
 
 

 

 

 
20161019 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 October 2016 at Morpeth Town 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 

1010 5. Patient Story 
 

 A Blair 
 

1015 6. Chief Clinical Officer and Chief Operating Officer 
assurance and key issues briefing 
 

 
 

A Blair 

1025 7.  NHS England Directions  
 

A Blair 

1040 8. Accountable Care Organisation Update  
 

 
 

J Ross 

1115 9. Northumberland, Tyne and Wear and North Durham 
Sustainability and Transformation Plan 
 

 J Ross 

 
 

1130 
1135 
1140 
1145 
1150 

10. Board and Committee Minutes 
 
10.1  Resource and performance 
10.2  Financial regulation and audit 
10.3  Engagement and quality 
10.4  Primary Care Commissioning 
10.5 Joint Locality Executive Board 
 

 
 
 

 

 

 

 

 

 
 
K Bower 
S Brazier 
K Bower 
J Guy 
A Blair 

1155 11. 
 

Any other business   
 

 J Guy 
 

1200 12. 
 

Date of Next Meeting: 21 December 2016  J Guy 
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Minutes of the Governing Body 
15 June 2016 
 
Members Present:  
 
Mrs Janet Guy  Lay Chair (Chair) 
Dr Alistair Blair  Chief Clinical Officer 
Mrs Karen Bower  Lay Governor 
Mr Steve Brazier  Lay Governor 
Dr Paul Crook  Governing Body Secondary Care Doctor 
Dr David Shovlin  Locality Director 
Mr Rob Robertson  Chief Finance Officer 
Mrs Julie Ross  Chief Operating Officer 
Dr John Unsworth  Governing Body Nurse 
  
In attendance: 

 
Mr Stephen Young  Strategic Head of Corporate Affairs 
Mrs Rachael Long  Corporate Affairs Manager 
Mr Cameron Waddell Mazars External Auditor (for item 7) 
 
NCCGB/16/28 – Agenda item 1 – Welcome and questions from members of the public 
 
Janet Guy 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 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.   
 
Members of the public did not raise any issues. 
 
NCCGB/16/29 – Agenda item 2 – Apologies for absence  
 
There were no apologies for absence.  
 
NCCGB/16/30 - Agenda item 3 – Minutes of the previous meeting and matters arising 
 
Page 5 – Financial position update – minutes to be amended to read “in 2016/17 the CCG will 
pay back the overspend from 2015/16”. 
 
Governing body members approved the minutes as a correct record subject to the change 
above. 
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Matters arising 
 
Page 2 – Steve Brazier commented on the patient story about the value based commissioning 
(VBC) policy, and asked what impact the practical application of this would have for financial 
recovery in the coming year.  Alistair Blair responded that there is a section in the financial 
recovery plan which covers Right Care opportunities encompassing four clinical areas; 
musculo skeletal, gastroenterology, respiratory and cardio vascular, and the CCG has had a 
series of meeting with Northumbria Healthcare NHS Foundation Trust (NHCFT) to discuss 
them.  Rob Robertson added that the VBC policy has been extended for 2016/17. 
 
Page 2 – Northumberland Safeguarding Board – John Unsworth queried whether the 
discussions about the CCG’s financial contribution to the board had been resolved.  Julie Ross 
responded that she believes this position is now resolved. 
 
Page 3 – Karen Bower queried whether the contracts are now complete.  Rob Robertson said 
that NHCFT has signed the heads of terms, and work is underway to finalise non-tariff 
reductions; the contracts have all been signed off. 
 
Page 4 – John Unsworth asked for an update on the handover delays at Northumbria 
Specialist Emergency Hospital (NSECH).  Julie Ross responded that the hospital continues to 
experience handover delays.  A series of recovery measures have been implemented 
including  ambulatory care,  consultant triage on Mondays and Tuesdays, capital development 
work at Wansbeck Hospital and reducing the number of handover points within NSECH.  The 
CCG has been undertaking weekly discussions with NHCFT and the North East Ambulance 
Service (NEAS), and has highlighted the issue with NHS England.  It should be noted however 
that there is a limit to what actions the CCG can take independently.   
 
John Unsworth asked what impact the consultant triage on a Monday and Tuesday is having.  
Julie Ross said that this is having an impact, but we need to recognise that these are the 
busiest days in the hospital, so the impact is not felt as much.   
 
It was agreed that while the CCG will continue to push for improvements in handover delays it 
should be noted that the NHCFT four hour A&E wait performance is better than it is elsewhere 
in the country.   This issue needs to be resolved by September ready for the winter period.  
Paul Crook queried when the four hour wait period starts.  Alistair Blair answered that it starts 
when the patient is accepted into the department. 
 
Page 6 – Vanguard funding – The bid for PACS funding for 2016/17 was £12.7m, however an 
allocation of £4.29m has been confirmed.  This has led to the ambitions for the programme 
having to be adjusted to some extent.  However a large part of the Vanguard vision is to 
change attitudes and cultures; this work was not financially dependant, it has already started 
and will continue.  
 
Steve Brazier queried why the amount had been reduced.  Alistair Blair responded that nearly 
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every vanguard experienced reduced funding except a small number of new systems and 
hospital driven vanguards.  Northumberland is one of the better funded vanguards in the 
country, which can be seen as a vote of confidence. Rob Robertson commented that there is a 
similar position for capital funding nationally. 
 
NCCGB/16/31 – Agenda item 4 - Register of interests, review of conflicts of interest and 
quoracy 
 
The meeting was quorate and there were no conflicts of interest declared. 
 
NCCGB/16/32 – Agenda item 5 – Patient story 
 
Alistair Blair commented that in the late 1990s, patients attending GP appointments with 
osteoarthritis of the hip, the symptoms of which were predicted to be worse in two years time, 
were immediately referred  to a surgeon due to the prevailing two year wait for an operation.  
He highlighted that times had changed and such an early referral is now not necessary as 18 
week referral to treatment target is largely being met in Northumberland.  Alistair reflected that 
this is one of the big successes that have been achieved in the NHS over the last few years. 
 
NCCGB/16/33 - Agenda item 6 - Chief Clinical Officer and Chief Operating Officer 
assurance and key issues briefing 
 
Alistair Blair provided an update on key issues: 
 
Health and Wellbeing Board – The Board has appointed Cllr Susan Dungworth as its new 
chair, Cllr Scott Dickinson will be vice chair.  At its June meeting, the board received a report 
on the Sustainability and Transformation Plan for the Northumberland, Tyne and Wear area 
and noted the considerable challenge on the system over the next five years. 
 
CCG financial recovery – The CCG has finalised its financial recovery plan which has been 
submitted to NHS England.  Simon Gittoes Davies has been appointed as the interim Director 
of Financial Recovery for a six month period.  The financial challenge is considerable, but the 
plan to meet the challenge is strong and credible.  A progress update report will be provided to 
each Governing Body meeting. 
 
Locality engagement – The CCG’s annual 360 degree feedback report for 2015/16 continues 
to reflect strong leadership and engagement in many areas.  The executive team has however 
noted a year on year reduction in the perception of engagement with member practices.  
Action has been taken to improve engagement further based on the feedback of practices, the 
practice bulletin process has been overhauled and the weekly bulletin will be standardised. 
 
Northumberland Vanguard programme – Work continues to develop the Primary and Acute 
Care System (PACS) in Northumberland.  All practices have been offered funding to create 
new models of primary care access and have an opportunity to migrate their IT system to the 
‘IT system of choice’.  The CCG continues to develop models of care with an enhanced service 
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from community services wrapping around primary care provision.  
 
NCCGB/16/34 – Agenda item 7 – Annual report and audit letter 
 
Cameron Waddell, External Auditor at Mazars, presented the annual audit letter which 
summarises the actions of the audit for 2015/16.  The key conclusions for each element are: 
 

1. Audit of the accounts – The draft accounts were of a good quality as was the standard 
of supporting working papers.  The work did not identify any instances where the CCG 
had not used the money allocated by Parliament in the way intended or in accordance 
with relevant authorities.  The CCG incurred expenditure in excess of specified targets 
so a modified regularity opinion was issued on 25 May 2016. 
 

2. Value for money (VFM) – Work was carried out in line with guidance issued by the 
National Audit Office to ensure the CCG had proper arrangements in place for securing 
economy, efficiency and effectiveness in the use of resources.  In light of the need for 
the CCG to strengthen its arrangements in some areas to tackle the unplanned deficit at 
31 March 2016, and deliver future Quality, Innovation, Productivity and Prevention 

(QIPP) targets, the auditors issued a qualified (except for) value for money conclusion 
on 25 May 2016.   

There were very few changes to the accounts arising from the audit.  Additional supporting 
evidence was produced on a timely basis throughout the audit as requested.  There were no 
major issues identified in the annual report, just a few minor amendments were necessary 
before it was finalised.  There were no areas of concern to report in the Governance 
statement.   
 
Cameron Waddell thanked all those members of the CCG and the North of England 
Commissioning Support Service (NECS) who helped with the audit. 
 
Steve Brazier commented that there are also internal audits conducted throughout the year 
which provide assurance on controls.  The internal audit conclusion is included in the annual 
report and it states significant assurance.  Cameron stated that external audit rely on the work 
of internal audit. 
 
Janet Guy thanked Cameron and the CCG staff for the work that has been put into the audit 
process. 
 
NCCGB/16/35 – Agenda item 8 – Sustainable transformation plan 
 
Julie Ross gave a presentation on the sustainable transformation plan (STP).  The government 
requires NHS bodies to develop a five year plan system wide health economy plan.  The STP 
is the five year plan that 44 populations nationwide are required to develop for submission by 
30 June 2016.   
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The CCG is part of wider STP footprint which includes Northumberland, North Tyneside, 
Newcastle and Gateshead, Sunderland and South Tyneside.  The sub footprint is NNT, which 
covers Northumberland and North Tyneside. 
 
The plan is designed to address potential gaps in health, care and quality and financial.  The 
main challenges are: 
 

 Reducing reliance on A&E and hospitals 

 Improving patient outcomes 

 Sharing clinical information 

 Improving access 

 Reducing variation in practice and duplication across the system 

 Creating better continuity of care and more time to see complex patients 

 Creating a sustainable workforce 

 Delivering more care closer to home 

 Creating empowered patients who effectively self manage 

 
The Accountable Care Organisation (ACO) will use activity measures that look at the 
outcomes of care, not just the numbers of procedures provided.  All providers involved in the 
ACO will work together to plan to reconfigure care and quality systems. 
 
There are financial recovery targets in place to decrease the deficit.  This year there is a £60m 
cost improvement plan across Northumberland and North Tyneside, £20m for NHCFT, £20m 
for Northumberland CCG, and £20m for North Tyneside CCG.  This position is not unique to 
Northumberland and North Tyneside, it is repeated nationwide. 
 
Steve Brazier queried whether the governance is different across the organisations involved 
and whether there are any concerns about meeting the timeline for submitting the plan.  Julie 
Ross answered that there is a joint board for North Tyneside and Northumberland and there is 
broad agreement on the plan, with agreement on the priorities.  There has been some debate 
on the way the financial savings are to be realised, but the plan will be submitted on time. 
 
John Unsworth asked what the timescale is for the submission of the plan.  Julie Ross said 
that NHS England’s official timescale was for the draft plan to be submitted at the end of June 
and the final version to be submitted at the end of October.  The plans will then be subject to 
NHS England and then national sign off. 
 
Action - Julie Ross will circulate the governance summary for the STP, which is 
included in a detailed pack of slides.   
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NCCGB/16/36 – Agenda item 9 – Board and committee minutes 
 
Agenda item 9.1 Joint Locality Executive Board 
 
Alistair Blair reported on the work of the Joint Locality Executive Board.  He noted that his 
Chief Officer’s summary at agenda item 6 gives details of most of the current issues.  The item 
which is most relevant for Governing Body members is the ambulance performance section. 
He added that there is regular quality reporting at Governing Body, but these minutes show the 
debates and action planning that happens at board meetings.  It was noted that this was the 
first time Governing Body members had been in attendance at JLEB and members agreed that 
this had been useful. 
 
Governing Body members received the minutes for information. 
 
Agenda item 9.2 Resource and Performance 
 
Karen Bower reported on the work of the Resources and Performance Committee.   
 
The following matters were discussed: 
 
Performance report – Concerns were noted about the deterioration in A&E performance at 
NSECH resulting in longer waits for patients.  Handover delays have improved but 
performance is still not consistent and further improvement is needed.  The committee was 
assured that the CCG is working hard to help improve the situation and is keeping it under 
close review. 
 
STP – An update on the progress of this plan was provided and for Northumberland this builds 
on previous plans and continues to focus on quality of care, prevention and finance. 
 
The draft annual finance report was received by the committee and this has now been 
published. 
 
Governing Body members noted and accepted the contents of the minutes. 
 
Agenda item 9.3 – Financial Regulation and Audit 
 
Steve Brazier reported on the work of the Audit Committee.  At the last meeting, the focus was 
on the annual report and accounts, which were discussed earlier in this meeting.  The internal 
audit plan for the next three years was also approved.  
 
Governing Body members noted and accepted the contents of the minutes. 
 
Agenda item 9.4 – Engagement and Quality 
 
Karen Bower reported on the work of the Engagement, Public Health and Quality Committee. 
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Engagement is a key focus in relation to the vanguard developments, the financial recovery 
programme and the sustainable transformation plan.  To support this work the committee 
welcomed the increased resource of the appointment of a full time CCG Communications and 
Engagement Manager.  A report detailing responses to the patient forum held in February was 
received and the committee welcomed details of what the CCG has done in response to the 
issues raised by the public. 
 
The Ofsted inspection of the Northumberland Safeguarding Children Board resulted in a rating 
of ‘good’, the only safeguarding children board in the region at present with a ‘good’ rating.  
The CCG demonstrated strong partnership working throughout the inspection. 
 
The research and development programme was discussed, the CCG was awarded £20K of 
funding in 2015/16 in response to the number of patients recruited to studies, reflecting the 
level of activity and engagement taking place. 
 
The quality visits programme was discussed, a thorough process in now in place, including 
good reporting procedures. 
 
Governing Body members noted and accepted the contents of the minutes. 
 
Agenda item 9.5 – Primary Care Commissioning 
 
Janet Guy reported on the work of the primary care co commissioning committee.  The CCG 
now has control of the £43m delegated commissioning budgets.  Matt Brown, NHS England, 
noted that one of the main advantages of being delegated commissioners is the ability to 
commission services with a local fit. 
 
In the last year, there have been five outstanding ratings of Northumberland GP practices by 
the Care Quality Commission for Burn Brae, Prudhoe, Corbridge, Wellway and 
Bedlingtonshire.  Only two practices were given a ‘requires improvement’ rating – Cramlington 
Medical Group and Riversdale.  This shows the high quality of primary care in 
Northumberland, and congratulation letters have been sent to the practices achieving 
outstanding ratings. 
 
Governing Body members noted and accepted the contents of the minutes. 
 
NCCGB/16/37 – Agenda item 10 Any other business 
 
There was no further business to discuss. 
 
NCCGB/16/38 – Agenda item 11 - Date of next meeting 
 
7 September 2016 
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Members of the Governing Body are asked to:  
 
1. Consider the content of the Chief Clinical Officer and Chief Operating Officer report 

 
Health and Well Being Board  
 
The October meeting of the Health and Wellbeing board was cancelled. There is nothing to 
report this month.  
 
Health and Social Care Commission 
 
The commission for health and social care integration (North East) has published its report – 
providing a fresh look at how the significant health and wellbeing challenges across the patch 
can be addressed through joint working.  The full report and an associated briefing paper are 
attached www.northeastca.gov.uk for information.  
 
Sustainability and Transformation Plan 
 
The Northumberland, Tyne and Wear sustainability and transformation plan has been 
submitted for the October deadline.  The plan describes how, across all parts of the 
geographical footprint, we will need to work together to secure a long term future for health and 
care services in Northumberland.  A more detailed presentation will be given to the Governing 
Body meeting.  
 
Leadership changes in the CCG 
 
The Governing Body has been informed of the changes to be made to the leadership 
arrangements in the CCG.  This in part reflects the legal directions applied by NHS England for 
financial recovery, but more importantly, reflects the longstanding aspiration to create an 
Accountable Care System in Northumberland within which we bring together health and social 
care commissioning.  We hope to have the ACO established in Northumberland by April 2017, 
so the strategic commissioning arrangements between the CCG and the council from October 
2016 are an important step towards a truly joined up system.  
 
Contracting 
 
The CCG has identified and is tackling performance issues in some of its contracts, most 
notably: 
 

 The talking therapies contract (Talking Matters Northumberland) is under close scrutiny 

http://www.northeastca.gov.uk/
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with the provider being required to submit a recovery plan to reduce waiting times.  

 The children’s mental health contract (Northumberland Tyne and Wear Mental Health 
Trust) is being required to reduce its waiting times and particularly prioritise the care 
needs of the most vulnerable groups  

 The acute hospital contract with Northumbria Healthcare trust is subject to a number 
‘counting and coding’ challenges, primarily relating to the opening of the Northumbria 
Specialist Emergency Care Hospital.  The impact of the ‘handover delays’ from 
ambulances to emergency department responsibility, is significant in terms of patient 
care and ambulance response times.  In addition to the contracting arrangements, the 
Overview and Scrutiny Committee of Northumberland County Council will scrutinise the 
joint work of both the ambulance and acute trust at its November meeting.  

 

Accountable care organisation 
 
The full agenda of the governing body will consider the progress being made in establishing 
the accountable care organisation for Northumberland.  
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Members of the Governing Body are asked to:  
 
1. Consider the Directions issued by NHS England and initial actions taken in 

response. 

 

Background 
 
On 25 August 2016, the CCG received notification that formal Directions have been applied to 
NHS England using the powers conferred by section 14Z21 of the NHS Act 2006 (as 
amended). The directions are a direct result of the CCG’s deficit position at the end of 2015/16 
and its forecast deficit in 2016/17.  
 
Directions 
 
The Directions (Appendix 1 refers) have been agreed by a sub-committee of the NHS 
Commissioning Board (the Board) and their removal will also require a Board decision, subject 
to satisfactory compliance. 
 
The Directions focus on four key areas, requiring the CCG to: 
 

 Implement an improvement plan to address fully the recommendations in the external 
review of the capacity, capability and governance of the CCG. 

 

 Achieve an in-year deficit of no greater than £5m in the financial year 2016/17. 
 

 Strengthen and resource the finance and programme management functions of the 
CCG.  

 

 Involve NHS England where there is a need to make appointments to the executive 
team or the next tier of management at the CCG. 

 
The Directions come into force on 1 September 2016 and will remain in place until they are 
varied or revoked by NHS England.  
 
The CCG submitted a detailed response to NHS England on 30 September 2016 and, on 7 
October 2016, has also submitted an improvement plan 2016/17 and beyond.  
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Appendix 1: NHS England directions  



 

 

NATIONAL HEALTH SERVICE 

ENGLAND 

 

The NHS Northumberland Clinical Commissioning Group Directions 2016 

 

The National Health Service Commissioning Board ("the Board"), in exercise of powers 

conferred by section 14Z21 of the National Health Service Act 2006 gives the following 

Directions. 

 

Citation, commencement and application 

 

(1) These Directions are given to NHS Northumberland Clinical Commissioning 

Group ("NHS Northumberland CCG"). 

 

(2) These Directions may be cited as the NHS Northumberland CCG Directions 2016 

and come into force on 1 September 2016.  

 

(3) These Directions apply until they are varied or revoked by the Board. 

 

Exercise of functions 

 

(4) A capability and capacity review of NHS Northumberland CCG has been 

completed.  The Board directs that: 

 

(a) NHS Northumberland CCG shall develop an Improvement Plan to include 

recommendations arising from the review and any other matter required by 

the Board. 

(b) The Improvement Plan shall be approved by the Board. 

(c) NHS Northumberland CCG shall implement the Improvement Plan in 

accordance with the timelines set out within it and: 

i. provide prompt and full disclosure of any information, documents 

and records requested by the Board; and make senior officers 

available to meet with the Board to discuss the implementation of the 

Improvement Plan. 

(d) The Board may direct NHS Northumberland CCG in any other matters 



 

 

relating to the Improvement Plan including any variations to it. 

 

(5) The Board further directs that: 

 

(a) NHS Northumberland CCG shall develop a credible financial recovery plan 

(the “Financial Recovery Plan”) which shall include but is not limited to: 

i. a risk management strategy that sets out how NHS Northumberland 

CCG shall ensure, in the financial year 2016/17, that it achieves an 

in-year deficit of no more than £5 million and how it will remain in 

recurrent balance thereafter; 

ii. confirmation that all facts, figures and projections within the Financial 

Recovery Plan have been subjected to independent scrutiny by an 

organisation approved by the Board; 

iii. a complete analysis of the causes of the current underlying financial 

position and the reasons for the deterioration in the financial position;  

iv. arrangements demonstrating clear links between the Financial 

Recovery Plan and internal budgets, reporting arrangements, 

activity plans, cash plans and contracting; 

v. a clear risk assessment of the Financial Recovery Plan;  

vi. arrangements for reporting progress against the Financial Recovery 

Plan to NHS Northumberland CCG's executive team, NHS 

Northumberland CCG's governing body and the Board to enable 

prompt action to be taken should there be any deviation from the 

Financial Recovery Plan; 

vii. initiatives required to recover historic deficit; and 

viii. delivery of financial business rules. 

(b) NHS Northumberland CCG shall ensure that the Financial Recovery Plan 

takes into account any potential impacts on NHS Northumberland CCG's 

financial position arising from changes to the local health economy. 

(c) In addition to the matters set out in paragraphs 5(a) and (b), the Financial 

Recovery Plan shall meet any other requirements as set out by the Board. 

(d) The Financial Recovery Plan shall be subject to the Board's approval. 

(e) NHS Northumberland CCG shall, if directed by the Board, vary or update 

the Financial Recovery Plan. 

(f) NHS Northumberland CCG shall implement the Financial Recovery Plan. 



 

 

(g) NHS Northumberland CCG shall co-operate with the Board regarding the 

implementation of the Financial Recovery Plan including but not limited to  

i. providing prompt and full disclosure of any information, documents 

and records requested by the Board; and 

ii. making senior officers available to meet with the Board to discuss the 

Financial Recovery Plan and its implementation. 

(h) The Board may direct NHS Northumberland CCG in any other matters 

relating to the Financial Recovery Plan. 

 

(6) The Board further directs that: 

 

(a) NHS Northumberland CCG ensures that its finance and programme 

management office functions are established and appropriately resourced 

to ensure appropriate financial management capacity and delivery of the 

Improvement Plan, the Financial Recovery Plan and NHS Northumberland 

CCG's Right Care agenda. 

(b) In addition to the matters set out in paragraph 6(a), NHS Northumberland 

CCG shall meet any other requirements as set out by the Board relating to 

its finance and programme management office functions. 

(c) NHS Northumberland CCG shall: 

i. provide prompt and full disclosure of any information, documents 

and records requested by the Board in relation to compliance with 

this paragraph; and 

ii. make senior officers available to meet with the Board to discuss 

compliance with this paragraph. 

(d) The Board may direct NHS Northumberland CCG in any other matters 

relating to the requirements of this paragraph. 

 

Senior Officers 

(7) The Board directs that: 

 

(a) NHS Northumberland CCG will notify the Board of the need to make any 

appointments to its executive team or its next tier of management. 



 

 

(b) Where it considers it necessary to do so, the Board will determine the 

process to be followed by NHS Northumberland CCG in making 

appointments as referred to in paragraph 7(a).  

(c) The appointment of any person to a position referred to in paragraph 7(a) 

and the terms of such appointment will be subject to prior approval by the 

Board. 

(d) NHS Northumberland CCG will co-operate with the Board regarding the 

appointment of any person in accordance with paragraph 7(a), including 

but not limited to the prompt provision of information, documents and 

records requested by the Board and  making senior officers available to 

meet with the Board. 

 

Compliance with these directions 

 

(8) The Board directs that NHS Northumberland CCG shall co-operate with the Board 

regarding the Board's oversight of NHS Northumberland CCG's compliance with 

these Directions, including but not limited to the prompt provision of information, 

document and records requested by the Board and making senior officers 

available to meet with the Board. 

 

 

Simon Stevens 

Chief Executive 

NHS Commissioning Board 
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Members of the Governing Body are asked to:  
 
1. Consider the Accountable Care Organisation development update. 

 

Purpose 
 
This report outlines recent progress on the development of the Accountable Care Organisation 
(ACO).  The ACO Programme Board continues to work towards a potential implementation 
date of April 2017.  
 
Background 
 
The report comprises four distinct sections:  
 

 Prior information notice  

 Case for change 

 Representation of primary care in the ACO  

 ACO long term health outcomes 

 
Prior Information Notice (PIN)  
 
Following months of development, the CCG published the PIN in the Supplement to the Official 
Journal of the European Union (OJ/S) 10 September 2016.  The PIN is the logical enabler 
should the CCG conclude that a form of ACO, underpinned by the Primary and Acute Care 
System, is the right model for Northumberland as set out in the vanguard submission.  
 
The ACO will develop and deliver care models and pathways to improve health outcomes for 
the people of Northumberland, shape sustainable services and move care from the hospital 
setting (where appropriate).  The PIN describes the ACO as a partnership of key health 
providers.  Northumbria Healthcare NHS Foundation Trust (NHCFT) is expected to host this 
partnership and the ACO model and as such will hold the formal contract under which the total 
budget for core health services will be transferred to the ACO.  It will then agree arrangements 
with other providers to share funding and risks.  The ten year contract is designed to facilitate 
the development and delivery of key outcomes.   
 
The ACO will be responsible for managing all service expenditure within a fixed budget, based 
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on the needs of the population and the achievement of the outcomes.  Existing provider 
contracts will remain in place but will be managed and operated by the ACO.  Where required, 
the ACO will advertise future contracts and existing contract renewals.  The CCG will 
continuously keep its legal and regulatory obligations under review in relation to the ACO 
development and operation.  
 
The PIN was constructed on the basis that the CCG will contract with a single host 
organisation for the ACO, but ACO partners will agree relevant proportions of responsibility for 
ACO system management.  The August 2016 ACO programme board were presented with the 
criteria for participation.  They remain unchanged and are that the host is: 
 

 Capable of providing a material level of services to the Northumberland population. 

 Willing to work with the current providers. 

 Experienced in multi-disciplinary integrated care delivery. 

 Able to mobilise services by April 2017. 

 Willing to sign up to the risk of appropriate system wide outcomes. 

 Capable of financially holding and managing the scale of risk of overspend under a 
contract of the size anticipated for the ACO, and  

 Willing to participate in the ACO through taking a degree of income risk share. 

 
The PIN explained the intention to negotiate a contract with NHCFT and provided an 
opportunity for any organisation which believes there is an alternative option to raise that with 
the CCG.  In line with the original vanguard submission in July 2015, the PIN identified NHCFT 
as the most capable provider of the ACO against the criteria.  The PIN closed on 23 
September 2016.   
 
Case for change and benefits realisation  
 
A case for change (Appendix 1 refers), describing the nature of the challenge in 
Northumberland and the reasons behind the selection of the ACO model, has been published 
on the CCG website to accompany the PIN.    
 
The opening quote outlines why we are developing the ACO model.   
 
“We are not tinkers who merely patch and mend what is broken…..we must be 
watchmen, guardians of the life and the health of our generation, so that stronger and 
more able generations may come after.”  
Dr Elizabeth Blackwell (1821 – 1920), The First Woman Doctor 
 
The case for change describes the challenges facing Northumberland (health, care and quality 
gaps) and how the future model of care has been selected before going on to outline, in 
headline form, the objectives of the ACO and the benefits for the population.   
 
The case for change will form the basis of the process required by NHS England and NHS 
Improvement as they work through the national authorisation of the new care models.  The 
Northumberland ACO is being used as a test bed for this process and the CCG is engaged in a 
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number of national programmes in support of that; this includes the Accelerated Sites 
Programme for new care models and the national assurance development work stream.   
 
Whilst the case for change is a published document, further detailed work is required on the 
case as part of the final business case submission to NHS England and NHS Improvement in 
December.    
 
