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20211124 UC Governing Body Agenda 

Governing Body 

Clinicians commissioning healthcare 
for the people of Northumberland 

This meeting will be held at 9.30am on Wednesday 24 November 2021 
Via MS Teams   
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 11 Locality meeting assurance/key points    Chair 
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 13 Any other business (items submitted prior 
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1040 14 Date and time of next Governing Body:  
Wednesday 26 January 2022 9.30am  

    

 
* 5 members, including CCG Chair/Lay Governor, either the Accountable Officer or Locality Director or Medical 
Director, either Chief Operating Officer or the Chief Finance Officer. 
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Minutes of the Governing Body     
Wednesday 22 September 2021   
Held via MS Teams 
 
Dr Graham Syers   Clinical Chair (Chair) 
Janet Guy  Deputy Lay Chair  
Mark Adams  Accountable Officer 
Professor Marios Adamou  Governing Body Secondary Care Doctor 
Dr Paula Batsford   Locality Director Blyth Valley  
Karen Bower  Lay Member Corporate Finance and Patient and Public 

Involvement 
Steve Brazier Lay Member – Audit Chair 
Siobhan Brown Chief Operating Officer   
Tony Brown    Locality Director North (Managerial)   
Jon Connolly Chief Finance Officer 
Dr Ben Frankel Locality Director West  
Dr Robin Hudson Medical Director  
Annie Topping  Executive Director of Nursing, Quality and Patient Safety 
Paul Turner Executive Director of Commissioning, Contracting and 

Corporate Governance  
Dr Chris Waite Locality Director North (Clinical) 
Dr John Warrington Medical Director 
 
In Attendance 
 
Dr Jim Brown Consultant for Public Health, Northumberland County 

Council 
Claire Coyne Deputy Director of Quality and Safety 
Dr Chris Davies GP Fellow in System Leadership, Valens 
Richard Hay Head of Planning and Operations 
Rachael Long Corporate Affairs Manager  
Gillian Sheppard Business Support Team Senior Administrator (minutes) 
 
The Chair explained that the meeting will be recorded for the purpose of assisting the minute 
taker, the recording will be destroyed once the minutes have been ratified at next month's 
meeting. 

NCCGGB/21/58 Agenda Item 1 Apologies  
 
Apologies were received from Liz Morgan. 

NCCGGB/21/59 Agenda Item 2 Declarations of Conflicts of Interest  
 
There were no conflicts of interest declared. 

NCCGGB/21/60 Agenda Item 3 Quoracy 
 

The meeting was quorate. 
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NCCGGB/21/61 Agenda Item 4.1 Minutes of the previous meeting and matters arising  
 
The minutes of the previous meeting (28 July 2021) were agreed as a true and accurate 
record with the exception of minor grammatical amendments to agenda item 4.3.  
 
There were no matters arising. 

NCCGGB/21/62 Agenda Item 4.2 Public Action Log 
 
There were no outstanding actions on the action log.   

NCCGGB/21/63 Agenda Item 5 Accountable and Chief Operating Officers' Report 
Update  
 
Siobhan Brown highlighted the following areas of focus for NHS Northumberland CCG (CCG) 
focus and noted that each area would be discussed in further detail throughout the meeting:   
 

• Urgent and Emergency Care Services (UEC) are experiencing high levels of demand 
across the whole system due to COVID-19, the waiting list backlog and preparation for 
winter.   Work is ongoing with providers to manage the overflow within the system.   

• The financial envelopes and guidance for the H2 period are due to be released this 
week, this will allow the CCG to start planning commissioning and preparation for 
2022/23 finance.   

• Work on COVID-19 boosters and flu vaccinations continues.    

• Northumbria Healthcare NHS Foundation Trust (NHCFT) is in the final two weeks of 
the Partnership Agreement with the Local Authority. Work is ongoing to ensure levels 
of integration are not lost and reviewing services to ensure they are fit for purpose for 
patients.  

• In terms of the Integrated Care System (ICS) development, the Primary Care Network 
(PCN) clinical directors are working with the CCG to consider strategic thinking for the 
future, also scale and ambition for Population Health Management (PHM). 

 
Mark Adams explained that work continues to be focused on the design of the ICS (within the 
North East and North Cumbria) in which NHS and Local Authority leaders are providing input.   
The appointments to the ICS Board are now taking place, this is a national recruitment 
process with all 42 Chief Executive Officer (CEO) posts advertised at the same time.  There is 
an expectation the incumbent CEO will be in place by the end of October 2021.  The key 
appointments of Medical Director, Chief Finance Officer and Director of Nursing for each ICS 
will then follow the same national recruitment process.   
 
There is an expectation that further guidance will follow and key elements of this will be in 
finance, PHM, digital support and enabling work around this.     

NCCGGB/21/64 Agenda Item 6 Finance Update 
 
The CCG’s financial position for the period to 31 August 2021 has been reviewed in detail at 
the September 2021 Corporate Finance Committee (CFC) where assurance was received. 
The CFC recommended the finance report to GB for consideration and comment. 
 
Jon Connolly highlighted by exception the key points from the report. 
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A reminder of the interim financial arrangements in place under which NHS Organisations 
operate for the first 6 months of the 2021/22 financial year (H1) was given.  There have been 
no changes in terms of the current arrangements or overall plan submitted as a North 
Integrated Care Partnership (ICP) system.   
 
An overview of the current position of H1 financial performance was provided.  As a North ICP 
system, the CCGs received a further £2.7m in non-recurrent funding in August 2021, most of 
which relates to Service Development Funding (SDF) and Spending Review (SR) allocations.   
It was noted that a lot of non-recurrent funding is being received which may cause issues in 
terms of the longer-term planning and ability to spend in a short period of time. 
 
The CCG can report a system envelope position surplus of £0.8m for the H1 period of the 
2021/22 financial year and expects to deliver the financial system plan for H1 with limited risk 
when this period ends on 30 September 2021. 
 
The CCG can report an underspend of £0.5m against plan for the main Continuing Healthcare 
(CHC) forecast, it was noted that this is a volatile area but there is confidence that this will be 
delivered in budget.   
 
