
 
 

 

 

 
20170906 Governing Body Agenda 

Clinicians commissioning healthcare 
for the people of Northumberland 

Meeting of the Governing Body 
 
 
 
This meeting will be held at 1000 on 6 September 2017 in 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 

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

 
 

V Bainbridge 

1045 6. Strategic Direction: 
 
6.1  Accountable Care Organisation Update 
6.2  System Transformation 
6.3  CCG Integrated Assessment Framework 
 

 
 
 
 
 
 

 
 
V Bainbridge 
S Brown 
S Brown 
 

1130 7. Board and Committee Minutes 
 
7.1  Financial regulation and audit 
7.2  Primary Care Commissioning 
7.3  Joint Locality Executive Board 
 

 
 

 

 

 

 

 
 
S Brazier 
J Guy 
V Bainbridge 

1155 8. 
 

Any other business   
 

 J Guy 
 

1200 9. 
 

Date of Next Meeting: 18 October 2017  J Guy 
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Minutes of the Governing Body 
19 April 2017 
 
Members Present:  
 
Mrs Janet Guy  Lay Chair (Chair) 
Mrs Karen Bower  Lay Governor 
Mr Steve Brazier  Lay Governor 
Dr Paul Crook  Governing Body Secondary Care Doctor 
Dr John Unsworth  Governing Body Nurse 
Mr Mike Robson  Chief Finance Officer 
Mrs Vanessa Bainbridge Chief Operating Officer 
  
In attendance: 

 
Mr Stephen Young  Strategic Head of Corporate Affairs 
Mrs Rachael Long  Corporate Affairs Manager 
Mr David Lea   Service Development Manager for item 6 
 
NCCGB/17/12 – 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 Clinical 
Commissioning Group (CCG).   
 
This is not a public meeting, but a meeting held in public.  If members of the public had any 
questions on items on the agenda, they were asked to raise them at this point and the lead 
officer would then attempt to cover the question in their respective agenda item.   
 
There were no questions raised. 
 
NCCGB/17/13 – Agenda item 2 – Apologies for absence  
 
Apologies for absence were received from Dr David Shovlin, Locality Director; Dr Alistair Blair, 
Clinical Chair and Mr Steven Mason, Accountable Officer. 
 
NCCGB/17/14 - Agenda item 3 – Minutes of the previous meeting and matters arising 
 
Governing Body members approved the minutes as a correct record subject to the change 
below: 
 
Page 5, last sentence to be reworded. 
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Matters arising 
 
Page 3, John Unsworth asked for an update on system pressures in relation to emergency 
care. Vanessa Bainbridge said that the Joint Locality Executive Board (JLEB) and Governing 
Body received presentations on the Emergency Care Improvement Programme (ECIP) work at 
their last meetings.  The improvement programme adopts a system wide approach and 
considers the Northumbria Specialist Emergency Care Hospital (NSECH), ambulance 
conveyance and community services.  An independent chair has been appointed, Jeremy 
Pease, who has experience in urgent care and was previously the chief executive of an 
ambulance trust.  Recent figures show that there is an improving trend to performance levels.   
 
David Lea noted that the ECIP improvement programme has established three workstreams, 
focussing on assess to admit, today’s work today and discharge – going home.   
 
NCCGB/17/15 – Agenda item 4 - Register of interests, review of conflicts of interest and 
quoracy 
 
No conflicts of interest were declared. 
 
Due to the apologies given the meeting was not quorate.  Any decisions or recommendations 
made  will therefore be subject to subsequent ratification by a quorate Governing Body.  
Governing body members approved this approach but noted that no significant agenda item 
decisions were anticipated. 
 
NCCGB/17/16 - Agenda item 5 - Chief Clinical Officer and Chief Operating Officer 
assurance and key issues briefing 
 
Vanessa Bainbridge provided an update on key issues: 
 
Accountable Care Organisation (ACO) - Work continues on developing the Full Business 
Case (FBC) to be submitted to NHS Improvement and NHS England by 30 April 2017, with the 
development of the underpinning clinical model a key priority.  From 1 April to 30 June 2017, 
the CCG, Northumbria Healthcare NHS Foundation Trust (NHCFT) and primary care (as core 
members of the ACO) will form an ACO transition board to manage the operational transition 
to the ACO (subject to approvals). 
   
CCG Financial Recovery – The CCG is currently forecasting a deficit of £31.04M for 2016/17.  
The CCG is being supported by NHS England to identify further opportunities for financial 
recovery that will result in a sustainable clinical and financial system in Northumberland within 
three years.   
 
Rothbury – The public consultation on the future of the inpatient bed service at Rothbury 
Community Hospital and the potential shaping of existing health and care services around a 
Health and Wellbeing Centre on the hospital site in Rothbury completes on 25 April 2017.  The 
consultation has been comprehensive and included two well attended public meetings, four 
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‘drop in’ sessions held at various times of the day to encourage wide participation, a number of 
focus groups facilitated by Healthwatch and a survey.  The results of the consultation will be 
fully considered by the CCG before further announcements are made in the summer. 
 
Vanessa Bainbridge reported that the CCG is anticipating receiving a statement from the Save 
Rothbury Hospital campaign group on 24 April 2017.  The CCG is not able to discuss the 
future of the hospital with the Health and Wellbeing Overview and Scrutiny Committee until 
after the newly elected Council members take their seats. 
 
Paul Crook asked whether the general election will affect the ACO decision making process.  
Vanessa Bainbridge responded that advice will be taken but in the meantime ACO 
development work will continue. 
 
GP Forward View Extended Access – The seed funding offer to primary care to develop 
local models of delivery for extended access has been made, together with the offer of 
support.  The target date for operational delivery is September 2017.  CCGs will be required to 
ensure that the additional investment dovetails with plans to develop a single point of contact 
to integrated urgent care and GP out of hours services, accessed through a reformed 111 
service. 
 
Sport England Bid ‘Towards an Active Nation’ – The CCG along with other key partners 
including the Local Authority, NHCFT and Active Northumberland are submitting an expression 
of interest for a Local Delivery Pilot, with allocations to be made to 10 systems from a total 
funding pot of £130m, potentially up to £10m per system.  Sport England’s focus has moved 
away from team sports to people from every background regularly and meaningfully engaging 
in physical activity with five outcomes: physical wellbeing, mental wellbeing, individual 
development, social and community development and economic development.  The decision 
on whether the expression of interest has been successful is expected in June 2017. 
 
Janet Guy commented that Active Northumberland attended the last Governing Body meeting, 
and two GPs highlighted the continued importance of promoting of physical activity and 
therefore considered this a very worthwhile initiative. Vanessa Bainbridge said that the 
initiative will help support the proposed ACO clinical model. 
 
Steve Brazier commented that, while there will be other organisations bidding for the sport 
grant, the CCG’s joint management arrangements should put it in a good position. 
 
NCCGB/17/17 – Agenda item 6 – Integrated Assessment Framework 
 
David Lea reported on the latest position for the key performance indicators in the Integrated 
Assessment Framework (IAF). 
 
The IAF merges NHS Constitution metrics  with the longer range core performance and 
finance indicators, outcome goals and transformational challenges.  It has four domains:  
Better Health, Better Care, Sustainability and Leadership.  IAF performance is an element of 
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the CCG’s assurance process and demonstrates delivery of the national key indicators for 
public accountability.  The purpose is to enable local health and communities to assess 
progress and then unlock change and make system wide improvements. 
 
In 2016/17, NHS England focused on six clinical areas and issued a rating for each CCG on a 
four point ‘Ofsted-style’ scale.  The CCG  is generally performing better than the overall 
England average against the six clinical indicators. 
 
Paul Crook asked whether the trends are improving nationally?  David Lea said that 
Northumberland is improving as a CCG when compared to the national trend.  However further 
improvements were needed concerning cancer recovery, but even here the overall trend was 
improving. 
 
Karen Bower noted that the CCG is performing well in early diagnosis of cancer and one year 
on, but recovery appears to be more of an issue, she asked whether this is due to the 
timescales between early diagnosis and recovery.  David Lea said that it is, and that once 
again the CCG is seeing an improving trend but it can take a long time for the impact to be 
seen. 
 
Karen Bower asked whether the amber rating for leadership is due to the CCG’s finances.  
David Lea answered that it was.  Janet Guy added that the CCG’s assessment in this area is 
directly affected by the current financial position. 
 
John Unsworth commented that there are some real success stories in the CCG, for example 
the recent considerable improvement in dementia diagnosis rates, and personal health 
budgets performance. 
 
Karen Bower asked what provides the CCG assurance that the mental health indicator will 
show signs of improvement?  David Lea said that there have been improvements in Children 
and Young Peoples Services performance in managing waiting lists recently.  Improving 
Access to Psychological Therapies (IAPT) work is also continuing and the CCG’s advice and 
guidance is resulting in improved performance.   
 
Steve Brazier commented that in places the metrics are not clearly measurable.  For example 
fall data is solely a number but does not provide broader context.  He asked if the reported 
number is per 100,000?  David Lea said that this was the case.  He also said that this was an 
area that the CCG was looking to improve even further in both acute and community settings. 
 
Steve Brazier commented that the CCG’s performance looks good overall, with the caveat of 
the red on finance.  Janet Guy added that we must not lose sight of the fact that in other areas 
the CCG’s performance is good. 
 
Paul Crook said that delayed transfer to social care is low and always has been, he asked 
whether this relates to the 4 hour A&E waits.  Vanessa Bainbridge responded that there are a 
number of factors, one is the integrated partnership between the local authority and NHCFT.  
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There is a focus on developing the hospital to home team, the hospital at home teams and the 
hospital avoidance teams.   
 
Steve Brazier said that the press has recently reported that NHS England is mandating triaging 
at the front door of A&E by GPs.  David Lea said that this is an ECIP workstream.  The CCG is 
promoting alternatives to stop people attending A&E, the problem is that once they are seeing 
a GP triage, they have already arrived at A&E.   
 
John Unsworth commented that having a GP at the front door would be a fundamental change 
for NSECH, which was originally designed to receive ambulance transfers only.  If the service 
is going to include GP triage, this would be sending the wrong message. 
 
Vanessa Bainbridge said that from the first day of operation, NSECH was set up for 
ambulance transfer only, but that patients who could self care or go to a GP continue to 
present at NSECH and the current situation needs to be appropriately managed. 
 