ACO Long Term health and care outcomes 
 
The ACO programme board asked the Kings Fund to help Northumberland develop its desired 
long term health and wellbeing outcomes based on a set primary goals. The current intention is 
that the outcomes are further developed over the next two months before being presented for 
approval to the Health and Wellbeing Board.  The outcomes have already been considered by 
a clinical workshop, the CCG countywide patient forum and the Vanguard Co-Design Forum 
(VCDF).  The VCDF information note contains further information and outlines the initial 
outcome proposals (Appendix 2 refers).  Trajectories for the outcome measures are now being 
developed and will be considered by the ACO Programme Board in November.  
 
Primary care representation at the ACO  
 
Primary care in Northumberland is delivered through 44 practices, each of which operates as 
an independent contractor.  Whilst there is a level of collaboration at a locality level between 
practices, there is not a single organisational form that encompasses all CCG practices.  While 
the Local Medical Committee (LMC) in Northumberland has always had a very strong role in 
representing the views of GPs, it cannot represent the collective view of GP practices as 
providers within an ACO structure.  
 
In July 2016, the CCG presented five potential organisational form options to practices in 
Northumberland.  The options were devised by Capsticks following discussion with primary 
care providers about their requirements for representation.    
 
In order to select the most appropriate organisational form for primary care, the ‘Primary Care 
Leadership Group’, which is an integral part of the Vanguard programme, has set up a series 
of workshops and discussion events.  In addition, the LMC has provided additional capacity to 
primary care providers and at the September meeting held a workshop event to consider the 
relative merits of the ACO and the role of primary care within it.  
 
The primary care leadership group held a county wide workshop event on 6 October 
(facilitated by Professor Chris Ham), to consider the most appropriate model for primary care.  
Independent facilitation is considered important as practices will importantly need first to 
determine the most appropriate model to represent them.  Additionally this workshop afforded 
the opportunity for practices to seriously consider the overall ACO construct; this will provide a 
helpful foundation from which CCG member practices can ultimately decide if the ACO 
construct is an appropriate model for Northumberland.  The LMC are currently considering the 
voting model (based on the CCG Constitution methodology) that will ensure a fair and 
equitable vote on the most appropriate model for primary care representation.   
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As independent contractors, primary care differs from other healthcare provider organisations 
with individual performer’s personal income being dependent upon their business model.  
Practices are small in terms of income compared to the acute, mental health, community and 
care providers.  It is therefore unlikely that individual GP practices will be able to finance the 
managerial support required to enable it to take up a place at the ACO board.  Whilst the work 
to quantify the likely management costs cannot be completed until the organisational form is 
selected, the ACO programme board confirmed in its September meeting that management 
support funding would be provided to support primary care. 
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A New Model of Care Delivery for Northumberland 
Rationale and Benefits 

 
 

1.0 THE CASE FOR CHANGE 
 
 “We are not tinkers who merely patch and mend what is broken…..we must be 

watchmen, guardians of the life and the health of our generation, so that 
stronger and more able generations may come after.” 

 
Dr Elizabeth Blackwell (1821 – 1920), The First Woman Doctor 
 

1.1 Context  
 
Northumberland CCG (CCG) commissions services from a range of excellent 
providers, its main contracts for acute, community and mental health services being 
with Northumbria Healthcare NHS Foundation Trust, Newcastle Hospitals NHS 
Foundation Trust, Northumberland Tyne and Wear NHS Foundation Trust and North 
East Ambulance Service.  Community-based primary care services are delivered by 
44 general practices.      
 
In addition, the CCG commissions a range of other services jointly or with the local 
authority, such as continuing health care and through the Better Care Fund.     
 
The population of Northumberland is over 316,000 and is projected to grow by 8.3% 
by 2033 with an increasingly ageing population and decreasing younger population1  
By 2033 31% of the total population of Northumberland will be aged over 65.  Nearly 
half of the population live in a rural area (c19% regionally and nationally) with the 
remainder living in the 3% of urban land in the south east of the county.   The County 
is one of the least deprived CCG areas in the North East of England, but stark 
inequalities persist within the County in relation to income, unemployment, 
education, training and skills.  The economic downturn and welfare reforms in recent 
years are impacting on the income of residents with inevitable consequences for 
their health and wellbeing. In common with other large rural areas, extensive 
inequalities also exist in relation to barriers to housing and services and the living 
environment.  
 
The CCG performs well in the vast majority of NHS constitution standards and of 
note is the portfolio of integrated care programmes developed (and developing) with 
its close partner, Northumberland  Council, and overseen by the local Integration 
Board on behalf of Northumberland Health and Wellbeing Board.  These 
programmes involve a collaborative working approach with partners committed to 
delivering ‘New Models of Care’ in Northumberland and are showing positive early 
results.   

                                                           
1
 Northumberland County Council Population Projections:  

http://www.northumberland.gov.uk/NorthumberlandCountyCouncil/media/Northumberland-
Knowledge/NK%20people/Demographics/Population%20projections/Population-Projections-Bulletin-2012.pdf 
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However, Northumberland CCG’s successful commissioning of high quality, safe and 
patient-centred care has been at times overshadowed by its financial performance, 
partly inherited from the former NHS North of Tyne.  Whilst the CCG considers that 
its current arrangements have some important strengths, including its dynamic 
commissioning partnership with the local authority, the CCG has recently been 
issued legal directions to deliver financial balance by end of 2016/17.     
 

1.2 Challenges facing Northumberland  
 

1.2.1 The Health Gap 
 
The Northumberland Joint Strategic Needs Assessment (JSNA) has identified that 
health inequalities are a major challenge.  The gap between the most affluent and 
least affluent communities in Northumberland remains wide and has not narrowed in 
the last decade which means that we need to find new approaches that are effective 
in reducing the gap.   
 
The key health challenges facing Northumberland are2:     
 

 Life expectancy is 9.6 years lower for men and 7.2 years lower for women in 
the most deprived areas of Northumberland than in the least deprived areas 

 Life expectancy at birth for females is greater than that in the north east but 
lower than that of England  

 There were 1,030 deaths from conditions considered amenable to healthcare 
over the period 2012-14; two-thirds of these deaths were attributable to 
ischaemic heart disease and cancer. 

 There were 2,020 deaths from preventable disease over the period 2012-14; 
the rate was significantly higher than the England average for women. 

 Liver disease is one of the few areas in which deaths are increasing 
nationally.  There are three underlying causes: alcohol, obesity (which is 
estimated to also contribute to half of the diabetes burden) and viral hepatitis.  
In Northumberland, the majority of indicators relating to alcohol use are 
significantly worse than the England average.  Alcohol misuse can widen 
health inequalities and worsen problems of crime, anti-social behaviour and 
poverty.  

 An ageing population is likely to be accompanied by a larger proportion of 
people living with long term conditions and an increase in the number of 
people with dementia, the prevalence of which is already high. 

 Smoking remains the greatest contributor to premature death and disease 
across Northumberland.  It is estimated that up to half the difference in life 
expectancy between the most and least affluent groups is associated with 
smoking.  Whilst generally, smoking prevalence is about the same as that for 
England overall, admissions for and mortality from smoking attributable 
disease is significantly higher.  COPD and deaths from respiratory disease is 
a particular issue in women. 

 Estimated levels of adult excess weight are worse than the England average. 

                                                           
2
 Public Health England Northumberland Health Profile 2015 and Director of Public Health Annual Report 2015 
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 Over 25% of adults are classified as obese which is higher than England 
average.  

 The suicide rate is significantly higher in Northumberland than for England 
and suicides in men is the largest contributor to the gap in life expectancy 
against the England average. 

 The rate of people killed and seriously injured on roads is worse than 
average. 

 Some indicators for children and young people are particularly poor in 
Northumberland such as A&E attendances in under 4s, admissions for 
accidental injuries, self harm and alcohol and the proportion of young people 
not in education, employment training.  Infant mortality is slightly worse than 
the north east and England averages. 

 Levels of breastfeeding and smoking at time of delivery are worse than the 
England average. 

 Northumberland's rurality is associated with high levels of fuel poverty which 
may impact on both physical and mental health but also more widely, for 
instance on educational attainment in children. 

 The rate of long term unemployment is worse than average.  
 

The `Five Year Forward View` sets out a need for a radical upgrade in prevention to 
improve people’s lives, achieve financial sustainability and tackle health inequalities.  
The challenge for the healthcare system's current and future efficiency goals is that 
new solutions are needed to reduce demand through delaying or preventing the 
onset of need, or supporting people so that their needs do not escalate 
unnecessarily.  The Plan argues for the creation of a health and care system geared 
towards promoting health and reducing inequalities rather than just the delivery of 
health services.  These health challenges will not be addressed by the existing 
service model with an over reliance on hospital based services at the expense of 
those delivered within the community. 
 

1.2.2 The Financial Gap 
 
The current cost of local healthcare provision is not sustainable in the long term.  
Northumberland CCG has faced a number of challenges since its inception but 
despite starting with a legacy underlying deficit position of £17m it recorded a small 
surplus for 2013/14 and 2014/15.  During 2015/16, however, a financial deficit of 
£5.04m was recorded due mainly to significant activity and cost over performance 
against contract towards the end of the year.  As a direct consequence, the CCG has 
recently been placed into formal financial recovery.   
 
Initiatives have been identified to implement a Financial Recovery Plan for 2016/17 
to deliver £20m total QIPP against a backdrop of the main acute provider also 
needing to deliver a £29.3m surplus.  This combination of competing financial 
pressures means that the CCG needs to create a recovery plan that delivers a step 
change in the way health and social care services are organised and delivered.  The 
Northumberland health economy has been in a position of continual financial 
recovery since 2006/07 and subject to formal turnaround programmes during that 
time which means that all obvious cost saving programmes have been implemented  
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in full.  The plan to meet the ongoing challenge therefore needs a paradigm shift.   
 
Medium term financial planning shows how the CCG will recover the position – from 
delivering a challenging QIPP programme in 2016/17 to securing a balanced out turn 
in 2017/18 and then achieving business rules in full from 2018/19.   
 
The recent government funding cuts for Local Authorities requires Northumberland 
County Council to make total savings of £58m by 2019-20 on top of £148m already 
lost from the budget in the past 5 years.  The adult social care budget is under 
significant spending pressure mainly due to the growing numbers of increasingly frail 
residents and exacerbated by the new national living wage.  The Council has 
increased Council Tax and plans to continue doing so in future years to help fund the 
social care budget shortfall, but risks to social care provision and associated impact 
on healthcare provision remain.    
 
The national requirement for the NHS provider sector to return to financial balance 
and conditions related to sustainability and transformation funding access requires 
local foundation trusts to return significant surpluses in 2016/17.  The imperative is 
that any surplus is generated as a result of a focus on cost reduction rather than on 
income growth.  
   
Despite the excellent work on service integration and demand management over the 
years, significant inefficiencies and fragmentation remain within the current system 
ranging from limited preventative care in some areas, inappropriate financial 
incentives and unaddressed social and behavioural issues, to the more operational 
such as repeat admissions, delayed exchange of patient information, duplication of 
tests, and many more.   
 
Doing more of the same is not an option.  The significant financial pressures within 
the Northumberland health and social care system, linked to increasing service 
demand, longer life and medical advances, require a different approach to the 
delivery of good health and well-being for the population of Northumberland.     
 
The financial challenge requires a response that ensures financial investment is 
aligned to improving health outcomes and maximising value by pooling the limited 
financial resources. 
 

1.2.3 The Care and Quality Gap 
 
 Although the quality of care in Northumberland compares favourably with many parts 

of the country there remain significant gaps.  There is unwarranted variation in 
cancer, mental health, learning disabilities, dementia care, urgent and emergency 
care.  Improving the care, quality and experience for the residents of 
Northumberland requires a reduction in the over reliance on bed-based services and 
the enabling of people with physical and mental health needs to remain well and 
independent for longer.  The care needs of the population require redesign of 
emergency and urgent care services and increased capacity and resilience of 
primary care.  People with learning disabilities need improved health outcomes and  
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quality of life experiences. 
 
1.2.4 Commissioning Challenge 

 
The CCG’s commissioning goal is to improve individual and population health, 
promoting primary and preventative care and lessening the need for expensive 
services in order to remain within the financial envelope available. This will manifest 
itself through the achievement of: 
  

 Enhanced partnership working between providers, leading to 
interdependency, care delivered by stream or pathway rather than by 
individual organisations, and collective provider responsibility. 

 Financial stability. 

 The objectives and targets of the Health and Well Being Board as set out in 
the Northumberland Joint Strategic Needs Assessment and Northumberland 
Joint Health and Wellbeing Strategy.   

 Enabling and empowering patients with long term conditions to take 
responsibility for their own care. 

 Better use of alternative approaches such as social prescribing, linking 
patients with sources of non-medical support in the community. 

 Corporate social responsibility and the positive contribution this has in 
communities. 

 
In particular, the Northumberland Health and Wellbeing Board statutory partners 
have set out their priorities as being3: 
 

 A focus on children and families, who without some extra help and support 
early on, would be at risk of having poorer health, not doing as well at school 
and not achieving their full potential. 

 A focus on tackling some of the main causes of health problems in the county 
including obesity and diet, mental health and alcohol misuse. 

 Supporting people with long-term conditions to be more independent and 
have full choice and control over their lives. 

 Ensuring all partners in Northumberland work well together and are clear 
about what they themselves need to do to help improve the health and 
wellbeing of local people. 

 Galvanising all public services to support disabled people and those with long-
term health conditions to stay active for as long as possible. 

 
Addressing the significant health and social care challenges in Northumberland will 
require all key partners to work together differently, in particular through providers 
acting collectively and collaboratively towards common goals.   
 
 
 
 
                                                           
3
 Achieving Health and Wellbeing in Northumberland 2014 
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1.2.5 Barriers to Change 
 
The current system and legal framework raises a number of challenges to having 
collective and collaborative working between providers within a single, integrated 
model of care and these will all need to be addressed locally and/or with NHSE and 
NHSI in order to move forward:     
 
Legislation and Regulation - existing legal rules and regulations around NHS service 
provision frameworks can be perceived as making partnership working more difficult: 
 

 Individual organisations being held to account for their own performance by 
NHSI, NHSE and CQC rather than their contribution to system performance. 

 Individual provider organisation risk ratings encouraging providers to have a 
short term view and potentially to strengthen their own financial stability to the 
detriment of other NHS organisations. 
 

Payment System - currencies to support integrated care within the tariff system are 
still being developed and, depending on the integrated model, may create an 
obstacle.  In addition, despite moves towards co-commissioning of primary and 
specialised care, the healthcare budget is split between CCGs, local authorities 
(public health) and NHS England (primary and specialised care) which can make it 
more difficult to shift funding between different types of provision. 
 
Information Systems – limited interoperability between provider information systems 
in health and social care can prevent the timely sharing of up to date patient 
information, leading to duplication, gaps and delays in care provision resulting in lack 
of continuity and poorer patient experience for patients transferring from one service 
provider/care pathway to another.   
 
Workforce - clinical staff shortages - for example consultants in certain specialties 
including emergency medicine, GPs and nurses – compounds the problems  of 
achieving 7 day working, moving more services out of hospital and increasing the 
focus on primary prevention.   
 
Organisational culture – everyone in each organisation needs to understand that 
they are operating in a single system with a single budget; this requires long term 
and sustained transformational change and strong leadership. 
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1.3 A Model of Care for the Future  
 
1.3.1 Service Delivery Options 

 
It is acknowledged that ‘cost pressures associated with ageing populations 
and an increase in the numbers of people with chronic illness  create a need 
for more accountable and integrated forms of delivering health services’4.    
 
The ‘Five Year Forward View’ (2014) set out a strategy for responding to the 
challenges facing the health service, which included a number of "new models of 
care”.  The CCG considered alternative arrangements for the future commissioning 
of affordable and sustainable quality health care that is fit to meet the future needs of 
its communities in line with the Five Year Forward View.  These included a ‘simple’ 
primary and acute care system (PACS), multi-speciality community provider (MCP), 
and prime contracting, appointing a prime system integrator and alliance contracting.     
 
The CCG concluded that it should develop the concept of commissioning services 
through a Primary and Acute Care System (PACS) – a “vertically integrated” 
organisation that would provide NHS list-based GP and hospital services, together 
with mental health and community care services.  
 
When proposals were then sought for Vanguard sites to pilot the new models, 
Northumberland’s proposal for a PACS, led by Northumbria Healthcare NHS 
Foundation Trust and Northumberland CCG, was selected as one of the Vanguards 
with the intention of developing this over time into an Accountable Care Organisation 
(ACO).  This means that under a contractual arrangement with the CCG, a group of 
providers will collectively agree to take responsibility for all care for the 
Northumberland population for a defined period of time within a single fixed budget.   
 

 
1.3.2 Principles for ACO Development 
 

The preferred ACO model will be a partnership of the key health providers.  
Northumbria Healthcare is expected to host this partnership, and will hold the formal 
contract under which the total budget for core health services will be transferred to 
the ACO.  The host organisation will agree arrangements with other providers to 
share funding and risks.  Currently, the Northumberland Tyne and Wear Foundation 
Trust is expected to be a member of this partnership, and primary care providers will 
also be fully represented.  Newcastle Hospitals FT has been a full participant in the 
planning process, but has not at present confirmed an intention to join the ACO 
partnership.  
 
An ACO contract will be developed on the basis that it includes the full budget for all 
core health services, including those which have historically been delivered by 
providers outside the ACO partnership; the actual payments will however be reduced  

                                                           
4
 Accountable care organisations in the United States and England. Testing, evaluating and learning 

what works (March 2014)  Kings Fund, Stephen Shortell, Rachael Addicott, Nicola Walsh, Chris Ham 
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by the amount which is spent on payments to providers outside the ACO partnership 
(whether at tariff rates or on a new contract agreed nationally for ACO use).  The 
ACO will also be contracted to administer all payments to other health providers as 
an agent of the CCG. 
 
The management of CCG functions, where appropriate, will be provided on its behalf 
by the ACO, reducing CCG overheads.   
 
This type of arrangement has potential for greater consistency in service provision 
and enhanced integrated care due to increased collaboration between providers.  
Effective senior representation across all providers in the decision making body will  
 
ensure joint, equitable and active strategic management.    
 
The CCG strategic commissioning function that remains will be delivered through a 
shared officer support structure with Northumberland County Council, maximising 
the opportunities for an integrated approach across NHS services, social care and 
public health.  While there are some technical issues that need to be resolved, the 
current expectation is that there will be no separate CCG officer structure, but that a 
small number of postholders will be jointly employed by the CCG and the Council, to 
meet statutory requirements.  
 
The development work culminated in the majority of key partners signing up to a 
Memorandum of Understanding agreement to develop the model in further detail 
during 2016/17.  Subject to agreement, the aim is to achieve shadow ACO operation 
for all services in scope from April 2017 onwards.   
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2.0 BENEFITS TO NORTHUMBERLAND POPULATION 
 

2.1 Evidence 
 

There are two reasons for developing an ACO model in Northumberland.  One is 
specific to the English health system and the local situation, and is about the 
misalignment between funding mechanisms and objectives, and between financial 
risk and responsibility, within the existing arrangements.  The other is about the 
benefits of ACO models more broadly.  The existing evidence base, being based on 
international experience, is primarily about the broader issue; within England there is 
no substantial experience of an ACO model, and one purpose of an ACO in 
Northumberland is to contribute to developing an evidence base about how well this 
model works within the current English health system.  The decision to proceed with 
this model necessarily reflects a judgement about its benefits and risks within the 
specific local and national context.  However we have also taken account of 
international evidence. 
 
Although early results from overseas have been mixed, there is some evidence that 
ACO type models can in the right circumstances both improve quality of care and 
reduce the rate of increase in healthcare spend.  A Kings Fund report on ACOs in 
the US4 identified the strongest evidence in support of the ACO approach coming 
from Massachusetts where the longest running contract-based programme produced 
a 2.8% saving against control group in its first two years, primarily due to shifting 
procedures to lower cost settings, doing fewer imaging scans and tests, and 
reducing overall utilisation of services.  The quality of care improved by 3.7 per cent 
on selected chronic care management measures.  Both savings and quality 
improvement were greater in the second year than the first year providing some 
evidence of sustainability.  
 
The Alzira model introduced in Valencia, Spain in 19996 is reported to have 
produced the following benefits in comparison with hospitals outside the model in the 
same region: 
 

 27% decrease in healthcare cost per capita. 

 34% reduction in hospital readmission within 3 days. 

 54% reduction in average A&E waiting time for patients. 

 55% reduction in average elective waiting time. 

 20% reduction in average length of stay. 

 91% patient satisfaction. 

 Electronic patient records for all patients. 

 93% staff satisfaction. 
 
 
 
 
 

                                                           
6
 The Alzira Model (2014) PricewaterhouseCoopers LLP. 
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The key lessons identified by the Kings Fund if introducing ACO type models in 
England are: 
 

 The need to focus on the small proportion of people who account for a high 
proportion of use and cost through risk stratification (which could be by 
including only this group of people in the arrangement or by prioritising 
reconfiguration of support for this group within a broader arrangement). 

 The need to put in place case management and care co-ordination to support 
these people – critical to this is the involvement of primary care. 

 The need to support the development of integrated care through information 
sharing and investment in information technology. 

 The need to engage patients and to support them to play a bigger part in 
managing their health and well-being. 

 
In taking on collective contractual accountability for achieving population health 
outcomes within a fixed budget and measured against a single performance 
framework, ACO partners should be highly motivated to prioritise collaborative 
working:    
 

 Streamlining care pathways across organisational boundaries with increased 
focus on access, reduced care transitions, discharge planning. 

 Moving away from treating the patients physical or mental or social care 
needs to addressing the needs of the ‘whole person’. 

 Speeding up learning and quality improvement through development of 
mechanisms for shared data, exchange of information, and system-wide 
patient engagement in care redesign. 

 
2.2 Proposition 

 
Transferring financial risk from the CCG to the ACO will incentivise the ACO partners 
to address system inefficiencies across health and social care at pace:      
 

 Shifting system resources towards primary and early preventative care to 
keep people healthy, reducing incidence and future need for expensive 
service utilisation. 

 Reducing cost by treating people in the most appropriate setting for their 
condition. 

 Better cross-organisational, multidisciplinary working to develop complex care 
management packages for identified high risk patients with multiple chronic 
illness – frail older people, people with mental illness - to reduce avoidable 
A&E visits/admissions/lengths of stay/expensive treatments. 

 Reduced system cost and bureaucracy through ensuring appropriate mix of 
inputs (eg staff), management of CCG functions and reporting/monitoring 
once against a single performance framework. 
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The combination of these benefits should provide greater certainty of achieving the 
Health and Wellbeing Board objectives and targets than through current 
arrangements, and in a shorter timeframe.             
 

2.3 Examples of Benefits from an ACO  
 

The benefits of an ACO can be best demonstrated in those areas where there is a 
requirement for whole system working and where all or multiple parties to the ACO 
are involved in the delivery of care. 
 
Examples of some areas where the CCG believes an ACO model can support 
system-wide delivery of quality and/or financial savings delivered more quickly are:  
 

 Primary Care Development 

 Learning Disabilities Transformation 

 Urgent Care 
 

In addition there a number of areas where Northumberland CCG benchmarks high in 
costs compared with its peer group and national statistics.  It is believed by adopting 
a whole system approach the ACO will be able to improve benchmarking costs 
considerably.  These include (but not exclusively): 
 

 Planned and Unplanned admissions 

 Community Services 

 System-wide and Right Care Opportunities eg Musculoskeletal, Circulation, 
Respiratory, Cancer, Trauma and Injuries, prescribing 

 
The ACO would be able to identify additional system wide opportunities with all 
partners to improve pathways and reduce activity and cost.  Using Right Care 
benchmarks against its comparator group there is an opportunity to: 
 

 Increase thresholds for Procedures of Limited Clinical Value elective 
procedures. 

 Develop pathways to have a tangible impact on new to review and consultant 
to consultant referrals. 

 Review prescribing for specific pathways. 

 Review Urgent Care Pathways in the light of Right Care Opportunities. 
 

Rightcare opportunities are valued in total at c£16m.  
 
2.4 Benefits Realisation 

 
Nationally there is an increased recognition that the Payments by Results system 
works as a disincentive to the delivery of a genuine integrated systems of healthcare.  
Therefore, the requirement to move to a fixed budget is seen as a prerequisite for 
the development of the ACO.   
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With the move away from Payments by Results for ACO partners and the traditional 
contract levers, there is a need for strong mechanisms to ensure that the planned 
benefits of the development of an ACO are realised.  These mechanisms will include 
strong contract documentation, clear objectives and single performance monitoring 
systems, proper governance within the ACO for decision making and review 
mechanisms in order that actions take place to ensure the benefits of the ACO are 
delivered. 
 

2.4.1 Contract documentation 
 

As one of the major benefits is the transference of financial risk and benefits to the 
ACO it is important that the contract documentation ensures that this risk is properly 
transferred.  The documentation will cover how the financial flows work and will detail 
what happens if outcomes are not achieved.   
 

2.4.2 Clear Objectives/benefits 
 

The full range of benefits the ACO will have to deliver will be a matter for ongoing 
discussion/negotiation between the CCG and the ACO and will include financial, 
quality improvement, health outcomes and strategic benefits: 
 

a. Financial 

 Management of costs within CCG’s available funding leading to overall 
reduction in current healthcare costs per capita. 

 Reduction in transactional/overhead cost. 

 Shift of resources from secondary care to primary/community. 

 Reduction in Estate costs. 

 Agreed split of commissioning costs to direct provision costs. 
 

b. Quality improvement  

 Improvements in national metrics (or in some cases, maintenance of 
metrics, if financial pressures are expected to limit the scope for 
improvement). 
 

c. Health Outcomes   

 Health outcome measures are in the process of being developed jointly 
with the Kings Fund and will be used in conjunction with the measures in 
the Joint Needs Assessment. They are a mixture of absolute targets and 
delivery of key milestones to provide assurance that the long term health 
outcomes will be achieved. 

 
d. Strategic 

These will include the delivery of a number of key strategic issues which will 
include, but not exclusively: 

 Implementation of the Northumberland primary care strategy 

 Implementation of IT/information strategy to deliver integrated patient 
records and allow clinicians access to data records regardless of location  
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 Estates strategy 

 Urgent care Strategy 
 
Due to the nature of these benefits, in that they are only likely to be achieved over a 
number years, progress will have to be measured against key milestones as laid out 
in the individual strategies. 
 
In developing these benefits the CCG will engage with all its stakeholders to ensure 
the proposed benefits meet the needs of the local population.  This will be 
undertaken through a series of workshops planned to take place in Autumn 2016.  
 

3.0 Conclusion 
 

In line with the national Five Year Forward View (and subsequent supporting 
guidance), the CCG, its provider partners and the Council believe that the overall 
value of benefits from the ACO approach will be considerable and that without this 
approach improved outcomes and financial stability will not be realised at the speed 
required.  The ACO contract will link the budget available, including incentives, to the 
achievement of key health outcomes for the population of Northumberland which will 
be used by the CCG to monitor overall operational performance of the ACO.  
 
The CCG has considered the ACO option in the round and firmly supports it as a 
mechanism for delivering the anticipated benefits, subject to any and all necessary 
legally compliant engagement and consultation on service change.   



VANGUARD CO-DESIGN FORUM BACKGROUND INFORMATION NOTE 

THE POTENTIAL ACCOUNTABLE CARE ORGANISATION – LONG TERM HEALTH AND CARE 

SYSTEM OUTCOMES 

 

Background 

The Primary and Acute Care System (PACS) being developed under the Vanguard 
programme, and discussed in detail at locality Vanguard Co-Design Forums (VCDF), is 
designed to deliver a new clinical delivery model in Northumberland.  Once we have 
established this out of hospital model, the current finanical arrangements of the NHS simply 
wouldn’t work in a way that supported the model in the long term.  The development of 
ACO, with shared responsibility for Northumberland healthcare, is therefore an important 
stage of achieving a sustainable financial model going forward.   

This ACO will receive a large amount of money (around £400m) to secure and arrange the 
healthservices for the population of Norhtumberland and will make sure all providers work 
together to delvier not only the performance metrics that are needed of any NHS body but 
also a series of really challenging health outcomes that will transform the health and well 
being of the population within a 10 year period.  

