improvements could be made.  
 
SB said that ECIP provides a step-change for the whole system. A highly skilled, independent 
chair is in place and the opportunity is now here for a system-wide review of ambulance and 
urgent and emergency care performance. NHSE and NHSI are monitoring progress in this 
area.   
 
Actions:  
 
JLEB/17/51/01: DS to investigate the level of ambulance performance in Berwick North 
which can be attributed to the Scottish ambulance service.  
 
JLEB/17/51/02: DS to investigate time taken to treat at the scene and comparisons to 
conveyance times to hospital.  
 
JLEB/17/51/03: JLEB to review key ambulance aspects of the ECIP programme and 
how the CCG can fully utilise contractual levers and report to JLEB April Board 
meeting. 
 
JLEB/17/52 Agenda item 2.6 Medicines Optimisation Group Minutes.  
 
Received by JLEB. 
 
JLEB/17/53 Agenda Item 3 Locality Meeting Assurance/Key Points  
 

 Change in formal financial reporting position.  

 Sport England bid to be added to bulletin.  
 
JLEB/17/54 Agenda Item 4 Any other business 
 
Action JLEB/17/54/01: SEND inspection detailed discussion to be included on April 
2017 JLEB agenda.  
 
JLEB/17/55 Agenda Item 5 Date and time of next meeting 
 
26 April 2017, 9am; Committee Room 2, County Hall 
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