Steve Brazier reported that there is a link between extended hours and attendance at hospital.  
The Primary Care Commissioning Committee, taking place after this meeting, will discuss a 
paper on extended access, and the benefits that may derive from providing extended hours.  
This needs to be compared and a link established between extended hours and hospital 
attendance figures going forward.  Vanessa Bainbridge responded that this is being looked at 
as part of the ECIP workstream. 
 
Governing Body members considered the performance of the CCG against key Integrated 
Assessment Framework performance indicators and supported the actions identified to 
improve future performance.   
 
NCCGB/17/18 – Agenda item 7 – Board and committee minutes 
 
Agenda item 7.1 Resource and Performance 
 
Karen Bower reported on the work of the Resources and Performance Committee, the main 
items discussed at the last meeting were: 
 

 Ambulance and 111 performance, which will be an ongoing agenda item. 

 The Talking Matters Northumberland contract, which had been in escalation, but no 
longer is.  A key action point from this discussion was how to formulate gainshare 
agreements in future. 

 
Governing Body members noted and accepted the contents of the minutes. 
 
Agenda item 7.2 – Financial Regulation and Audit 
 
Steve Brazier reported on the work of the Audit Committee.  The main items discussed at the 
last meeting were: 
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 The committee agreed the internal audit workplan for next year, this is normally 
straightforward, but with the move towards the ACO, the audit plan may be subject to 
further review. 

 There are three areas of potential prior period adjustments currently being discussed 
with Mazars, the external auditors.  These are mental health pooling, Section 117 and 
CHC.   The committee members agreed on the first two, and noted the CHC 
discussions are ongoing.   

 External auditors will give the CCG a qualified Value For Money (VFM) opinion which 
reflects the deficit position. 

John Unsworth asked what impact the qualified VFM opinion has?  Steve Brazier responded 
that he is unaware of any implications.  The CCG’s external auditors have written to the 
Secretary of State about the CCG’s 2016/17 financial position but would not include comment 
about their VFM opinion. 
 
John Unsworth asked why the external auditors have rated the CCG as amber for lack of 
evidence regarding System Transformation Programme and ACO development, he would 
have suggested that as an organisation we should have a better position than others on 
engagement due to the partnership arrangements etc. in place.  Steve Brazier answered that 
discussions continue with the auditors in this respect.  
 
Governing Body members noted and accepted the contents of the minutes. 
 
Agenda item 7.3 – Engagement and Quality 
 
Karen Bower reported on the work of the Engagement, Public Health and Quality Committee, 
the main items discussed at the last meeting were:   
 

 There have been high levels of engagement in Rothbury,  Vanguard, and the STP and 
the engagement team has been busy and is to be commended.  This engagement has 
been considered in the committee. 

 The committee gained substantial assurance on the Deprivation of Liberty work. 

 There has been a considerable CDifficile rate decrease since 2015/16. 

 The first annual safeguarding report was received.   

 Committee members commended the quality visit programme.  Visits are scheduled to 
providers if there have been issues raised on the quality of services. 

 
Governing Body members noted and accepted the contents of the minutes. 
 
Agenda item 7.4 – Primary Care Commissioning 
 
Janet Guy reported on the work of the Primary Care Commissioning Committee, the main 
items discussed at the last meeting were:   
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 A presentation on the primary care operational plan which was useful and informative. 

 The primary care representative model on the ACO was discussed, good progress is 
being made and the members are satisfied with it. 

 The extended access programme. 
 
Governing Body members noted and accepted the contents of the minutes. 
 
Agenda item 7.5 Joint Locality Executive Board 
 
Vanessa Bainbridge reported on the work of the Joint Locality Executive Board, much of which 
had already been covered elsewhere on the agenda. 
 
The board considered a detailed report and discussion on ambulance data.  David Shovlin and 
Siobhan Brown have been tasked to look at these issues and to have discussions with the 
North East Ambulance Service (NEAS).  A more detailed report will be discussed at a future 
board meeting. 
 
The board has a useful debate the continuing healthcare positon and progress on 
benchmarking.  A more detailed report will be discussed at a future board meeting. 
 
Governing Body members received the minutes for information. 
 
NCCGB/17/19 – Agenda item 8 Any other business 
 
There was no further business to discuss. 
 
NCCGB/17/20 – Agenda item 9 - Date of next meeting 
 
21 June 2017 
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Members of the Governing Body are asked to:  
 
1. Consider the Chief Operating Officer report. 

 
ACO Developments 
 
Financial model 
 
A key financial challenge meeting was held on 14 August 2017 with NHS England (NHSE), 
NHS Improvement (NHSI), Northumberland Healthcare NHS Foundation Trust (NHCFT) and 
NHS Northumberland Clinical Commissioning Group (CCG).  The purpose of the meeting was 
to review financial data from the Accountable Care Organisation (ACO) business case.  The 
discussions held and the further information provided will feed into the first national Joint 
Investment Committee meeting between NHSE and NHSI on 7 September 2017.  From a CCG 
perspective, it is imperative that a prompt decision is made from NHSE and NHSI regarding 
the ACO following the meeting on 7 September 2017.  The CCG’s current position is 
unsustainable in terms of dual running, preparing for both an ACO and also the possibility of a 
non-ACO future.  
 
ACO Clinical Strategy 
 
From a clinical perspective, an ACO clinical strategy challenge meeting is being held on 7 
September 2017 with NHSE and NHSI and a number of other clinicians from NHCFT and from 
primary care.  The purpose of the meeting will be to discuss the ACO clinical strategy and 
demonstrate clinical scenarios – illustrating how the ACO would create joined up care across 
the whole Northumberland system for the benefit of patients and the wider population. 
  
Primary Care Federation 
 
Members of the CCG, the 42 primary care practices, have voted in principle and following the 
vote close on the 15 August 2017, a 76% population vote in favour of the ACO has been 
confirmed.  In addition, from a provider perspective, 34 out of 42 GP practices have signed up 
to the Northumberland Primary Care Federation. The Federation will represent primary care at 
the ACO table should the ACO go ahead and five leaders have been appointed across the four 
localities including a job share in one locality. 
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Financial Recovery 
 
The CCG is actively working on financial recovery with the aim of creating a sustainable 
system across Northumberland. The development of an ACO is the favoured option for 
financial sustainability but the CCG is also implementing numerous other options that manage 
demand both electively and non-electively, reduce length of stay and dependence on beds 
within the system and transfer care where appropriate to community settings. The CCG has a 
forecast deficit of £4.5m and cumulative deficit of £44.9m. 
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20170906 UC Agenda Item 6.3 Integrated Assessment 
framework 
 
 

Members of the Governing Body are asked to: 
 
1. Consider the performance of the CCG against the key Integrated 

Assessment Framework performance indicators for the 2016/17 year. 
Note the CCG has been rated as inadequate and been placed into ‘Special 
Measures’ as a result of the ongoing financial performance and historical 
CCG leadership. 

2. Support the actions identified to improve future performance.  

 
Purpose 
 
This report outlines NHS Northumberland Clinical Commissioning Group’s (CCG) 
end of 2016/17 year position for the key performance indicators in the Integrated 
Assessment Framework (IAF). 
 
Background 
 
The IAF brings together the NHS Constitution metrics along with the broader and 
longer range core performance and finance indicators, outcome goals and 
transformational challenges.  It is an element of the CCG’s assurance process in that 
it demonstrates delivery of the national key indicators for public accountability. The 
purpose is to enable local health and communities to assess progress and then 
unlock change and make system wide improvements in line with the Five Year 
Forward View. 
 
The IAF has four domains: 
 

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

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

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

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

 
Northumberland CCG Rating 
 
The CCG has received an overall rating of “inadequate” in NHS England’s 
assessment of the 2016/17 performance. The letter from NHSE noted: “Thank you for 
the significant work undertaken during 2016/17, there are many positive examples of 
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work and performance against constitutional standards is very good.  However, there 
remains significant challenge ahead and I would ask that the CCG continues its 
relentless focus on finance”. 
 
Although only representing 25% of the assessment criteria, a considerable influence 
on this overall rating related to the financial position of the CCG. This in turn 
influenced the leadership rating, representing another 25% of the assessment. 50% 
of the overall assessment is based upon the performance on key indicators and 
clinical priorities. Based on performance alone, the CCG would have received a 
rating of at least good.  
 
Northumberland CCG 2016/17 assessment by NHS England 
 
The table below shows the performance of the CCG against the range of indicators 
outlined in the improvement assessment framework. The performance elements are 
shown in the sections relating to better health and better care. 
 
The table shows the peer position of the CCG against the ten most similar 
CCGs. Where the CCG is placed in first or second place the box is highlighted green. 
When placed in the tenth/eleventh place the box is highlighted amber.  
 
The CCG position is also shown as a comparison within the 209 CCGs across 
England. Where the CCG is placed in the upper quartile the box is highlighted green. 
When placed in the lowest quartile – amber. 
 