This will make it easier for staff to work more effectively together in a joined up way and will 
further break down the organisational boundaries that, at times, stand in the way of 
delivering a truly integrated and holistic lifelong care pathway. 

What the ACO will look like? 

Simply put the ACO will be delivered on two levels.  The strategic level will set the desired 
long term health outcomes (for 10 years +) and the tactical level will commission the 
services that will deliver these outcomes.  The ACO programme board asked the Kings Fund, 
a national ‘think tank’ body to help Northumberland develop its desired long term health 
and wellbeing outcomes based on the following primary goals, namely that they: 

 Improve the outcomes for the people of Northumberland. 

 Improve the health status of the population. 

 Contribute to shaping sustainable future services. 

 Move care outside hospitals where appropriate. 

 Adopt a philosophy that an unplanned hospital episode is potentially a missed 
opportunity elsewhere in the system. 

 Reflect mutual responsibility for system management and integrating care. 

  



How will the initial Kings Fund proposals be developed?   

The current intention is that the outcomes are further developed over the next 2 months 
before being presented for approval by the ACO programme board and then the Health and 
Wellbeing Board.  This period will include a workshop of clinical representatives from ACO 
partners to conduct a full clinical review of the outcomes.  As with PACS, the Vanguard 
programme is very keen that as many people are possible are involved with the early 
development of the ACO’s long term health outcomes.  They will have already been the 
subject of a comprehensive workshop at the CCG’s countywide patient forum on 24 
September and clearly the input of the VCDF core panel is vitally important.  All views 
gathered will be used to inform the clinical workshop. 

 

What outcomes are proposed at present? 

A brief overview of the 15 proposed outcomes is below (split into 3 sections) and the 
Vanguard team would be particularly interested in your views on the following 3 questions: 

 Are any of the outcomes wrong in your view? 

 Have any opportunities been missed – are there other outcomes that could be 
included? 

 What are your top 5 priorities – where do you think the potential ACO should 
concentrate its efforts?  

Improving population health and wellbeing 

 The Health and care system works to improve the overall health of the people of 
Northumberland 

Improve the overall health status of the population; reduce health inequalities and 
the prevalence of long term conditions.  Reduce premature deaths in babies, young 
people and those with mental illness or learning disabilities and from major killers 
(cardio-vascular disease and cancer).     

 People are supported to lead healthy lifestyles and are protected from illness 

Preventative measures that promote a healthy lifestyle (smoking and alcohol 
education), immunisation and vaccination programmes and early detection (for 
example cancer screening or dementia diagnosis). 

 The health and care system works with other to address the wider issues that 
affect people’s health 

Ensure that every child gets the best start in life (eg that they are ready for school 
when the time comes).  Concentrating effort on children in low income families and 
looking at other areas that affect overall health and wellbeing like reducing fuel 
poverty.    

Delivering high quality, coordinated care 



 People have access to services when they need them 

Improve access to both GPs and hospital appointments. 

 The heath and care system works in partnership to reduce unplanned hospital 
admissions and the time people spend in hospital 

Avoid hospital admissions where possible, particularly emergency admissions 
(including re-admissions) and those associated with long-term conditions that could 
be preventatively treated at home.  Reduce the length of hospital stay for those who 
are admitted. 

 People are helped to recover from illness or injury and stay healthy after treatment 

Monitor the outcomes of planned treatments such as hip and knee replacements, 
reduce fall and hip fractures in people over age 65 and fully support the recovery 
process to ensure that they are continuing to stay healthy. 

 People receive services which are coordinated and person-centred 

The best coordination between health and social care services to improve the 
proportion of older people offer rehabilitation following hospital discharge and more 
patients discharged with a joint health and social care plan (eg stoke patients). 

 People are supported to maintain their independence 

Support independent living by reducing permanent admissions to residential and 
nursing homes and the rates of social isolation while increasing the proportion of 
adults with a learning disability who live in their own homes of with their family. 

 People are supported to manage their own health 

Increase the proportion of people with long-term conditions that feel sufficiently 
supported to manage their own condition. 

 People are cared for in a safe environment and protected from avoidable harm 

Ensure the safety of the hospital environment (ie reduce the number of healthcare 
associated infections and safeguarding adults using care services; making people feel 
safe and secure at all times. 

 People with mental health conditions receive services which are person-centred 
and have parity of esteem 

Ensure timely access to mental health services, support independent living, make 
improvements in physical health, support recovery and ongoing wellbeing and 
provide social support when it is needed. 

 People coming to the end of their lives receive services which are responsive to 
their needs and preferences 



Reduce the time spent in hospital for people at the end of their lives and ensure that 
end of life care is responsive to their needs and wishes; increase the proportion of 
people who die in their preferred place of death 

Improving quality of life and experience of services 

 People have a positive experience of health and care services 

Ensure that people’s experience of GP (including out of hours services), hospital and 
adult social care services are good as is the quality of life for people with long-term 
conditions. 

 

 

 People with long-term health and care needs are supported to improve their 
quality of life 

Ensure the best quality of life for people with long-term conditions, mental health 
conditions and social care needs. 

 People who provide care and support are supported to manage their own health 
needs 

Ensure the involvement of carers in health and care services and support them to 
best manage their own health needs 
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20161019 UC Agenda Item 9 Sustainability and Transformation Plan 

Members of the Governing Body are asked to: 

1. Consider the Northumberland, Tyne and Wear and North Durham Sustainability and

Transformation Plan development.

Purpose 

This report outlines the Northumberland, Tyne and Wear and North Durham (NTW) 
Sustainability and Transformation Plan (STP) early development. 

Background 

The 44 national STP footprints are not new statutory organisations. They are geographically 
defined groups tasked with producing system-wide plans designed to improve health, care and 
finance gaps for their population.  They will encompass much of the work that NHS 
Northumberland Clinical Commissioning Group has already started under the Vanguard 
programme and will be used a vehicle to address specific challenges that are experienced in 
Northumberland. 

Process 

NTW’s STP will be submitted to NHS England 21 October 2016.  Once approval has been 
obtained a local engagement and consultation process will start.  The plans for this are 
currently being developed and will be made public as they become available. 

Update 

The STP development plan will be presented to Governing Body at the meeting. Attached are 
the generic slides being used at Health and Well Being Boards across the STP footprint in 
October.  
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Minutes of the Resources and Performance Committee 
8 July 2016  

 
Members Present:  
 
Karen Bower (KB)  Lay Governor, Resources and Performance (Chair) 
John Unsworth (JU)  Governing Body Nurse 
Paul Crook (PC)  Governing Body Secondary Care Doctor 
Steve Brazier (SB)   Lay Governor, Audit  
 
In attendance: 
 
Rob Robertson (RR) Chief Finance Officer  
Julie Ross (JR)  Chief Operating Officer  
John Warrington (JW) Business Director Finance and Contracting  
Janet Guy (JG)  Lay Chair  
Stephen Young (SY) Strategic Head of Corporate Affairs 
Faye Smeaton (FS)  Business Support  
Kate Brundle (KBr)  Head of Commissioning, Mental Health (Item 6.1 only) 
 
RP/16/33 Agenda Item 1 – Apologies for absence  
 
There were no apologies for absence.  
 
RP/16/34 Agenda Item 2 - Declaration of conflicts of interest and Quoracy 
 
No conflicts of interest were declared and the meeting was quorate. 
 
RP/16/35 Agenda Item 3 - Minutes from the previous meeting  
 
The minutes of the previous meeting were agreed as a true and accurate record 
pending one amendment to item 2, to be changed to read “It was not felt that an 
additional formal declaration” 
 
RP/16/36 Agenda Item 4 - Action Log  
 
Actions RP/16/15/1 and RP/16/18/1 were agreed as complete and will be removed 
from the log. The following action was discussed in further detail:  
 

 RP/16/30/1: RR asked if the Committee were content that SB’s ongoing 
investigations into data assurance meant that this action could be closed. The 
Committee agreed this and the action will be removed from the log.  
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RP/16/37 Agenda Item 5.1 - Performance report received by JLEB in June 2016 
 
KB noted that Governing Body members had received and discussed the performance 
report at the Joint Locality Executive Board (JLEB) on 22 June 2016. She asked for 
questions, comments or updates by exception.  
 
JR provided an update regarding handover delays at the Northumbria Specialist Care 
Emergency Hospital (NSECH), explaining that a meeting was held on 5 July 2016 
between NHS Northumberland Clinical Commissioning Group (CCG), the North East 
Ambulance Service (NEAS), Northumbria Health Care Foundation Trust (NHCFT) and 
North Tyneside CCG to identify further actions to address the ongoing issues. This 
meeting was attend at chief officer level, and followed a letter from JR to the chief 
officers outlining the CCG’s concern that actions identified to date have not resulted in 
consistently improved performance.  
 
Further actions were identified at the meeting, however some were repeats of earlier 
actions, which JR did not feel was sufficient to resolve concerns. JR has discussed 
with NHCFT the possibility of engaging the Emergency Care Intensive Support Team 
(ECIST) to review processes, however ECIST do not have the capacity to do so. JR 
has now suggested that lean service improvement may assist the process and has 
proposed engaging Iain Smith from the North East Transformation System (NETS) 
team to facilitate a joint event.  
 
Following the joint meeting of 5 July, JR has written to the attendees to outline the 
proposal for engaging NETS support and to confirm the actions identified at the 
meeting, which included:  
 

 The effect of not having a Medical Assessment Unit (MAU) at NSECH will be 
considered as part of the NETS review.  

 Direct admissions to palliative care are not in place – NHCFT will investigate.  

 NEAS to provide training for nursing and reception staff at NSECH regarding 
the use of tough books/ uploading information to the hospital system.  

 NHCFT and NEAS will attend a regional event in August, organised by the 
urgent care vanguard programme, regarding the standardisation of handover 
processes.  

 JR to reinforce messages regarding GP taxis with Northumberland practices.  

 NHCFT will ensure that accommodation is available for the advanced 
practitioner at Alnwick and that patients arriving at Alnwick and Berwick are 
seen by the onsite doctor.  

 NHCFT will clarify the position regarding introducing parking charges at 
NSECH. It has previously been agreed that charges would be introduced but 
this has not been enacted.  

 
JU asked whether ECIST could be considered as a fall-back position, should NETS 
involvement not deliver sufficient improvements. JR explained that, as NHCFT is 
categorised nationally as a ‘group two’ provider due to meeting four hour waiting 
targets, ECIST cannot provide the resource to review NSECH as the national focus is 
on group four areas.  
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PC asked why there is not an MAU at NSECH. JR explained that the model was 
designed so that patients are sent directly to speciality streams. JR stressed that this 
model was well thought out and may not be having any impact on delays, however 
NETS will need to consider it. JW felt that the model without an MAU was sound but 
that the high volumes of walk-in patients, which NSECH was not designed to handle, 
have compromised performance. JG noted her concern that there may be too much 
focus on the lack of an MAU, when other issues need to be fully investigated.  
 
Regarding wider ambulance performance, SB noted that due to the rurality of 
Northumberland, it can be difficult to assess what good looks like and asked whether 
benchmarking with other rural areas could take place. RR said that a benchmarking 
exercise was undertaken in 2014 and that Northumberland performed comparatively 
well, however this was during a time of increased performance levels and so it would 
be useful to repeat the exercise.  
 
The Committee noted its disappointment that some previously agreed actions have 
not been taken forward and were content with the proposal to bring in external 
expertise to review the issues. The Committee requested sight of a formal report 
following completion of the NETS assessment.  
 
Action RP/16/37/1: JR to circulate handover letter and meeting minutes to the 
Committee.  
 
Action RP/16/37/2: RR to co-ordinate a benchmarking exercise with other rural 
areas regarding ambulance performance.  
 
RP/16/38: Agenda Item 5.2 - Financial Performance Report  
 
RR noted that Governing Body members had received and discussed the financial 
performance report at JLEB on 22 June 2016 and provided the following update:  
 
The CCG’s position is largely unchanged; there appears to be an increase in non-
elective activity at NHCFT, however this is offset by a reduction in ambulatory care 
activity and is likely a result of changes to coding. The CCG has requested clarity.  
 
There are concerns regarding the lack of data available from Newcastle Hospitals 
(NUTH); no CCG has received clear information regarding the first two months of 
2016/17. NUTH are using a new grouper which is showing a significant amount of un-
coded data, which is a national problem. An action plan is in place with NUTH 
regarding what the CCG will pay for on a sliding scale while this problem is being 
resolved, with a cut off identified for when payments will cease.  
 
PC asked what NHS England has advised regarding the coding problems at NUTH. 
RR said that there is awareness that this is a national problem but that there is also an 
expectation from some areas that data should be readily available.  
 
RR noted that the risks outlined in the report are now beginning to crystallise and as 
such the CCG faces an additional £4.7million of risk at closedown over and above 
QIPP under delivery. These risks relate to section 117 and prescribing costs as well as 
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other smaller considerations. This is not being reported as an overspend at this stage 
as risk share agreements and additional funding will provide mitigations. 
 
RR explained that, in relation to section 117 costs, savings have already been realised 
from very high cost packages, but that work is now required to strip back some of the 
ordinary costs. This will be discussed in more detail under item 6.1. JR noted that 
there are c300 people in Northumberland subject to a section 117 agreement with no 
ongoing care costs; risks are now apparent due to an unexpected £1.6 million of costs 
in this area.  
 
JG highlighted her concern that the quarter one position does not look encouraging, 
with risks to contracts as a result of the lack of information from NUTH and the 
additional £4.7million of risk as described above. JG stressed the need for awareness 
that the CCG is in a precarious position and may be required to find additional savings 
to mitigate these risks. RR said that this level of risk has been flagged within the 
Financial Recovery Plan (FRP) and is now being firmed up. QIPP under-delivery and 
spikes in activity will be monitored throughout the year.  
 
KB asked when the CCG will know the actual cost of this risk in 2016/17. RR said that 
the CCG will work to mitigate the risk up until 31 March 2017. Progress will be 
reported regularly to the Committee. JG asked whether there is a possibility that 
further financial pressures may emerge in quarter two. RR reassured the Committee 
that the £4.7million figure is a fixed pressure up to the end of the financial year.  
 
RP/16/39: Agenda Item 5.3 – Financial Recovery Plan Update  
 
RR presented the report, explaining that Simon Gittoes-Davies (SGD) has now been 
employed as Interim Director of Financial Recovery and has begun to set up detailed 
task lists and carry out risk assessments of the plans on a page.  
 
RR explained that the CCG attends regular financial recovery meetings with NHS 
England and provided the minutes of the May 2016 meeting for information. RR and 
JR noted their concern regarding the timeliness of FRP meeting minutes, which are 
often not received until the night before the meeting, however the CCG is still held to 
account for actions they had not been aware of. JG suggested giving formal notice of 
an item of AOB for the next FRP meeting to raise these concerns, so that they can be 
formally discussed and minuted. SB suggested that internal audit may wish to 
consider this issue through the QIPP audit regarding the timely receipt of minutes.  
 
RR provided a progress update on QIPP savings as discussed at the June 2016 FRP 
meeting. Progress to date is on track. KB was assured that clear actions are being 
taken and asked what level of savings has already been reached. RR explained that 
most QIPPs are not programmed in until later in the year, but that regular updates will 
be reported to JLEB.  
 
SB asked for assurance that the savings expected from the FRP will not be double 
counted. RR explained that the FRP details the savings that will be attributable to the 
CCG, NHCFT etc. Agreements are in place with NHCFT regarding shared savings, for 
example in relation to maternity services.  
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SB asked if the £1.2million block contract reductions are protected. RR said that the 
credit will be ring-fenced in the contract, which secures the saving, however the 
majority of the contract is Payment By Results (PBR).  
 
The Committee discussed the need for lay members to have access to technical 
background information to give a better understanding of reports. JR explained that 
detailed information regarding the various elements of FRP will be presented on a 
monthly basis by SGD to JLEB from July 2016. SGD will attend the Resources and 
Performance Committee (R&P) by exception only, however as lay members now 
attend JLEB, they will have regular access to detailed information.  
 
Action RP/16/39/1: RR to raise a formal item of AOB regarding receipt of minutes 
for the 20 July 2016 FRP meeting with NHS England  
 
Action RP/16/39/2: SB to discuss QIPP audit recommendations regarding timely 
receipt of minutes with internal audit.  
 
RP/16/40 Agenda Item 6.1 – Mental Health Update  
 
JR advised that the report had not yet been considered by JLEB but requested that 
the Committee considered the types of assurance they would be looking for, should 
any of the proposed options be taken forward.  
 
KBr presented the report, explaining that the CCG has a legal duty to provide non-
chargeable care to people within the county who are subject to a Section 117 
aftercare agreement. Costs are currently spilt 50/50 between health and social care. 
There are currently c650 adults in Northumberland subject to a section 117 
agreement; c300 of these are not currently undergoing costed care. However financial 
risks exist that the CCG may be required to pay care costs for these people in the 
future, even if that care was not related to their mental health, due to having a 117 
agreement in place. Agreements can be reviewed and removed if appropriate.  
 
PC asked whether commissioning group packages would impact on patient choice. 
KBr said that the selected provider would need to demonstrate that they could deliver 
care against a number of criteria. JU said that patient choice tended to be about 
individual care decisions, rather than providers.  
 
The Committee discussed replacing a cost cap with a maximum funding allowance 
and whether this could be introduced initially for new patients followed by a review of 
existing patients. KBr will request a legal position about this. JU noted that there are 
examples of maximum funding allowances in physical care, such as ventilation at 
home.  
 
JR noted that the CCG will meet with Vanessa Bainbridge from the local authority to 
review the options and talk through cost reductions ahead of consideration of the 
options by JLEB.  
 
Action RP/16/40/1: KBr to include consideration of the likely increase in CHC 
costs as a result of 117 aftercare cost shift to the local authority within the July 
2016 mental health paper to JLEB.  
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Action RP/16/40/2: KBr to obtain a legal opinion regarding the relevant options 
for reducing the costs of 117 aftercare.  
 
RP/16/41 Agenda Item 6.2 Running Costs Update 
 
JR explained that the CCG has historically underspent against its running cost budget, 
with a £2.5million underspend in 2015/16. In 2016/17, the running cost budget will be 
unable to deliver this level of underspend due to the need to fund additional interim 
posts to oversee the financial recovery programme. JR stressed that the running cost 
allowance will not be breached, however the underspend will not be as large as 
planned. JR outlined the mitigations currently being pursued:  
 

 Reducing the cost of the North East Commissioning Support Unit (NECS): JR 
has written to Ian Davison to outline that the CCG will require less support from 
NECS as it moves into a strategic commissioning arrangement. As such, non-
business essential elements of the NECS contract have been removed, 
delivering a £100k saving so far.  

 Maximising capacity by sharing resources with North Tyneside CCG: JR wrote 
to the chief officers at North Tyneside CCG proposing bringing together 
business intelligence and performance across both CCGs, however this 
proposal was declined. However it has been agreed that there will be a shared 
project team for Right Care.  The CCG has frozen vacancies for non-business 
critical posts, very senior manager salaries and clinical domain sessions.  

 Duplications: £30k has been released through terminating CCG membership of 
subscription organisations.   
 

PC asked whether sharing services with other CCGs across the Sustainable 
Transformation Plan (STP) patch has been considered. JR explained that the CCG 
does not have the volume of services in common with other CCGs as it does with 
North Tyneside in order to make shared services viable.  
 
RR noted that the reduction in the running cost budget underspend is covered within 
the £4.7million risk discussed under item 5.2.  
 
RP/16/42 Agenda Item 7 Cycle of Annual Reporting  
 
JR presented the proposed R&P meeting reporting schedule for 2016/17, noting that 
the schedule has moved from a domain-led to an FRP-led model. As well as the 
specific items outlined in the report, the Committee will receive an update on progress 
against the overall FRP at each meeting.  
 
SB asked whether the maternity services report should be considered earlier than 
January. It was agreed that maternity services will be considered in November 2016 
and integrated care in January 2017. 
 
PC noted the importance of the CCG maintaining an overview of its other 
responsibilities, while focusing on delivery of the FRP in 2016/17. JR asked that 
Committees are vigilant in their duty to seek assurance that there is no damage to 
patient care.  
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Action RP/16/42/1: FS to update the R&P forward plan to reflect discussion.  
 
RP/16/43 Agenda Item 8 – Terms of Reference (ToR) 
 
SY presented the ToR for review, noting that one substantive change was proposed to 
reflect changes to lay governor responsibilities since the last review. The Committee 
agreed these changes and requested that PC’s title is changed to “Secondary Care 
Doctor”.  
 
Action RP/16/43/1: SY to update the ToR as discussed.  
 
RP/16/44 Agenda Item 9 – Any other business 
 
There was no further business to discuss. 
 
RP/16/45 Agenda Item 10 – Date and time of next meeting  
 
Friday 9 September, 0930, Belsay Meeting Room, County Hall.   
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Minutes of the Resources and Performance Committee 
9 September 2016  

 
Members Present:  
 
Karen Bower (KB)  Lay Governor, Resources and Performance (Chair) 
John Unsworth (JU)  Governing Body Nurse 
Paul Crook (PC)  Governing Body Secondary Care Doctor 
Steve Brazier (SB)   Lay Governor, Audit  
 
In attendance: 
 
Julie Ross (JR)  Chief Operating Officer  
John Warrington (JW) Business Director Finance and Contracting  
Janet Guy (JG)  Lay Chair  
Rachael Long (RL)  Corporate Affairs Manager 
Faye Smeaton (FS)  Business Support  
Hilary Brown (HB)  Locality Director, North (Item 6.1 only) 
Brian Moulder (BM)  Head of Commissioning, Elective Care (Item 6.2 only) 
 
RP/16/46 Agenda Item 1 – Apologies for absence  
 
Apologies were received from Stephen Young.  
 
Rob Robertson has now gone on secondment to NHS Improvement. Richard Turnbull 
will attend Resources and Performance (R&P) Committee meetings until a new Chief 
Finance Officer (CFO) is appointed, however submitted his apologies for this meeting.  
 
RP/16/47 Agenda Item 2 - Declaration of conflicts of interest and Quoracy 
 
No conflicts of interest were declared and the meeting was quorate. 
 
RP/16/48 Agenda Item 3 - Minutes from the previous meeting  
 
The minutes of the previous meeting were agreed as a true and accurate record 
pending the following amendments:  
 

 Page 1: Stephen Young to be added to the list of attendees.  

 Page 4: Paragraph 3: JR to provide revised wording regarding the £4.7m fixed 
pressure.  

 
Action RP/16/48/1: JR to provide revised wording regarding the £4.7m fixed 
pressure for the July 2016 R&P minutes.  
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RP/16/49 Agenda Item 4 - Action Log  
 
All actions were agreed as complete and will be removed from the log. The following 
actions were discussed in further detail:  
 

 RP/16/37/2: The Committee requested feedback from the rural area 
benchmarking exercise in relation to ambulance performance.  

 RP/16/39/2: SB has discussed timely receipt of minutes from NHS England with 
internal audit. This will now be reviewed.  

 RP/16/40/1: Kate Brundle has confirmed that there is likely to be an increase in 
CHC costs as a result of 117 cost shift to the local authority. Janice O’Hare is 
now looking at cost packages and Annie Topping will have an overview of 
CHC/Mental Health packaging in terms of finding a balance between QIPP and 
the deficit position.  

 
Action RP/16/49/1: Feedback from the rural area benchmarking exercise in 
relation to ambulance performance to be presented at the November 2016 R&P 
meeting.  
 
RP/16/50 Agenda Item 5.1 - Performance report received by JLEB in August 2016 
 
KB noted that Governing Body members had received and discussed the performance 
report at the Joint Locality Executive Board (JLEB) on 24 August 2016. She asked for 
questions, comments or updates by exception.  
 
KB asked whether the amber performance rating for IAPT relates to Talking Matters 
Northumberland (TMN). JR confirmed that this measure relates to the 
Northumberland, Tyne and Wear Trust (NTW), which while not directly a provider for 
the Clinical Commissioning Group (CCG), does supply services for the CCG’s provider 
organisations. Performance is therefore monitored for quality assurance purposes.  
 
SB noted the poor performance ratings for ambulance response times in June 2016 
and asked if July data was now available for comparison. JR confirmed that this data 
has not yet been received.  
 
JR provided an update on the following performance areas:  
 

 Ambulance performance: The chief executives and chairs from the North East 
Ambulance Service (NEAS) and Northumbria Health Care Foundation Trust 
(NHCFT) are to meet regarding the impact of handover delays on performance. 
The CCG will not attend this meeting though briefings have been provided. 
Redirection possibilities and 15 minute handover deadlines are also being 
discussed.  
 

 IAPT: JR has met with colleagues from TMN to discuss contract breaches 
identified through performance analysis. TMN has been asked to compile a 
recovery plan and has been informed that the contract will be put into breach if 
performance issues are not resolved. Penalties may be invoked if no 
improvement is seen within three months. JR noted that some recovery actions 
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have already been taken, however waiting lists remain large and non-
attendance rates are high.  

 
JW asked whether there are ways to check with patients a week ahead that they plan 
to attend pre-booked appointments. JR noted that group based CBT programmes 
have been discussed, however clinical assurance would be needed regarding this.  
 
RP/16/51: Agenda Item 5.2 - Financial Performance Report  
 
KB noted that Governing Body members had received and discussed the financial 
performance report at the JLEB on 24 August 2016. She asked for questions, 
comments or updates by exception.  
 
KB noted that the NHCFT contract sum is not meeting the QIPP target agreed at the 
start of the year. JR confirmed that pressures continue to grow at a rate which 
exceeds the contract. This is Simon Gittoes-Davies’ (SGD) main area of focus at 
present as part of the Financial Recovery Plan (FRP).  
 
RP/16/52: Agenda Item 5.3 – Financial Recovery Plan Update  
 
KB noted that Governing Body members had received and discussed the FRP report 
at the JLEB on 24 August 2016. She asked for questions, comments or updates by 
exception.  
 
JR provided the following update:  
 

 A formal challenge has been issued to NHCFT regarding quarter one coding 
issues as a result of the re-designation of ambulatory care wards.  

 Activity management review meetings are taking place across all lines, led by 
Paul Turner. An initial agreement has been reached with NHCFT and a further 
meeting is planned in September 2016 to progress.  

 QIPP schemes are all underway.  

 JR outlined the additional FRP options that were currently being considered.  

 The Monmouth activity analysis is now complete and has identified £1m to £2m 
of undue financial pressures in relation to the Northumbria Specialist 
Emergency Care Hospital (NSECH). There are also potential coding challenge 
opportunities. 

 
These areas equate to a £8.1million mitigation figure.  
 
JG noted that NHS England have indicated that suspension of the 18 week position is 
unconstitutional. JR said that, while breaching the 18 weeks may be unconstitutional, 
working within it is not and requires further conversation.  
 
SB asked whether charges could be applied to patients walking in at NSECH rather 
than urgent care base sites in order to deter this kind of activity. JU noted that this is 
not possible as NHS services must be free at the point of access; however the 
Committee discussed other possible actions to deter non-emergency presentations, 
such as car parking charges at NSECH and re-charging patients for five day 
prescriptions given at hospitals.  
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JR noted that the current position regarding delivery of the FRP is difficult; the CCG is 
still reporting a planned year end deficit of c£5m on instruction from NHS England, 
with unmitigated risks of c£15m. Discussions are to take place with NHS England to 
consider the achievability of the control total. SB asked whether the Governing Body 
would make the decision regarding changing the control total. JR noted the decision 
making responsibilities within the CCG and that JLEB must make this decision, with 
assurance from the Governing Body.  
 
KB asked what the impact of CCG FRP meetings is having on staff time. JR reported 
that FRP meetings help staff to focus and give them an opportunity to present plans, 
however time spent in meetings could impact on making progress. Staff roles have 
been realigned to support the process and the focus now needs to be on delivery. All 
staff are aware that the current focus is on FRP, however there is a need to ensure 
that statutory duties continue to be met.  
 
SB asked whether AuditOne can be used in a beneficial way regarding the directions 
received from NHS England. JR suggested that AuditOne could focus on CHC and 
117, and also that the entire annual programme is reviewed based on the directions 
letter and associated risks. SB to raise at Audit Committee.  
 