Another area of volatility continues to be the Prescribing budget.  As the CCG receives data 
from the Business Services Authority (BSA) two months in arrears, June's data was available 
for Month 5 reporting. The CCG can now report a potential forecast underspend of £0.2m.   
The main contributing factor to the underspend is due to the CCG's year-on-year costs 
growing at a lower planned growth level.   
 
In general commissioning reserves there is a variance of £1.0m reported, the reason for this 
accrual is to keep the overall reported position in line with plan at Month 5 until the wider risks 
of the second 6 months of the financial year (H2) are known.  There are no governance or 
statutory issues by balancing the reported position over these two financial periods. 
 
The Elective Recovery Fund (ERF) was introduced in H1 as a £1bn national fund to support 
planned care activity back to pre-pandemic levels.   As an ICS a large amount of money was 
drawn down against this budget in the first 3 months of H1, since then the thresholds have 
changed nationally which will impact the level of recovery in H2.   
 
The financial envelopes and guidance for the H2 period are expected to be released by 23 
September 2021 at the earliest.  It is expected that similar arrangements will continue through 
the second half of the year but with an increased efficiency requirement of between 2-3% and 
some changes to the funding arrangements for the Elective Recovery Fund (ERF) and 
Hospital Discharge Programme (HDP).   
 
Professor Marios Adamou queried the reason behind the overspend on S117 packages year 
on year and whether there was any underlying problem.  Jon Connolly said it was difficult to 
set budgets for this due to the value of care packages per year, one case can impact the 
budget and it is difficult to predict at the time the budget is set.   Dr Graham Syers said it 
would be helpful to discuss this budget in further detail.   
 



OFFICIAL  

4 
 

ACTION NCCGGB/21/64/01: S117 briefing to be provided to all Lay Governors in 
October 2021 with Kate O'Brien, Senior Head of Commissioning in attendance to 
answer in detail. 

NCCGGB/21/65 Agenda Item 7 Clinical Management Board Report 
 
Dr Robin Hudson summarised the report which details the Clinical Management Board (CMB) 
performance and quality exception report from the August 2021 and September 2021 and 
highlighted the following key areas: 
 
Performance and Quality  

• Timeliness of access appears to be the most common theme across the health economy 
combined with pressures on a wide range of waiting lists. Ambulance response time 
performance within Northumberland remained significantly below the national standards 
during July 2021 compared to previous months within Northumberland. There was also 
further deterioration against the range of 111 metrics – and a wide range of actions have 
been put in place to improve performance.  

• The profile of the waiting list along with the volume of patients waiting over 52 weeks 
remain a concern although the local providers having recovery plans in place. Increases in 
waiting times has been seen within diagnostic services recently owing to staff shortages 
due to the requirements for self-isolation due to the pandemic. 

 
Mental Health Investments 

• As part of the Mental Health Investment Standard (MHIS) and working in partnership with 
stakeholders there have been a number of investments in neurodevelopment and Children 
and Young People Mental Health services.   

 
Learning Disability Support 

• There are proposals to review the Community Learning Disability Service in order to 
deliver the annual health care check programme for patients with Serious Mental Health 
Illness (SMI) and to reduce inequality for this group. 

 
Structured Education for Type 2 Diabetes 

• CMB received an update on the performance of the current type 2 diabetes structured 
education service.  In November 2020 the CCG had agreed to implement an interim 
service to provide education for the remainder of 2020/21.  It has been agreed that the 
provider Spirit Health continue to deliver the service for the remaining 9 months of 
2021/22. 

 
Siobhan Brown responded to the concerns raised about the deterioration in the 111 pick up 
call time and abandonment rate and summarised the plans in place to address the issue, 
these include: 
 

• New provision of clinical advisers in the Clinical Advice Service (CAS) to manage the flow 
of calls received and also supporting the online mechanism. 

• Challenging the use of North East Ambulance Service NHS Foundation Trust (NEAS) 
being used for national contingency to ensure this is only used in the most appropriate 
way. 

• An additional 40 new call taker appointments approved to support the 111 service. 

• In terms of winter planning, more consultants will be working in the assessment service. 
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• Working from Home toolkits have been issued and all governance issues addressed to 
give additional capacity in the system. 

 
It is hoped the above arrangements will have a positive impact on the performance metrics in 
the coming months.   
 
A discussion took place on how the NEAS current performance compares to the England 
national average and the knock-on impact this is having on Primary and Secondary Care.  Dr 
Graham Syers asked if the 111 call abandonment rate was a local problem to 
Northumberland or whether this was seen nationally.   
 
ACTION NCCGGB/21/65/01: Siobhan Brown to provide comparison data on NEAS 111 
call abandonment rate against the England national average and the proportion of calls 
received per head of population.   
 
ACTION NCCGGB/21/65/02: NEAS performance in 111 call abandonment rate to be 
provided to all Lay Governors in October 2021 with Laurie Robson, Senior Head of 
Commissioning in attendance to answer in detail. 
 
Mark Adams reassured members that conversations are continuing with NEAS over its 
performance and recognised this is a complex issue.  There are a number of contributing 
factors, the complexity of demand in hospitals, differing interfaces and also staffing resource 
issues with absence due to COVID-19 and the need to self-isolate.   
 
Janet Guy referred to appendix 1 of the CMB update report and the delay in patients having 
access to the Physio line of the Joint Musculoskeletal and Pain Management Service 
(JMAPS).  Only 8% of patients had access to Physio line within 5 days of referral in July 2021 
against a performance target of 90%.  A recent proposal from the provider had been received 
for a £142K non-recurrent funding to ensure all targets are met and she asked for assurance 
that recruitment of additional physiotherapists would improve performance.   
 
Dr John Warrington said the CCG had reviewed JMAPS contract specifications recently and 
the design of the service is sound.  There is a staffing issue which can be seen across the 
entire healthcare system.  For the JMAPS service in particular the recruitment difficulties are 
in band 8a Senior Physiotherapists.  The additional non-recurrent funding will help to provide 
locum physiotherapists to focus on clearing the backlog whilst recruitment into permanent 
positions continues.   Work is being carried out to ensure there are more appropriate referrals 
into the JMAPS service from Primary Care.   
 