Governing Body members should note that the data used in this assessment is not 
necessarily the most recent, unlike the position reported in the monthly performance 
report. In many instances the CCG has taken action that has subsequently been 
reflected in improved performance since that used for assessment. IAPT recovery 
rates and dementia detection are prime examples. 
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Good is

High/ Low

Smoking Maternal smoking at delivery Q3 16/17 L 14.1% 6/11 154/209

Child obesity Percentage of children aged 10-11 classified as overweight or obese 2014/15 L 32.6% 6/11 97/209

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

(HbA1c, cholesterol and blood pressure) for adults and one (HbA1c) for children
2015-16 H 41.1% 5/11 57/209

People with diabetes diagnosed less than a year who attend a structured education course 2014 H 15.3% 4/11 26/209

Falls Injuries from falls in people aged 65 and over Q3 16/17 L 2,099 10/11 140/209

Utilisation of the NHS e-referral service to enable choice at first routine elective referral Mar-17 H 67.7% 5/11

Personal health budgets Q4 16/17 H 57.0 2/11 20/209

Percentage of deaths which take place in hospital Q2 16/17 <> 50.4% 2/11 60/209

People with a long-term condition feeling supported to manage their condition(s) Mar-16 H 70.5% 1/11 14/209

Inequality in unplanned hospitalisation for chronic ambulatory care sensitive conditions Q3 16/17 L 1,198 10/11 173/209

Inequality in avoidable emergency admissions Q3 16/17 L 2,502 10/11 176/209

Appropriate prescribing of antibiotics in primary care Feb-17 <> 1.15 6/11 141/209

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

target of 10%
Feb-17 L 7.1% 2/11 42/209

Carers Quality of life of carers Q4 2016 H 79.4% 7/11 112/209

Acute Q4 2016/17 H 78 1/11 1/209

Primary care Q4 2016/17 H 70 2/11 5/209

Adult social care Q4 2016/17 H 60 7/11 114/209

Cancers diagnosed at early stage 2015 H 55.1% 4/11 43/209

Cancer treatment within 62 days of referral 85% Q4 2016/17 H 86.8% 1/11 37/209

One-year survival from all cancers 2014 H 69.8% 4/11 106/209

Cancer patient experience 2015 H 8.9 1/11 14/209

Improving Access to Psychological Therapies recovery rate 50.0% Jan-17 H 43.5% 9/11 177/209

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

care treated within 2 weeks of referral
50.0% Mar-17 H 75.9% 5/11 109/209

Children and young people’s mental health services transformation Q4 2016/17 H 90.0% 3/11 32/209

Crisis care and liaison mental health services transformation Q4 2016/17 H 77.5% 4/11 76/209

Out of area placements for acute mental health inpatient care - transformation Q4 2016/17 H 100% 1/11 1/209

Reliance on specialist inpatient care for people with a learning disability and/or autism Q4 2016/17 L
84*

Data being challenged
11/11 188/209

Proportion of people with a learning disability on the GP register receiving an annual health 

check
2015-16 H 52.6% 2/11 17/209

Neonatal mortality and stillbirths 2015 L 6.0 3/11 71/209

Women’s experience of maternity services 2015 H 82.4 4/11 47/209

Choices in maternity services 2015 H 66.9% 5/11 77/209

Diagnosis rate for people with dementia 66.7% Mar-17 H 68.0% 3/11 98/209

Dementia care planning and post-diagnostic support 2015-16 H 75.5% 10/11 182/209

Achievement of milestones in the delivery of an integrated urgent care service Jan-17 H 7 1/11 1/209

Emergency admissions for urgent care sensitive conditions Q3 16/17 L 2,677 9/11 145/209

% of patients admitted, transferred or discharged from A&E within 4 hours 95% Mar-17 H 95.3% 1/11 26/209

Delayed transfers of care attributable to the NHS per 100,000 population Mar-17 L 3.5 1/11 5/209

Population use of hospital beds following emergency admission Q3 16/17 L 537.4 11/11 146/209

Management of long term conditions Q3 16/17 L 1,037 2/11 61/209

Patient experience of GP services
July 2016 

publication

March 2016 

publication
H 88.7% 4/11 32/209

Primary care access Mar-17 H 0.0% 6/11 115/209

Primary care workforce Sep-16 H 1.1 8/11 31/209

Elective Access Patients waiting 18 weeks or less from referral to hospital treatment 92% Mar-17 H 94.7% 1/11 17/209

CHC People eligible for standard NHS Continuing Healthcare Q3 16/17 <> 124.4 1/11 1/209

Financial Plan 2016 6/11 141/209

In-year financial performance Q3 16/17 5/11 141/209

Outcomes in areas with identified scope for improvement Q3 16/17 H 1/11 1/209

Improvement areas - expenditure Q3 16/17 1/11 1/209

Local digital roadmap in place Q4 16/17

Digital interactions between primary and secondary care Q4 16/17 H 59.3% 5/11 141/209

Local strategic estate plan in place 2016/17

Staff engagement 2016 H 4 1/11 2/209

Progress against workforce, race equality standard 2016 L 0.5 2/11 10/209

Effectiveness of working relationships in the local system 2016/17 H 69.27 2/11 92/209

Quality of CCG leadership

High quality of care

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

Domain Indicators Indicator Description
National 

standard
Latest data Performance

Peer 

position

England 

position
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The table below is similar to the last but compares the CCG performance within the 
local STP overall performance of Northumberland Tyne and Wear and also for 
England. Columns within the charts highlight in green where the performance of the 
CCG is stronger than that overall for the STP and England.  
 
The CCG peer position is included using the same rationale in appendix four. In addition 
the comparative position of the STP within the 44 STPs across the country is 
highlighted. Where the STP is in the top quartile the box is green, when in the lowest 
quartile highlighted amber.  
 
When reviewing the performance of the CCG in appendix five with the STP and England 
performance, it can be seen that the CCG performance is the strongest in most of the 
indicators where a comparison can be made. The CCG performance compares more 
favourably with other CCGs across the country than the overall STP position compared 
with the other STPs across the country.  
 

 
 
 
Key Areas of Strength / Areas of Good Practice 
 
According to the latest available data, Northumberland CCG is rated in the top 
quartile of CCGs nationally on the following indicators: 
 

 Attendance of structure education for diabetes 

 Personal health budgets 

 People with long-term conditions feeling supported to manage their 
conditions. 

 Broad spectrum prescribing 

 Provision of high quality care in acute and primary care - note 5th out of 209 
CCGs for primary care quality and top for acute care 

 Cancer diagnosed at early stage, 62 days from referral to treatment and 
patient experience 

Good is

High/ Low

Smoking Maternal smoking at delivery Q3 16/17 L 14.1% 15.2% 10.6% Better Worse 6/11 39/44

Child obesity Percentage of children aged 10-11 classified as overweight or obese 2014/15 L 32.6% 35.7% 33.4% Better Better 6/11 38/44

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

(HbA1c, cholesterol and blood pressure) for adults and one (HbA1c) for children
2015-16 H 41.1% 39.6% 39.0% Better Better 5/11 29/44

People with diabetes diagnosed less than a year who attend a structured education course 2014 H 15.3% 12.1% 7.4% Better Better 4/11 34/44

Utilisation of the NHS e-referral service to enable choice at first routine elective referral Mar-17 H 67.7% 71.9% 52.7% Worse Better 5/11 35/44

Personal health budgets Q4 16/17 H 57.0 39.3 27.4 Better Better 2/11 38/44

Percentage of deaths which take place in hospital Q2 16/17 <> 50.4% 48.3% 47.1% 2/11 28/44

Acute Q4 2016/17 H 78 75 Better 1/11 42/44

Primary care Q4 2016/17 H 70 67 Better 2/11 32/44

Adult social care Q4 2016/17 H 60 60 Same 7/11 6/44

Cancers diagnosed at early stage 2015 H 55.1% 52.0% 52.4% Better Better 4/11 20/44

Cancer treatment within 62 days of referral 85% Q4 2016/17 H 86.8% 86.4% 81.1% Better Better 1/11 43/44

Improving Access to Psychological Therapies recovery rate 50.0% Jan-17 H 43.5% 48.2% 49.2% Worse Worse 9/11 19/44

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

care treated within 2 weeks of referral
50.0% Mar-17 H 75.9% 78.8% 74.4% Worse Better 5/11 34/44

Learning Disability
Proportion of people with a learning disability on the GP register receiving an annual health 

check
2015-16 H 52.6% 44.2% 37.1% Better Better 2/11 38/44

Neonatal mortality and stillbirths 2015 L 6.0 4.9 Worse 3/11 2/44

Women’s experience of maternity services 2015 H 82.4 82.6 Worse 4/11 40/44

Choices in maternity services 2015 H 66.9% 66.4% 65.4% Better Better 5/11 31/44

Dementia Diagnosis rate for people with dementia 66.7% Mar-17 H 68.0% 72.0% 67.6% Better Better 3/11 36/44

% of patients admitted, transferred or discharged from A&E within 4 hours 95% Mar-17 H 95.3% 95.1% 90.0% Better Better 1/11 40/44

Delayed transfers of care attributable to the NHS per 100,000 population Mar-17 L 3.5 5.1 15.0 Better Better 1/11 1/44

Patient experience of GP services
July 2016 

publication

March 2016 

publication
H 88.7% 87.8% 85.2% Better Better 4/11 35/44

Primary care access Mar-17 H 0.0% 16.6% 22.5% 6/11 24/44

Primary care workforce Sep-16 H 1.1 1.0 1.0 Better Better 8/11 17/44

Elective Access Patients waiting 18 weeks or less from referral to hospital treatment 92% Mar-17 H 94.7% 94.2% 90.3% Better Better 1/11 43/44

CHC People eligible for standard NHS Continuing Healthcare Q3 16/17 <> 124.4 84.8 45.0 1/11 44/44

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

Domain Indicators Indicator Description
National 

standard
Latest data

CCG 

Performance

STP 

Performance

England 

Performance

CCG 

performance 

compared to 

STP 

CCG 

performance 

compared to 

England

CCG 

Peer 

position

STP Peer 

position

B
e
tt
e
r 

H
e
a
lth Diabetes

Personalisation & 

choice

High quality of care

B
e
tt
e
r 

C
a
re

Cancer

Mental Health

Maternity

Urgent and Emergency 

Care

Primary Medical Care



5 

20170906 UC Agenda Item 6.3 Integrated Assessment 
framework 

 

 

 Mental Health – Children and young peoples’ service 

 Mental Health Old Age Psychiatry 

 % of people with a learning disability receiving an annual health check 

 Experience of maternity services 

 Dementia diagnosis rate 

 Delivery of an integrated urgent care service 

 A&E 4-hour waiting times and delayed transfer of care per population 

 Primary Care workforce 

 Patient experience of GP services 

 Patients waiting 18 weeks or less from referral to hospital treatment 
 
In comparing the performance of Northumberland CCG with the ten most similar CCGs: 
  

 The CCG is the only CCG to achieve the suite of cancer targets 

 Patients rated their cancer care / treatment better than other CCGs 

 One year survival from cancer rate improving year on year 

 Strong performance in quality of care within acute and primary care 

 The out of area placements for acute mental health is placed first compared  
with other CCGs and across the country 

 A&E performance was also the strongest 

 Delayed transfers of care was the lowest 

 18 weeks treatment was the strongest 

 People with long term conditions felt the most supported 

 Performed well in antibiotic prescribing  

 Strong performance in relation to staff engagement 

 Performing well in the effectiveness of working relationships within the local 
system 

 Performance in many areas stronger than other local CCGs in North East and 
within STP area. 