Action RP/16/52/1: JR to investigate the possibility of recharging patients for 
five day prescriptions received in hospital.  
 
Action RP/16/52/2: SB to raise AuditOne focus on CHC and 117, and the 
possibility of reviewing the annual programme as a result of directions from 
NHS England at Audit Committee.  
 
RP/16/53 Agenda Item 6.1 – Community Hospitals  
 
HB presented the report, explaining that the community hospitals proposal aims to 
improve the quality of care and experience for older people in a sustainable way.  
 
There are 164 community hospital beds in Northumberland and an average length of 
stay of three weeks, which is comparatively a long time. The length of stay has a huge 
impact on older people, with 10 days of hospital stay equating to 10 years of ageing in 
terms of the loss of muscle for people over 80 ( ref: Kortebein P, Symons TB, 
Ferrando A, et al. Functional impact of 10 days of bed rest in healthy older people. J 
Gerontol A Biol Sci Med Sci.2008: 63:1079-108). Additionally, there are 300 empty 
care home beds in Northumberland which could be used more effectively.  
 
HB explained that, in South Warwickshire, work to deliver a ‘discharge to assess’ 
model (patients are sent home accompanied by a volunteer and an assessment of 
how fit they are to be at home then completed) has resulted in lengths of stay reducing 
by three days for acute care and 17 days for community hospitals. As a result, less 
people died in hospital and 26 beds were closed with money reinvested in community 
services, tripling the community service capacity.  
 
HB explained the principles of the new model of care, which aims to support frail and 
elderly patients to remain in the community by using emergency health care plans to 
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provide a better understanding of the interventions needed and with more robust multi-
disciplinary teams (MDTs) available.  
 
JU requested that reference to the ‘lowest level of care’ is removed from the report 
and replaced with ‘right care in the right place’. HB to update. JU asked whether plans 
are ambitious enough and whether community hospitals should be asked to increase 
their skills base.  
 
PC noted that there have been excess beds in community hospitals for many years 
and asked whether there have already been reductions. JR confirmed that there has 
been a reduction in the overall bed base in community hospitals over time.  
 
JR gave an update regarding Rothbury Community hospital:  
 

 The temporary closure of admissions to the inpatient beds is for three months 
and the decision was taken jointly by the CCG and Northumbria.  

 Changes in the way we now care for patients means people are more likely to 
receive on-going care at home and this has meant that the community hospital 
beds at Rothbury have been underused for some time with around only half the 
beds being normally occupied.     

 The situation will be monitored closely throughout the temporary closure period 
and will be fully reviewed in November.  

 All other services that operate from the hospital will continue as normal, such as 
physiotherapy, occupational therapy, outpatients, child health clinics and 
paramedic.  

  
Action RP/16/53/1: HB to make changes to the community hospital proposal 
report as discussed.  
 
RP/16/54 Agenda Item 6.2 Elective Care 
 
BM presented the report, explaining that demand management is a key aspect of the 
FRP. As Northumberland has low numbers of referrals to secondary care but high day 
case rates, the elective care element of the FRP has been split into two parts; demand 
management (how patients get to hospital) and treatment thresholds (what happens to 
them once they get there).  BM provided further information regarding demand 
management:  
 

 Practice Activity Scheme (PAS): The PAS has been adapted to remove two 
week cancer waits as GPs have no control over this and to include incentives 
for practices that maintain 2015/16 referral rates or are below the CCG 
average. BM noted that referral rates into secondary care have increased in 
quarter one compared to the previous year and the reasons for this are being 
investigated. JR noted that this may be due to the fact that fewer electives took 
place during quarter one 2015/16 when the trust was gearing up for the 
opening of NSECH; therefore year on year comparison can be misleading.   

 Value Based Commissioning (VBC): The number of procedures covered in 
the VBC policy has increased from 39 to 53. The policy applies strict decision 
making regarding the criteria a patient must meet before being treated for any 
of the 53 conditions.  
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 Consultant First: Practices are now required to book dummy slots with 
consultants via choose and book so that consultants can review cases and 
decide whether a referral into secondary care (for specific services) is needed. 
Initial data suggests a 6% rejection rate.  
 

SB asked whether further increases to the procedures covered by the VBC are 
planned. JW said that this may be possible, however a regional VBC development 
group needs to agree what is included. It has been agreed that QIPP direction needs 
to be included within the policy. JR noted that the 53 procedures are those with low 
clinical value and that there would be ethical considerations regarding the potential 
‘rationing’ of other procedures.  
 
JU asked what the consultant first experience is like for the patient. JW said that the 
GP will explain to the patient that they will ask a consultant to determine whether a 
referral is required and that the consultant will either write back to the GP with 
treatment advice or write to the patient directly with an appointment.  
 
PC asked whether patients will still have a choice of where to be treated when using 
the consultant first scheme. JW confirmed that this will be included in the initial 
information that the GP gives to the consultant.  
 
KB asked whether it is possible to apply penalties to hospitals for re-admissions. JR 
explained that elective surgeries are covered under block contracts and so re-
admissions do not cost the CCG any more money. Additionally, NHS England and 
NHS improvement have agreed that there will be no fines against trusts.  
 
KB noted that the report checklist contained in the elective care report was unsigned 
and did not have any information about the results of equality and quality impact 
assessments. FS to ensure this is complete for future reports.  
 
Action RP/16/54/1: FS to ensure report checklists are signed and information 
regarding equality and quality impact assessments is directly written in to the 
template for future Committee reports.  
 
RP/16/55 Agenda Item 7 Any Other Business  
 
There was no further business to discuss. 
 
RP/16/56 Agenda Item 10 – Date and time of next meeting  
 
Friday 11 November, 0930, Choppington A Meeting Room, County Hall.   
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Minutes of the Audit Committee 
28 July 2016  
 
Members Present: 
 
Steve Brazier (SB)  Lay Governor – Audit and Conflict of Interest (Chair) 
Dr Paul Crook (PC)  Governing Body Secondary Care Doctor 
 
In Attendance: 
 
Rob Robertson (RR) Chief Finance Officer 
Rachael Long (RL)  Corporate Affairs Manager 
Alyson Williams (AW) Internal Audit Manager, Audit One 
Jim Dafter (JD)  External Audit, Mazars LLP 
Paul Bevan (PB)  Local Counter Fraud Specialist 
Faye Smeaton (FS)  Business Support Team 
Hasan Shah (HS)  Work Experience, Audit One (Observing)  
 
AC/16/48 Agenda Item 1 Apologies for absence 
 
Apologies were received from Carl Best (CB) and Stephen Young (SY).  
 
SY will be absent for some weeks due to an injury. The CCG is looking into interim cover 
arrangements.   
 
AC/16/49 Agenda Item 2 Declarations of interest 
 
There were no declarations of interest. 
 
SB noted that new national guidance has been published regarding the collation and 
reporting of conflicts of interest. RL will bring a report update to the September 2016 Audit 
Committee meeting for discussion.  
 
Action AC/16/49/01: RL to present an update regarding conflicts of interest guidance 
to the September 2016 Audit Committee meeting.  
 
AC/16/50 Agenda Item 3 Quoracy 
 
The committee was quorate. 
 
AC/16/51 Agenda Item 4.1 Minutes of the previous meeting 
 
The minutes were agreed as a true and accurate record. There were no matters arising.  
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AC/16/52 Agenda Item 4.2 Action log 
 
Actions AC/16/12, AC/16/24/2, AC/16/37/1, AC/16/40/1, AC/16/41/1 and AC/16/43/1 were 
agreed as complete and will be removed from the log.  
 
AC/16/53 Agenda Item 4.3 Audit Committee Timetable  
 
To be discussed under item 11.  
 
AC/16/54 Agenda Item 5 Chief Finance Officer’s Report 
 
SB noted that Governing Body members had previously had the opportunity to review and 
discuss the finance report at the Joint Locality Executive Board (JLEB) on 27 July 2016.  
 
RR explained that, at the end of month three, NHS Northumberland Clinical Commissioning 
Group (CCG) had identified an additional net risk of £4.7million. However, this figure does 
not include Financial Recovery Plan (FRP) considerations; future finance reports will 
incorporate FRP and QIPP risks and mitigations.   
 
RR reported that there have been no losses or special payments to date in 2016/17 and no 
request to waiver financial tender policies have been received. Although there are currently 
nine outstanding debts in excess of £5k, these are due to be paid and do not pose a risk to 
the CCG’s financial position.   
 
SB asked whether the outstanding invoice from November 2015 had previously been 
reported and whether it is possible for invoices to be issued with retrospective dates. RR 
confirmed that this invoice was previously reported and that it is not possible to use 
retrospective dates on invoices, although it is possible to invoice for retrospective amounts.  
 
SB noted the reduction in Northumbria Health Care Foundation Trust’s (NHCFT) April 
overspend from £1.4million to £0.8million and asked when the final figure would be 
confirmed. RR said that CCG needs to provide challenge to ensure that business rules 
have been complied with and the final figure will be reported once this process is complete. 
The current reported position is based on Service Level Agreement Monitoring (SLAM) 
data, which has not had business rules applied to it. SB noted the difficulties for lay 
members in assuring financial performance without confirmed data. RR explained that 
providers are working within the national timetable and that, although the CCG could accept 
the current position, ensuring that the challenge process is complete will undoubtedly result 
in a better financial outcome. 
 
AW asked, where there are data disputes, does the CCG report the worst case position? 
RR said that data is reported as it currently stands and the effect of this on the run rate and 
underlying position but it is not forecast out to the end of the year. 
 
JD asked what risks were currently being flagged through the FRP review. FS to send JD a 
copy of the FRP presentation given to JLEB on 24 July 2016.  
 
JD gave a presentation regarding the effect of delegation on the CCG’s accounts.  
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JD explained that there were issues in the annual accounts of CCGs that had taken on 
delegated commissioning in 2015/16, regarding the timing of Service Auditor Reports (SAR) 
on the Exeter payments system and the HSCIC which led to auditors being unable to fully 
assure the accounts. For those CCGs, the auditors wrote to GP practices to confirm 
payments and patient numbers. Assurance was provided, however this was late and could 
have been avoided had there been additional controls in place within the CCG, or had the 
CCG known the SARs would not provide the assurance required.  
 
RR explained that there is now a Memorandum of Understanding (MOU) in place between 
delegated CCGs and NHS England to ensure access to additional information is provided. 
RR has also suggested that the CCG could generate information based on what they 
should have paid to a sample of practices through national contracts as well as additional 
activity e.g. community services. This information could then be used to calculate a total 
payment for 2016/17, which could then be checked against transaction lists to verify that 
the payment practices receive meets what is in the CCG’s accounts.  
 
SB asked whether the figures included GP salaries. RR said that it would indirectly include 
this as GPs take remuneration from practice income.  
 
PB asked whether the SAR provides assurances that there are no ghost patients on 
practice lists. JD said that this couldn’t be confirmed as the system is not suitably designed, 
or used appropriately, to give this level of assurance. AW said that ghost patients do not 
represent a significant fraud risk, as deceased patients should have been removed from 
lists. A ghost patient in this instance is more likely to be one who is registered at more than 
one practice and therefore is more of a data accuracy risk.  
 
Action JLEB/16/54/1: FS to send JD a copy of the FRP presentation given to JLEB on 
27 July 2016.  
 
AC/16/56 Agenda Item 7.1 Annual Audit Letter  
 
JD presented the report, noting that the annual audit letter had previously been presented 
in detail to the Audit Committee and highlighting the key messages:  
 

 Draft accounts were of a good quality.  

 No problems were cited regarding access to officers. 

 A modified opinion was issued in May 2016 in relation to the financial deficit. 

 An ‘except for’ Value for Money (VFM) conclusion was issued as a result of the 
financial deficit, however taking into account plans in place to reduce spend via QIPP 
targets.  

 
Future financial and operational challenges were highlighted as the development of the 
Accountable Care Organisation (ACO) and North East Ambulance Service (NEAS) contract 
under-performance.  
 
JD thanked CCG officers for their support in completion of the annual audit letter.  
 
SB asked what the effect of late assurance in relation to the SAR had on the audit 
assurance process. RR explained that it had been agreed that assurance would take place 



 4 

Clinicians commissioning healthcare 
for the people of Northumberland 

based on 11 months of information. Month 12 will form part of the next review.  
 
AC/16/57 Agenda Item 8.1 Internal Audit Progress Report  
 
AW presented the report, which detailed progress against the 2016/17 internal audit plan. 
Since the May 2016 Audit Committee meeting, two reports have been issued relating to 
2015/16, both with significant assurance. There were issues of note regarding the service 
reconfiguration and specification report as a result of the lack of written procedures to help 
the CCG carry out service reforms, such as business case templates. The CCG has 
accepted this risk due to the availability of national guidance.  
 
Two reports have been issued in relation to the 2016/17 audit plan, both with substantial 
assurance. No issues have emerged to date that might affect the Head of Internal Audit 
opinion. One change has been proposed to the 2016/17 plan in relation to the Better Care 
Fund (BCF), which has been audited twice in the last two years and there have been no 
significant changes nationally. Resources may be better targeted at emerging risks such as 
the FRP and ACO.  
 
Fieldwork has been completed in relation to medicines management and serious untoward 
incidents, with draft reports expected within the next two weeks. There is a slight delay to 
the Deprivation of Liberty Standards (DOLS) audit, however information gathering has 
begun.  
 
PC asked how SY's sickness absence will impact on delivery against the 2016/17 plan. AW 
said that, as SY is the key contact for some audits, they may be pushed back to later 
quarters, or a new key contact will need to be identified.  
 
RR asked the Committee to note that substantial assurance has been given by internal 
audit in relation to strategic planning, despite the NHS assurance letter rating planning as 
inadequate as a direct result of the financial deficit. There is no suggestion in the assurance 
letter that planning was poor, however this is not reflected in the rating. Members have 
asked the CCG to challenge the inadequate rating, however RR felt that the focus should 
now be on delivery of the FRP. 
 
AW presented the client brief, explaining that the three previous internal audit consortiums 
have now merged in to Audit One and TUPE arrangements are complete. New reporting 
templates are now being used and a draft consortium agreement has been signed. Future 
development of the management board structure is now being considered.  
 
AW noted that assurance rating categories have now changed to substantial, good, 
reasonable and limited. RR noted that as ratings have changed, it could be difficult to tell 
whether performance has improved or deteriorated and requested that the previous rating 
is included within new reports. The Committee noted their concern regarding the 
‘reasonable’ rating category, which may be misleading as it could be given as a result of 
poor performance.  
 
AC/16/58 Agenda Item 8.2 Internal Audit Annual Report  
 
AW presented the report, which outlined how Internal Audit have performed against the 
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2015/16 plan. The Head of Internal Audit Opinion for 2015/16 gave significant assurance. 
AW outlined key findings:  
 

 Time taken to receive management responses and to issue final reports have both 
improved since 2014/15.  

 All reports for 2015/16 provided significant assurance.  

 No findings of major impact were identified throughout the year.  

 Client satisfaction is rated as ‘very satisfied’ for 2015/16 following surveys of key 
contacts and audit committee members.  

 All aspects of Internal Audit service delivered in 2015/16 met the requirements of the 
NHS Internal Audit Standards, with the exception of one ‘partial’ rating as result of a 
planned peer review being pushed back until after the Audit One merger. This 
review will now take place in quarter four of 2016/17.  

 
PC asked, in relation to Internal Audit service developments, whether the Audit One Board 
is made up of provider representatives. AW said the Board is currently made up of 
nominated representatives from the previous three consortiums but that development work 
is taking place to identify the model going forward. No audit committee chairs are currently 
represented on the Board.  
 
RR noted that he and RL will endeavour to maintain the good level of management 
response in the absence of SY.  
 
SB noted that the benchmarking data provided supported  the quality of the audit work in 
that it evidenced similar audit exercises at other CCG’s were finding issues.  
 
AC/16/59 – Agenda item 9 – Internal Audit Outstanding Actions  
 
RL informed the Committee that all actions have been implemented in full, with the 
exception of two related to patient choice. The CCG website is now being updated to 
include further information regarding patient choice and David Lea is looking into ways to 
audit whether patient choice has been appropriately provided at GP practices. RR noted 
that there is no national guidance available to support this process and as a result David 
has now been asked to work with NHS England to develop a policy.  
 
PC asked whether Choose and Book was used as evidence for patient choice. RR said that 
this used to be monitored as a proxy measure. AW noted that Choose and Book has now 
moved to e-referral and that reports from this system are only available to NECS, which is a 
barrier to assurance. PC asked how Consultant First affects patient choice. RR said that, as 
both providers should be using Consultant First, this should have no impact on choice.  
 
AC/16/60 Agenda Item 10 Minutes of the Governance Group held in May 2016 
 
Presented for information.  
 
AC/16/61 Agenda Item 11 Audit Committee Self- Assessment 
 
SB indicated he will draft the Audit Committee forward timetable for ratification at the 
September 2016 Committee meeting and asked for any suggestions of non-recurring items 
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to be added to the timetable. RL noted that conflicts of interests reports will now need to 
take place six monthly. The Committee also suggested including national guidance on 
financial reset, an accounts briefing session and noting ACO and Vanguard under ad-hoc 
reports.  
 
SB noted that the self-assessment of the Audit Committee would take place as an informal 
discussion and asked for comments and feedback regarding the structure and format 
Committee.  
 
JD said that having the timing of agenda items outlined ahead of the meeting is helpful as it 
helps presenters to focus on what information needs to be delivered within the timeframe. 
JD also noted that some audit committees include a chairs briefing section at the end of 
each agenda in order reflect on the topics discussed and provide any additional input. FS to 
add this to the agenda alongside AOB.  
 
JD also felt that it may be useful for Audit Committee members to have sight of minutes 
from other CCG committee meetings. RR said that these were available within Governing 
Body paperwork on the CCG website, but noted that it is not the role of Audit Committee to 
scrutinise the outcomes of other committees.  
 
JD and RR commented that the Audit Committee has a good level of openness which 
encourages debate. The Committee were content that Audit Committee is functioning in the 
correct way.  
 
Action AC/16/61/1: SB to update the Audit Committee timetable in line with 
discussion and present at the September 2016 meeting for ratification.  
 
Action AC/16/61/2: RL and PB to discuss inclusion of gifts and hospitality within the 
September 2016 conflicts of interest report.  
 
Action AC/16/61/3: FS to add chairs briefing to Audit Committee agenda as a 
standing item.  
 
AC/16/62 Agenda Item 12 Any Other Business  
 
There was no further business to discuss. 
 
AC/16/63 Agenda Item 13 Date of next meeting 
 
22 September 2016 
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Minutes of the Audit Committee 
22 September 2016  
 
Members Present: 
 
Steve Brazier (SB)  Lay Governor – Audit and Conflict 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 
Rachael Long (RL)  Corporate Affairs Manager 
Gill Wainwright (GW) Interim Head of Finance 
Gary Walsh (GW)  Senior Finance Manager, NECS 
Alyson Williams (AW) Internal Audit Manager, Audit One 
Stephen Young (SY) Strategic Head of Corporate Affairs 
 
AC/16/64 Agenda Item 1 Apologies for absence 
 
Apologies were received from Cameron Waddell.  
 
AC/16/65 Agenda Item 2 Declarations of interest 
 
Gary Walsh declared that he is employed by the North of England Commissioning Support 
Unit.  The committee noted the declaration considered that it had no direct effect on agenda 
item discussions and that he could remain in the meeting throughout.    
 
AC/16/66 Agenda Item 3 Quoracy 
 
The committee was quorate. 
 
AC/16/67 Agenda Item 4.1 Minutes of the previous meeting 
 
Subject to the amendment below, the minutes were agreed as a true and accurate record. 
 
Page 3, paragraph 4, to be amended to read “AW said that ghost patients do not represent 
a significant fraud risk, as deceased patients should have been removed from lists.” 
 
Matters arising 
 
Page 2, Chief Finance Officers Report.  SB asked if the position on the Northumbria 
Healthcare NHS Foundation Trust’s contract had been finalised and agreed, and if the CCG 
has challenged to ensure that business rules have been complied with.  GW replied that the 
CCG has challenged the figures, but they are still not finalised and the CCG’s project 
management team continue work in this area. 
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AC/16/68 Agenda Item 4.2 Action log 
 
Actions AC/16/49/1, AC/16/54/1, AC/16/61/1 and AC/16/61/3 were agreed as complete 
and will be removed from the log.  
 
Action AC/16/55/1 – Counter Fraud - RR and PB to discuss actions in relation to partial and 
non-compliant standards.  SB noted that PB has made a proposal, which was helpful in 
providing assurance, and asked what is happening with this.  It was agreed that SY would 
further progress this action.  
 
AC/16/69 Agenda Item 4.3 Audit Committee Timetable  
 
It was agreed that an accounts briefing session (led by external audit) would be included 
January 2017 agenda. 
 
The six monthly conflicts of interest review has been scheduled for the March 2017 
meeting. 
 
National guidance (Reset) was received 24 July 2016, containing governance information 
on e.g. day rates for interims etc.  It was agreed that SY would look at this and decide 
whether there is anything that needs to be reported to Audit Committee. 
 
Action AC/16/69/1 SY to read the National Guidance (Reset) and decide whether 
anything in it should be reported to Audit Committee. 
 
SB queried whether Audit Committee should receive reports on the ACO.  SY noted that 
there will be an internal audit on ACO and Vanguard, which is currently being organised.  
SB asked whether he should share any relevant ACO papers with the auditors, or whether 
an officer should attend Audit Committee to present on ACO.  It was agreed that SY, RL, 
and SB would consider ACO papers and forward any which would be of interest to auditors.  
It was agreed ACO will be taken off the timetable. 
 
Action AC/16/69/2 SY RL and SB to consider ACO papers and forward papers of 
interest to auditors. 
 
AC/16/70 Agenda Item 5 Chief Finance Officer’s Report 
 
GW reported that the CCG is currently forecasting a £5m deficit, with an additional in year 
cost improvement programme being discussed at the September Joint Locality Executive 
Board meeting.   
 
Since the last Audit Committee, the CCG has received Directions from NHS England.  The 
CCG is currently finalising the forecast deficit position ahead of a response to NHS 
England. 
 
The CCG’s running costs are underspent by £657K. 
 
GW reported that there have been no losses or special payments to date in 2016/17 and no 
requests to waiver financial tender policies have been received.  
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There are currently outstanding debts of £47k, the majority of which are re-charges for 
Section 117 in other authorities.  
 
AC/16/71 Agenda Item 6 Data Security Letter  
 
The NHS England Audit Chair has written to all NHS Audit Chairs about data security.  The 
letter refers to the Caldicott Review (a detailed report with recommendations on how to 
move forward), and the CQC review (which details the current position of several 
organisations but not CCGs). 
  
SY confirmed responsibility for data security at board level in the CCG lies with the Chief 
Finance Officer as the SIRO, and the Caldicott Guardian, John Warrington. 
 
The Audit Committee discussed the implications of the two reviews for the CCG. 
 
AW reported that the CCG complete an IG toolkit review twice a year, which is completed 
by NECS on behalf of the CCG using CCG data.  This includes information on contracting.  
Self-assessment forms are submitted on the basis of how the CCG handles information 
securely. 
 
SB queried if the CCG need to seek assurance on patient data protection via contract 
monitoring.  AW said that all providers have to complete their own toolkits which are audited 
by their internal auditors and published.   
 
PC noted that the CCG uses anonymised data for research, which is carried out through 
NECS.  AW explained that, under the Health and Social Care Act, CCGs are not to hold 
patient information; NECS hold it on the CCG’s behalf. 
 
The committee considered the data security letter dated 29 July 2016 and were satisfied 
that the Board responsibility lies with the Chief Finance Officer as SIRO, and John 
Warrington as Caldicott Guardian.  Committee members discussed the measures the CCG 
has in place to ensure data security and were content they were in line with 
recommendations. 
 
The Corporate Affairs Manager has considered both reviews in detail and confirmed the 
CCG is complaint.   
 
AC/16/72 Agenda Item 7.1 External Audit Progress Report 
 
SB congratulated Mazars on their rating from the PSAA, a rag rating system is used and 
Mazars has been graded ‘green’ in all areas, scoring joint highest for quality of work 
undertaken, and highest for client satisfaction.  SB noted that one of the duties of Audit 
Committee is to assess the quality of internal and external audit.  Therefore the 
independent feedback received from PSAA is useful. 
 
JD reported that the audit for 15/16 was finalised, presented to governing body in June, and 
the annual audit letter was presented to the last audit committee. 
 



 4 

Clinicians commissioning healthcare 
for the people of Northumberland 

The audit process has not started yet this year. 
 
Section 4 of the report gives details on relevant national publications. 
 
The audit fees will stay the same this year as they were in 2015/16. 
 
AC/16/73 Agenda Item 8.1 Internal Audit Progress Report  
 
AW presented progress against the 2016/17 internal audit plan, showing good progress has 
been made. 
 
Guidance has been issued to IA around what testing they need to undertake in relation to 
conflicts of interest assurance.  Internal audit have noted their concerns about the resource 
requirement.  Auditors are required to report on each test, (not just by exception) when 
processes need to be strengthened.  The report will be included in the CCG’s annual 
governance statement, but the guidance does not state if the entire report should be 
included, or a summary. 
 
AW is due to meet with colleagues to discuss the guidance, which goes down to the level of 
using sample sizes, which are the same size as the SAR sample sizes.  Risks will be rated 
in terms of significance; this could give limited assurance in the way controls are managed. 
 
SB commented that recent proposals for NHS to declare private work would help identify 
conflicts.  AW responded that this does not include GPs, who already operate outside the 
NHS. 
 
AW commented that the key thing is how the CCG manages conflict, in some cases, those 
with a conflict are excluded from discussions, but sometimes a clinical input is needed in 
discussions. 
 
AC/16/74 – Agenda item 9 – Internal Audit Outstanding Actions  
 
RL informed the Committee that all actions have been implemented in full, with the 
exception of two related to patient choice.  
 
The first is that the CCG will seek to develop a method of auditing whether patients have 
been offered choice and are aware of their rights and this is being progressed. 
 
The second is that the CCG will explore and gain access to regular reports produced on the 
utilisation of the E-referral booking system, this is in progress, 
 
A Choice report was presented at the Engagement, Public Health and Quality Committee 
(EPHQ) outlining schedule of topics that will be reviewed and reported back every meeting.  
EPHQ members were content with the proposed way ahead on providing assurance on the 
choice agenda.   
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AC/16/75 Agenda Item 10 Conflicts of Interest 
 
RL presented the report, with outlines the revised guidance on the effective management of 
conflicts of interest and proposes recommendations for implementing the changes required 
in the guidance. 
 
PC commented that NHS England has gone out for consultation on conflicts of interest.  It 
was queried whether the conflicts of interest guidance that NHS England issued in June 
2016 was the final version or a draft, and it has been used to revise CCG procedures.  
 
Action AC/16/75/1 SY to check the status of the guidance issued in June 2016 with 
NHS England. 
 
SY noted that the Governance Group has approved the revised standards of business 
conduct and declarations of interest policy, and that this report would normally have been 
discussed at the Joint Locality Board (JLEB) before Audit Committee, but Audit Committee 
have some decisions to make e.g. SB being appointed conflict of interest guardian.  Audit 
Committee members noted that contents of the revised policy. 
 
Audit Committee members approved the CCG Audit Chair becoming the conflicts of interest 
guardian. 
 
SB noted that member GPs will be included in the CCG’s gifts and hospitality register this 
year and asked whether the CCG has the capacity to manage this.  SY noted that this is a 
new direction and it will become core business.  The corporate affairs team will flag the 
issue with member GPs, then set up a calling notice and monitoring system.  It was noted 
that the register will only need to include GPs gifts and hospitality when on CCG business.  
The CCG will ask NECS to write some guidance on gifts and hospitality to circulate to GPs; 
this will then be considered by the Audit Committee.  GP federation and other posts in the 
NHS are already noted in member practice declaration of interests. 
 
Action AC/16/75/2 – RL to look at the case studies in the conflicts of interest 
guidance issued by NHS England. 
 
AC/16/76 Agenda Item 11.1 Chair’s Briefing 
 
Audit Committee members agreed the content of the chairs briefing.  
 
Action AC/16/75/3 – SB to send briefing to the CCG chair. 
 