Dr John Warrington emphasised that the difficulty in recruitment of clinical and non-clinical 
staff into permanent positions is also seen across Primary Care and summarised the action 
that is taken in the Valens practice to triage patients. He invited Janet Guy to the Valens 
practice to view triaging of patients in the practice and the pressures that are placed on the 
team. 
 
Karen Bower noted a similar level of health acquired infections across the local health system 
each month and asked if there was further work needed via the Root Cause Analysis (RCA) 
investigations in the Trust to reduce the overall number of infections.   
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AT said there continue to be regular meetings with both Northumbria Healthcare NHS 
Foundation Trust (NHCFT) and Newcastle upon Tyne Hospitals NHS Foundation Trust 
(NUTH) where the CCG is able to challenge the providers constructively and agree 
improvement actions.  She noted that in the past 18 months the national focus on E.coli 
infection research has shifted to COVID-19 and funding for patients in the community has 
been on hold due to the pandemic.  The current infection rates are likely to remain the same 
for the near future.  Karen Bower was assured by this response.   

NCCGGB/21/66 Agenda Item 8.1 Assurance Framework and Risk Register Quarterly 
Update 
 
Richard Hay provided an update on the current risk status of the CCG and summarised the 
changes in scoring and new risks added since last reported to GB in May 2021.     
 
The following changes have been actioned in the assurance framework: 
 

• 2296 COVID-19 – risk of an outbreak impacting the CCG's business has been reduced 
from 16 to 12 as unexpected waves of infection have reduced and contingency measures 
are in place.   

• 2125 Special Education Needs and Disability (SEND) – risk has reduced from 12 to 8 
following successful completion of the recent Care Quality Commission (CQC) inspection. 

• 2546 CCG Transition to ICS Due Diligence – a new strategic risk added with a score of 
10 this is well managed as work continues with ICS colleagues to understand the timeline 
and key deliverables for completion of due diligence and CCG closedown. 

 
There have been 2 new operational risks added: 
 

• 2543 Learning Disabilities Mortality Review (LeDeR) programme – this is a resource 
issue and a lack of reviewers available in the programme, the risk is rated at 12. 

• 2399 Step 4a Interventions – the current provider is working at 50% workforce capacity 
resulting in extended waits for clients requiring step 4a interventions within the Improving 
Access to Psychological Therapies (IAPT) service, the risk is rated as 12. 

 
The new version of the risk register has been delayed due to the need for staff training on the 
newly implemented Portfolio Management Office (PMO) tool which will produce the reports in 
future.   
 
Professor Marios Adamou said he was not confident of the target scoring of risk '1390 NEAS' 
given the number of projects currently in place to improve performance as mentioned earlier 
by GB members.  Richard Hay said this was the target risk score but would discuss further 
with the relevant lead in the CCG. 
 
ACTION NCCGGB/21/66/01: Richard Hay to review the target risk score of 1390 NEAS 
and update operational risk register accordingly.  

NCCGGB/21/67 Agenda Item 8.2 Complaints Annual Report 2020/21 
 
Siobhan Brown outlined the North of England Commissioning Support Unit’s (NECS) 
complaints annual report 2020/21 which details the CCG’s performance and benchmarks it 
against other CCGs in the North East and North Cumbria.  
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It was noted that Continuing Healthcare (CHC) complaints are managed by an integrated 
complaints team that cover Council and NHCFT community services. 
 
The CCG received seven complaints, which is lower than the previous year which is 
attributable to the COVID-19 pandemic.  Although many NHS organisations paused their 
complaints process during Q1 in line with NHSE/I guidance, the NECS complaints process 
continued throughout.  The complaints received are in line with other CCGs and relate to 
change affecting patients and funding requests in areas of COVID-19, mental health, patient 
transport, CHC delays in process and primary care.   
 
The CCG's Deputy Director of Quality and Patient Safety will lead on some work looking at 
complaints' themes going forward to identify any areas of improvement required in the 
services.  
 
Annie Topping assured GB that the Quality and Safety Group also receive complaint reports 
and act on lessons learned to share information with respective teams and other CCG lead 
commissioners to give a strategic overview.    

NCCGGB/21/68 Agenda Item 8.3 Learning Disability Mortality Review Annual Report 
 
Claire Coyne presented the CCG's 2nd LeDeR annual report which reviews deaths of people 
with learning disabilities from 1 April 2020 to 31 March 2021.   
 
The overall aims of the LeDeR programme are to identify areas of improvement in the quality 
of health and social care delivery for people with learning disabilities and to reduce premature 
mortality and health inequalities by using a standard review process.   
 
The programme is undergoing significant change following the publication of the national 
LeDeR policy in March 2021, which led to the implementation of a new IT system and a two-
stage review process which highlights people from BAME and autistic people, this will change 
how reviews are carried out in the future.   
 
There have been some difficulties experienced with the new IT system which has resulted in 
2 out of the 10 reviews carried out not being transferred over; the remaining reviews will now 
be included in the 2021/22 annual report.  The new policy also includes a number of actions 
for the CCG to implement the reviews for those with autism and how the transition into an ICS 
is managed.    
 
The Chair thanked all involved in the report and particularly Dr Kathy Petersen.   
 
Karen Bower asked for further information on what action in the CCG is taking against 
national actions referred to on page 13 of the report.   
 
ACTION NCCGGB/21/68/01: Claire Coyne to provide further information on the actions 
the CCG are taking against NHSE/I key actions for 2021/22 as set out in the draft LeDeR 
annual report 2020/21. 
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NCCGGB/21/69 Agenda Item 8.4 External Audit – Annual Audit Report  
 
Jon Connolly presented the final summary of External Audit work undertaken by Mazars for 
the year ending 31 March 2021.  The report is a very positive assessment with no issues to 
highlight.   
 
The Chair thanked AuditOne and Steve Brazier for their contribution to the report.   
 
DECISION NCCGGB/21/69/01: Members of the Governing Body accept the External 
Audit Annual Report 2020/21.  