 
2016/17 Assessment for cancer, dementia and mental health 
 
In addition to the overall ratings for each CCG, additional assessments have been 
undertaken by three independent clinical panels for each of the priority areas set out in 
The Next Steps on the Five Year Forward View: cancer, mental health and dementia. 
Each CCG has been provided with a rating for each of the three clinical priority areas. 
The ratings are described as: outstanding, good, requires improvement and inadequate. 
For Northumberland CCG the ratings have been awarded as follows: 
 

Cancer    Outstanding 
Mental Health   Good 
Dementia  Requires improvement 
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Summary of key actions to maintain high performance and improve current 
performance in areas of challenge 
 
Financial position 
 
In recent months the CCG has identified £10 million worth of savings which is 
considered to be clearly achievable in this financial year (green rated). It is also working 
on a series of other schemes where potential savings can be realised but as yet need 
further work to ensure delivery during the year (amber and red rated).  
 
Leadership 
 
The management structure has been reviewed and some staff in senior posts have 
been replaced with a new team. This includes the replacement of the Accountable 
Officer, Chief Operating Officer and the Chief Finance Officer. Additional people 
including personnel recommended by NHS England are now in post to support the staff 
currently within the CCG. 
 
Non-financial performance 
 
Although a brief summary was provided last month, outlined below is an update on the 
performance of some of the key indicators that provided a 50% contribution to the 
overall assessment of the CCG’s performance. 
 
High quality of care – across a range of indicators the performance of the CCG was 
placed in the upper quartile. Out of a total of 209 CCGs across the country: 
 

 Within acute care the CCG was placed first 

 Primary care placed 5th (based on strong CQC performance).  

 14th for cancer patient experience 
 
The three main local providers also received an “outstanding” rating for the delivery of 
services - NUTHFT, NHCFT and NTW.  
 
Access – The CCG has continued to perform well in terms of accessing services.  
 

 During 2017/18 all children who need early intervention in psychosis have 
accessed the service within two weeks. (100% performance against a 50% 
target) 

 Despite a dip in performance over the winter months, 95% or more of the 
Northumberland patients now are being seen or admitted within 4 hours 
arrival at accident and emergency departments. This level of performance 
continues to exceed the national average. 

 IAPT performance has improved month on month resulting in the 
achievement of the 50% recovery threshold during 2017/18. 

 The waiting time performance against the 18 weeks 92% threshold has 
consistently exceeded month on month by in excess of 2% (94.4% 
performance year to date). 

 Diagnostic waiting times in excess of 6 weeks performance continue to be 
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delivered well below the 1% national threshold. (0.5% performance year to 
date) 
 

Cancer – outstanding rating  
 
Despite the performance of the CCG deteriorating slightly below the 62 day threshold for 
treatment, the CCG has a recovery plan in place. As outlined above in the performance 
section, NHCFT has received an investment to develop the tracking of patients on the 
pathway. The CCG, in line with the provider, is expecting to be achieving this target by 
October 2017. 
 
To support the recovery in performance, the CCG is also reviewing the pathway with the 
providers in order to detect patients with cancer earlier in the pathway by reviewing 
access to screening and diagnostic tests.  
 
Since 2012 the CCG has improved its performance in detecting cancers at an early 
stage. The performance has improved year on year and now exceeds the England 
average. Although the CCG performance is slightly below the England average, the 
CCG has also improved its performance year on year for one year survival after the 
diagnosis of cancer. 
 
Health inequalities 
 
The CCG was placed in the lowest quartile in relation to the indicators associated with 
this topic – unplanned hospitalisation of chronic ambulatory care sensitive conditions 
and inequality in avoidable admissions. 
 
The CCG is addressing the improvement through a variety of streams of work including 
ECIP and Right Care. 
 
Urgent and emergency care system improvement 
 
Based upon a recent audit of length of stay, the focus is upon the management of frail 
elderly patients in an attempt to provide support and treatment outside the hospital 
environment. A series of work streams are in place to review the pathways as many of 
the patients appear to be within this category. The actions include extending the 
proportion of alternative dispositions for the ambulance service, reviewing the family 
choice policy and its enforcement for follow on support after treatment in hospital and 
providing further support within social care. 
 
Right care  
 
Four streams of work are underway relating to MSK, gastroenterology, cardiology and 
respiratory to reduce lengths of stay in hospital. This will be achieved by either 
alternative treatment outside hospital either in the community or within primary care. 
Alternative pathways to treatment are also being explored relating to the hospital based 
treatment that will involve shorter stays in hospital – potentially as a day patient as an 
alternative to longer periods of hospitalisation.  
 



8 

20170906 UC Agenda Item 6.3 Integrated Assessment 
framework 

 

 

Periodic updates on progress against the integrated assessment framework will be 
provided periodically, however many of the indicators are produced either quarterly or 
annually so updates cannot necessarily be provided as frequently as the range of 
indicators associated with the NHS Constitution framework. 
 
Conclusion 
 
Despite the CCG receiving an inadequate rating overall, the evidence presented in this 
report shows that the CCG has performed strongly when compared with: 

 

 the 10 most similar CCGs – shown by the CCG placed first or second out of 
eleven 

 the 209 CCGs across the country – based upon the proportion of indicators 
that the CCG has been placed in the upper quartile 

 the number of indicators where the performance is better than the local STP 
and England overall performance 

 
The CCG will continue to monitor performance against these indicators throughout the 
year and will report to Governing Body members periodically as a part of the regular 
reporting framework. 
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Minutes of the Audit Committee 
13 July 2017, Choppington B Meeting Room, County Hall   
 
Members Present: 
 
Steve Brazier (SB)  Lay Governor – Audit and Conflicts of Interest (Chair) 
Paul Crook (PC)  Governing Body Secondary Care Doctor 
 
In Attendance: 
 
Carl Best (CB)  Internal Audit Director, Audit One 
Alyson Williams (AW) Internal Audit Manager, Audit One 
Ian Wallace (IW)  Internal Audit, Audit One 
Paul Bevan (PB)  Local Counter Fraud Specialist, Internal Audit, Audit One 
Oliver Harrison (OH) Work experience student, Audit One  
Jim Dafter (JD)  External Audit, Mazars LLP 
Cameron Waddell (CW) External Audit, Mazars LLP 
Mike Robson (MR)  Chief Finance Officer 
Melody Price (MP)  Business Support (minutes) 
 
SB proposed that Agenda Item 8: Internal Audit Outstanding Actions and Agenda Item 10: 
Governance Group Minutes be removed from the agenda and he would discuss the items 
directly with Stephen Young and Rachael Long.  The Audit Committee agreed.   
 
AC/17/42 Agenda Item 1 Apologies for absence 
 
Apologies were received from Stephen Young (SY).   
 
AC/17/43 Agenda Item 2 Declarations of interest 
 
There were no other declarations of interest.  
 
AC/17/448 Agenda Item 3 Quoracy 
 
The committee was quorate. 
 
AC/17/45 Agenda Item 4.1 Minutes of the previous meeting 
 
The minutes were agreed as a true and accurate record.  
 
Matters arising 
 
AW clarified that the Continuing Healthcare (CHC) audit was not included in the Internal 
Audit Plan as it did not provide assurance.  
 
SB asked MR for an update regarding the disputed contract sums included with the 
2016/17 annual accounts as contingent liabilities.  MR stated that he had discussed the 
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issue with the regional NHS England (NHSE) team and had requested that a panel date be 
set for the arbitration hearing at which a final decision should be made.    
       
AC/17/46 Agenda Item 4.2 Action log 
 
All actions were agreed as complete and will be removed from the log with the exception of 
the following:  
 

Action AC/17/29/01: MR to request Cost Improvement Plan (CIP) report from 
NHSE. MR explained that he had still not formally received a copy of Deloitte’s Cost 
Improvement Plan (CIP) from NHSE.  

 
Action AC/17/36/01: SY to amend Assurance Framework Risk 451 ‘Provider 
Delivery’ to include NEAS.  Update to be given at September 2017 meeting.  

 
AC/17/47 Agenda Item 4.3 Terms of Reference review 
 
SB stated that the Audit Committee Terms of Reference were reviewed annually.  The Audit 
Committee discussed and recommended the following changes to the Terms of Reference 
subject to approval by the NHS Northumberland Clinical Commissioning Group’s (CCG) 
Governing Body:  
 

 The term ‘the group’ to be replaced with ‘the CCG’ throughout the document when 
meaning the CCG.     

 Page 1 Principle Function: The ‘objective view of the group’s system control’ to be 
amended to ‘objective view of the CCG’s systems of control’. 

 Page 3 Auditor Panel: ‘The Lay Governor for Resources and Performance and 
Engagement and public and patient involvement will also be a member of the Auditor 
Panel’ to be amended to ‘as nominated by the Governing Body’.   

 
Action AC/17/47/01: Rachael Long to update the Audit Committee Terms of Reference 
with the amendments outlined in the Audit Committee minutes July 2017.  
 
AC/17/48 Agenda Item 4.4 Audit Committee timetable 
 
The Audit Committee reviewed the committee timetable and agreed the following 
amendments:  
 

 External Audit Fee Letter to be brought forward to January 2018 from May 2018.  

 Internal Audit Terms of Reference to be amended to Internal Audit Charter. 

 The draft Internal Audit Charter is to be presented at today’s meeting and the final 
Internal Audit Charter will be presented in March 2018.  Delete draft Internal Audit 
Charter from November 2017 meeting.    

 
SB stated that he would discuss whether the six monthly review of conflicts of interest 
should take place in September 2017, as timetabled, or be moved to November 2017 with 
SY.   
 
SB proposed adding Audit Committee development to the timetable for the September 
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2017 meeting.  The Audit Committee agreed.      
 
Action AC/17/48/01: MP to update the Audit Committee timetable with the 
amendments outlined in the Audit Committee minutes July 2017.  
 
Action AC/17/48/02: SB to discuss the timetabling of the six monthly review of 
conflicts of interest in September 2017 with SY.  
 
Action AC/17/48/03: MP to add Audit Committee Development to the September 2017 
meeting agenda.        
 
AC/17/49 Agenda Item 4.5 Audit Committee Self Assessment  
 
SB stated that a review of the effectiveness of the Audit Committee is undertaken annually.  
The review focuses on specific issues that have emerged during the year, identifying any 
gaps and sharing experiences from other CCG’s Audit Committees.  It also informs the 
Audit Committee’s development needs and the 2017/18 timetable.  SB explained that 
questions had been circulated to the Audit Committee prior to the meeting for consideration.   
 