AC/16/77 Agenda Item 11.2 Any Other Business  
 
There was no further business to discuss. 
 
AC/16/78 Agenda Item 13 Date of next meeting 
 
24 November 2016 
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Minutes of the Engagement, Public Health and Quality Committee (EPHQ) 

Wednesday 6 July 2016 
 

Members present: 

Karen Bower (KB)  Lay Governor, Patient and Public Involvement (Chair) 
John Unsworth (JU)  Governing Body Nurse 
Jim Brown (JB)  Public Health Representative 
Paul Crook (PC)   Governing Body Secondary Care Doctor  
Cynthia Atkin (CA)  Healthwatch Chair  
 
In attendance: 
 
Janet Guy (JG)  CCG Chair 
Annie Topping (AT)  Director of Nursing, Quality and Patient Safety 
Stephen Young (SY) Strategic Head of Corporate Affairs 
Faye Smeaton (FS)  Business Support Team 
Shona Haining (SH)  Head of Research Team, NECS (Item 6.1 only) 
Helen Riding (HR)  Research Manager, NECS (Item 6.1 only) 
Fiona Kane (FK)  Safeguarding Adults Nurse (Item 6.2 Only) 
 
EPHQ/16/31 Agenda item 1 – Introductions and Apologies for Absence 
 
There were no apologies for absence.  
 
EPHQ/16/32 Agenda item 2.1 – Register of Interests and Review of Conflicts of 
Interest 
 
There were no declarations of interest. 
 
EPHQ/16/33 Agenda item 2.2  – Quoracy 
 
The meeting was quorate.  
 
EPHQ/16/34 Agenda item 3 – Minutes of the Meeting Held on 18 May 2016 
 
The minutes were agreed as a true and accurate record, pending the following 
amendments:  
 

 JB title to be changed to “Public Health Representative”  

 6.1: to read “Director of Public Health report” 

 6.1: to read “JB and Liz Morgan will be permanently in post from 1 August 
2016” 
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EPHQ/16/35 Agenda item 4 – Action Log/Matters Arising 
 
Matters Arising  
 
There were no matters arising  
 
Action Log  
 
Actions EPHQ/16/26/1, EPHQQ/16/26/2, EPHQ/16/28/3, EPHQ/16/28/4, 
EPHQ/16/25/1, EPHQ/16/25/2 and EPHQ/16/27/1 were agreed as complete and will 
be removed from the log. The following action was discussed in further detail:  
 
EPHQ/16/15/2: SY noted that the engagement report now contains links to the 
assurance framework. With regard to a wider covering paper for committee reports, 
SY asked if this is still required now that the Governing Body attends the Joint 
Locality Executive Board (JLEB) and noted the additional workload this could create. 
The Committee confirmed that they wish to see a template for a covering report, with 
a view to taking this process forward. AT noted that, if this process is required for all 
committees, then it cannot be agreed only by this Committee and will need sign off 
from JLEB and the Governing Body. SY to produce a template covering report for 
review by JLEB. This action will be removed from the log.  
 
EPHQ/16/36 Agenda item 5.1 – Engagement 
 
SY presented the report, noting that less face to face engagement has taken place 
since the last meeting than previously, however a great deal of preparation has been 
underway for upcoming engagement activities. SY highlighted the following:  
 

 Vanguard Co-Design Forum (VCDF): The west locality VCDF meeting took 
place on 30 June 2016 and was well received. The locality based construct of 
the VCDF seems to be working well. Northumbria Health Care Foundation 
Trust (NHCFT) governors, together with local ambassadors, have been 
present at both the north and west forums and have been fully engaged and 
well informed.  

 Harbottle: The Primary Care Commissioning Committee (PCCC) has 
considered and selected options for phase two engagement. The North of 
England Commissioning Support Unit (NECS) is currently developing the 
overarching strategy.  

 Vanguard: Communications are due to be refreshed, with a ‘one year on’ 
story and new brochure planned. NHS Northumberland Clinical 
Commissioning Group (CCG) is heavily involved in Vanguard from a 
communications perspective.  

 Annual report: An executive summary is currently being produced by NECS.  

 Member engagement: A review of the internal communications strategy has 
taken place in order to improve co-ordination of messages to practices. 
Locality bulletins are now centrally co-ordinated and have been publicised as 
the ‘go to’ document for key messages. GP readership has increased 
exponentially as a result. GP TeamNet usage has also increased from 1,300 
hits per month to 4,100 following engagement between the GP TeamNet 
support team and member practices. The address list for the Chief Clinical 
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Officer’s monthly bulletin, which provides a strategic overview, will be 
reviewed with the aim of increasing its readership. 

 
PC asked for clarity regarding the Medical Interoperability Gateway (MIG) in 
reference to Vanguard activity. SY explained that the MIG is the foundation for 
shared patient records, which is a common request in patient feedback.  
 
KB noted that lay members previously received notifications regarding items on GP 
TeamNet, but that this no longer happens. FS explained that this is due to how 
recommendations are set up on the system. The Committee discussed the potential 
for using non-traditional methods of delivering key communications to member GPs 
(such as podcasts) and whether practice managers could be engaged to help push 
readership. KB requested that future engagement reports include a year to date 
table of bulletin readership levels so that the Committee can review whether the new 
format is working in the long term.  
 
CA asked whether GPs have been asked how they would like to receive 
communications information. SY confirmed that this has occurred and that feedback 
centred on there being too much information from various sources. The new-look 
locality bulletin has been developed to bring several communications avenues into 
one central document.  
 
The Committee were assured by the CCG’s ongoing engagement activity and were 
content with the inclusion of links to the assurance framework within engagement 
reports.  
 
Action EPHQ/16/36/1: SY to include year to date bulletin readership 
information within future engagement reports.  
 
EPHQ/16/37 Agenda item 5.2 – Adapt Report – High Risk Patient Pathway 
(HRPP) feedback  
 
CA explained that the report was produced by Adapt, the contract holder for 
Healthwatch, and has not yet been publically shared. The report will be presented to 
JLEB through the Director for Unplanned Care ahead of circulation. CA highlighted 
the key HRPP feedback conclusions:  
 

 HRPP patient and carer experience is mostly positive.  

 Some carers felt that they were not sufficiently involved in developing the 
HRPP.  

 There was some lack of awareness and involvement regarding emergency 
care plans.  

 Problems relating to communications between primary and secondary care 
were noted, particularly in regard to hospital admissions and discharges.  

 Poor communications between health and social care impacted on some 
patients.  

 
CA reiterated that feedback was mostly positive and that the concerns raised related 
to a low number of respondents, however there is work to be done to improve 
outcomes, particularly for carers. She further noted that Healthwatch interviews were 
conducted as a result of GP referrals and therefore was not a random sample. 10 
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interviews took place in the west, 10 in central, 12 in the north and 2 in Blyth Valley. 
Participants were a mix of patients and carers.  
 
The Committee noted that the full report will be considered by JLEB.  
 
EPHQ/16/37 Agenda item 6.1 – Annual Research and Development (R&D) 
Report  
 
HR explained that the annual report helps to support the CCG’s statutory duty to 
promote and support research. The CCG has achieved both of its KPIs for 2015/16 
and is top of all 11 CCGs in the region in terms of recruitment to research studies, 
with 32.6% of all recruitment in the region attributed to the CCG. Waterloo Medical 
Group has the highest recruitment of any practice in the North East and Cumbria. 
60% of practices in Northumberland are ‘very active’, nationally this is 25%.  As a 
result of its high level of recruitment activity, the CCG is one of the four CCGs that 
have been awarded research capability funding. 
 
There are some good projects taking place, such as the frail and elderly pathway, 
and the second stage is due to start in September. 
 
SH explained that, since 1 April 2016, the Research Delivery Team has moved in-
house at Newcastle Hospitals (NUTH). Going forward, the research team will be able 
to report on practice activity but will be unable to take accountability for the data.  
Development and research evaluations will continue.  
 
SH noted that the research team is available to provide support to CCGs, including 
providing skills gap training as necessary, and asked that the CCG considers what 
support may be needed.  
 
PC asked whether the research presented in the report referred mainly to primary 
care. SH confirmed this, but noted that several research studies across other 
providers may have CCG involvement in development and implementation.  
 
PC asked how the CCG demonstrates that it uses research evidence to inform 
commissioning decisions. SH said that this is a CCG responsibility, but that training 
is available regarding critiquing and using evidence to make decisions. The 
Committee discussed the visibility of research considerations within CCG decision 
making and the potential for making improvements in this area. AT noted that 
evidence does exist, for instance the compliance against NICE guidelines and quality 
standards in providers are reviewed and monitored in the Quality Review Group 
meetings.  The CCG has been working with York University on HRPP, value based 
community pathway, MSK policy and current testing in primary care.  AT suggested 
that the Quality Impact Assessment (QIA) and cover sheet for board and committee 
papers could be adapted to capture links to research and evidence. The Committee 
supported this.  
 
JB noted that a report has recently been produced regarding the systematic use of 
evidence and requested a copy from SH. JU noted the high excess treatment costs 
in relation to the acute constipation project and that the study was finished early due 
to high infection rates.   JU asked for more information on the nature of the infections 
and wondered if this had contributed to the high community Cdiff rate.  SH to send 
this information to JU.  
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CA asked how patients are informed about the results of research, noting that this 
information would help patients understand which services are and are not 
commissioned and why. SH explained that all research studies are required to 
include a lay summary and that there are databases available which collate these 
summaries.  
 
KB asked whether the CCG should be concerned that NHCFT has less research 
activity than NUTH. SH explained that, due to its connection to Newcastle University, 
NUTH has the highest level of activity in the country and that NHCFT activity is in 
line with other trusts.  
 
Action EPHQ/16/37/1: AT and SY to update the QIA template and report 
checklist respectively to capture research and evaluation considerations 
 
Action EPHQ/16/37/2: SH to send the systematic use of evidence report to JB 
 
Action EPHQ/16/38/3: SH to provide JU with information on infection regarding 
the acute constipation project 
 
EPHQ/16/38 Agenda Item 6.2 – Update on Safeguarding  
 
FK highlighted the key updates in relation to safeguarding adults:  
 

 The CCG is meeting its statutory requirements following changes to the Care 
Act. The CCG is recommended to strengthen its managing allocations policy; 
although no specific policy exists, the safeguarding adults policy will be 
refreshed to reflect this.  

 A training needs assessment is being developed in relation to the Mental 
Capacity Act Project. Recruitment is still required to support this.  

 The Law Commission’s Deprivation of Liberty Safeguards (DOLS) final report 
is due to be published by the end of 2016. An interim statement has been 
released, indicating that changes to legislation will be required.  

 The CCG is now represented at the Multi- Agency Risk Assessment 
Conference (MARAC), Multi-Agency Tasking and Coordination meeting 
(Domestic Abuse MATAC) and Multi-Agency Public Protection Arrangements 
panel (MAPPA) and is actively involved in assessing risks and developing 
action plans.  

 The CCG took part in a benchmarking exercise led by NHS England. Initial 
feedback has been received and an action plan is in development. Managing 
allegations was highlighted as an area for development and is being picked 
up as described above. 

 There has been a good uptake of primary care training from member 
practices.  

 There are currently no outstanding Serious Case Reviews (SCR) and two 
ongoing Domestic Homicide Reviews (DHR). Learning from DHRs is being 
shared on an ongoing basis as it emerges throughout the process.  

 
KB asked whether learning coming from SCRs and DHRs is always new, or whether 
there are repeated failings. AT explained that, while there are common themes, such 
as communications issues, the actual issues tend to be different.  
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PC asked whether any training is provided at joint health and social care settings. FK 
confirmed that social care are invited to attend training sessions, however practices 
tend to prefer single agency in-house training as this is more practical for them.  
Some training is also provided at the safeguarding peer (GP) support and staff from 
other agencies are invited to attend and give talks and presentations. 
 
JG noted that there are often problems related to the ability of health services to 
share information with partner agencies, such as social care or the police. FK said 
that improvements have been made in this area and that the chair of MARAC had 
recently commented on the increased amount of information becoming available. JB 
asked whether any system is available to share information regarding drug related 
deaths. AT said joint work has been carried out by public health and the CCG in this 
area, and advised JB to discuss this further with Kate Brundle. The Northumberland, 
Tyne and Wear Trust (NTW) is currently undertaking a benchmarking exercise 
regarding drug related deaths which may also result in additional learning 
opportunities.  
 
EPHQ/16/39 Agenda Item 6.3 – Quality Report  
 
KB introduced this item noting that Governing Body members have previously had 
the opportunity to consider and discuss the content at JLEB on 22 June 2016 but 
that CA and JB had not had this opportunity. AT briefly presented the report and 
asked for any further questions from the Committee by exception. 
 
CA asked whether it is still the intention to involve Healthwatch in announced and 
unannounced visits. AT confirmed that this is intended and explained that, further to 
discussion at previous Committee meetings, the aim is to focus on unannounced 
visits based on triangulated information. Due to the nature of these visits, it is often 
not possible to arrange them too far in advance.  More visits will be taking place in 
collaboration with other commissioners in the region, so lay member attendance may 
be from other CCGs. AT and CA to discuss Healthwatch involvement in the quality 
visit process.  
 
KB recently attended a quality visit at the Northumbria Specialist Care Emergency 
Hospital (NSECH) and noted that it would be helpful if NECS could provide the visit 
information pack slightly earlier. AT will feed this back.  
 
JB asked to what extent ‘harm free care’ is included within the maternity services 
review. AT explained that the process will be to first identify a service model and 
then develop an implementation plan which is informed and shaped by information 
such as this. At the present time, challenges to Northumbria Healthcare on harm free 
care in relation to the maternity safety thermometer are provided at local level as well 
as regionally via QRG.  
 
JB noted that the Sepsis bundle appears to be successful, but that the Committee’s 
Terms of Reference (ToR) requires it to assure continuous quality improvement and 
asked how this occurs. AT explained sepsis is part of the CQUIN this year and 
continuous assurance is taking place via this process.  Progress on CQUIN is 
reported to JLEB as part of the quality report. JU said that the quality dashboard 
highlights any reductions in performance and that this is monitored by the Committee 
at each meeting, particularly where there have been previous issues of concern. AT 
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noted that the internal audit of the quality improvement process had resulted in 
significant assurance with no issues of note, and this in itself is an assurance to 
EPHQ. JB further asked how equity and effectiveness is monitored by the 
Committee. AT explained that this is monitored via choice agenda reporting.  
 
CA felt there was a need to see the process of emerging issues i.e. what has been 
put in place to make improvements and what the outcomes of this are. AT noted that 
the quality report layout has been enhanced to explicitly include information on 
actions taken and improvements as a result.   SY noted that it is the role of JLEB to 
monitor the process of improvement actions and the role of this Committee to 
provide assurance that JLEB are undertaking that duty effectively.  
 
Action EPHQ/16/39/01: AT and CA to discuss Healthwatch involvement in the 
quality visit process  
 
Action EPHQ/16/39/02: AT to request earlier circulation of quality visit 
information packs from NECS 
 
EPHQ/16/40 Agenda Item 7 – Terms of Reference (ToR) 
 
SY presented the report noting that changes are proposed to reflect:  
 

 The Director of Public Health may send a representative to the meeting on her 
behalf  

 The title of the Director of Nursing Quality and Patient Safety  
 
The following additional changes were requested by the Committee:  
 

 Section three: CA may nominate a Healthwatch Board member to attend 
Committee meetings in her absence.  

 Section three: PC’s title will be changed to read “secondary care doctor”.  

 Section eight: “The Committee will also ensure” to be changed to “The 
Committee will also assure” 

 
Action EPHQ/16/40/01: SY to make changes to EPHQ ToR as discussed.  
 
EPHQ/16/41 Agenda item 8 – Any other business 
 
KB has circulated the Committee forward plan to members. All to review and send 
comments or suggestions to KB.  
 
Action EPHQ/16/41/01: All to review the EPHQ forward plan and send 
comments or suggestions to KB  
 
EPHQ/16/42 Agenda item 9 – Date and time of next meeting 
 
21 September 2016 at 0930.  Venue: Bates Meeting Room, County Hall.  

 
 



 

Minutes of the Engagement, Public Health and Quality Committee (EPHQ) 

Wednesday 21 September 2016 
 

Members present: 

Karen Bower (KB)  Lay Governor, Patient and Public Involvement (Chair) 
John Unsworth (JU)  Governing Body Nurse 
Jim Brown (JB)  Public Health Representative 
Paul Crook (PC)   Governing Body Secondary Care Doctor  
 
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 Team 
Margaret Tench (MT) Head of Quality & Safety (Children), Designated Nurse 

Safeguarding Children & LAC (Item 6.1 only) 
David Lea (DL)  Service Development Manager (Item 6.3 only) 

 
EPHQ/16/43 Agenda item 1 – Introductions and Apologies for Absence 
 
Cynthia Atkin (CA)  Healthwatch Chair  
 
EPHQ/16/44 Agenda item 2.1 – Register of Interests and Review of Conflicts of 
Interest 
 
JB declared he is a member of the editorial steering group of NICE. This could be a 
potential conflict of interest when discussing implementation of NICE guidance.  This 
will be added onto the list and there were no other declarations of interest. 
 
EPHQ/16/45 Agenda item 2.2 – Quoracy 
 
The meeting was quorate.  
 
EPHQ/16/46 Agenda item 3 – Minutes of the meeting held on 6 July 2016 
 
The minutes were agreed as a true and accurate record, pending the following 
amendment:  
 
Bottom of page 5 – first bullet should be ‘allegations’ but not ‘allocations’. 
 
The committee discussed how it should seek assurance on effectiveness of services 
and that the CCG is discharging its equality duty.  It is recognised that aspects of the 
commissioning plan address these two areas and the evidence has previously been 
presented to the R&P committee.  Other information on effectiveness is reviewed at 



QRGs e.g. infection rate of operations, and AT suggested that this could be shared 
with EPHQ in the future. 
 
EPHQ/16/47 Agenda item 4 – Action Log/Matters Arising 
 
Matters Arising  
 
There were no matters arising  
 
Action Log  
 
Actions EPHQ/16/15/2, EPHQ/16/36/1, EPHQ/16/37/1, EPHQ/16/37/1, 
EPHQ/16/37/3, EPHQ/16/39/2, EPHQ16/37/2, EPHQ16/39/1 and EPHQ/16/40/1 
were agreed as complete and will be removed from the log.  
 
EPHQ/16/48 Agenda item 5.1 – Engagement 
 
SY presented the report, highlighting the following:  
 

 Vanguard Co-Design Forum (VCDF): The central locality VCDF meeting 
took place on 28 July 2016 and was well attended.  Feedback received from 
Cllr Scott Dickinson at the end of phase 1 of VCDF work was very good. He 
felt that the right people attended, that open debate was encouraged and full 
and accurate records were maintained.  He also considered that the feedback 
loop including ‘you said, we did’ updates was effective.  Following initial CCG 
direction the Kings Fund have drafted 15 potential Accountable Care 
Organisation (ACO) long term health outcomes which will be discussed at the 
county-wide patient and the Blyth Valley VCDF giving patients the opportunity 
to be involved in the early development stages of the outcomes ahead of 
consideration by a clinical panel in October. JB asked if there would be a 
balance between the clinicians present from Northumberland and 
Northumbria, SY confirmed that he would check with JR.  AT asked if there 
would be a process for wider community engagement.  SY confirmed that this 
would be undertaken once the outcomes had been fully defined. 

 Harbottle: The period of engagement has concluded and a report of the 
findings will be presented on 23 September to the Primary Care 
Commissioning Committee (PCCC).   KB said that attendees at the CCG’s 
Annual General Meeting commented that they were impressed with the level 
of engagement that had been undertaken. 

 Vanguard – The ‘one year on’ brochure has now been distributed to all 
stakeholders. (Copies circulated at the meeting). 

 Annual public meeting: The Annual Public Meeting was very well attended.  
A variety of topics were raised by members of the public and the focus was on 
the temporary closure of Rothbury Community Hospital. 

 Rothbury community hospital: Following significant interest from the public 
regarding the temporary suspension of services at Rothbury community 
hospital a unified approach with Northumbria FT on press enquires will 
continue and a series of public engagement meetings have been scheduled.   
The CCG is undertaking a comprehensive review of in-patient services and 



will present its report at a public meeting in Jubilee Hall in Rothbury at 6.30 to 
7.30pm on 17 November 2016. 

 Patient forum: The patient forum due to take place on 24 September 2016 at 
Hexham General Hospital will discuss the potential ACO Health outcomes 
and how best to prepare for winter. 

 STP: STP strategic communication and engagement  are starting to develop 
and the CCG will be involved in this work going forward.  It is likely that there 
will be a move to open engagement on this front in the next couple of months. 
 

SY provided an update on both social media and internal communication usage.  
Encouragingly this showed both an increase in members of ‘MY NHS’ and in GP 
weekly bulletin readership.  Additionally a recent reinvigoration of GPTeamnet 
(practice visits by GPTeamNet representative and re-education programme) had 
resulted in increased access levels by member practices.   

 
SY also commended Emma Robertson, Communications and Engagement Manager 
for maintaining momentum in his absence.  
 
EPHQ/16/49 Agenda item 6.1 – Update on safeguarding children 
 
MT explained how the CCG seeks assurance from NHS England by undertaking two 
benchmarking exercises regarding safeguarding and LAC.  Safeguarding children 
are due to commence an internal audit and MT will feedback once this process has 
been completed. 
 
MT highlighted the key updates in relation to safeguarding children:  
 

 A concern raised in NTW was investigated and found to be inaccurate this is 
an example of how the team addresses issues as soon as they arise. 

 LAC – with regard to the issue around a number of unaccompanied asylum 
seekers, there is no information regarding any being placed in 
Northumberland but if so, they will become LAC. 

 Syrian refugees – Northumberland will receive 4 families in November a GP 
practice has agreed to receive them and training will be provided for the 
practice and other relevant health staff.  

 SCR – 1 SCR has begun and a further is to commence following advice by 
the national panel of experts. Another case has been referred in.  MT 
confirmed that as chairperson of the SCR committee,  2 of the recent cases 
were referred through the court process. 

 
MT outlined the process for referral of cases to the SCR committee and can provide 
assurance to EPHQ that this ensures appropriate cases are reviewed and learning 
shared by all agencies. 
 
KB asked if the primary care training would be available for all practices.  MT 
confirmed that this was delivered on a more ‘ad hoc’ basis in previous years. A 12 
month programme is now in place for all localities which all practices should access. 
The training has evaluated well and therefore this method of delivery will continue. 
The CCG has just started retaining a training data base but the practices also keep 
training records and do contact the CCG with requests as needed. 



 
KB queried relationships with non NHS services in relation to safeguarding such as 
police and housing.  MT confirmed that working relationships were very good and the 
NSCB was rated ‘good’ by a recent Ofsted inspection which demonstrated good 
partnership working. 
 
EPHQ/16/50 Agenda Item 6.2 – Quality Report  
 
KB introduced this item noting that Governing Body members have previously had 
the opportunity to consider and discuss the content at JLEB on 24 August 2016. AT 
briefly presented the report and asked for any further questions from the Committee 
by exception. 
 
JU commented that he felt positive that a lot of the statistics fell below the national 
average e.g. infection rates and this indicated the service standards were better than 
the rest of the country. 
 
JB queried what the outcome was of the issue with Doctor First (a triage system 
used in primary care).  AT explained that the real issue is not about the triage system 
but care continuity and review of the full clinical picture for individual patients.  AT 
has spoken to the practice where an incident had occurred highlighting patient 
quality of care and the lessons learnt. The practice is already reviewing its pathways 
for telephone triage and will be sharing the learning with the other 43 practices. 
 
JB felt assured by the monitoring report on drugs and alcohol, JB also queried one 
specific action in the report related to the drug and alcohol counselling service and 
the sharing of information.  Discussions followed and JB suggested that it was a 
fundamental issue if somebody insisted that they do not want their GP to know.  JU 
suggested that it was down to confidentiality rather than patient choice.   
 
EPHQ/16/51 Agenda Item 6.3 – Patient Choice 
 
DL presented a new report outlining the CCG’s approach to ensuring alignment with 
the NHS Choice framework, and a reporting schedule.  The report for this month has 
focused on GP practice, and national comparisons were used for benchmarking 
purposes, 2 national surveys are collated annually for these purposes. 
 
DL concluded that the CCG’s results highlight that Northumberland patients 
compared favourably with the national average.  Whilst overall performance has not 
increased year on year, we have retained our level against a decline in national 
averages.   
 
PC felt that the report was good and useful, perhaps reports from NECS and NHSE 
re complaints about patient access could be included.  AT confirmed that the CCG 
has contacted both NECS and NHSE and they had received no complaints on lack 
of access, but will continue to monitor regularly.  KB queried if we could track 
movement of patients between local practices.  JU commented that this would not 
provide evidence of choice. The committee agreed this would not provide relevant 
assurance.   
 



EPHQ/16/52 Agenda item 6.4 – Quality priorities for 16/17 
 
AT confirmed that last year the priorities were captured in the quality domain link 
plan, and this approach has changed significantly this year to concentrate primarily 
on the Financial Recovery Plan (FRP).   
 
The Quality team’s priorities are: 

 FRP 
o Maternity review is currently on hold. 
o A Quality Impact Assessment template has been created to ensure the 

CCG retains a focus on quality. 
 

 Transforming Care programme to improve the services and lives of people 
with learning disabilities, and reduce the number of people in hospital care. 

 

 SEND (Special educational needs and disability) – The Local Authority is the 
lead organisation and the CCG has a statutory duty to support this. AT 
confirmed that she has been asked to be named Director for SEND. 
 

 Restitution – The original deadline to clear all backlog by September has been 
extended to December in Northumberland.  The CCG currently has 197 cases 
outstanding. 

 

 Safeguarding – this is a ‘business as usual’ activity and a workplan is in place.  
Two benchmarking exercises have taken place and actions are in progress to 
further enhance infrastructure.    

 
EPHQ/16/53 Agenda item 7 – Any other business 
 
There were no items submitted prior to the meeting. 
 
EPHQ/16/54 Agenda item 8 – Date and time of next meeting 
 
16 November 2016 at 0930.  Venue:Bates Meeting Room, County Hall.  
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Clinicians commissioning healthcare 
for the people of Northumberland 

 
Minutes of the NHS Northumberland Primary Care Commissioning Committee 
15 June 2016  
 
Members Present: 
 
Janet Guy  Lay Chair Northumberland CCG  
Karen Bower Lay Governor Northumberland CCG  
Julie Ross     Chief Operating Officer 
Rob Robertson   Chief Finance Officer 
Jane Lothian    Local Medical Committee 
 
In attendance: 
 
Steve Brazier    Chair of Audit Committee 
Christine Keen   NHS England 
Stephen Young    Strategic Head of Corporate Affairs 
Diane Gonsalez    Locality Manager 
Scott Dickinson   Northumberland County Council  
Cynthia Atkin    Healthwatch  
Faye Smeaton    Business Support  
 
NPCCC/16/52 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/16/53 Agenda item 2 – Apologies for absence: 
 
There were no apologies for absence.  
 
NPCCC/16/54 Agenda item 3.1 – Declarations of conflicts of interest  
 
There were no conflicts of interest.  
 
NPCCC/16/55 Agenda item 3.2 – Quoracy 
 
The meeting was quorate.  
 
NPCCC/16/56 Agenda item 4 – Minutes of the previous meeting 
 
The minutes were accepted as a true record of the meeting, with one amendment to reflect 
that Steve Brazier was not in attendance at the April 2016 meeting.  
 
NPCCC/16/57 Agenda item 4.1- Matters arising  
 
3.1: Faye Smeaton to send conflicts of interest form to Jane Lothian for completion.  
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5.1: Christine Keen reported that the draft delegated agreement schedule template has now 
been produced by NHS England. Christine will review the document and then circulate to all 
Clinical Commissioning Groups (CCG) for comment prior to incorporation within the 
Memorandum of Understanding (MOU).   
 
Action PCCC/16/57/01: Faye Smeaton to send conflicts of interest form to Jane 
Lothian for completion. 
 