NCCGGB/21/70 Agenda Item 8.5 Alteration to Blyth Locality Directorship and 
Governing Body Membership     
 
Richard Hay presented the report outlining the alterations in the role of Locality Director for 
Blyth Valley following the resignation of Dr Paula Batsford due to a relocation. 
 
The CCG constitution states, "each Locality Director will be a partner, employee or 
shareholder of a member practice of the relevant locality of the CCG".   Dr John Warrington, 
the existing Locality Director for Central has agreed to take up this position from 1 September 
2021.    
 
Dr Paula Batsford will continue to work for the CCG in her clinical lead role until 30 April 2022 
and will continue to attend GB and CMB as a non-voting member of either Board.  These 
arrangements will continue to be under regular review.   
 
DECISION NCCGGB/21/70/01: GB members agreed to accept Dr John Warrington as 
the Local Director for Blyth Valley following the resignation of Dr Paula Batsford. 

NCCGGB/21/71 Agenda Item 9.1 Public Health Update (inc COVID-19)  
 
Dr Jim Brown answered questions submitted in advance of the meeting from GB members in 
relation to the Public Health update presentation circulated.   
 
Karen Bower queried the Office for National Statistics (ONS) COVID-19 Infection Survey and 
why the prevalence data in the North East is different to the rest of England.  Dr Jim Brown 
said sharing the prevalence data ensures the number of people not coming forward for testing 
is captured.  The North East has seen a gradual increase in rates since the beginning of 
August 2021, but deaths and admissions to hospital are relatively stable.  This increase 
relates to the opening up of society after lockdown, but this is being offset by an increase in 
vaccinations and boosters.  The consensus is that from the end August 2021, infection rates 
will remain similar for several months.   
 
Dr Paula Batsford queried a recent news article proposing individuals or companies will have 
to start paying for Lateral Flow Tests (LFTs) and whether people will choose not to take the 
tests unless symptomatic.   Dr Jim Brown was not aware of this proposal and said free LFTs 
will remain throughout Autumn/Winter 2021 with the public encouraged to use them.    
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NCCGGB/21/72 Agenda Item 9.2 COVID-19 Vaccination Programme Update  
 
Richard Hay presented the key points from the COVID-19 vaccination programme update: 
 
Children and Young People: 

• JCVI advice to Government for all 16-17 year olds and those most vulnerable 12-15 year 
olds to be offered a vaccination 

 
Autumn and Winter Boosters: 

• JCVI has issued final advice to Government which has in turn been enacted by 
Government and NHS England and Improvement 

• JCVI advised that the booster programme should deliver boosters to Cohorts 1-9 in order 
to maximise protection in those who are most vulnerable to serious COVID-19: 

• The booster CAN be co-administered alongside flu vaccines where is operationally 
expedient, improves patient experience, and uptake of both vaccines - but neither 
programme is to be delayed to wait for the other 

• Older Adult Care Home residents and staff to be prioritised by PCNs with a target for 
completion of this cohort by 1 November 
 

Next Steps: 

• Continue to provide 2nd doses to all eligible patients at 8 weeks and promote importance of 
second dose uptake to provide greater protection to patients and reduce opportunities for 
transmission 

• Offer vaccination to all eligible Children and Young People 

• Deliver 3rd doses to those eligible immunosuppressed individuals 

• Collaborate and co-operate across delivery models (PCN, Community Pharmacy, Hospital 
Hub) to deliver Phase 3 from 25 September 

• Deliver seasonal flu vaccinations as normal & without delay 

• Increase activity and promotion of the benefits of vaccination in our most deprived 
communities to tackle inequity of uptake (e.g. continued intervention and 1:1 counselling 
of pregnant women to boost uptake)  

 
It was noted that Northumberland has the highest percentage uptake (16yrs+) of first doses 
(89.5%) and second doses (84%) of any Upper Tier Local Authority (UTLA) area in England 
(out of 150). 

NCCGGB/21/73 Agenda Item 10 Locality Meeting Assurance/Key Points  
 

• LEDeR report to give the opportunity to highlight inequality agenda. 
 

NCCGGB/21/74 Agenda Item 11 Governing Body Forward Plan   
 
The GB Forward Plan was reviewed and agreed. 
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NCCGGB/21/75 Agenda Item 12.1 Clinical Management Board Public Minutes  
(July/August 2021)  
 
The Clinical Management Board ratified minutes for July and August 2021 were received for 
information. 

NCCGGB/21/76 Agenda Item 12.2 Audit Committee Minutes (June 2021)   
 
The Audit Committee ratified minutes for June 2021 were received for information. 

NCCGGB/21/77 Agenda Item 12.3 Primary Care Commissioning Committee Public 
Minutes (May 2021)   
 
The Primary Care Commissioning Committee ratified minutes for May 2021 were received for 
information. 

NCCGGB/21/78 Agenda Item 13 Any Other Business  
 
There were no items of any other business raised. 

NCCGGB/21/79 Agenda Item 14 Date and time of next meeting  
 
Wednesday 24 November 2021 at 9.30am via MS Teams. 
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Minutes of the Extraordinary Governing Body     
Wednesday 20 October 2021   
Held via MS Teams 
 
Dr Graham Syers   Clinical Chair (Chair) 
Janet Guy  Deputy Lay Chair  
Mark Adams  Accountable Officer 
Professor Marios Adamou  Governing Body Secondary Care Doctor 
Karen Bower  Lay Member Corporate Finance and Patient and Public 

Involvement 
Steve Brazier Lay Member – Audit Chair 
Siobhan Brown Chief Operating Officer   
Tony Brown    Locality Director North (Managerial)   
Jon Connolly Chief Finance Officer 
Dr Robin Hudson Medical Director 
Annie Topping  Executive Director of Nursing, Quality and Patient Safety 
Paul Turner Executive Director of Commissioning, Contracting and 

Corporate Governance  
Dr Chris Waite Locality Director North (Clinical) Medical Director 
 
In Attendance 
 
Richard Hay Head of Planning and Operations 
Rachael Long Corporate Affairs Manager  
Gillian Sheppard Business Support Team Senior Administrator (minutes) 
 
The Chair explained that the meeting will be recorded for the purpose of assisting the minute 
taker, the recording will be destroyed once the minutes have been ratified at next month's 
meeting. 
 