SB asked if the Audit Committee complied with and achieved the principle function remit 
and responsibilities, as outlined in the Accountability report, in all respects including clinical 
assurances.  MR stated that generally Audit Committees took a view of the clinical 
assurance and their role was to assure that information was robust.  AW noted that 
Engagement, Public Health and Quality (EPHQ) and Resource and Performance (R&P) 
committees had been stood down.  MR confirmed that that Governing Body had stood 
down both committees due to the revised governance structure.  SB proposed that Internal 
Audit review the revised CCG governance structure.  SB proposed bringing forward the 
governance internal audit from Q4 with a specific remit to identify any assurance gaps as a 
result of the EPHQ and R&P committees being stood down, and confirm mitigations.  The 
Audit Committee agreed both proposals.   
 
SB asked if it would be useful if Vanessa Bainbridge, Interim Accountable Officer presented 
an Accountable Care Organisation (ACO) update at the September 2017 meeting to 
provide assurance.  AW asked if the Joint Locality Executive Board (JLEB) received a list of 
ACO risks.  She stated that the Audit Committee needed assurance that the ACO risks 
were being managed.  AW explained that an assurance framework was needed which 
could be audited and then transferred into the ACO.  CB suggested that an assurance 
process could link into the governance review.  MR confirmed that he would speak to 
Vanessa Bainbridge about an ACO Update for the Audit Committee meeting in September 
2017.   

Action AC/17/49/01: Internal Audit to review the CCG’s revised governance structure.  
   
Action AC/17/49/02: SB to discuss bringing forward the governance internal audit 
from Q4 with MR and SY.  
 
Action AC/17/49/03: MR to discuss an ACO Update at Audit Committee in September 
2017 with Vanessa Bainbridge. 
 
The Audit Committee discussed conflict of interest management and agreed that the CCG’s 
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current conflict of interest arrangements were ‘fit for purpose’.  
 
SB reminded the Audit Committee that the CCG’s financial information presented to the 
Audit Committee focused on financial policy exceptions and debts over three months old.  
SB asked CW if any other CCG Audit Committees received more detailed finance 
information for scrutiny purposes.  CW stated that other Audit Committees received CFO 
updates which highlighted risks and individual provider information.  SB asked if the 
Finance Group should have Lay Governor or Audit Committee representation.  CW stated 
that Audit One and Mazers reports, as well as the independently commissioned reports, are 
a source of financial assurance for the Audit Committee.  The Audit Committee discussed 
the need to understand the areas of the CCG’s business that were changing, what 
assurance was needed, what the risks were, and the flows of information through the CCG, 
whilst not duplicating work.  MR and SB agreed to further discuss financial assurance with 
SY and present back to the Audit Committee.  

Action AC/17/49/04: SB/MR/SY to discuss financial assurance and present back to 
Audit Committee.  
 
AC/17/50 Agenda Item 5 Chief Finance Officer’s Report 
 
MR explained that due to the Audit Committee meeting being held early in the month, no 
Month 3 data was available to share.  Month 1 and 2 data was still incomplete as a result of 
the cyber-attack in May 2017 and the Trusts being unable to submit to the SUS service.  
Northumbria Healthcare NHS Foundation Trust (NHCFT) was the last Trust in the region to 
recover from the cyber-attack.   
 
MR explained it was challenging to be operating a QIPP plan with no detailed management 
information available.  MR confirmed that the Finance Report would be presented to JLEB 
later in the month.  
 
MR stated when the ACO plan was submitted in March 2017, the planned in year deficit 
was £4.5m with a QIPP of £30m needed to achieve the control total.  Potential additional 
pressures have been identified in the development of the ACO business case including the 
outcome of the current outstanding challenges, acute activity growth and presenting 
pressures.  
 
PC asked for an update on the Capped Expenditure Programme (CEP).  MR explained the 
CEP was being implemented in local health economies where both provider and 
commissioners were in financial difficulties.  MR stated as this did not apply to NHCFT, the 
CCG were not part of the formal programme but would look to learn lessons from it.   
 
AC/17/51 Agenda Item 6.1 Internal Audit progress report 
 
AW presented the Internal Audit progress report with an update on progress against the 
2016/17 and 2017/18 internal audit plans.  AW stated that the internal audit plan for 
2016/17 has been delivered, with conflicts of interest receiving a good assurance rating.  
The plan for 2017/18 is now underway. 
 
SB asked about assurance regarding CHC expenditure.  AW explained that it had been 
agreed to start an Open Book audit of Northumberland County Council (NCC) financial 
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recharges to the CCG, and stated that she was waiting for a start date to be confirmed by 
NCC.   
 
AC/17/52 Agenda Item 6.2 Internal Audit annual report  
 
AW presented the Internal Audit Annual Report setting out the final position in relation to 
the 2016-17 internal audit plan.  AW highlighted the new key performance indicators (KPIs), 
which are proposed in the Internal Audit Charter.  The KPIs will be monitored during the 
forthcoming year and will be included in the 2017-18 internal audit annual report. 
 
MR stated that he understood that no executive directors had received the Internal Audit 
annual quality questionnaire and he was concerned that the report stated that only one 
response was received.  AW agreed to check who the questionnaire was circulated to and 
who had responded.   
 
SB stated that good performance on assurance levels had been achieved by the CCG.   
 
Action AC/17/52/01: AW to check circulation of and response to the Internal Audit 
annual quality questionnaire.  
 
AC/17/53 Agenda Item 6.3 Internal Audit charter 
 
AW explained that the Public Sector Internal Audit Standards (PSIAS) require internal audit 
providers to have in place an agreed Internal Audit Charter.  As agreed earlier in the 
meeting, the final Internal Audit Charter will be presented to the Audit Committee at the 
March 2018 meeting. 
 
AC/17/54 Agenda Item 7.1 External Audit Annual Audit Letter 
 
CW presented the External Audit Annual Audit Letter highlighting the executive summary 
and future challenges.  He reminded the Audit Committee that the letter is a designed to be 
read by a wider audience including members of the public and other external stakeholders.  
 
SB noted a date error on page 9. The sentence will be amended to read ‘The 2015/16 
Agreement of Balances exercise again showed that the Trust did not recognise an asset 
(debtor) in its 2015/16 financial statements in relation to this year-end agreement.     
 
SB noted support of the Audit Committee’s work was highlighted on page 12.  
 
Action AC/17/55/01: CW to amend date error on page 9 of the External Audit Annual 
Audit Letter and reissue.  
  
AC/17/55 Agenda Item 7.2 External Audit Specific Service Agreement 
 
CW presented the External Audit Specific Service Agreement.  He explained that auditors 
can admit to limited liabilities but that this was not included in the agreement.  SB stated 
that the significant reduction in fees has been welcomed by the CCG.  The Audit Committee 
agreed the External Audit Specific Service Agreement.     
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Action AC/17/55/01: MR to sign External Audit Specific Service Agreement and return 
to Mazars.   
 
AC/17/56 Agenda Item 8 Counter Fraud Workplan 
 
PB presented the proposed annual counter fraud, corruption and bribery work plan for 
2017-2018.  PB explained that the plan was based on the allocated budget for the anti-
fraud work programme, which for this year was 15 days.  He explained the allocated budget 
was sufficient to fulfil the proactive work plan. However, in instances where additional days 
are required for investigations, sanctions or redress, this would be agreed in advance with 
the Chief Finance Officer.  
 
PB stated that the CCG had undertaken a self-review of its counter fraud, corruption and 
bribery risk using the NHS Protect self-review toolkit. 
 
PB explained that AuditOne now had one Counter Fraud Team based in one location, and 
that the Head of the Counter Fraud Team would be visiting the Audit Committee in due 
course.  
 
SB asked for an update on the fraud that had occurred and asked if the CCG had lost any 
money.  PB stated that the investigation was still ongoing and that he would have a further 
update for the next Audit Committee meeting.  
 
Action AC/17/56/01: PB to bring fraud case update to the September 2017 Audit 
Committee meeting.   
 
AC/17/57 Agenda Item 9.1 Chair’s Briefing  
 
SB stated that he would brief the CCG’s Chair on the following:  
 

 Audit Committee Self Assessment : Internal Audit to review revised CCG 
governance structure. Discussion regarding bringing forward the governance internal 
audit from Q4 with a specific remit to identify any assurance gaps as a result of the 
EPHQ and R&P committees being stood down, and confirm mitigations.  Possible 
ACO Update by Vanessa Bainbridge at Audit Committee in September 2017 to 
provide assurance.  Discussion between SB, MR and SY regarding financial 
assurance.  

 Internal Audit: Internal Audit Annual Report 2016-17 internal audit plan and the draft 
Internal Audit Charter.  

 External Audit: Annual Audit Letter 2016/17 and the agreed External Audit Specific 
Service Agreement.   

 Counter Fraud:  One team approach and the annual counter fraud, corruption and 
bribery work plan for 2017-2018.   

 
AC/17/58 Agenda Item 9.2 Any Other Business  
 
There was no further business to discuss. 
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AC/17/59 Agenda Item 10 Date of next meeting 
 
28 September 2017 – 09.20am to 11.30am. 
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Minutes of the Public Meeting of the NHS Northumberland Primary Care 
Commissioning Committee 
21 June 2017  
 
Members Present: 
 
Janet Guy  Lay Chair, Northumberland CCG  
Karen Bower Lay Governor, Northumberland CCG  
Siobhan Brown   Transformation Director, Northumberland CCG 
Mike Robson    Chief Finance Officer, Northumberland CCG 
Jane Lothian    Local Medical Committee 
Scott Dickinson   Northumberland County Council 
 
In attendance: 
 
Stephen Young    Strategic Head of Corporate Affairs 
Fiona Rogerson   Business Support Team 
Diane Gonsalez    Locality Manager 
Derry Nugent    Healthwatch 
Denise Jones   NHS England 
Tony Brown    Bondgate Medical Group (for agenda Item 5.4 only) 
Chris Watson   Infirmary Drive Medical Group (for agenda item 5.4 only) 
Duncan Johnson   Bondgate Medical Group (for agenda item 5.4 only) 
Glynis Gaffney   CQC Link Inspector North 
 
 
NPCCC/17/26 Agenda item 1 - Welcome and questions on agenda items from the 
public 
 
Janet Guy welcomed all members to the meeting. There were no members of the public 
present.  
 
NPCCC/17/27 Agenda item 2 – Apologies for absence 
 
Apologies were received from Steve Brazier. 
 