Agenda item 5 Operational  
 
NPCCC/16/58 Agenda item 5.1 Operational Update Report  
 
Julie Ross presented the report and highlighted the following:  
 
Vanguard: Julie explained the importance of delivering the Primary and Acute Care System 
(PACS) as the cornerstone to the vanguard programme and the potential creation of the 
Accountable Care Organisation (ACO). The £4.3million Vanguard funding allocation for 
2016/17 has now been received and the vast majority of it will be directed into primary and 
community care development.   
 
Estates and Technology Transformation Programme (ETTF): Formerly the Primary 
Care Transformation Fund (PCTF), the ETTF aims to provide funding to practices for 
estates and IT improvements. Practice bids for Northumberland have now all been 
submitted to the CCG and have previously been ratified by the committee.  The deadline for 
submission to NHS England is 30 June 2016. Julie highlighted that, due to revised 
guidance, there may be last minute IT bids that will require approval.  She suggested that 
this is undertaken out of committee if necessary and this was agreed.  
 
Otterburn: On 2 June 2016, Bellingham practice submitted an Application Notice to Close 
Branch Premises at Otterburn Memorial Hall. This is due to the practice being unable to 
fully mitigate the risks associated with lone working arrangements and emergency 
management. The application was made following advice and guidance from the Care 
Quality Commission (CQC) and NHS England.  
 
Seaton Park: Patients of the branch surgery at Newbiggin have now been informed that 
operating hours will be reduced to mornings only for three months while a permanent 
solution is investigated.  
 
Blyth practice merger: Waterloo and Station practices are proposing to merge from April 
2017. Discussions are underway with NHS England.  
 
Karen Bower asked how metrics will be developed for the ETTF to demonstrate success. 
Julie explained that metrics are currently being defined; there will not be a ‘one size fits all’ 
approach as models are dependent on the individual needs of practices, however common 
measures will be in place where possible. 
 
The committee noted the potential risks associated with the recent publication of NHS 
Property Services charging schedule for 2016/17.  Karen Bower asked whether there is 
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potential for a deficit to be created if NHS England does not contribute to property costs. 
Julie noted that there are issues with property reimbursement nationally and that 
communications are not always clear. Rob Robertson explained that historically the practice 
charging system has been extremely complicated and that the charging schedule for 
2016/17 is currently being clarified. NHS England is currently working with individual 
practices where necessary concerning appropriate reimbursement.   
 
Jane Lothian informed the committee that a recent practice meeting had highlighted 
concern regarding the uncertainty of property funding, particularly in relation to the template 
lease. Julie said that practices will be looked at on a case by case basis, with no set 
precedent or policy.  
 
Action NPCC/16/58/01: Rob Robertson to present a report at the September 2016 
Primary Care Commissioning Committee (PCCC) meeting regarding the position of 
Northumberland practices’ property arrangements.  
 
Karen Bower asked whether there had been consideration of Waterloo and Station 
practices merging with the other practices in Blyth Medical Centre. Julie explained that the 
CCG has no influence over this as each practice is an individual business.  
 
NPCCC/16/59 Agenda item 5.2 Primary Care Commissioning – Population Wide 
Scheme  
 
Julie Ross presented the report, explaining that this Committee is now responsible for 
making decisions regarding the appropriateness of payments (previously the responsibility 
of the Community Services Migration Panel) due to the conflict of the GP led CCG making 
decisions regarding funding for practices.   
 
Julie explained that NHS England is required to commission a Direct Enhanced Service 
(DES) for Avoiding Unplanned Admissions for practices to sign up to. If practices opt out of 
the DES, then the CCG has a responsibility to commission a Local Enhanced Service 
(LES). 43 practices in Northumberland are currently indicating that they would be keen to 
sign up to a Population Wide Scheme, which will combine elements of the DES with a CCG 
commissioned LES.  
 
The service specification was provided at Appendix 1. The Committee confirmed that they 
were satisfied with the content. Appendix 2 outlined the service description and Julie asked 
the Committee to consider each of the evidence questions. The committee considered the 
service description in detail, with the following comments:   
 

 Question 1: Janet Guy asked whether more detailed financial information was 
required regarding cost savings. The Committee was content that the outline of the 
principle of savings is sufficient at this stage. Steve Brazier noted that the per capita 
allocation is weighted to push funding to the areas with the worst problems.  

 Question2: Cynthia Atkin noted that self-management is difficult to monitor and that 
and that support is required for patient self-management. Diane Gonsalez noted that 
the CCG works closely with the Local Authority to provide built in support via the 
Support Planner Service.  

 Questions 3, 4 and 5: Content.  
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 Question 6: Julie noted that the scheme addresses recommendations from the 
Health and Well Being Board (HWBB) regarding the Better Care Fund and joint 
working between health and social care.  

 Question 7: Julie noted that HWBB have received information regarding LES 
programmes and are content that these are aligned with the Health and Wellbeing 
Strategy. HWBB have no role in signing off specifications. Diane will update the 
document to ensure that this is clear.  

 Questions 8 and 9: Content.  

 Question 10: Julie confirmed that no other providers are able to deliver the services 
of the Population Wide Scheme as they relate directly to practice lists. The 
Committee was content.  

 Questions 11, 12 and 13: Content.  

 Question 14: Julie confirmed that, as with question 10, no other provider is able to 
deliver the Population Wide Scheme. Cynthia asked whether practices are able to 
sub-contract. Christine Keen confirmed that this is possible and sometimes occurs 
regarding out of hours provision. The Committee was content.  

 Question 15: Content.  

Action PCCC/16/59/01: Diane Gonsalez to update the service description document 
(response to question 7 in the evidence table) to clarify that HWBB do not have a role 
in signing off specifications, but rather have a role in setting out the overall priorities 
of the health and care system 
 
The Committee approved implementation of the Population Wide Scheme and thanked 
NHS England for their support and co-operation.  
 
NPCCC/16/60 Agenda item 5.3 CQC Quarterly Report   
 
Christine Keen presented the report, providing an update on the current position of CQC 
practice inspections within Northumberland. Christine noted that three practices were rated 
as outstanding at the time of writing the report and that this has now increased to five.  
 
Christine noted that Cramlington Medical Group has received a rating of ‘requires 
improvement’ which is an improvement on its previous ‘inadequate’ rating. NHS England 
continues to provide support to the practice in order to deliver against its action plan and 
bring the practice to a positive assessment. Janet Guy asked whether the PCCC has input 
into the development of practice action plans. Christine explained that action plans are 
discussed at operational groups but that serious concerns regarding a practice’s ability to 
deliver would be raised with the Committee.  
 
Rob Robertson asked whether NHS England consider the change from an ‘inadequate’ to a 
‘requires improvement’ assessment to be a good rate of improvement. Christine felt that it is 
difficult to generalise but that in the case of Cramlington this represented a good rate of 
improvement. Christine noted the importance of ensuring changes are strongly embedded 
to deliver long term improvements.  
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Agenda item 6 Strategic 
 
NPCCC/16/61 Agenda item 6.1 Primary Care Assurance 
 
Stephen Young presented the report, outlining how NHS England and the CCG intend to 
monitor the quality of primary care in Northumberland via the Primary Care Assurance 
Framework (PCAF). The report was submitted following the Committee’s request for 
assurance in this area.  
 
Monitoring takes place on a quarterly basis through a four stage process:  
 

 Information gathering  

 Local assurance meeting  

 Local Quality Group meeting  

 Formal contract monitoring  

Stephen noted that, while NHS England guidance in this area is relatively new, the CCG 
has been following this process informally for some time. He proposed that feedback from 
the quarterly review process is included within future CQC quarterly reports to this 
Committee.  
 
Scott Dickinson asked what information will be included within the quarterly report, noting 
the need to ensure the information provided is sufficient for the Committee to provide 
assurance. The Committee agreed to receive information from the web tool in the first 
instance and review whether further information is needed at that stage. 
 
Karen Bower noted that there are issues with receiving a quarterly report due to the 
Committee’s bi-monthly meeting schedule. It was agreed that reports will be received at 
irregular intervals to fit with Committee and reporting schedules.   
 
Action PCCC/16/61/01: Faye Smeaton to add the PCAF report to the PCCC forward 
plan.  
 
Christine keen noted that the historical approach to monitoring the quality of primary care in 
Northumberland adopted by the CCG is clear and consistent and delivers both support to 
practices and quality improvements. The CCG is therefore starting work against new 
guidance from a very good baseline.    
 
Cynthia Atkin noted that Healthwatch recently held a development day, which highlighted 
clear focus on patient experience and access to GPs. A report outlining outcomes from the 
development day will be presented to the September 2016 PCCC meeting.  
 
Action PCCC/16/61/02: Healthwatch development day report to be presented at the 
September 2016 PCCC meeting.  
 
NPCC/16/62 Agenda Item 6.2 GP Forward View (GPFV) 
 
Christine Keen gave a presentation regarding GPFV, highlighting the following key points:  
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 There is a need to unpick the package and work out where funding is coming from.  

 The CCG’s strategy already contains clear aims regarding creating ‘great General 
practice’ for the future, in line with the GPFV. 

 £2.4 billion will be invested into general practice over the next five years as well as a 
£500 million sustainability and transformation package.  

 The GPFV recognises that general practice does not only mean GPs and that there 
is a need to support practice managers to gain the skills they need.  

 The Clinical Pharmacy Programme aims to support practices to employ clinical 
pharmacists, with funding available over three years.  

 The practice resilience programme will provide funding to vulnerable practices for 
costs such as legal advice. Conversations are taking place with CCGs and LMCs 
regarding how best to allocate this funding in order to ensure that support is given to 
the practices who need it most. 

Julie Ross noted that clinical pharmacists are being recruited by Northumbria Health Care 
Foundation Trust (NHCFT) and that currently Vanguard funding is being used to cover the 
cost of these appointments. Julie would like to explore the use of GPFV funding to enable 
the CCG to use Vanguard funding for other purposes. Christine said that there is national 
interest in supporting a wide variety of models and that, as the NHCFT model is different to 
any other model, it may be possible to access funding for this.  
 
Julie was supportive of potential development opportunities for practice managers and 
noted the wide variation in the current skill base and the importance of targeting skills 
development in the right areas.  
 
Cynthia Atkin asked whether the GPFV would address inequities in access to mental health 
services in Northumberland. Christine noted that the GPFV is designed to support 
professionals rather than patients.  
 
Action NPCC/16/62/01: Julie Ross to provide Alistair Blair with a briefing on GPFV 
ahead of the next Accountable Officers meeting.  
 
NPCC/16/63 Agenda item 7 Any other business 
 
Rob Robertson noted for information that in 2015/16, CCGs with delegated commissioning 
arrangements had experienced issues at year end regarding the exit payment system and 
payments made by NHS England on behalf of the CCG. Should these problems continue in 
2016/17, there may be a need to ask practices to complete a verification exercise.   
 
Action NPCC/16/63/01: Stephen Young to add potential year end difficulties, 
including possible practice engagement to the CCG risk register.  
 
NPCCC/16/64 Agenda item 8 Date and time of next meeting  
 
7 September 2016, Committee Room 1, County Hall  
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Clinicians commissioning healthcare 
for the people of Northumberland 

 
Minutes of the Public Meeting of the NHS Northumberland Primary Care 
Commissioning Committee 
23 September 2016  
 
Members Present: 
 
Janet Guy  Lay Chair Northumberland CCG  
Karen Bower Lay Governor Northumberland CCG  
Julie Ross     Chief Operating Officer 
Jane Lothian    Local Medical Committee 
 
In attendance: 
 
Steve Brazier    Chair of Audit Committee 
Tracy Johnston   NHS England 
Wendy Stephens   NHS England 
Stephen Young    Strategic Head of Corporate Affairs 
Diane Gonsalez    Locality Manager 
Scott Dickinson   Northumberland County Council  
Cynthia Atkin    Healthwatch  
Melody Price     Business Support  
 
 
NPCCC/16/83 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/16/84 Agenda item 2 – Apologies for absence: 
 
There were no apologies for absence.  
 
NPCCC/16/85 Agenda item 3.1 – Declarations of conflicts of interest  
 
Jane Lothian is an employee of Rothbury Practice and as such has a conflict of interest 
regarding discussions about the future of Harbottle Practice. The committee considered that 
the conflict was sufficient to exclude Jane from the Harbottle agenda item.  
 
Scott Dickinson is an employee of Northumberland County Council and as such has a 
conflict of interest regarding discussions about clinical waste, as he was recently involved in 
the clinical waste contract process for Northumberland County Council.  The committee 
considered that the conflict was sufficient to exclude Scott from the clinical waste agenda 
item.  
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NPCCC/16/86 Agenda item 3.2 – Quoracy 
 
The meeting was quorate.  
 
NPCCC/16/87 Agenda item 4 – Minutes of the previous meeting 
 
The minutes were accepted as a true record of the meeting.  
 
NPCCC/16/88 Agenda item 4.1- Matters arising  
 
5.2: Diane Gonsalez confirmed that the service description document (response to question 
7 in the evidence table) had been updated to clarify that, while the Health and Well Being 
Board (HWBB) set overall priorities for the health and care system, it does not have a role 
in signing off specifications.  
 
Agenda item 5 Operational  
 
NPCCC/16/89 Agenda item 5.1 Operational Update Report  
 
Julie Ross presented the report and highlighted the following:  
 
Vanguard: In July 2016, Northumberland practices were given five potential organisational 
forms, developed by Capsticks following discussion with primary care providers, for their 
representation in a potential Accountable Care Organisation (ACO).  Julie highlighted that 
the Local Medical Committee (LMC) has been very supportive in providing additional 
capacity to primary care providers and facilitating a workshop in September.  The Primary 
Care Leadership Group (PCLG) will also facilitate a countywide event on 6 October 2016 
facilitated by Professor Chris Ham, Chief Executive of the King’s Fund.  
 
Estates and Technology Transformation Fund (ETTF): NHS England is currently 
conducting Stage 2 of the bid process which has now been delayed until November 2016. 
Timings for the final two stages (due diligence and final decisions) have yet to be confirmed. 
 
Support for Vulnerable Practices Pilot Programme: 51 practices were initially identified 
nationally (three in Northumberland) as part of the NHS England Support for Vulnerable 
Practice pilot.  Funding of £463,718 was set aside for Cumbria and the North East, with 
£155,016 for year 1 and £375,984 for year 2.  Year 1 funding has been allocated to NHS 
Northumberland Clinical Commissioning Group (CCG) and the associated payments were 
made to practices in July 2016.  Julie explained that the CCG were providing support for 
these practices.  Proposal development will be monitored by NHS England and details 
shared with the CCG on a regular basis as part of the operational group meetings.   
 
Riversdale Service Transfer: Riversdale Surgery has applied to NHS England to close 
medical services at the Riversdale premises and to relocate to refurbished premises in the 
Oaklands Medical Centre in Prudhoe.  Julie explained that patients were already being 
seen at Oaklands. The Riversdale premises are no longer fit for purpose and are unlikely to 
continue to meet accessibility, fire and CQC regulations.  Initial scoping meetings have 
taken place with key partners and the CCG.  A follow up meeting will take place on 30 
September 2016.  
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Seaton Park Medical Group (SPMG): Following PCCC approval, SPMG wrote to affected 
patients on 3 May 2016 to inform them that the Newbiggin branch would reduce opening 
hours to mornings only for 12 weeks only (with restrictions) from 6 June 2016.  The practice 
has subsequently recruited four GPs (due to start between October and December 2016) 
and also secured three clinical pharmacist staff.  Julie explained that she felt confident that 
additional support was now in place. It is understood that SPMG intend to submit a request 
to extend the current provision until early 2017. 
 
Scots Gap Medical Group: Scots Gap Medical Group was rated third out of nearly 8,000 
surgeries in England in the National GP Patients Survey. Julie stated that the CCG are very 
pleased with this outstanding achievement, noting that the practice has been supporting 
Harbottle Practice. Janet Guy has formally written to the practice in recognition of their 
achievement.   
 
Felton Surgery: The practice has been in discussion with the landlord who has confirmed 
that there are no current plans to sell the property.  Julie explained that the practice was 
looking for new premises.  Further discussions have been undertaken with NHS England 
and Assura, who may manage a project relating to a proposed new building that allows the 
retention of dispensary provision.  The PCCC will continue to be updated with progress in 
this respect.  
 
Primary Medical Care Assurance Framework (PCAF): The June 2016 meeting 
considered a report about the way ahead in this respect. Since then, NHS England issued 
an updated version of the PCAF which now reflects the differences between Level 1, 2 and 
3 CCGs.  The basic process is unchanged but Level 3 CCG’s are afforded greater 
autonomy and responsibility concerning intervention decisions.  
 
Steve Brazier noted that 1 in every 15 practices were vulnerable which was concerning.  
Julie explained that there were some performance issues but Northumberland practices 
were stable overall. Jane Lothian reassured the Committee that practices were encouraged 
to apply for funding as part of the NHS England Support for Vulnerable Practice pilot and 
were being supported.  
 
Cynthia Atkin explained that Healthwatch were offering support to the Felton practice. 
 
Karen Bower asked if Riversdale Surgery had contacted patients regarding it closure of 
premises.  Diane Gonsalez confirmed this process had been undertaken.  
 
NPCCC/16/90 Agenda item 5.2 Risk Share Agreement of GP Services  
 
Tracy Johnston presented a proposal for a GP Services’ risk share agreement for Cumbria 
and the North East Level 3 delegated commissioning CCGs. Practices can claim 
reimbursement, in line with the GMS Statement of Financial Entitlements (SFEs), for 
employing a locum or using a current part time GP partner to cover Sickness, Maternity, 
Paternity or Adoption leave of a GP partner. In addition, a GP performer who is suspended 
from the medical performers list may be entitled to payments direct from NHS England or 
the CCG. These costs are unpredictable and vary significantly year on year.  
 
Tracy explained that to best protect the financial positions of Level 3 CCGs, NHS England 
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have proposed a risk share agreement across the 13 CCGs, with costs distributed in line 
with the allocation as at 1 October 2014 (which was split on a weighted capitation basis). 
The CCG’s percentage share of cost would be 9.99%.  
 
The Committee approved the proposal, and delegated authority to the CCG’s Chief 
Operating and Chief Finance Officers to approve the proposal. 
 
NPCCC/16/91 Agenda item 5.3 Dispensing Practices    
 
Wendy Stephens explained that under the terms of the Statement of Financial Entitlements, 
NHS England is required to offer dispensing practices the opportunity to participate in the of 
Dispensary Services Quality Scheme (DSQS) on an annual basis.  If the practice fulfils the 
in-year requirements it is reimbursed £2.58 per dispensing patient.  NHS Northumberland 
Clinical Commissioning Group has 18 dispensing practices, with a combined dispensing 
patient list of approximately 31,227 patients. The practices have historically signed-up to 
DSQS.  
 
In the absence of any national templates for the DSQS, NHS England Cumbria and the 
North East has, in the last two years, rolled over the scheme that was developed previously 
by the medicines management team in North of Tyne.  NHS England is proposing to roll 
over the same self-assessment documentation for 2016/17.  
  
The Committee approved the use of the self-assessment template in 2016/17 for 
participating dispending practices. 
 
NPCCC/16/92 Agenda item 5.4 Harbottle Provision    
 
Stephen Young presented the Harbottle phase two engagement activity, explaining that a 
survey was sent to all previously registered Harbottle surgery patients and a series of drop 
in sessions were held. Stephen noted that NHS England and the CCG were grateful to 
Healthwatch for its support throughout the engagement process.   
 
Stephen outlined the results of phase two engagement, explaining that 153 survey 
responses were received and 43 people attended drop in sessions. While this is an 
increased response rate compared to phase one engagement, numbers remained low, 
which could arguably be seen as an indicator that the majority of ex-Harbottle patients are 
content with the service they are currently being provided.  Results showed that the 
overwhelming majority of respondents want a branch surgery to be provided and that there 
was little appetite for the remaining options outlined in the engagement.   
 
Stephen asked the Committee to consider the option of a procurement exercise to attempt 
to obtain the services of a local Northumberland practice to deliver a branch surgery in 
Harbottle.  Stephen noted that the procurement exercise timescales were challenging with a 
service commencement date of 1 December 2016 and also that it could not be guaranteed 
that the procurement exercise would result in a successful bidder being identified.  
 
Cynthia Atkin stated that there were lessons to be learnt from the Harbottle engagement 
exercise.  Results of an independent Healthwatch questionnaire highlighted that patients 
felt they had not received information and were very unsettled.  Patients had stated they 
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‘did not understand the jargon’.   
 
Scott Dickinson welcomed the proposal and noted that a lot of work had been undertaken.   
Positive feedback had been received from the local elected member who had welcomed the 
actions of the CCG and Healthwatch.  Karen Bower noted that the engagement process 
had been very through and was excellent.  
 
Tracy Johnston explained that the procurement exercise would have to start on 1 October 
2016.  Julie Ross explained that if agreed by the Committee, the procurement exercise 
would be delayed by one week.     
 
Cynthia Atkin asked if the procurement exercise would cover the dispensing service.  Julie 
Ross stated that it would not cover the dispensing service and that Rothbury practice is not 
a dispensing practice.   
 
The Committee approved the proposal and, due to timescales, delegated authority to the 
CCG’s Chief Operating Officer to approve the requisite procurement documentation. 
 
NPCCC/16/93 Agenda item 5.5 Healthwatch Access Report     
 
Cynthia Atkin presented the Healthwatch Northumberland report regarding access to GP 
appointments.  Between December 2015 and February 2016, Healthwatch worked on a 
countywide project to understand patient experience of accessing GP appointments and the 
systems used by GP practices.  Feedback was received from both patients and GP 
practices. Cynthia highlighted the key findings of the report explaining that the detailed 
findings were in the report.  
 
Cynthia explained that the report’s findings will help Healthwatch inform future work and 
that it was important that patients’ views were listened to.  
 
Tracy Johnston noted that the patient comments were similar to other areas and that the 
GP Forward View document recognises the issues regarding reception/admin staff training.  
Scott Dickinson said that it was encouraging that Healthwatch’s report echoed the findings 
of the comprehensive Vanguard county wide engagement undertaken earlier in the year.   
 
Julie Ross requested that the report is shared with the LMC, particularly in relation to the 
issues with reception staff.  Jane Lothian confirmed that Healthwatch would be attending 
the next LMC meeting.  Janet Guy noted that it was a very useful report and should be 
shared with GPs. Scott Dickinson explained that the report would be shared at the locality 
Vanguard forum.  
 
Action NPCC/16/93/01: SY to share the Healthwatch Access Report with GPs via the 
locality bulletin.  
 
Agenda item 6 Strategic 
 
NPCC/16/94 Agenda Item 6.1 GP Forward View  
 
Julie Ross outlined the General Practice Resilience programme which aims to deliver 



 6 
20160923 UC Agenda Item 4 

 

support to enable practices to become more resilient.  It is anticipated that approximately 
£900K will be made available from the fund for practices across northern England.  
 
Julie explained that the CCG is proposing to submit a unified countywide funding bid to 
develop a locum agency for medical and nursing staff.  The bid will outline the potential 
development of a more cost effective and sustainable workforce, which would ease the 
workforce planning issues currently experienced and best facilitate delivery of Primary Care 
at Scale (PACS).  
 
Karen Bower asked if the model was being used effectively anywhere else.  Diane 
Gonsalez confirmed that Gateshead CCG has a similar model.  
 
The Committee approved the unified bid proposal (noting that submission will have no 
direct impact in the progression of individual bids) and agreed to consider the individual 
practice bids when they are released to the CCG by NHS England for consideration.  
 
Action NPCC/16/94/01: Stephen Young to circulate GP Forward View Resilience 
Funding slides to the Committee.   
 
NPCC/16/95 Agenda Item 6.2 Estates Strategy 
 
Julie Ross explained the Joint Locality Executive Board (JLEB) considered and approved 
the final draft of the Estates Strategy at its meeting in August 2016. 
 
The Committee considered the report and confirmed that they are assured by JLEB’s 
approval of the Estates Strategy.  
 
NPCC/16/96 Agenda Item 6.3 Clinical Waste 
 
Tracy Johnston presented the report, outlining the new National Framework Agreement for 
the collection and disposal of clinical waste from GP practices and unwanted medicines 
from pharmacies, identifying the implications and next steps required.  
 
The current providers are delivering services from a Single Tender Action Agreement, 
which will remain in place until 31 March 2017.  Notice on the current contract is required by 
16 October 2016. Tracy stated that the new National Framework Agreement would mean 
that there was only agreement in place, the CCG and practices would benefit from economy 
of scale, and all receive the same service. The following call off model options were 
proposed:  
 

 One call-off for each CCG  

 One call-off per local regional team  

 One call-off per STP footprint  

 One call-off per predefined area, i.e. DDT, NTW and Cumbria  

Jane Lothian asked if the regional call off option would affect GP practices.  Tracy 
confirmed that it would as each practice has an individual contract.  Jane noted that there 
had been no evidence of economy of scale following the recent issues with NHS 
Procurement and NHS Property, highlighting the fact that costs had increased.  Jane 
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explained that practices would want assurances from NHS England regarding costs and 
reimbursements.  
 
The Committee agreed that they were unable to make a decision on behalf of all practices 
without consultation.  The Committee requested further information regarding costs and 
contract timescales.  
 
Action NPCC/16/96/01: Wendy Stephens and Tracy Johnston to confirm costs, 
reimbursements, and contract timescales. 
 
Action NPCC/16/96/02: Julie Ross to consult all Northumberland GP Practices 
regarding the proposal following further information being received.  
 
NPCC/16/97 Agenda Item 7 Waterloo/Station Merger  
 
Chris Watson, Peter McEvedy and Marie Imlach presented the proposed merger of 
Waterloo and Station practices in Blyth.  
 
Tracy Johnston asked if appointments would stop being offered at Waterloo. Chris Watson 
explained that the practices would be reconfigured with Long Term Conditions (LTC) being 
dealt with at Station and Newsham, specialised clinics at Waterloo and acute patients at 
Blyth Acute Services.  The unused space at Station practice will be reconfigured to increase 
the size of the waiting room, create more GP consulting, increase office space and paper 
records storage.  The practice partners would be paying for all building/reconfiguration 
costs and not applying for a grant.  Tracy noted that any change of use to space might have 
financial implications.  Wendy Stephens explained that herself and Diane Gonsalez had 
met with NHS Property and are currently waiting for an update.   
 
Julie Ross stated that some patients from Collingwood Family Practice and Marine Medical 
Group would probably join the new merged practice and stated that a contingency plan 
would be needed if operational problems occurred at either practice as a result.  Chris 
explained that Blyth has a growing community which will place increased pressure on all the 
practises.  
 
Karen Bower asked what the consultation and engagement response rates were.  Chris 
explained that only a few patients attended the engagement sessions, but feedback was 
positive about staff and the acute service.  Patients wanted to be reassured that they could 
still see their own GP and Waterloo patients were pleased to be moving to a better building.  
Cynthia Atkin asked if patient engagement will be reviewed.  Peter McEvedy explained that 
the practices conduct regular patient surveys and staff evaluations and this would be 
ongoing, and would like to involve Healthwatch with this going forward.  Janet Guy 
encouraged the Waterloo/Station merger team to look at the findings from the Healthwatch 
GP access report, especially regarding telephone issues and reception staff.  
 
Jane Lothian noted that the practices need to be commended for their hard work and that 
this was the way forward for practices in the future.  
   
Julie Ross explained that the merger proposal provided long-term workforce sustainability 
and strategic alignment with the Blyth Vanguard Hub and Blyth Acute Service, but was 
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concerned about financial neutrality.  Any decision regarding the merger would be subject 
to clarification of the financial implications for the CGG.  
 
The Committee considered and agreed in principle to the Waterloo/Station merger subject 
to engagement and financial assurances.  
 
Janet Guy asked about the current Service Level Agreement (SLA) in place with Blyth 
Community Hospital for the Blyth Acute Service.  Chris explained that the practices have a 
license with Blyth Community Hospital (3 month notice period).  
 
The Committee agreed to a contract variation to allow the partners of each practice to 
provide the Blyth Acute Service out of Blyth Community Hospital, and for the contract 
variation to bring them in line with their contract in terms of premises. 
 
Action NPCC/16/96/03: Chris Watson to provide clarification on premises costs and 
previous engagement activity requested by the September PCCC. 
 