NCCGGB/21/80 Agenda Item 1 Apologies  
 
Apologies were received from Dr Ben Frankel and Dr John Warrington. 

NCCGGB/21/81 Agenda Item 2 Declarations of Conflicts of Interest  
 
There were no conflicts of interest declared. 

NCCGGB/21/82 Agenda Item 3 Quoracy 
 

The meeting was quorate. 
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NCCGGB/21/83 Agenda Item 4 NENC ICS Transition to Integrated Care Board  
 
Mark Adams provided a high-level update on transition arrangements for the establishment of 
the Integrated Care Board as a statutory body from 1 April 2022. 
 
The key areas of focus at present are:  
 

• The co-production design discussions chaired by Professor Liam Donaldson which are 
focussing on the ICS and its aspirations, governance and the strategic direction of 
travel. 

• The design of the Integrated Care Board, decision making and delivery and how this 
will work at place,  

• Continued work around recruitment to the Integrated Care System (ICS) to meet the 
statutory elements of the Integrated Care Board. 

• Discussions on arrangements in place for the close-down of CCGs as statutory 
organisations and to reassign all responsibilities to the ICS from April 2022 to ensure it 
is fit for purpose.   
 

Work is continuing in a number of areas and further guidance is needed on finance, data 
transfer, ways of working at place and with patients and public, voluntary and community 
sectors.  There is a need to ensure that the design of the ICS is fit for purpose and all legal 
responsibilities have been met before the closure of CCGs and formal handover of 
responsibilities to the ICS from 1 April 2022. 
 
The Chair asked members of the Governing Body whether they agreed with the proposed 
way of working through the transition and the model constitution.  
 
Karen Bower referred to page 10 of the draft constitution and said there was a need for a 
balance of membership in the ICB which includes both primary and secondary care 
representatives.   Mark Adams said that some plans for the transition still need to be 
confirmed, the ICP will have representatives from NHS organisations and local authorities, 
whereas the ICB is a unitary board which will provide knowledge, experience and 
understanding of various parts of the system, rather than representing a specific group or 
geographic area.   
 
Janet Guy asked if there was a set date by which all senior appointees should be in position 
for the ICS to ensure an orderly handover of services and the protection of current staff, as it 
is now approximately five months until the transition to the ICS.  Mark Adams said the senior 
appointments are being made through a national recruitment process, the Chief Executive 
Officer is expected to be in place by end of October 2021, with the remaining key 
appointments of Medical Director, Chief Finance Officer and Director of Nursing for each ICS 
expected to be in place by late December 2021.  Janet Guy said the CCG would need to be 
aware of potential risks involved due to the short timescale of the newly appointed team to the 
ICS.  
 
DECISION NCCGGB/21/83/01: Governing Body members agreed to accept the progress 
to date in developing transition arrangements to the new statutory ICB for the North 
East and North Cumbria. 
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NCCGGB/21/84 Agenda Item 5 EPRR Core Standards Assurance Process  
 
Richard Hay introduced the report which outlined the Emergency Preparedness, Resilience 
and Response (EPRR) Core Standards Template and Assurance Statement requirement for 
ratification and approval. 
 
The CCG is required by NHS England/Improvement (NHSE/I) to carry out a self-
assessment against the EPRR core standards and provide evidence that the Governing 
Body are aware of the level of compliance achieved. The CCG’s self-assessment is 
green (fully compliant) which is similar to neighbouring CCGs. 
 
It was noted that due to the impact of COVID-19, the business continuity plan has not yet 
been refreshed, this will take place once the pandemic has ended.   Subject to Governing 
Body's ratification, the CCG's self-assessment will be submitted to NHSE/I on 29 October 
2021.    
 
DECISION NCGGB/21/84/01: Governing Body members agreed to ratify the submission 
of the 2020/21 EPRR self-assessment and noted that the business continuity plan 
would be refreshed and systems would be tested going forwards.    

NCCGGB/21/85 Agenda Item 6 Any Other Business   
 
There were no items of any other business raised. 
 

NCCGGB/21/86 Agenda Item 14 Date and time of next meeting  
 
Wednesday 24 November 2021 at 9.30am via MS Teams. 
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NCCGGB/21/64/01 22/09/2021 24/11/2021

S117 briefing to be provided to all Lay Governors in October 

2021 with Kate O'Brien, Senior Head of Commissioning in 

attendance to answer in detail.

Jon Connolly Complete

Kate O'Brien to attend Corporate Finance 

Committee on 17/11/2021 to provide 

update

NCCGGB/21/65/01 22/09/2021 24/11/2021

Siobhan Brown to provide comparison data on NEAS 111 

call abandonment rate against the England national average 

and the proportion of calls received per head of population.  

Siobhan Brown Ongoing

NCCGGB/21/65/02 22/09/2021 24/11/2021

NEAS performance in 111 call abandonment rate to be 

provided to all Lay Governors in October 2021 with Laurie 

Robson, Senior Head of Commissioning in attendance to 

answer in detail.

Siobhan Brown Complete

Laurie Robson provided an update re 

NEAS performance to Lay Governors on 

20/10/2021

NCCGGB/21/66/01 22/09/2021 24/11/2021

Richard Hay to review the target risk score of 1390 NEAS 

and update operational risk register accordingly. Richard Hay Ongoing

NCCGGB/21/68/01 22/09/2021 24/11/2021

Claire Coyne to provide further information on the actions 

the CCG are taking against NHSE/I key actions for 2021/22 

as set out in the draft LeDeR annual report 2020/21.

Claire Coyne / 

Annie Topping
Ongoing

Update 15/11/21: The National and local actions 

taken by the CGG are discussed at Transforming 

care meeting to monitor adherence to the plan 

and progress of reviews. This is chaired by the 

deputy LAC and has membership that includes GP 

leads, quality team and representatives from LA 

and local providers.  The actions identified as part 

of the new LeDeR policy are currently discussed in 

NENC LeDeR steering group with representation 

from all NENC CCGs and NHSEI and this ensures 

consistency throughout the region and is 

especially important in the transition to ICS/ICB. 