NPCCC/17/28 Agenda item 3.1 – Declarations of conflicts of interest  
 
A discussion took place concerning Jane Lothian (a practicing GP in Rothbury) and 
potential conflicts of interest in agenda items 6.1 and 6.2.  It was agreed that, as a salaried 
GP, she had no direct conflict of interest in these items. She remained in the meeting 
throughout. 
 
Janet Guy declared that as she is a patient at Bondgate Practice, which will be discussed 
under item 5.4, Karen Bower would chair the meeting for this item. 
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NPCCC/17/29 Agenda item 3.2 – Quoracy 
 
The meeting was quorate.  
 
NPCCC/17/30 Agenda item 4.1 – Minutes of the previous meeting and matters arising 
 
The minutes were accepted as a true record. 
 
Matters Arising 
 
There were no matters arising. 
 
NPCCC/17/30.2 Agenda item 4.2 Action Log  
 
Actions NPCCC/17/16/01, NPCCC/17/22/01, NPCCC/17/22/03 and NPCCC/17/23/01 were 
agreed as complete and will be removed from the log. The following actions were discussed 
in further detail:  
 

 NPCC/17/22/02: Diane Gonsalez is still waiting for a response from 
Newcastle/Gateshead. 

 
Agenda item 5 Operational  
 
NPCCC/17/31 Agenda item 5.1 Lead Officer Update  
 
Stephen Young presented the report and highlighted the following:  
 
Primary Care Federation – Work continued in this respect but the timings of full 
implementation need to be fully determined.  Federation neighbourhood leads will be 
announced and then practices will be given the opportunity to sign up to the Federation 
Agreement (but legal advice in this respect is still awaited).  Full decision making supporting 
information will be provided to all practices. 
 
Extended Access models in Primary care – The seed funding applications were to be 
approved imminently and the PCCC had previously delegated final approved to Siobhan 
Brown and Mike Robson. 
 
A & E Assessment and Navigation – The implementation deadline is November 2017.   
Work continues with North Tyneside CCG, which has a different view of how this initiative is 
implemented at NSECH.  If successfully implemented this initiative will reduce inappropriate 
emergency department attendances and speed up the patient experience. 
 
Primary Care Workshop – The CCG and NHS England held a joint workshop on Primary 
Care to fully scope the strategic and operational issues affecting primary care.  A 
comprehensive action plan will be produced to take forward the issues raised. 
 
NPCCC/17/32 Agenda item 5.2 Finance Update  
 
Mike Robson presented the report and explained the variances; MR noted that the report 
would be re-profiled ahead of the next meeting.  Karen Bower queried the negative start 
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figure in the budget for the CCG prescribing; Mike confirmed that this was a presentation 
error.  The PCCC agreed that the General Practice GMS/PMS pressure should be offset 
against reserves. 
 
Jane Lothian queried the premises cost reimbursement increases by NHS England.  Mike 
confirmed that this issue remains outstanding and that the CCG continues to work with NHS 
England in this respect. 
 
Jane outlined that the issue was originally highlighted 18 months previously and that, in July 
2016, discussion took place between NHSE and the CCG about potential reimbursement 
but this remained unresolved. 
 
Mike noted that the quality of information from property services and that the move to 
market rent issue remained unresolved.  NHS England is currently working on this issue. 
 
NPCC/17/33 Agenda Item 5.3 Haydon Bridge and Allendale Contract Variation 
 
Stephen Young presented the application from Haydon Bridge and Allendale.  The 
committee noted that it had previously considered similar arrangements in Cramlington and 
Rothbury.  Denise Jones commented that it would be inequitable to not approve this 
variation. 
 
Decision: The committee approved the application 
 
NPCCC/17/34 Agenda Item 5.4 Alnwick Merger  
 
Karen Bower took over as chair for this item. 
 
Denise Jones explained that substantial engagement had been undertaken regarding the 
proposed merger with 200+ patients attending an event in March.  The practice has 
responded to any concerns which have been raised.  Stephen Young confirmed that the 
Primary Care Medical Applications Working Group (a sub group of OSC) had been briefed 
about the potential benefits of the merger and were content with the proposal.  Karen 
Bower queried the engagement of staff at the practices; both Denise Jones and Stephen 
Young assured Karen that staff view this as a positive initiative.  Scott Dickinson agreed 
that the merger report and the work that had been undertaken by the practice, CCG and 
NHS E was very comprehensive. 
 
Tony Brown Practice Manager at Bondgate, Dr Chris Watson from Infirmary Drive Medical 
Group and Dr Duncan Johnson from Bondgate joined the meeting. 
 
Tony Brown outlined the benefits for the proposed merger of the two surgeries highlighting 
the improvements to patient quality and that improved collaboration would provide 
extensive benefits in patient experience in a number of areas. 
 
Siobhan Brown asked if there were any associated risks.  Tony replied that there were no 
risks to patients but he recognised that it is important to involve affected staff as much as 
possible.  Staffs however were generally content and fully supportive; they recognised the 
patient benefits and also the opportunities for their own development. 
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Mike Robson asked what the future vision was.  Chris Watson explained that the next step 
could be further collaboration work with the closely located Minor Injuries Unit (MIU) and a 
further extension of the services currently available. 
 
Karen Bower asked if there would be any changes to the premises.  Tony reassured the 
committee that this would not be necessary owing to the close proximity of both practices. 
 
Karen asked if the PCCC approved the merger and thanked Tony for his detailed 
presentation. 
 
 
Decision: The board approved the merger subject to the caveats that will be outlined 
in the approval letter. 
 
Action NPCCC/17/34/01: Stephen Young to ensure that a merger approval letter is 
forwarded to the practice. 
 
Agenda item 6 Strategic 
 
NPCCC/17/35 Agenda item 6.1 Primary Care Co Commissioning Services 
 
Janet Guy resumed chairing the meeting. 
 
Siobhan Brown explained the 2017/18 proposals for locally commissioning enhanced 
services in primary care for the following 4 services: 
 

 Immune modifying drug (IMD) monitoring service 

 Community Deep Vein Thrombosis (CDVT) pathway 

 Prostate Specific Antigen (PSA) monitoring service amendment to include an 
expanded patient cohort 

 Population Wide Scheme (PWS) amended to take account of changes. 
 
Siobhan further explained that these proposals are all aligned to the ACO direction of travel. 
 
IMD – Following a clinical review there were few changes for medication monitoring.  The 
revised service, focussed on providing care closer to home. 
 
CDVT Pathway – A clinical review around treatment periods and dosage changes has been 
undertaken.  The pathway has subsequently been updated to better manage patients in the 
community. 
 
PSA – Changes include expansion of the original cohort from those who received cancer 
diagnosis and had care transferred to primary care after April 1 2015 to include those 
patients who have a raised PSA but no cancer diagnosis with care transferred to primary 
care after 1 April 2015.   
 
Jane Lothian commented that clinically this is an excellent model of care which should be 
transferred to other schemes. 
 
PWS – has been amended to ensure no duplication with GMS.  The PWS now comprises 3 
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elements: 
 

 Delivering health outcomes 

 Engagement, provider development 

 Transformation and delivery 
 

D Gonsalez explained that the PWS involves the delivery of health outcomes while retaining 
focus and continuity on those areas highlighted via the quality monitoring 2016/2017 Patient 
Event Analysis (PEA).  
 
Completion of the Health Education North East Workforce toolkit contains enhanced 
elements over and above the mandatory reporting requirements for practices.  This will 
enable future workforce planning, continuity of service and sustainability whilst identifying 
issues, which need to be addressed early.  The toolkit will also facilitate training and 
exposure to the tactical ACO model for newly qualified/training staff to Primary Care, the 
initial focus will be on nursing. 
 
Karen Bower queried the monitoring of quality and should this not be more on the 
improvement of care for the patients. 
 
Diane confirmed that PEA is not quantitative data but is more focused on areas of potential 
improvement.  Siobhan noted that a clinical testing panel monitors this issue.  Jane 
commented that is not a contractual issue so the fact that it is being undertaken is a level of 
quality and commended David Shovlin for his patient testing panel work. 
 
Jane asked if separate PWS payments were dependent on each other and if consideration 
had been given to payment by a global sum?   Siobhan said that payment was currently 
split between the 3 elements but that it would be changed to a global payment. 
  
Decision: The board approved the commissioning of these services 
 
Action NPCCC/17/35/01: Diane Gonsalez to identify any issues. 
 
NPCCC/17/36 Agenda Item 6.2 Practice Activity Scheme (PAS) 
 
Siobhan Brown explained that the committee were being asked to consider the 2017/18 
PAS and delegate authority to the Director of Transformation to authorise the final scheme. 
 
The CCG has successfully operated PAS since its inception.  The 2017/18 scheme will cost 
a maximum of £800k to deliver but will potentially deliver £1.4M in savings.  The aim is not 
to reduce referrals but to reduce practice variation. Jane Lothian asked when the targets 
will be known also asked how the consultant first scheme would affect PAS.  Siobhan said 
that she would look at the consultant first issue and that the figures will be published as 
soon as they are available.  Jane Lothian asked if review periods would be included and 
Siobhan confirmed they would.  
 
Decision: The board confirmed delegated authority to Siobhan Brown and Mike 
Robson to authorise the final scheme. 
 
Action NPCCC/17/36/01: Siobhan Brown to provide feedback to next meeting. 
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NPCCC/17/37 Agenda item 6.3 CQC Update 
 
Glynis Gaffney the CQC lead inspector link for NCCG joined the meeting to provide an 
update on changes to the inspection regime. 
 
Glynis provided a brief summary since of the last inspection programme.  63 
comprehensive inspections have been completed over the previous 27 months with a very 
small number of follow up inspections required.  97% of practices were rated as good or 
outstanding.  Glynis noted that when practices have been revisited they have done 
everything they could to rectify the initial issues identified.  Glynis explained that one of the 
main areas of concern had been in relation to management of medicines.  In this area nine 
requirement notices had been issued but once again the practices had been quick to rectify 
the issues. 
 
Janet Guy asked if there is a system within the CQC where if an issue is identified in more 
than one practice this information is then cascaded to other practices.  Glynis replied that 
there was not and that maybe the CQC has not been good enough at sharing information 
and it might be beneficial to work collaboratively using the CCG as a vehicle for 
disseminating information to practices. 
 