Action NPCC/16/96/04:  Waterloo/Station merger business case to be further 
considered in the October 2016 PCCC subject to the requisite documentation being 
provided ahead of the meeting. 
 
NPCC/16/98 Agenda Item 8 Any other business 
 
There was no any other business.  
 
NPCCC/16/99 Agenda item 9 Date and time of next meeting  
 
12 noon on 19 October 2016, Morpeth Town Hall 
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Minutes of the Joint Locality Executive Board Meeting 
Wednesday 27 July 2016, 0900 
Town Hall, Morpeth 

 
Present 
 
Dr Alistair Blair (AB)   Chief Clinical Officer (Chair)  
Rob Robertson (RR)  Chief Finance Officer  
Annie Topping (AT)   Director of Nursing, Quality and Patient Safety  
Dr John Warrington (JW)  Locality Director - Central 
Hilary Brown (HB)   Joint Locality Director – North 
Frances Naylor (FN)  Locality Director – Blyth Valley 
Siobhan Brown (SB)  Transformation Director  
 
In Attendance 
 
Simon Gittoes-Davies (SGD) Interim Director of Financial Recovery  
Rachael Long (RL)   Corporate Affairs Manager 
Faye Smeaton (FS)   Business Support 
Janet Guy (JG)   Lay Chair  
Karen Bower (KB)   Lay Governor 
Paul Crook (PC)   Governing Body Secondary Care Doctor 
Steve Brazier (SBr)   Lay Governor  
Alan Bell (ABl)   Locality Manager – North (Items 6.3 and 6.4 only) 
Kate Brundle (KBr)   Head of Commissioning (Item 7.1 only) 
Rob Barker (RB)   GP Trainee (observing) 
 
JLEB/16/152 Agenda Item 1.1 Apologies for absence 
 
Apologies were received from Julie Ross (JR), Stephen Young (SY), David Shovlin (DS) and 
John Unsworth (JU).  
 
AB explained that SY will be absent for some weeks due to an injury and arrangements for 
cover over this time are being explored. RB was welcomed as an observer to the meeting.  
 
JLEB/16/153 Agenda Item 1.2 Declarations of conflict of interest 
 
No conflicts of interest were declared.  
 
JLEB/16/154 Agenda Item 1.3 Quoracy 
 
The meeting was quorate. 
 
JLEB/16/155 Agenda Item 2 Minutes from the previous meeting 
 
The minutes of the previous meeting were agreed as a true and accurate record with the 
following amendments:  
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 Page 4: JLEB/16/140 Agenda Item 5.1: MRSA; to read “assigned in April” and “Both 
the CCG and NHCFT have requested” 

 Page 4: JLEB/16/140 Agenda Item 5.1: Para 3; Northumbria to be changed to 
Northumberland. 

 Page 4: JLEB/16/140 Agenda Item 5.1: Para 3; to read “harm free care in the context 
of the safety thermometer” 

 Page 5: Action JLEB/16/140/04 to be removed.  

 Page 6: JLEB/16/141 Agenda Item 6.1: Para 5: remove “to be delivered by the end of 
the year”  

 
JLEB/16/156 Agenda Item 2.1 Matters arising 
 
Locality Bulletin: FN asked how training opportunities are selected to appear in the bulletin. It 
was agreed that this should be restricted to North East opportunities.  
 
JLEB/16/157 Agenda Item 2.2 Review of actions register 
 
The following actions were agreed as complete and will be removed from the actions register: 
 
 JLEB/16/122/01 East Midlands ambulance performance  

JLEB/16/139/01 Training / locality bulletin  
JLEB/16/140/01 Serious Incident benchmarking  
JLEB/16/140/02 Harm free maternity care  
JLEB/16/140/04 NUTH CQC inspection   
 

JLEB/16/160 Agenda Item 5.1 Quality Report 
 
AT presented the report and outlined key headlines for June 2016:  
 

 MRSA: A case reported by Northumbria Health Care Foundation Trust (NHCFT) in 
June has been provisionally assigned to the CCG.  

 Serious Incidents and SIRMS: The number of incidents has increased for both 
Newcastle Hospitals (NUTH) and the North East Ambulance Service (NEAS) at trust 
level. 44 SIRMS incidents were reported by GP practices, a reduction from the 
previous month.  Slips, trips and falls remained the most reported type of incident, this 
number has reduced and quarter one 2016/17 had the lowest number reported in the 
last 12 months.  

 NEAS: An end to end call review has been implemented to look at the impact of long 
delays on patient safety.  
 

PC asked what the NEAS call review would entail. AT explained that at the moment, the call 
review focuses on the pathway within NEAS from call booking to initiation of a response.  
From now on, data will also be reviewed to look at the patient journey after reaching hospital 
in order to understand if care was compromised as a direct result of the delayed response.  
 
NTW benchmarking information has been reviewed following queries raised by JLEB at its 
June 2016 meeting regarding the apparent low number of serious incidents reported. 
Information taken from the National Reporting and Learning System (NRLS) shows that NTW 
performance is in the middle 50% of reporters when compared with other mental health trusts.  
NTW report falls incidents in the ‘patient accidents’ category and the percentage reported for 
1 April 2015 to 30 September 2015 was comparable to all mental health trusts.  Most 
incidents reported were in the ‘low’ or none’ harm categories. AT concluded that triangulation 
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of information shows that NTW is not an outlier of incident reporting, and the number of 
incidents reported were actually higher than a nearby mental health trust.   
 
HB noted that the data showed a high number of unexpected deaths reported by NTW in 
comparison to the nearby trust. AT explained that this was a result of differing reporting 
methods; NTW report any death at home as an unexpected death whether fault exists or not. 
All such incidents are subsequently reviewed and will be de-classified as appropriate. JLEB 
discussed the method of reporting unexpected deaths in further detail and AT explained that 
the process of reviewing each reported occurrence is prescribed by a national framework and 
overseen by the Serious Incident Panel. AB noted that the process for reviewing each 
unexpected death should be viewed as a mark of quality. Actions taken following the review 
of unexpected deaths are indeed the most important part of the process but not the subject of 
this Board report. 
 
JG and SBr noted concern regarding the validity of data, given the different methods of 
reporting within different trusts. AB said that reporting and investigating numerical analysis is 
required in order to highlight any areas for further investigation. He noted that a high 
performing organisation may actually report more incidents due to the culture of reporting that 
exists. RR said that although the data may not be comparatively sound, it did provide an 
overview of how NTW report compared to other organisations, which was the purpose of the 
benchmarking exercise.  
 
AT gave an update on Safety Thermometer performance, noting that a new UTI is recorded if 
the patient has had a catheter in the last 72 hours on the day of survey. This would include 
patients treated with antibiotics in hospital following admissions for infection. NHCFT reported 
eight new UTIs in June. AT also attends the NHCFT Infection Control Committee and is able 
to seek assurance on compliance of catheter care.    
 
In response to JLEB’s request for clarity at its June 2016 meeting, AT explained that there is 
no definition of ‘harm free’ maternity care, however there are definitions of harm and AT 
outlined these. In June, there were three areas of harm where NHCFT performed below the 
national average and these were outlined in the report. AT explained that maternity 
dashboards and audits are used to seek additional assurance at CCG level and serious 
incidents reported are also reviewed at a regional level.  
 
NUTH has been awarded a rating of ‘outstanding’ following its recent CQC inspection. The 
Royal Victoria Infirmary (RVI) received a ‘requires improvement’ rating in the ‘safe’ category. 
An action plan will be monitored by the Quality Review Group (QRG) and any concerns 
reported to JLEB by exception.  JLEB congratulated NUTH on its ‘outstanding’ rating, 
particularly considering the complexity of services delivered at the RVI, a national teaching 
hospital.  
 
JLEB/16/161 Agenda item 6.1 2016/17 Performance Report  
 
RR presented the May 2016 performance report and outlined the key areas of concern:  
 

 Cancer performance: There continue to be concerns regarding the impact of patient 
choice on performance data. In both April and May 2016 the CCG did not meet its 
targets for 62 day treatment. The CCG is working with NHCFT to understand the 
reasons for this. Low patient numbers in this area may be impacting on data.  

 Ambulance performance: There is continued underperformance in Northumberland 
and across the north east. A significant amount of work is underway within NEAS to 
address this, including NEAS involvement in delivery against the Sustainable 
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Transformation Plan (STP). However, improvements are not being made at the rate 
that the CCG would expect and the CCG continues to push for further action in this 
area.  

 Handover delays: Delays at NHCFT continue to impact on performance. A detailed 
list of conclusions and actions was reported to the Resources and Performance 
Committee (R&P) on 8 July 2016.  

 Dementia diagnosis: Work continues to bring performance within target by November 
2016. FN requested that a reminder that the first wave of reporting is due on 1 October 
2016 is included within a future locality bulletin.  

 
JG noted her concern that cancer performance has not improved over the last year and asked 
whether, as this is a national problem, discussions should be taking place nationally regarding 
the targets. AB responded that the national target cannot be changed and that the relatively 
low numbers of patients in Northumberland impacts on performance levels. However it is 
important to monitor performance information on a continual basis in order to ensure no new 
emerging issues are present. RR said that reasons for underperformance differ from month to 
month and these reasons are captured within the performance report. 62 day treatment 
targets have recently changed and this has created the performance issue highlighted for 
May 2016. 
 
Actions:  
 
JLEB/16/161/01: FN and RL to ensure that a reminder regarding the submission date 
for the first wave of dementia diagnosis reporting is included within a future locality 
bulletin.  
 
JLEB/16/162 Agenda Item 6.2 Finance report 
 
RR presented the report, which outlined the CCG’s financial position to the end of June 2016. 
RR noted that the position has moved on since month three close down as a result of work 
against the Financial Recovery Plan (FRP) and that this will be discussed further under item 
6.3. In future reports, FRP risks will be included within the finance report to JLEB.  
 
At the end of month three the CCG forecast a c£5million deficit, with risks of £4.7million, 
resulting in a risk adjusted position of c£10million. The main risk areas are acute over-
performance, CHC over performance, QIPP under delivery and section 117 costs, with 
additional risks related to prescribing and running costs. These are offset against mitigations 
from the 0.5% contingency. 
 
In terms of contract performance, NHCFT are showing a £1.6m overspend for months one 
and two, however this position is based on Service Level Agreement Monitoring (SLAM) data, 
which has not had business rules applied to it. The CCG are challenging coding data for two 
wards within NSECH. NUTH are showing a £108k overspend at month two, however there is 
a significant amount of un-coded data which the lead commissioner has allowed NUTH more 
time to code. RR explained that the run rate for the first two months of 2016/17 was shown in 
Appendix 1; however the run rate profiled up for the full year was not shown due to the issues 
with unstable data and the need to bring in FRP related information.  
 
Cash targets and better payment practice targets continue to be met.  
 
JG and SBr noted their concern at the lack of data available related to contracts, making it 
difficult to manage the CCG’s financial situation when the biggest pressures are unknown. RR 
clarified that both providers are working to national timetables in an acceptable way. The 
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CCG is working with NHCFT to enable live access to data in the future, however this data 
would not be costed. SBr asked when the final position for NHCFT will become known. RR 
explained that PbR flex and freeze rules would allow this to happen now, however the CCG 
does not wish to accept the position shown by the current data before business rules have 
been applied.  
 
JLEB/16/164 Agenda item 6.4 FRP – Prescribing  
 
ABl presented the report and requested JLEB approval for the recommendations associated 
with identified prescribing measures to release QIPP savings. ABl outlined the measures as 
follows:  
 

 Measure 1: Ceasing all prescriptions for Gluten Free (GF) products.  

 Measure 2: Branded generic prescribing of Pregabalin for non-neuropathic pain cases. 

 Measure 3: Recommending the use of over the counter products for certain self-care 
treatments. 

 
HB noted that GF products are more expensive than their gluten-content alternatives and felt 
that this could present a risk for patients with significant deprivation. RR requested data 
regarding which areas have the highest use of prescriptions for GF products. AT suggested 
producing a Quality Impact Assessment (QIA) for this measure.  
 
FN asked whether generic prescribing of Pregabalin is legally safe. AB confirmed that it is 
when being prescribed for non-neuropathic pain.  
 
FN requested that messages are made clear that the recommendation of over the counter 
thrush treatments relate to all kinds of thrush, not just vaginal, as this could be viewed as sex 
discrimination.  
 
JLEB asked ABl to provide information relating to cost increases for Nefopam for 
consideration alongside GF prescribing data at a future meeting.  
 
Decision: JLEB did not agree to the implementation of Measure 1 at this stage, pending 
having sight of GF prescription data and a QIA. Measures 2 and 3 were agreed.  
 
Actions:  
 
JLEB/ 16/164/01: ABl to provide data regarding GF prescriptions and Nefopam cost 
increases for further consideration.   
 
JLEB/16/165 Agenda item 6.5 Community Pharmacy Service  
 
AB presented the report, explaining that in-depth information was considered by JLEB in 
December 2015.The subsequent proposal to appoint a recommended bidder was 
provisionally agreed outside of JLEB due to the timescales involved. AB noted that a robust 
process had been followed, with CCG involvement, and asked JLEB to ratify the decision.  
 
FN raised concerns that single contracting arrangements could encourage a monopoly for 
certain pharmacies. HB explained that the proposal outlines advantages for contract 
management rather than to providers. AB said that there will be a prime contractor for all 
providers and that the recommended bidder has a duty to ensure terms are equitable, so that 
the contract actually encourages smaller providers rather than a monopoly of larger providers.  
 



6 
 

Decision: JLEB ratified the appointment of the recommended bidder and approved 
progression to contract signature.  
 
JLEB/16/166 Agenda Item 7.1 Section 117 Aftercare 
 
KBr Presented the report, outlining a series of operational and strategic options for reducing 
spend against 117 aftercare.  KBr explained that the CCG has a legal duty to provide non-
chargeable care to people within the county who are subject to a Section 117 aftercare 
agreement. Costs are currently spilt 50/50 between health and social care. There are 
currently c650 adults in Northumberland subject to a section 117 agreement; c300 of these 
are not currently undergoing costed care. However financial risks exist that the CCG may be 
required to pay care costs for these people in the future, even if that care was not related to 
their mental health, due to having a 117 agreement in place. Agreements can be reviewed 
and removed if appropriate.  
 
AB noted that the 50/50 cost spilt between the CCG and the Local Authority does not take 
into account the fact that the CCG already funds district nurses, hospitals etc. These 
represent CCG commitments over and above the 50% split. KBr stressed the importance of 
working jointly with the Local Authority to find solutions, as there are risks against some 
options that costs not met by the CCG would subsequently be incurred by the Local Authority.  
 
AT asked whether implementation of option nine could impact on funding received by the 
CCG. KBr explained that there are high costs involved in temporarily housing patients in 
potentially sub-optimal accommodation, which has a high chance of failure due to the nature 
of the conditions and is not the best solution for the patient. RR noted that the Learning 
Disability Transformation Programme is looking at ways to ensure that CCGs are not 
penalised in these cases, as waiting for optimal accommodation is the best thing for the 
patients.  
 
FN noted that changes to the way 117 aftercare is funded could impact on CHC costs, as 
both are linked to the Local Authority. KBr said that it is planned to join together the 117 and 
CHC elements of the FRP so that both issues can be negotiated simultaneously.  
 
KBr asked JLEB to approve the following options for progression or further discussion with 
the Local Authority:   
 

 Option 3: Agree a framework to review and remove (where appropriate) S117 
entitlement. 

 Option 4: Split 50/50 the costs of all S117 care packages including any FNC element. 

 Option 5: Charge out to the individual the non-care costs associated with residential 
care. 

 Option 6: High cost case review. 

 Option 7:  Agree a framework with the Local Authority to offer PHBs for CHC and 
S117 to individuals at the rate of what a care package would cost in a standard. 
commissioned provision. 

 Option 8: Return of money from NTW. 

 Option 9: Manage down pressure from planned discharges from hospital. 
 
Decision: JLEB approved options 3, 4, 5, 6, 8 and 9 for progression and agreed to 
further discussion with the Local Authority in relation to option 7.  
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JLEB/16/167 Agenda Item 7.2 ACO / Strategic Commissioning  
 
AB explained that the Local Authority’s Cabinet considered a report on 12 July 2016 
regarding the strategic commissioning element of the ACO. The report was positively 
received by Cabinet members, however they were not asked to sign off the proposals at this 
stage, but rather consider the plans as a foundation to the next stage of consideration and 
voting by CCG members, trust boards and Council members. AB asked JLEB to endorse the 
strategic commissioning model and timescales contained within the Cabinet report.  
 
FN noted that, while the report states that the CCG is a statutory body, it does not outline that 
the CCG is a member organisation or say what powers the membership would have within 
the ACO / strategic commissioning function. This could be viewed by GPs as handing away 
all powers and could make practices vulnerable. AB said that the report does not suggest any 
changes to the nature of the CCG as a statutory organisation. RR confirmed that the Local 
Authority is absolutely clear that there are no changes proposed to the CCG’s constitution. AB 
noted that a countywide LMC sponsored event recently took place regarding the ACO and 
that the CCG is seeking primary care views regarding how member organisations could be 
represented on the ACO board. AB will circulate notes from the LMC session to JLEB.  
 
PC asked whether the CCG’s delegated commissioning responsibilities would be transferred 
to the ACO. AB explained that this is not statutorily possible.  
 
Decision: JLEB endorsed the principles and timescales contained in the ACO / 
Strategic Commissioning Cabinet report.  
 
Actions:  
 
JLEB/16/167/01:  AB to circulate notes from the LMC sponsored ACO event to JLEB.  
 
JLEB/16/168 Agenda Item 7.3 Local Digital Roadmap (LDR) 
 
AB presented the report, requesting ratification from JLEB on the formal submission of the 
LDR to NHS England. AB noted that a significant amount of work has taken place to develop 
the LDR, which outlines the vision for implementing the “Great North Care Record”, a north 
east wide single care record solution. AB thanked colleagues from the CCG, North Tyneside 
CCG and specifically Richard Glennie for their contributions.  
 
PC asked for clarity regarding information sharing and data protection. AB noted that there is 
still work to be done in this area, but that there is no suggestion that information will be shared 
without patient consent.  
 
Decision: JLEB ratified submission of the LDR to NHS England.  
 
JLEB/16/170 Agenda Item 8.1 Governance Group Minutes 
 
JLEB received the minutes from the meeting of the Governance Group on 19 July 2016 for 
information. 
 
JLEB/16/171 Agenda Item 8.2 JLEB Reporting  
 
RL presented the report, explaining that one of the recommendations of the CCG’s capacity 
and capability review was that JLEB papers should be published on the CCG’s website. RL 
asked JLEB to approve publication of non-confidential JLEB papers from August 2016 
onwards.  
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RL also outlined the proposed checklist to be included on JLEB papers, excluding standing 
items such as finance and performance, from August 2016 onwards. The checklist provides 
an overview of the financial, quality and engagement considerations of each issue presented 
for JLEB consideration.  
 
JG asked why a checklist would not be used for standing agenda items. It was agreed that a 
checklist will be completed for these papers once a year.  
 
Decision: JLEB approved the publication of papers on the CCG website and inclusion 
of a report checklist from August 2016 onwards.  
 
JLEB/16/172 Agenda Item 9 Locality meeting assurance points 
 

 LTC Strategy and data set 

 FRP presentation summary  

 Prescribing (Pregabalin and self-care) 

 LDR summary 

 ACO / Strategic Commissioning  

 Maternity options 
 
JLEB/16/173 Agenda Item 10 Any other business 
 
There were no matters of other business to discuss.  
 
JLEB/16/174 Agenda Item 12 Date and time of next meeting 
 
24 August 2016, 0900, Committee Room 1, County Hall.  
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Minutes of the Joint Locality Executive Board Meeting 
Wednesday 24 August 2016, 0900 
Committee Room 1, County Hall 

 
Present 
 
Dr Alistair Blair (AB)   Chief Clinical Officer (Chair)  
Julie Ross (JR)   Chief Operating Officer  
Rob Robertson (RR)  Chief Finance Officer  
Annie Topping (AT)   Director of Nursing, Quality and Patient Safety  
Dr John Warrington (JW)  Locality Director - Central 
Hilary Brown (HB)   Joint Locality Director – North 
Frances Naylor (FN)  Locality Director – Blyth Valley 
Siobhan Brown (SB)  Transformation Director  
 
In Attendance 
 
Simon Gittoes-Davies (SGD) Interim Director of Financial Recovery  
Rachael Long (RL)   Corporate Affairs Manager 
Faye Smeaton (FS)   Business Support 
Karen Bower (KB)   Lay Governor 
Paul Crook (PC)   Governing Body Secondary Care Doctor 
Steve Brazier (SBr)   Lay Governor  
Andrea Brown (ABr)   Epidemiologist (Item 6.2 only) 
Sarah Wilkes (SW)   Interim Health Economist (observing) 
 
JLEB/16/175 Agenda Item 1.1 Apologies for absence 
 
Apologies were received from Janet Guy (JG) Stephen Young (SY) and John Unsworth (JU).  
 
AB noted that this will be RR’s last JLEB meeting before going on secondment to NHS 
Improvement and thanked RR his dedication and support throughout his time working for 
NHS Northumberland Clinical Commissioning group (CCG).  
 
JLEB/16/176 Agenda Item 1.2 Declarations of conflict of interest 
 
No conflicts of interest were declared.  
 
JLEB/16/177 Agenda Item 1.3 Quoracy 
 
The meeting was quorate. 
 
JLEB/16/178 Agenda Item 2 Minutes from the previous meeting 
 
The minutes of the previous meeting were agreed as a true and accurate record. 
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JLEB/16/179 Agenda Item 2.1 Matters arising 
 
There were no matters arising.  
 
JLEB/16/180 Agenda Item 2.2 Review of actions register 
 
The following actions were agreed as complete and will be removed from the actions register: 
 
 JLEB/16/159/01 LTC Strategy and data set 

JLEB/16/161/01 Dementia diagnosis submission date  
JLEB/16/164/01 Gluten free prescriptions and Nefopam data   
JLEB/16/167/01 LMC ACO event notes  
 

JLEB/16/181 Agenda Item 3 Chief Clinical Officer/Chief Operating Officer report 
 
Financial Recovery 
 
Financial recovery remains the key focus for the CCG, with work continuing in multiple areas. 
Consultant First is now in operation and expanding across several specialities. There are 
pressures to address in non-electives, such as self-presenting at A&E and addressing public 
perceptions that it is easier to go to A&E than to get a GP appointment. Access models are 
being developed across primary care to support this. The CCG has been given a revised 
trajectory to clear backlog Continuing Health Care (CHC) claims by December 2016, rather 
than September, due to the volumes of cases involved.  
 
Vanguard Programme  
 
Practices are beginning to migrate to SystmOne, the preferred single IT system for primary 
care in Northumberland. Practices are also beginning to introduce new access models 
following the capacity and demand analysis. The Primary Care Leadership Group (PCLG) is 
developing options for the future representation of primary care at the Accountable Care 
Organisation (ACO) Board.  
 
JLEB/16/182 Agenda Item 4 Locality Meeting Feedback  
 
Locality meetings were provided with key points from the July 2016 Joint Locality Executive 
Board (JLEB) meeting for discussion, resulting in the following feedback:  
 

 Financial Recovery Programme (FRP): It was agreed that promotional information is 
needed regarding self-care. JLEB agreed that this will be implemented.  

 Prescribing: It was felt that there is not a big enough saving to be made from ceasing 
to prescribe all gluten free items to warrant the negative publicity this would create. 
JLEB noted these views for consideration alongside the requested Quality Impact 
Assessment (QIA).  

 ACO:  
o Primary care representation on the ACO Board was discussed. JLEB noted that 

the PCLG is currently undertaking work in this area.  
o There was concern regarding the need to ensure the single clinical system is 

interoperable with hospitals. JLEB requested support from localities in pushing 
for a single IT system.  
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Other Common themes and issues discussed at locality meetings were:  
 

 Community psychiatric support: Practices raised concerns regarding six week 
minimum waits and a lack of feedback regarding patients. JLEB requested clarity 
regarding which provider this refers to.  

 Minor injury enhanced services: Question regarding how changes to the service will 
be communicated with patients. This service is part of the population wide scheme and 
therefore practices need to deliver the service or risk jeopardising payment. Practices 
sending these patients to A&E will be breaching performance. There is no change for 
patients, and as such no public communications are required.  

 ACO: Blyth Valley locality asked whether practices should be being canvassed 
regarding the ACO.  

 
Actions:  
 
JLEB16/182/01: JW to circulate information from the IT lead and Clinical Advisor at 
Northumbria Health Care Foundation Trust (NHCFT) regarding the potential difficulties 
of interoperability with hospital systems.  
 
JLEB/16/182/02: HB and JR to clarify which community psychiatric support provider 
was referred to at locality meetings regarding the six week wait and raise with the 
provider accordingly.  

 
JLEB/16/183 Agenda Item 5.1 Quality Report 
 
AT presented the report and outlined key headlines for July 2016:  
 

 Health Care Associated Infections (HCAI):  
o C.difficile remains within trajectory and NHS Northumberland Clinical 

Commissioning Group (CCG) currently has the lowest C.difficile rate in the 
region.  

o One MRSA case has been assigned to the CCG following a regional arbitration 
panel. The panel highlighted issues related to care continuity and repeated 
prescription of antibiotics.   

 Serious Incidents:  
o Seven serious incidents were reported in July and six were closed by the 

Serious Incident Panel.  
o A ‘never event’ as reported by Newcastle Hospitals (NUTH) relating to a 

Northumberland patient.  

 SIRMS:  
o Feedback to quarter four SIRMS analysis has now been received from 

providers, including actions implemented as a result.  
o Five SIRMS incidents have been reported by practices in relation to the North 

East Ambulance Service (NEAS). Work continues to monitor the impacts of long 
NEAS delays on patient care and findings of the recent call review will be 
reported to JLEB in September 2016.  

 Safety Thermometer:  
o The proportion of women with combined harm free maternity care increased to 

67.6% 
o Women’s perception of safety in maternity increased to 100%.  

 Friends and Family Test: Response rates at both NUTH and Northumbria Healthcare 
Foundation Trust (NHCFT) for A&E increased in July, however remain below the 
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national and regional average. NHCFT has agreed to a 6% target increase by year 
end.  

 Workforce:  
o NEAS sick rates improved in June 2016, however they remain high.  

 CQC 
o Action plans have been developed following CQC inspections at NUTH and 

NHCFT. These plans are monitored by the Quality Review Groups and will be 
reported to JLEB by exception.  

 Safeguarding: Serious Case Reviews (SCR) are progressing following three recent 
deaths of children and young people in Northumberland. There were no exceptions to 
report for key providers.   

 
PC noted that C.difficile performance has improved over the last year and asked the reason 
for this. AT explained that root cause analysis is carried out and practices are informed of 
carriers, however numbers are so low that performance is easily changeable. AB commented 
that a lot of positive work has been carried out in this area.  
 
FN noted ongoing risks in relation to patients self-referring to the drug and alcohol unit due to 
the lack of communication with practices, which has led to an incidence of a patient receiving 
an unsafe prescription. AT to discuss with Public Health.  
 
SBr asked why safety thermometer information relates only to NHCFT. AT explained that 
NHCFT is involved in a pilot and will check whether NUTH is included.  
 
Actions:  
 
JLEB16/183/01: AB and AT to discuss the message to go out to practices following the 
regional MRSA arbitration panel.  
 
JLEB16/183/02: AT to discuss the issue of GP communication related to the drug and 
alcohol service with colleagues in public health.  
 
JLEB16/183/03: AT to check whether NUTH is involved in the safety thermometer pilot.  
 
JLEB/16/184 Agenda item 6.1 2016/17 Performance Report  
 
RR presented the June 2016 performance report and outlined the key areas of concern:  
 

 Cancer performance: There remains a watching brief on cancer performance, with 
improvements being seen in June. Year to date performance remains below target for 
62 day treatments; this relates to a very low number of patients with three breaches 
occurring, all relating to patients requiring surgery as part of a pathway.  

 IAPT: Performance as below target in April 2016 (latest verified data). Un-validated 
data for more recent months suggests performance is moving back towards target.  

 Ambulance performance: Performance has deteriorated in June 2016 and is at the 
lowest for some time. Both the provider and the CCG are below the national average, 
which is a significant concern. Ambulance performance will be discussed in further 
detail under item 6.2. 