The local area contact (LAC) and deputy LACs are 

members of this group. The LeDeR annual report 

has been uploaded onto the NCCG website as per 

NHSEI guidance. An easy read version of the 

Annual report has also been produced and signed 

off by the transforming care group, will be 

published on the Website, which is the first time 

NCCG have produced the report in this format.
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Clinicians commissioning healthcare 
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Date 24 November 2021 
 

Agenda item 6 
 

Report title Proposed Constitution for the North East and North Cumbria 
Integrated Care Board 
 

Report author Corporate Affairs Manager  
Sponsor Accountable Officer 

 

Private or Public agenda 
 

Public 
 

NHS classification Official  
Purpose (tick one only) 
 

Information only    

Development/Discussion 
 

 
 

Decision/Action  
 

Links to Corporate Objectives Ensure that the CCG makes best use of all available 
resources 

 
 
 

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

 
 

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

 

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

 

Northumberland CCG/external 
meetings this paper has been 
discussed at: 

Integrated Care System Project Board 
 

QIPP N/A 

Risks  Strategic Risk 1506 - ICS 

Resource implications N/A 
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Consultation/engagement  The Designate ICB Chair has undertaken over 80 individual 

discussions with system leaders from the health and care 

sector, has attended events hosted by the four current 

Integrated Care Partnerships and has established a Joint 

NHS and Local Authority Management Executive to provide 

advice on the overall implementation of the Integrated Care 

System. At the meeting on the 8th November the group 

agreed the draft constitution provided for consideration by 

CCG Governing Bodies.  

Quality and Equality impact 
assessment  

N/A 

Data Protection Impact 
Assessment 

N/A 
 
 

Research N/A 

Legal implications  N/A 

Impact on carers N/A 

Sustainability implications N/A 
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QUALITY and EQUALITY IMPACT ASSESSMENT 

1. Project Name Proposed Constitution for the North East and North Cumbria Integrated Care 
Board 
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4. Quality Impact  
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   Clinical Effectiveness  N/A      

   Patient Experience  N/A      
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N/A      

5.Equality Impact  
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Neg 
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Mitigation / Control 

What is the impact on 
people who have one of 
the protected 
characteristics as defined 
in the Equality Act 2010? 

N/A      

What is the impact on 
health inequalities in terms 
of access to services and 
outcomes achieved for the 
population of 
Northumberland? 
(which is in line with the 
legal duties defined in the 
National Health Service Act 
2006 as amended by the 
Health and Social Care Act 
2012), for example health 
inequalities due to 
differences in 
socioeconomic 

circumstances? 

N/A      

6. Research  N/A 
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Governing Body  
24 November 2021 
Agenda Item: 6   
Proposed Constitution for the North East and North Cumbria Integrated Care 
Board 
Sponsor: Accountable Officer  

 

Members of the Governing Body are asked to:  
 
1. Review the proposed draft constitution 
2. Provide confirmation in respect of fulfilling its legal responsibility to 

propose the constitution to NHS England and NHS Improvement at this 
stage of its development to meet the first key checkpoint  

 

 
 
Background 
 

1. NHS England and Improvement expect that Integrated Care Boards (ICB) will 

be created from April 2022 with the functions currently performed by Clinical 

Commissioning Groups (CCG) conferred on ICBs. This will mean that the staff 

assets and liabilities of each CCG in the North Cumbria and North East will be 

transferred to the North Cumbria and North East ICB as well as the delegation 

of some of NHS England and NHS Improvement direct commissioning 

functions. 

2. Although ICBs will take on the CCG functions, they are intended to bring 

health and care organisations together in new ways, with greater emphasis on 

collaboration and shared responsibility for health of the local population, 

offering a variety of opportunities for organisations within the NHS and system 

partners to work more collaboratively in the planning and delivery of services 

to tackle health inequality an improve quality and outcomes.  Should the 

passage of the new Health and Care Bill progress as expected, they will have 

flexibilities to deliver commissioning activities in different ways, such as jointly 

with providers, NHS England and NHS Improvement, a local authority or a 

combined authority.   

3. The core ICB governance components include a 'twin' Board arrangement i.e. 

an Integrated Care Partnership and a statutory Integrated Care unitary Board 

as well as place based partnerships and provider 'collaboratives'. 

4. Each ICB is required to have a constitution and the Health and Care Bill sets 

out proposed statutory requirements that must be included in the constitution. 

5. The legal requirements are similar to the requirements of CCG constitutions 

and building on the learning since their establishment, a draft model 

constitution has been provided by NHS England with completion guidance 

notes (Interim guidance on the functions and governance of the Integrated 
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Care Board Version 1, August 2021; Integrated Care Board Model 

Constitution Template Draft V 1.0.; Integrated Care Board Model Constitution 

Supporting Notes: Draft v1.0.). 

6. As such it should be noted that the content of these documents is subject to 

the passage of the Health and Care Bill through Parliament, however they 

provide the indicative mandatory governance requirements of ICBs outlined in 

the Health and Care Bill and the ICS Design Framework. 

7. The proposed draft constitution included with this paper complies with the 

model ICB constitution which is inclusive of legal or policy requirements. The 

optional clauses requiring local completion have been subject to a series of 

engagement activities led by the ICS designate Chair (as expected by NHS 

England and NHS Improvement) prior to completion and are designed to 

support collective accountability between partners for whole system delivery 

and performance and to facilitate transparent decision making, fostering the 

cultures and behaviours that enable successful system working.  

8. Whilst the constitution sets out the key requirements, a serious of annexes 

which will be prepared and collated within a publicly available 'Governance 

Handbook' (required to be completed by March 2022) will further provide the 

detailed mechanics by which the ICB will ensure good stewardship of NHS 

resources and arrangements for ensuring accountability and transparency in 

the delivery of its functions and statutory duties.  