Key changes to the inspection regime include:   
 

 Increased emphasis on monitoring existing/new datasets.  The committee 
highlighted the importance of ensuring that effort was not duplicated across the 
various systems. 

 Good and outstanding practices will have less inspections, with a maximum of 5 year 
intervals 

 Concerns from internal/external stakeholders/public could trigger focused 
inspections. 

 
A consultation on the changes runs from 12 June to 31 August. 
 
Siobhan Brown asked if CQC were considering a more integrated approach to the 
inspection regime.  Glynis Gaffney confirmed that this approach was outlined in the 
consultation document. 
 
Janet Guy concluded by thanking Glynis Gaffney for the update. 
 
Action NPCCC/17/37/01: Glynis Gaffney to share inspection schedule with the CCG. 
 
NPCCC/17/38 Agenda Item 7 Any other business 
 
Stephen Young informed the committee that the current SLA for Rothbury Practice to 
deliver services in Harbottle expires 30 June 2017.  Timescales remained tight but it is 
anticipated that a contract variation to deliver a branch surgery service could be completed 
for implementation 1 July 2017. 
 
NPCCC/17/39 Agenda item 8 Date and time of next meeting  
1200 on 6 September 2017, Room TBC 
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Minutes of the Joint Locality Executive Board Meeting    
Wednesday 23 August, 09.00am  
Committee Room 1, County Hall 

 
Present 
 
Vanessa Bainbridge (VB)  Accountable Officer (Chair) 
Alistair Blair (AB)   Clinical Chair 
Siobhan Brown (SB)  Chief Operating Officer  
John Warrington (JW)  Locality Director - Central  
Frances Naylor (FN)  Locality Director - Blyth 
Annie Topping (AT)   Director of Nursing, Quality and Patient Safety 
Mike Robson (MR)   Chief Finance Officer  
 
In Attendance 
 
Stephen Young (SY)  Strategic Head of Corporate Affairs 
Karen Bower (KB) Lay Member - Resources and Performance and Patient and   

Public Involvement 
John Unsworth (JU)   Governing Body Nurse 
Steve Brazier (SBr)   Lay Member – Audit Committee 
Melody Price (MP)   Business Support (minutes) 
 
JLEB/17/111 Agenda Item 1.1 Apologies  
 
Apologies were received for David Shovlin, Hilary Brown, Janet Guy, Paul Crook and John 
Wicks.  
 
JLEB/17/112 Agenda Item 1.2 Declarations of Conflicts of Interest  
 
There were no declarations of interest 
 
JLEB/17/113 Agenda Item 1.3 Quoracy 
 
The meeting was quorate. 
 
JLEB/17/114 Agenda Item 1.4 Minutes of the Previous Meeting 
 
The minutes of the previous meeting were agreed as a true and accurate record, pending the 
following amendment: 
 

 Page 3, JLEB/17/105 Agenda Item 2.5 Quarterly SEND Update: The following 
paragraphs to be inserted between paragraph 1 and paragraph 2:   

 
‘FN asked why the summary document did not include local authority commissioned 
educational psychology services as this is part of the integrated package of psychology 



 

2 
 

services available to children.  FN explained that children were instead brought to GP 
surgeries asking for NHS referrals having been sent by their teachers.  FN stated that 
clarity on access to, and availability of, educational psychology services was needed.  
FN stated that in an integrated system, the CCG needed assurance that this service is 
properly funded to complement the NHS commissioned services. 

FN asked that those working in this area consider that many children in other more 
affluent parts of the country are labelled as having low level learning disabilities, 
resulting in them getting help with achieving academically.  FN stated that better 
educational attainment is linked to better health outcomes.’ 

JLEB/17/115 Agenda Item 1.5 Action Log 
 
The actions register was reviewed and the following updates given:   
 
JLEB/17/74/02: VB/SB/AB/DS to discuss ECIP workstream progress DS to present an 
update to JLEB.  DS to report to October JLEB meeting. Ongoing. 
 
JLEB/19/94/01: SY to bring CCG ‘lessons learnt’ cyber attack briefing back to JLEB.  
Ongoing. 
 
JLEB/17/105/01: RM/VB/AT to consider the draft revised SEND ‘offer’ and feedback to 
AJ. Ongoing. 
 
JLEB/17/105/02: AT and AJ to meet to discuss next steps for the SEND inspection. To 
be removed from action log. Complete.   
 
JLEB/17/105/03: AT to maintain quarterly SEND reporting to JLEB. To be removed from 
action log. Complete.   
 
JLEB/17/116 Agenda Item 2.1 ACO Update 
 
VB stated that a key financial challenge meeting had been held on 14 August 2017 with NHS 
England (NHSE), NHS Improvement (NHSI), Northumbria Healthcare NHS Foundation Trust 
(NHCFT) and NHS Northumberland Clinical Commissioning Group (CCG).  The purpose of 
the meeting was to review financial data from the Accountable Care Organisation (ACO) 
business case.  VB explained that NHSE and NHSI had requested further information from 
the CCG for submission by 25 August 2017.  VB explained that the discussions held and the 
further information provided would feed into a national Joint Investment Committee meeting 
between NHSE and NHSI on 7 September 2017.  VB stated that she had highlighted the 
CCG’s unsustainable current position of dual running, both ACO and non ACO, and pressed 
for a prompt decision from NHSE and NHSI regarding the ACO following the meeting on 7 
September 2017.    
 
VB explained that an ACO clinical strategy challenge meeting was being held on 7 September 
2017 with NHSE and NHSI.  AB stated that he was attending the meeting with Jeremy Rusher 
and a number of other clinicians from NHCFT and from primary care.  The purpose of the 
meeting will be to discuss the ACO clinical strategy and demonstrate clinical scenarios.  AB 
explained that a pre-meet was being held on 30 August 2017 and that all the CCG clinical 
directors could attend if available.  
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VB stated that the ACO vote in principle had closed on 15 August 2017 and a 76% population 
vote in favour of the ACO has been confirmed.  VB explained that 34 out of 42 GP practices 
had signed up to the Northumberland Primary Care Federation.     
 
JLEB/17/117 Agenda Item 2.2 Finance report 
 
MR stated that at Month 4, the CCG was forecasting an in-year planned deficit of £4.5m and 
a total cumulative reported deficit of £44.9m. 
 
MR explained that it was currently difficult to identify trends in the acute contracts for both 
NHCFT and Newcastle upon Tyne Hospital NHS Foundation Trust (NUTH) due to the impact 
of the cyber attack on both clinical activity and completeness of reporting.  MR stated that this 
had resulted in a number of estimates and assumptions being included in the forecast 
modelling, but that at this point in time the data had all been coded.  
 
MR highlighted appendix 6a and 6b and explained that Service Level Agreement Monitoring 
(SLAM) data received from the North of England Commissioning Support Unit (NECS) had 
been included for information, and showed the detailed breakdown to point of delivery level 
for finance and activity.  At Month 3, the reported performance from SLAM data identified an 
underspend of £1.5m before the application of QIPP for NHCFT, and identified an 
underspend of £1.1m for NUTH.  MR explained that both clinical activity and spend were 
lower than planned. 
 
SBr asked if the gap in activity and spend was as a result of data not being available or that 
the data had not yet been retrieved.  SBr stated that he was concerned from a governance 
perspective that any delayed activity and spend would adversely impact the CCG’s financial 
position. MR stated that the data was accurate and that NHCFT could not fully operate during 
and following the cyber attack, so therefore the usual clinical activity did not take place.  MR 
also noted the impact of the time taken to process the new business rules on the data.  JW 
asked if the gap in data tallied up with the lack of clinical activity.  MR stated that it was 
difficult to prove direct cause and effect.  SBr stated that he was assured that the CCG would 
not be impacted by delayed clinical activity and spend.   
   
Action JLEB/17/117/01:  VB/MR to write to NHCFT for assurance regarding delayed 
activity.     
 
KB asked if any patients had suffered as a direct result of the cyber attack.  AB explained that 
some operations/treatments had been rescheduled but not to the clinical detriment of 
patients.  AT stated that she would raise the quality of patient safety during and following the 
cyber attack at the Quality Review Group (QRG).   
 
Action JLEB/17/117/02:  AT to raise the quality of patient safety during and following 
the cyber attack at the QRG.   
 
FN asked if the contract with the British Pregnancy and Advice Service (BPAS) for termination 
counselling was included within the Mental Health and Learning Disabilities financial 
reporting.  MR stated that he would confirm where it was reported.   
 
Action JLEB/17/117/03:  MR to confirm where the British Pregnancy and Advice Service 
(BPAS) contact for termination counselling is in financial reporting.  
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KB asked if the CCG was checking all invoices thoroughly due to the strong performance 
against the Better Payment Practice Code target.  MR explained that a number of disputes 
with Trusts had been settled resulting in a positive impact on invoice-checking performance.  
MR stated that he would review the invoice verification process.  SB stated that she regularly 
undertook a deep dive audit of invoices with the Finance Team.           
 
Action JLEB/17/117/04:  MR to check invoice verification processing.  
 
SBr stated that percentages had previously been included on contract summaries but that 
appendix 6a and appendix 6b did not have percentages listed.  SBr stated that appendix 6a 
and appendix 6b did not have a consistent treatment of QIPP.  Appendix 6a had the ‘Without 
QIPP’ figures listed and appendix 6b did not have the ‘Without QIPP’ figures listed. SBr stated 
that the formatted size of appendix 6a and appendix 6b was small and difficult to read.  MR 
stated that he would address the issues raised regarding the contract summaries. 
 
Action JLEB/17/117/04:  MR to address the issues regarding percentages, without QIPP 
figures and formatting of the contract summaries.  
 
JLEB/17/118 Agenda Item 2.3 Performance report 
 
SB explained that ‘end of year risk’ had been incorporated in the CCG performance indicators 
chart to assist with modelling forward.  SB highlighted the following current performance 
indicators outliers: 
  

 Ambulance response times pose the greatest risk for the CCG due to the continued 
under performance of the service against the recovery trajectory for red 2, which 
represents the highest volume of activity.  

 Based upon the planned investment in cancer pathway tracking processes at NHCFT, 
it is expected that the cancer performance will recover in year.  

 Accident and Emergency performance continues to improve month on month which is 
expected to reduce the end of year risk. 