 
SB noted that CCG performance reports are now available on My NHS under better health, 
better care and sustainable and well led categories.  
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JLEB/16/185 Agenda Item 6.2 Ambulance Performance Report 
 
JR asked JLEB to note that the CCG has experienced issues in the receipt of data from the 
North East Commissioning Support Unit (NECS) to inform the ambulance performance report. 
As a result, the report is incomplete. Concerns regarding the timeliness of data have been 
escalated to NECS, who will undertake an investigation in order to ensure these issues are 
not repeated in future.  
 
ABr presented the report and explained that, at NEAS level, performance has declined 
against Red 1, Red 2 and Category A calls. CCG level performance against 8 and 19 minute 
response targets has also declined and is lower than at quarter 1 2015/16. JLEB noted that 8 
and 19 minute response times are dropping at both CCG and NEAS level, but not at the same 
rate. DS to investigate the reasons for this.   
 
RR noted that, despite consistently declining ambulance performance in Northumberland, the 
NEAS recovery action plan (Appendix 2) does not seem to put enough emphasis on rectifying 
this.  
 
ABr said that Northumberland has a comparatively low 111 to 999 conversion rate at 23%. 
DS noted that NEAS quote their conversion rate at 13% and requested clarity. KB asked 
whether 999 calls are ever converted to 111; AB explained that this would not happen, but 
rather those calls would become ‘see and treat’ or ‘hear and treat’.  
 
Hear and treat rates had begun to improve early in quarter one but have declined since, see 
and treat rates are showing improvement but rates are still comparatively low. SB noted that 
the CCG is working with NEAS to develop a culture of backing up clinical decisions and 
listening to clinical advice.  
 
Ambulance sickness absence levels remain comparatively the highest in the region, with 7–
8% of staff absent at any one time. AT asked whether any assessment has taken place 
regarding the impact of sickness levels on response rates. RR noted that this forms part of 
the NEAS recovery action plan.  
 
HB asked whether discussions should be held with NEAS regarding the compatibility of their 
operating plans with the geography of Northumberland, given that no wards in the north or 
west ever have green response rate performance. DS to pick this up with NEAS as part of 
contracting conversations.  
 
JLEB noted its collective concern regarding its compromised ability to consider the 
ambulance performance report due to the lack of data available. CCG priorities are to 
consider GP urgent and 111 activity, which JLEB has been unable to do on this occasion.  
 
Actions:  
 
JLEB/16/185/01: DS to investigate the reasons for different rates of declined 8 and 19 
minute response performance at NEAS and the CCG.  
 
JLEB/16/185/02: ABr to clarify 111 to 999 conversion rates.  
 
JLEB16/185/03: DS to discuss the compatibility of NEAS operations with 
Northumberland Geography as part of contracting conversations.  
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JLEB/16/186 Agenda Item 6.3 Finance Report  
 
RR presented the report, which outlined the CCG’s financial position to the end of July 2016. 
The CCG has a planned deficit of c£5m for 2016/17, however risks are increasing month on 
month, with emerging risks at month four totalling a net £9.7m. A number of counting and 
coding issues have been raised formally with providers, with the aim of reducing the amount 
of contract over performance by end of year.  
 
Against the emerging risk, mitigations of £8m have been identified and included in the latest 
return to NHS England, although this has not been formally submitted. The total risk adjusted 
position is a c£14m deficit (made up of £5m control total + £9.7m net risk identified).  
 
The underlying recurrent run rate position remains broadly level, however non-recurrent 
pressures need to be addressed. Cash targets and better payment practice targets continue 
to be met.  
 
JR explained that, at the end of month three, the CCG highlighted to NHS England that its 
financial position is worsening and that an additional £5m of pressure had been identified 
since month 3. NHS England advised the CCG not to change the underlying forecast position 
until Financial Recover Plan assessments are complete and have been discussed with the 
area team in more detail.  
 
SBr noted that counting and coding is being disputed with providers, but asked whether 
actions are being taken to address actual activity increases. RR said that concerns have been 
raised as there has been no drive to increase activity externally, however volumes appear to 
be increasing, which the CCG believes is partially due to changes to coding at NHCFT – other 
reasons for the increased activity levels will be explored as part of a formal activity 
management review instigated by the CCG.  
 
SBr asked what affect the £14m deficit could have on moving to an ACO, particularly if the 
CCG is put into special measures. AB noted that the current stated consequences of special 
measures are either a merger of CCGs or a move to an ACO, therefore there should be no 
impact on ACO proposals. There would be questions regarding whether legacy debt would be 
transferred to the ACO. 
 
JLEB/16/187 Agenda item 6.4 FRP Update 
 
SGD gave a presentation regarding progress against the FRP, with a particular focus on the 
overall risk position. The risk position has been shared with NHS England, including key 
issues regarding the CCG’s ability to deliver recovery and the need for support and 
commitment from partner organisations.  
 
There is a fundamental reliance on the CCG’s relationship with NHCFT, particularly around 
acute activity and Payment by Results (PbR). The financial risk sits with the CCG, however as 
the ACO may offer a clean financial slate, this impacts on NHCFT’s motivation to find joint 
solutions. The national directive to support providers also undermines commissioner’s ability 
to contract and commission. Additionally, the CCG’s deficit is contributing to NHCFT’s 
required year-end surplus.  
 
There is clearly a lack of enthusiasm from NHCFT in some areas and a large chunk of the 
deterioration in the financial position relates to £6m of STP savings which NHCFT have not 
acknowledged as its responsibility and no alternatives have been offered. NHS England have 
been asked to decide where responsibility lies and a system-wide meeting is required to 
discuss the current financial position and how it can be improved in-year.  
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NHS England has asked the CCG to demonstrate that it is considering all possible options for 
reducing the deficit and that these options are included within the FRP so that commitment 
can be sought from partners. SGD will adjust the FRP over the next two weeks to reflect this, 
following which a system-wide dialogue will take place, facilitated by NHS England and NHS 
Improvement.  
 
Further immediate concerns are:  
 

 CHC is a considerable outlier; discussions with the Local Authority are required to 
address this.  

 Mental health is also a significant outlier. NHS Improvement has agreed to push 
mental health providers to meet targets.  

 
FN noted that the CCG has been aware for some time that co-operation from partners will be 
paramount to delivering savings, however has been unable to secure a commitment. She 
asked what will happen in order to change this. SGD said that the FRP will now be explicit as 
to where responsibility lies for delivering various elements so that NHS England and NHS 
Improvement can then make the decision as to whether they wish to push providers to 
deliver. SGD further noted that the use of the headroom reserve will also be included in the 
updated FRP for a decision from NHS England.  
 
SGD asked JLEB to ensure that all communications with NHCFT are formalised so that non-
responses can be evidenced. Formal letters will be sent to NHCFT regarding areas of 
challenge such as activity and capacity and management planning, these letters will be 
shared with NHS England and will include detail of the updated FRP.  
 
KB asked whether reductions in mental health spending could affect parity of esteem. SGD 
said that there is an exceptionally high level of spend in mental health, which requires further 
discussion with NHS England. RR confirmed that parity of esteem is covered for 2016/17. 
 
SBr said that the contribution from both the STP and Right Care in 2016/17 was not 
significant, and suggested that the CCG should target improving on this to achieve its planned 
deficit. AB said that, whilst that was the case now, he thought the CCG would see a ramp up 
on Right Care as the CCG moves towards the end of the year and the ACO. 
 
FN noted that member practices may be reluctant to sign off on the ACO if NHCFT are not 
signalling a desire to work co-operatively. This could result in reputational damage.  
 
Actions:  
 
JLEB/16/186/01: SGD to further develop the FRP for consideration by NHS England.  
 
JLEB/16/186/01: FS to include one hour for FRP discussions on the September 2016 
JLEB agenda, which will include a detailed run through of contracts and individual 
updates from directors.  
 
JLEB/16/187 Agenda Item 7.1 Long Term Conditions (LTC) Position Statement  
 
FN presented the report, explaining that the LTC position statement highlights some areas of 
good practice within LTC which should be retained as part of the ACO and which raise the 
profile of LTC management. FN outlined the content of the position statement, including 
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outlining condition specific groups already in existence. Disease specific work plans have had 
approval at several groups.  
 
Financial outcomes are included in the position statement with the aim of improving clinician 
ownership. The position statement has been shared with localities, with limited feedback. 
 
Decision: JLEB approved the LTC position statement and asked that, while accepting 
that all disease specific areas are important, FRP areas are the focus for 2016/17. JLEB 
requested consideration of the disease specific work plans by the Right Care Steering 
Group.  
 
Action: Right Care Steering Group to consider LTC disease specific work plans.  
 
JLEB/16/188 Agenda Item 7.2 Estates Strategy 
 
RR presented the report, noting that the draft Estates Strategy was approved by JLEB in 
January 2016. RR thanked Steve Naylor for his work in finalising the strategy and asked 
JLEB for approval of the final version.  
 
JR asked JLEB to note that, while savings are identified through the Estates Strategy, these 
will not meet the estates related savings required by the FRP in 2016/17 and that further 
rationalisation will be required.  
 
AB noted that the title of the strategy could be misleading as it does not cover the whole of 
Northumberland’s healthcare estate. RR to request additional information is added to the front 
page of the strategy to clarify this.  
 
Decision: JLEB approved the Estates Strategy.  
 
Actions:  
 
JLEB/188/01: RR to request further information is added to the front page of the 
estates strategy to clarify that it does not cover the whole of Northumberland’s 
healthcare estate.  
 
JLEB/16/189 Agenda Item 8.1 Medicines Optimisation Group Minutes  
 
JLEB received the minutes from the July 2016 meeting of the Medicines Optimisation Group 
for information. 
 
JLEB/16/190 Agenda Item 9 Locality meeting assurance points 
 
To be circulated following the meeting.  
 
JLEB/16/191 Agenda Item 10 Any other business 
 
There were no matters of other business to discuss.  
 
JLEB/16/192 Agenda Item 12 Date and time of next meeting 
 
28 September 2016, 0900, Chairman’s Dining Room, County Hall.  
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Minutes of the Joint Locality Executive Board Meeting 
Wednesday 28 September 2016, 0900 
Chairman’s Dining room, County Hall 

 
Present 
 
Dr Alistair Blair (AB)   Chief Clinical Officer (Chair)  
Julie Ross (JR)   Chief Operating Officer  
Mike Robson (MR)   Chief Finance Officer  
Annie Topping (AT)   Director of Nursing, Quality and Patient Safety  
Dr John Warrington (JW)  Locality Director - Central 
Hilary Brown (HB)   Joint Locality Director – North 
Frances Naylor (FN)  Locality Director – Blyth Valley 
Siobhan Brown (SB)  Transformation Director  
David Shovlin (DS)   Locality Director – West  
 
 
In Attendance 
 
Stephen Young (SY)  Strategic Head of Corporate Affairs 
Faye Smeaton (FS)   Business Support 
Janet Guy (JG)   Lay Chair  
Paul Crook (PC)   Governing Body Secondary Care Doctor 
David Lea (DL)   Service Development Manager (Item 6.1 only) 
Gill Wainwright (GW)  Interim Head of Finance (Item 6.2 only) 
 
JLEB/16/193 Agenda Item 1.1 Apologies for absence 
 
Apologies were received from Karen Bower (KB), Steve Brazier (SBr) and John Unsworth 
(JU).  
 
AB welcomed MR to the Joint Locality Executive Board (JLEB). MR has been newly 
appointed as NHS Northumberland Clinical Commissioning Group’s (CCG) Chief Finance 
Officer.  
 
JLEB/16/194 Agenda Item 1.2 Declarations of conflict of interest 
 
No conflicts of interest were declared.  
 
Action JLEB/16/194/01 FS to ensure a conflicts of interest declaration form is 
completed by MR. 
 
JLEB/16/195 Agenda Item 1.3 Quoracy 
 
The meeting was quorate. 
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JLEB/16/196 Agenda Item 2 Minutes from the previous meeting 
 
The minutes of the previous meeting were agreed as a true and accurate record with one 
amendment to reflect that DS was in attendance.  
 
JLEB/16/197 Agenda Item 2.1 Matters arising 
 
There were no matters arising.  
 
JLEB/16/198 Agenda Item 2.2 Review of actions register 
 
The following actions were agreed as complete and will be removed from the actions register: 
 
 JLEB/16/182/01 Interoperability with hospital systems 

JLEB/16/182/01 Psychiatric support providers 
JLEB/16/183/01 MRSA arbitration panel 
JLEB/16/183/02 Drug and alcohol service 
JLEB/16/183/03 Safety thermometer 
JLEB/16/185/01 NEAS response rates 
JLEB/16/185/02 111 to 999 conversion rates 
JLEB/16/185/03 NEAS / Northumberland geography  
JLEB/16186/02 FRP on JLEB agenda  
JLEB/16/188/01 Estates strategy  
 

JLEB/16/199 Agenda Item 3 Chief Clinical Officer/Chief Operating Officer report 
 
Legal Directions  
 
AB informed JLEB that, following the legal directions issued to the CCG by NHS England, AB 
has advised Tim Rideout that the CCG will breach its direction regarding the financial 
balance. As a result, AB will stand down as Accountable Officer, however he will maintain a 
clinical leadership role within the CCG and JG will remain as Lay Chair. There are three 
potential options as to how the CCG will move forward following AB vacating the Accountable 
Officer role:  
 

 NHS England stepping in to run the CCG. This seems unlikely due to capacity within 
NHS England.  

 Management of the CCG by Newcastle Gateshead CCG (NGCCG). This also seems 
unlikely as NGCCG have recently taken on the management of North Tyneside CCG 
(NTCCG).  

 Expedite strategic commissioning arrangements for the CCG. This is the most sensible 
option as it reflects arrangements which will be put in place as the CCG moves into a 
potential Accountable Care Organisation (ACO) arrangement.  
 

These options were discussed at the CCG members meeting on 27 September 2016 
Communications will be produced and a formal mandate of CCG members will be sought in 
support of the strategic commissioning option.   
 
JG noted that all lay members have been informed that AB will no longer be Accountable 
Officer and PC said that all lay members appreciate the leadership provided by AB over the 
last few years. Director’s supported this statement and JLEB formally noted its thanks to AB.  
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HB noted the importance of AB remaining in a visible clinical role within the CCG within a 
clinically led organisation. JG supported this, noting that AB provides clinical credibility within 
a member organisation.  
 
FN asked whether, if the CCG membership identified an alternative clinical Accountable 
Officer, this would be approved by NHS England. AB responded that no GP in 
Northumberland has completed Accountable Officer training and NHS England approval and 
therefore there is not a clinical alternative.  
 
DS asked whether members would be asked to vote on all three options. AB felt that a 
narrative explaining all three options should be included in communications to members, but 
that a mandate would be required for option three only. DS said that a formal 
recommendation is required from JLEB. It was agreed that AB would not be involved in 
making this recommendation, as the exiting Accountable Officer. Communications will be sent 
out on behalf of the four locality director’s and JG, with a mandate being sought at locality 
meetings during w/c 3 October 2016.  
 
FN asked whether there will be any changes to JR’s role within the CCG. JR said that her 
focus will be on ACO development and that some of her operational duties will be picked up 
via strategic commissioning arrangements within Northumberland County Council (NCC).  
 
AB thanked JLEB members for their support and work over the years, in particular JR.  
 
Decision: JLEB formally recommended taking option three, expedition of strategic 
commissioning arrangements for the CCG, to locality meetings to secure the members 
mandate.  
 
Safeguarding Board  
 
There have been two deaths in Northumberland which meet the criteria for Serious Case 
review (SCR). A case involving a non-mobile baby with bruising has drawn criticism regarding 
the speed of GP response. JLEB discussed the need to ensure that GPs are aware that 
cases such as this constitute a medical emergency. AT to ensure that this is fed back and that 
a flyer and guidance is produced and circulated.  
 
Restitution 
 
Fortnightly monitoring is taking place and the CCG is currently ahead of target. JLEB thanked 
AT and her team for improvements to the efficiency and processes in this area.  
 
Actions:  
 
JLEB /16/199/01: SY to produce communications regarding AB vacating the 
Accountable Officer role and the future options for CCG membership consideration 
and voting.  
 
JLEB/16/199/02: AT to feed back the need to ensure that GPs are aware that cases 
relating to non-mobile babies with bruising are a medical emergency and that a flyer 
and guidance is produced and circulated.  
 
JLEB/16/200 Agenda Item 4 Locality Meeting Feedback  
 
The August 2016 JLEB meeting’s key points note did not recommend any core strategic 
agenda items for consideration at locality meetings. Paracetamol prescribing was a common 
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discussion theme at locality meetings. This will discussed in more detail in the private JLEB 
meeting.  
 
JLEB discussed GP alignment with care homes in the Blyth Valley locality, noting that good 
progress has been made.  
 
JLEB/16/201 Agenda Item 5 Quality Report 
 
AT presented the report and outlined key headlines for August 2016:  
 

 Health Care Associated Infections (HCAI): C.Difficile targets were exceeded in 
August; however remain within trajectory for year to date.  

 Serious Incidents: Six serious incidents were reported and one ‘never incident’ was 
reported by Northumbria Health Care foundation Trust (NHCFT) relating to a Cumbria 
CCG patient. 

 SIRMS: Northumberland GPs have made an increased number of reports in relation to 
the Northumberland, Tyne and Wear Trust (NTW). Regionally there have been a 
greater number of reports relating to the North East Ambulance Service (NEAS).  

 Safety Thermometer:  
o 12 falls with harm were reported by NHCFT; 11 of these were categorised as 

low harm.  
o Newcastle Hospitals (NUTH) reported increased incidents of category 2 

pressure ulcers. A deep dive is being undertaken by day, hour, staff level and 
location to understand the reasons for this. Results will be included in the 
October 2016 quality report.  

o NTW reported falls with harm for four patients.  

 Maternity: The combined harm free score for NHCFT has increased to above the 
national average. A diversion was in place on 18 August 2016 due to a surge in 
activity. Two patients were seen at the Royal Victoria Infirmary (RVI) as a result. 

 CQC: NTW received an outstanding rating in its recent CQC inspection.  
 
SB asked whether the outstanding CQC rating for NTW triangulates to the CCG’s experience 
of the provider, particularly in relation to children and young people. AT explained that NTW 
has recognised that there are concerns in this area and has produced an action plan that will 
be monitored by the Quality Review Group (QRG). JR explained that Daljit Lally has written to 
the CCG expressing concern about mental health services for children and young people. 
The CCG will escalate to NTW in response.  
 
PC noted that CQC had recommended that NTW reduces its use of physical restraint. AT 
explained that this is being addressed on an ongoing basis.  PC further noted the improved 
performance in relation to two week waits for breast symptomatic patients and that still birth 
rates seemed high, however this relates to very low numbers of patients.  
 
Actions:  
 
JLEB/16/201/16: AT to update the quality report to read “physical restraint” rather than 
mechanical restraint, in relation to NTW CQC recommendations.  
 
JLEB/16/202 Agenda item 6.1 2016/17 Performance Report  
 
DL presented the July 2016 performance report and outlined the key areas of consideration:  
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 Ambulance performance: Performance has improved compared to July 2015, 
however remains significantly below target.  

 Cancer performance: Resilience is building up month on month, with dips in 
performance mostly relating to low numbers of patients.  

 Dementia screening: Northumberland remains an outlier nationally. National 
incentives were withdrawn earlier in 2016, however local incentives are now in place 
and performance is improving month on month as a result.  

 IAPT: The Talking Matters Northumberland (TMN) contract is now in escalation and 
the CCG is working with the provider regarding local targets. The CCG has outlined 
that an improvement programme is required by the end of September 2016; if this is 
not produced, there will be consideration of putting the contract into breach.  

 18 week waits: Targets have been consistently breached within trauma and 
orthopaedics. However, overall performance is above the planned level submitted to 
NHS England for 2016/17 and NHCFT is well above trajectory.  

 Handover delays: Performance remains below target, with NHCFT accounting for 
50% of total time lost in the north east in August, but only making up 13% of the 
activity.  

 
FN noted the importance of encouraging and supporting practices to meet dementia 
screening targets. Performance is at 65% against a national average of 66% and FN assured 
JLEB that there are not large numbers of patients not being treated. More support is required 
from NHCFT and practices should be encouraged to capture information relating to in-
patients and patients on NTW waiting lists via the dementia screening tool. 
 
Appendix 1 outlined CCG performance against six clinical priorities in comparison to the NHS 
England average and local performance. The CCG shows strong performance in many areas; 
where there are lower performance levels, the CCG is still demonstrating improvements year 
on year. JR noted that this information represented a point in time recording and would be 
reviewed again in six months.  
 
Actions:  
 
JLEB/16/202/01: FN to feed back diabetes diagnosis rate performance against national 
targets and the national average to diabetes groups.  
 
JLEB/16/203 Agenda Item 6.2 Finance Report  
 
GW presented the report, which outlined the CCG’s financial position to the end of August 
2016. At the end of month five, the CCG technically reported a c£5m deficit, with risks 
amounting to £15.2m. The CCG’s confirmed allocation is £500.8m, with an additional 
allocation of £28k received for the GP development programme. c£24m of risks have been 
identified in relation to contract over performance, QIPP under delivery, 117 and prescribing, 
with mitigations of £12.2m assumed.  
 
Contract over-performance at NHCFT amounts to £3.2m to date; a straight line projection 
would result in £11m overspend at year end. A number of challenges have been raised with 
NHCFT in relation to coding for A&E and non-electives since month one. NUTH over 
performance amounts to £667k to date, a straight line projection of £1.1m at year end. There 
are QIPP schemes to be brought in later in the year which will help to reduce this figure and 
the focus is currently on reducing costs for drugs and electives / day cases.  
 
Cash targets and better payment practice targets continue to be met.  
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JR noted that the Financial Recovery Plan (FRP) will be discussed on the private JLEB 
agenda and JLEB will consider risks and mitigations within that discussion. The position 
stated in this finance report reflects the picture at the end of month five only.  
 
JG asked whether straight line projection assumes the same level of over performance 
throughout the year. GW explained that it does, including seasonal variations, such as 
expected increased activity in winter.  
 
PC asked whether increased activity in orthopaedic surgery undermines historical savings 
related to musculoskeletal (MSK). GW to clarify this.  
 
JG asked whether there had been any progress regarding coding challenges. JR explained 
that NHCFT are currently considering the challenges and discussions are ongoing.  
 
Actions:  
 
JLEB/16/203/01; GW to clarify whether increased activity in orthopaedic surgery 
undermines historical savings related to MSK. 
 
JLEB/16/204 Agenda Item 7.1 CCG Directions 
 
The CCG has received formal directions from NHS England as a result of the financial deficit. 
The directions, which came into affect from 1 September 2016, were outlined in the report 
and considered by JLEB. NHS England has requested that the CCG delays submission of the 
FRP from 30 September 2016 to 7 October 2016, although the CCG was intending to submit 
for the September date. The CCG has not been put into special measures. 
 
An FRP meeting with NHS England will take place on 28 September 2016 to discuss the way 
forward in the national climate of reducing provider deficit, which is adversely affecting the 
CCG’s ability to reduce its own deficit.  
 
JW voiced concern regarding the tendency for providers to push through increased activity in 
order to reach their control totals for 2016/17. MR noted that chasing activity is not the 
approach everywhere and that the move to the ACO will hopefully see a more partnership 
based approach emerging.  
 
JLEB/16/205 Agenda Item 7.2 ACO Update  
 
JR presented the report, explaining that a Prior Information Notice (PIN) was published on 10 
September 2016 and closed on 23 September 2013. The PIN describes the CCG’s intention 
to negotiate a contract with NHCFT to host partnership arrangements in relation to the ACO.  
 
Four EOIs were received; three of which were either withdrawn or did not respond to requests 
to demonstrate how they could meet the requirements by the closing date and one of which 
was an expression of interest in being a stakeholder.  We also received one letter which, 
whilst not an expression of interest, did note the importance of finalising the clinical and 
financial strategy.  
 
Decision: JLEB authorised the CCG to commence negotiations with NHCFT as the 
potential lead provider for the ACO.  
 
JR noted that an outline business case for the potential ACO is required for submission to 
NHS England and NHS Improvement and asked JLEB to consider the content of the case for 
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change and feed back views from themselves and locality boards. The case for change is not 
sufficiently detailed for the business case submission – it simply contains the headlines.  
 
JR explained that the Primary Care Leadership Group (PCLG) has received guidance from 
Capsticks regarding developing the voice of primary care on the ACO Board and will consider 
these at a workshop session on 6 October 2015. SB noted that this session will result in a set 
of recommendations to be taken to membership vote, with support from the LMC. JLEB noted 
the progress in this area.  
 
JR explained that the ACO Programme Board have agreed to dedicate a proportion of the 
management budget for the potential ACO to primary care in relation to management support 
required to enable primary care to take up a place at the ACO Board. JR asked JLEB to 
endorse this proposal.  
 
Decision: JLEB endorsed the proposal for the ACO Programme Board to provide 
funding support to enable primary care to take up a place at the ACO Board.  
 
Appendix 4 outlined the proposed long term health outcomes for the ACO developed by the 
Kings Fund, which will be discussed at a meeting with the Kings Fund on 6 October 2016. JR 
asked JLEB for comments.  
 
SY asked what locality director feedback on the ACO outcomes was. FN suggested that the 
outcomes are not specific enough. SY noted that the outcomes have not yet been developed 
to contract level. JG felt that there is a lot of overlap and repetition. JR explained that a 
framework is needed to sit underneath the outcomes which will explain the specific 
measurements to be put in place.  
 
SB asked how the proposed outcomes fit with the planning framework. JR said that the ACO 
Programme Board will discuss in October 2016 the intention not to undertake a double 
contracting round.  
 
Actions:  
 
JLEB/16/205/01: Locality directors to request comments on the content of the case for 
change from locality boards and feed back to JR.  
 
JLEB/16/206 Agenda Item 8.1 Conflicts of Interest 
 
NHS England has produced revised guidance in relation to conflicts of interest; the CCG’s 
policy has been updated to reflect these changes and has been reviewed by the Governance 
Group. There are seven key changes to the guidance, which were outlined in Appendix three 
of the report. There is now an additional requirement to confirm conflicts of interest 
compliance annually to NHS England. Gifts and hospitality information now needs to be 
captured for GPs undertaking CCG business; the Governance Group will take forward the 
work required for compliance in this area.  
 
AB noted that GPs working in practices, while members of the CCG, are not doing any work 
directly for the CCG and asked how this would fit with the gifts and hospitality 
recommendations. SY said that NECS are currently developing the next layer of guidance to 
clarify such issues.  
 
JG asked SY to ensure that the updated conflicts of interest policy has been proofread.  
 
Actions:  
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JLEB/16/206/01: SY to ensure that the conflicts of interest policy is proofread.  
 
JLEB/16/207 Agenda Item 8.2 Assurance Framework 
 
SY presented the CCG assurance framework, noting that little has changed since the last 
JLEB review and that all actions are within date for review. A strategic overview is needed 
and will be undertaken ahead of the next assurance framework report to JLEB.  
 
In relation to the operational risk register, there has been one change in severity to risk 1447, 
regarding the financial impact of the Northumbria Specialist Care Emergency Hospital 
(NSECH).  
 
SY explained that, as part of the FRP, the QIPP tracker has been RAG rated and 
recommended that FRP risks remain separate to the strategic assurance framework, however 
if there are issues that JLEB wish to escalated to strategic level, this can be included with the 
framework as required.  
 
AT asked whether a generic risk relating to the FRP should be included on the assurance 
framework. SY explained that a strategic risk exists in relation to the financial balance of the 
CCG which is sufficient to cover this.  
 
JLEB/16/208 Agenda Item 9 Locality meeting assurance points 
 

 ACO long term health outcomes  

 TMN contract  

 ABs role as the accountable officer  
 
JLEB/16/209 Agenda Item 10 Any other business 
 
Actions:  
 
JLEB/16/209/01: HB and AT to discuss making SIRMS reporting easier following 
discussion at the North Locality Board  
 
JLEB/16/210 Agenda Item 12 Date and time of next meeting 
 
26 October 2016, 0900, Warkworth Meeting Room, County Hall.  
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