Purpose of the report and requirements of the CCG Governing Body 

9. Whilst the Health and Care Bill continues through Parliament, NHS 

organisations are expected to progress their preparations for the transition of 

functions from CCGs to ICBs and provide assurance in respect of 'readiness 

to operate' by April 2022.  

10. CCGs are legally responsible for the development of ICB constitutions 

however, NHS England and NHS Improvement expect the process to be led 

by the designate ICS Chair and designate Chief Executive Officer. System 

partners must be engaged in the development of the constitution. 

11. The Bill requires that CCGs within the ICB boundary 'propose' the constitution 

for the first ICBs to NHS England and NHS Improvement and that in due 

course designate board members are supportive of its terms. 

12. Whilst a final version will not be required by NHS England and NHS 

Improvement until the end of Quarter 4, they have set out a serious of key 

checkpoints during the transition and development period. The first key date 

for submission of the draft proposals is 3rd December (with an interim 

submission relating to Board composition on 17th November).  

13. The Governing Body is therefore being requested to review the draft 

constitution and fulfil its legal responsibility, to propose the draft constitution to 

NHS England and NHS Improvement at this stage of its development to meet 

the first key checkpoint. 

14. Following completion of the required annexes and where further amendments 

are required to the body of the Constitution, the revised version will be 

returned to the Governing Body prior to the final March submission.    



OFFICIAL 

7 
20211124 UC Agenda Item 6 – Proposed Constitution for the North East and North Cumbria ICB 

 

 

Process of development and engagement 

15. The Designate ICB Chair has undertaken over 80 individual discussions with 

system leaders from the health and care sector, has attended events hosted 

by the four current Integrated Care Partnerships and has established a Joint 

NHS and Local Authority Management Executive to provide advice on the 

overall implementation of the Integrated Care System. At the meeting on the 

8th November the group agreed the draft constitution provided for 

consideration by CCG Governing Bodies.  

 

Content of the Constitution 

16. The Constitution sets out the: 

a. Statutory framework in which the ICB will operate 

b. Proposed composition of the Board 

c. Appointments process 

d. Arrangements for the exercise of our functions – which will in due 

course be supplemented with the fully completed scheme of 

reservation and delegation, terms of reference for the key committees 

and a functions and decision map. 

e. Procedures for making decisions 

f. Arrangements for the management of conflicts of interest and 

standards of business conduct 

g. Arrangements for Accountability ad transparency 

h. Arrangement for determining the Terms and Conditions of Employees 

i. Arrangements for Public Involvement. 

17. Whilst much of the content and format of the draft constitution provided is 

nationally prescribed, the elements that can be locally determined, at this 

stage of drafting, concern the size and composition of the Integrated Care 

Board together with some procedural aspects of board appointments. 

Composition of the Board  

18. The prescribed minimum ICB membership includes the following roles: 

a. Chair 

b. Chief Executive 

c. Chief Finance Officer/ Director of Finance 

d. Director of Nursing 

e. Medical Director 

f. Partner members - A minimum of three of which one must be drawn 

from NHS Trusts/Foundation Trusts providing services in the area; one 

drawn from primary medical services practicing in the ICB area and 

one drawn from the Local Authorities with statutory social care 

responsibility whose area falls wholly or partly within the ICB Area.  
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Rationale for proposed membership 

19. As the largest Integrated Care System in the country, the geographical span 

and range of organisations makes our situation more complex than many 

other parts of the country. This explains the proposal for a larger number of 

both partner and executive membership thus creating a bigger board than 

would traditionally be the case in the NHS. Given the very different nature of 

the proposed Board operating arrangements however, we are aware that 

many of our neighbouring Integrated Care Systems are also proposing 

relatively large boards and that NHS England and NHS Improvement are 

aware.  

20. We have focused on ensuring the Board will include the right expertise and 

leadership to deliver agreed local and national priorities and a balance of 

members, structure and accountability to deliver good governance principles.  

21. Our appointment processes will ensure compliance with eligibility criteria and 

expected regulations regarding fit and proper persons as well as 

demonstrating equality, diversity and inclusiveness.  

22. Our proposed Constitution makes provision for the size and composition of 

the board to be reviewed after a year. 

 

Ongoing engagement process 

23. As required by NHS England and Improvement the ICB designate Chair and 

CEO will continue to lead the engagement and development of the 

constitution with system partners in preparation for the final submission in 

March 2022 including with staff side colleagues.  

24. In addition, we intend to undertake the People Impact Assessment process' 

based on the current proposed board composition and commence formal 

consultation as early as possible with those staff directly affected.  

 
 
 
 
Appendix 1 NENC ICB Draft Constitution 
 
 
 
 
 



Draft subject to the passage of the Health and Care Bill through 

Parliament  

DRAFT – Not for onward circulation 

 

Integrated Care Board 

DRAFT Constitution: Draft V 0.5 

 

Notes 

This draft is based on the Model Constitution template and has been completed 

with reference to the supporting notes (which explain more about what is required 

from the optional/local determination clauses, and provide some example clauses) 

and good governance practice.   Superscript numbers indicate which supporting 

note refers. 
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1. Introduction  

1.1 Background/ Foreword1 

(in development) 

1.2 Name 

1.2.1 The name of this Integrated Care Board is NHS North East and North 

Cumbria Integrated Care Board (“the ICB”). 

 

1.3 Area Covered by the Integrated Care Board 

1.3.1 The area covered by the ICB3 is coterminous with the Local Authorities listed 

at 3.7.1, with the North Cumbria geographical area covering Allerdale, 

Carlisle, Copeland and Eden.   (description to be finalised to ensure 

alignment with the Establishment Order – central guidance being prepared 

on descriptors.]4. 

 

1.4 Statutory Framework 

1.4.1 The ICB is established by order made by NHS England under powers in the 

2006 Act.  

 

1.4.2 The ICB is a statutory body with the general function of arranging for the 

provision of services for the purposes of the health service in England and is 

an NHS body for the purposes of the 2006 Act.  