SB explained the June 2017 performance report included an update on performance 
indicators included in NHSE’s integrated assessment framework, outlining the progress and 
changes made within the CCG since 2016/17.  SB asked the Joint Locality Executive Board 
(JLEB) to agree the actions identified to improve future performance relating to ambulance 
performance and cancer. 

FN stated that face to face dementia reviews were not in the performance report.  SB 
confirmed that David Lea was currently working on adding them to the report.   

KB explained that she was concerned that the report showed that Accident and Emergency 
performance during June and July 2017 was still below performance in 2016/17 for both 
Trusts.  SB noted KB’s concern. 

VB stated that a meeting was held on 21 August 2017 with Lynn Simpson, Executive 
Regional Managing Director NHSI (North) and the Chairs of the Local A&E Delivery Boards to 
discuss a number of issues relating to A&E resilience and ambulance performance.   

VB explained that an ECIP stocktake meeting was also held on 21 August 2017 with Tony 
Baldasera, Director of Improvement and Delivery, NHSI and Alison Slater, Director of 
Commissioning Operations, NHSE, North East Ambulance Service (NEAS), NHCFT and the 
CCG.  The purpose of the meeting was to discuss progress to date, consider risks to 
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implementation, identify any areas where NHSI could provide support, and agree timelines 
and key actions ahead of winter 2017/18.    JU stated that there needed to be one coherent 
approach regionally for NEAS, rather than 12 individual plans.  VB explained that NEAS were 
also experiencing an inconsistent approach at NHCFT’s Urgent Care Treatment Centres.  SB 
stated that a paper on Urgent Treatment Centres had recently been produced by NHSE and 
shared with NHCFT.  VB explained that NHSI asked NHCFT and NEAS to focus on several 
key areas and have requested a further meeting by 30 September 2017.   

JU stated that it would useful to know what the Emergency Care Improvement Programme 
(ECIP) outcomes were.  SB stated that the ECIP action plan would be refocused and that 
NTCFT and NEAS had agreed to this.  JU stated that ECIP should be refocused on key high 
impact areas/initiatives.  AT stated that she supported this.   

VB questioned if the ECIP action plan was a consequence of the Northumbria Specialist 
Emergency Care Hospital (NSECH) model.  JW stated that the model should work but 
NSECH was trying to deal with unprecedented low acuity demand.  AB stated that the issue 
was how the model was being enacted and operationalised.  JLEB agreed the NSECH model 
needed to be challenged and once the clinical model agreed, fully enacted.      
 
Action JLEB/17/118/01:  SB/DL to add ECIP outcomes and dementia face to face 
reviews into the performance report. 
 
JLEB/17/119 Agenda Item 2.4 Quality report 
 
AT presented the quality report for July 2017 highlighting the strategic headlines.    

FN explained the report stated that NHCFT and NUTH were both reported as being more 
than two standard deviations away from their expected rate for the Hospital Standardised 
Mortality Ration (HSMR), although this is not deemed to be statistically significant.  FN asked 
who has produced the statistical analysis.  AT explained that the analysis has been provided 
to the Regional Quality Assurance Group by an expert analyst.  
 
Action JLEB/17/119/01:  AT to provide further information regarding the source of the 
statistical analysis regarding mortality to FN.   
 
KB asked if the recruitment of 42 qualified paramedics was due to NEAS’ high turnover of 
staff.  AT stated that the qualified paramedics were being recruited in addition and that the 
staff turnover at NEAS remained fairly static.  
 
SB stated that the quality report looked back on quality performance and asked if a forward 
plan could be included in future reports.       
 
Action JLEB/17/119/02:  AT to include a forward plan in future quality reports.    
 
JW asked if the figure for E.Coli cases included urinary tract infections (UTIs).  AT confirmed 
that it did.  AB stated as the quality report was a public document, C.Difficile and E.Coli 
should be referred to as C.Difficile and E.Coli infections.    
 
Action JLEB/17/119/03:  AT to amend the quality report to state C.Difficile and E.Coli 
infections.       
 
SB explained that NHSE were seeking to identify all clinical services in the North East region 
that could be deemed as fragile/vulnerable.  AT and AB will be attending a regional meeting 
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on 11 September 2017.  SB asked for feedback from the regional meeting at the September 
2017 meeting.   
 
Action JLEB/17/119/04:  AT and AB to feedback from NHSE fragile/vulnerable services 
meeting at the September JLEB meeting.        
 
SB asked for an update regarding the oncology peer review.  AT stated that the 
recommendations from the review would be followed up contractually and through Quality 
Review Group.  AB confirmed that an action plan would be developed to ensure the 
recommendations were implemented.   
 
Action JLEB/17/119/05:  AT and AB to develop oncology action plan.         
 
SBr asked if the CCG had received Quality Premiums. AB stated that the CCG had always 
met the quality targets but never received any Quality Premium funding due to the CCG’s 
financial position.  
 
JLEB/17/120 Agenda Item 2.5 Emergency Planning Assurance Report 
 
SB stated that Rachael Long had completed an Emergency Preparedness, Resilience and 
Response (EPRR) self-assessment for the CCG against the NHS England Core Standards 
for EPRR.  SB stated that robust governance was in place and NHSE would be leading a site 
visit to each organisation as part of the NHS Strategy Assets assurance process.  SB 
explained that the self assessment for the CCG was green (fully compliant) and asked JLEB 
to approve the compliance statement.  
 
SBr asked if any new risks were identified during the self-assessment.  SB confirmed that no 
new risks were identified.  
 
FN stated that she was concerned about the use of phrase ‘VIP patients’ in one of the core 
EPRR standards.  SB stated that the EPRR standards were national. 
 
JLEB/17/121 Agenda Item 2.6 Assurance Framework and Risk Register 
 
SY presented the current risk status of CCG and outlined the following:  

 42 risks overall (an increase of one overall since February 2017).  

 All risk and associated actions in date. 

 16 strategic risks above the JLEB Risk Tolerance Line (RTL) – no overall change since 
May 2017 with the following movements:  

o Risk 1801 ACO increased.  
o Risk 1506 Strategic Partnerships increased. 
o Risk 1800 Strategic Commissioning decreased. 
o Risk 399 CHC Cost Growth decreased. 
o Risk 1191 Commissioning Support Services decreased.   

 10 operational risks above the JLEB RTL (an overall increase of one) with following 
key movements:   

o Risk 405 Staffing Levels increased 
o Risk 1504 PCCC – Conflicts of Interest (COI) increased.  
o Risk 1447 Low Acuity Activity decreased.  
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VB explained that Risk 1447 had decreased as a result of the agreed position on the ED 
streaming block contract.   
 
SY stated that there was one new strategic risk (Risk 1984 Federation) and no new 
operational risks above the JLEB RTL.  No risks had been closed.  SY asked JLEB to 
approve the new strategic risk.   

SBr explained that VB had stated earlier in the meeting that the CCG could not sustain dual 
running and asked if the ACO was a strategic risk.  SBr stated that if a decision regarding the 
ACO was not forthcoming, a further strategic risk was that the CCG could not sustain dual 
running.  VB stated that the delay to the ACO decision was already covered by the strategic 
risks in place.      

Decision JLEB/17/121/02: JLEB approved new Strategic Risk 1894.    
 
JLEB/17/122 Agenda Item 2.7 Engagement report 
 
SY outlined the CCG’s communications and engagement headline activity since the last 
report to the Engagement, Public Health and Quality Committee in March 2017.  SY stated 
that a quarterly report would now be presented to JLEB. 

SY stated that the final meeting for the Vanguard Co-Design Forum (VCDF) took place on 27 
July 2017.  SY explained that the work previously undertaken by the VCDF would be 
incorporated into joint working arrangements with NHCFT under the umbrella of the 
Empowering People and Communities vanguard.  SY stated future reports would include 
progress updates.  
 
SY briefly outlined the patient and media engagement support provided to Harbottle, Cambois 
and Riverside regarding GP services, temporary and proposed branch closures.  VB stated 
that following the recent change in Northumberland County Council (NCC) leadership, more 
political interest has been shown in the local health economy.  VB explained that counsellors 
needed to be engaged with earlier in consultation processes.     
 
SY stated that the next update regarding STP engagement would be available in October 
2017.  
 
KB stated that the case studies at the CCG Patient Forum worked well and that it focused the 
members on specific subjects.  
 
FN stated that it was difficult to find policies, information and clinical pathways on 
GPTeamNet.  AB explained there were six systems across Northumberland for clinical 
pathway information and North East wide solution was being developed.  AT stated that it 
would be useful to have a dedicated area on GPTeamNet for all training event information.    
 
Action JLEB/17/122/01: SY to develop a training event information area on GPTeamNet.  
 
SBr requested that the communications and engagement report include a forward plan in 
future reports.      
  
Action JLEB/17/122/02: SY to include a forward plan in future communications and 
engagement reports.  
 
JLEB/17/122 Agenda Item 2.8 Medicines Optimisation Group Minutes – July 2017 
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The minutes were considered.   JU asked for an update regarding the implementation of the 
alternative Blood Glucose Testing Strips.  SY explained that the final decision will be made at 
the Primary Care Commissioning Committee on 6 September 2017.  
 
FN stated the following amendment was needed on page 3: ‘Controlled Drugs Prescribing 
Report 2016/17 Q3 – CCG endorse not prescribing methadone for substance misuse’ to be 
amended to ‘Controlled Drugs Prescribing Report 2016/17 Q3 – CCG endorse not prescribing 
methadone for substance misuse in primary care’.      
 
JLEB/17/123 Agenda Item 3 Locality meeting assurance/key points 
 
SY stated that a directors briefing would be produced regarding Rothbury for the September 
2017 locality meetings.  
 
FN asked if Locality meetings should still be held following the launch of the Northumberland 
Primary Care Federation.  VB explained that AB, the Federation Leads and general managers 
would be meeting to discuss the format of Locality meetings going forward.  VB stated that 
until a decision was made and communicated, all CCG Locality meetings would continue. 
 
SY stated that Graham Syers had stood down from his joint clinical director role with HB and 
that HB now had a full JLEB vote.  Graham Syers will continue to chair the Medicines 
Optimisation Group.            
 
JLEB/17/124 Agenda Item 4 Any other business 
 
There were no items for discussion. 
 
 
JLEB/17/125 Agenda Item 5 Date and time of next meeting 
 
27 September 2017, 09.00, Corn Exchange, Morpeth Town Hall, Morpeth.  
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