 

1.4.3 The main powers and duties of the ICB to commission certain health 

services are set out in sections 3 and 3A of the 2006 Act. These provisions 

are supplemented by other statutory powers and duties that apply to ICBs, 

as well as by regulations and directions (including, but not limited to, those 

made under the 2006 Act).5  

 

1.4.4 In accordance with section 14Z25(5) of, and paragraph 1 of Schedule 1B to, 

the 2006 Act the ICB must have a constitution, which must comply with the 

requirements set out in that Schedule.  The ICB is required to publish its 

constitution (section 14Z29).  This constitution is published at [Add web 

address when website developed] 

 

1.4.5 The ICB must act in a way that is consistent with its statutory functions, both 

powers and duties. Many of these statutory functions are set out in the 2006 

Act but there are also other specific pieces of legislation that apply to ICBs.  
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Examples include, but are not limited to, the Equality Act 2010 and the 

Children Acts. Some of the statutory functions that apply to ICBs take the 

form of general statutory duties, which the ICB must comply with when 

exercising its functions. These duties include but are not limited to: 

 

a) Having regard to and acting in a way that promotes the NHS 

Constitution (section 2 of the Health Act 1989 and section 14Z32 of 

the 2006 Act); 

b) Exercising its functions effectively, efficiently and economically 

(section 14Z33 of the 2006 Act);  

c) Duties in relation children including safeguarding, promoting welfare 

etc (including the Children Acts 1989 and 2004, and the Children and 

Families Act 2014) 

d) Adult safeguarding and carers (the Care Act 2014) 

e) Equality, including the public-sector equality duty (under the Equality 

Act 2010) and the duty as to health inequalities (section 14Z35); and  

f) Information law, (for instance, data protection laws, such as the EU 

General Data Protection Regulation 2016/679 and Data Protection Act 

2018, and the Freedom of Information Act 2000). 

g) Provisions of the Civil Contingencies Act 2004 

 

1.4.6 The ICB is subject to an annual assessment of its performance by NHS 

England which is also required to publish a report containing a summary of 

the results of its assessment. 

 

1.4.7 The performance assessment will assess how well the ICB has discharged 

its functions during that year and will, in particular, include an assessment of 

how well it has discharged its duties under: 

a) section 14Z34 (improvement in quality of services), 

b) section 14Z35 (reducing inequalities),  

c) section 14Z38 (obtaining appropriate advice), 

d) section 14Z43 (duty to have regard to effect of decisions) 

e) section 14Z44 (public involvement and consultation), 

f) sections 223GB to 223N (financial duties), and 

g) section 116B(1) of the Local Government and Public Involvement in 

Health Act 2007 (duty to have regard to assessments and strategies). 

 

1.4.8 NHS England has powers to obtain information from the ICB (section 14Z58 

of the 2006 Act) and to intervene where it is satisfied that the ICB is failing, 

or has failed, to discharge any of its functions or that there is a significant risk 

that it will fail to do so (section 14Z59). 
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1.5 Status of this Constitution 

1.5.1 The ICB was established on 1 April 2022 by [name and reference of 

establishment order], which made provision for its constitution by reference 

to this document. 

 

1.5.2 Changes to this constitution will not be implemented until, and are only 
effective from, the date of approval by NHS England.   
 

1.6 Variation of this Constitution  

1.6.1 In accordance with paragraph 14 of Schedule 1B to the 2006 Act this 

constitution may be varied in accordance with the procedure set out in this 

paragraph.   The constitution can only be varied in two circumstances: 

 

a) where the ICB applies to NHS England in accordance with NHS 

England’s published procedure6 and that application is approved; 

and 

 

b) where NHS England varies the constitution on its own initiative, 

(other than on application by the ICB). 

 

1.6.2 The procedure for proposal and agreement of variations to the constitution is 

as follows:7 

a) The Chair and/or Chief Executive may periodically propose 

amendments to the constitution, which shall be submitted to the 

Board for approval. Agreed proposed changes will then be 

submitted to NHS England for approval. 

b) Proposed amendments to this constitution will not be implemented 

until an application to NHS England for variation has been 

approved.   

 

1.7 Related Documents 

1.7.1 This Constitution is also supported by a number of documents which provide 

further details on how governance arrangements in the ICB will operate.  

 

1.7.2 The following are appended to the constitution and form part of it for the 

purpose of clause 1.6 and the ICB’s legal duty to have a constitution: 

 

a) Standing orders– which set out the arrangements and procedures 

to be used for meetings and the selection and appointment 

processes for the ICB committees. 
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1.7.3 The following do not form part of the constitution but are required to be 

published.  

 

a) The Scheme of Reservation and Delegation (SoRD)8– sets out 

those decisions that are reserved to the Board of the ICB and those 

decisions that have been delegated in accordance with the powers of 

the ICB and which must be agreed in accordance with and be 

consistent with the constitution. The SoRD identifies where / who 

functions and decisions have been delegated to. 

 

b) Functions and Decision map9- a high level structural chart that sets 

out which key decisions are delegated and taken by which part or 

parts of the system.  The Functions and Decision map also includes 

decision making responsibilities that are delegated to the ICB (for 

example, from NHS England). 

 

c) Standing Financial Instructions – which set out the arrangements 

for managing the ICB’s financial affairs.  

 

d) The ICS Governance Handbook10– which includes: 

• Terms of reference for all committees and sub-committees of the 

Board that exercise ICB functions11. 

• Delegation arrangements12 for all instances where ICB functions 

are delegated, in accordance with section 65Z5 of the 2006 Act, 

to another ICB, NHS England, an NHS trust, NHS foundation 

trust, local authority, combined authority or any other prescribed 

body; or to a joint committee of the ICB and one or those 

organisations in accordance with section 65Z6 of the 2006 Act. 

• Terms of reference of any joint committee of the ICB and another 

ICB, NHS England, an NHS trust, NHS foundation trust, local 

authority, combined authority or any other prescribed body; or to 

a joint committee of the ICB and one or those organisations in 

accordance with section 65Z6 of the 2006 Act. 

• Committee structure 

• Functions and Decision Map 

• Scheme of Reservation and Delegation 

• Standing Financial Instructions 

• Committee Structure 

• Remuneration Guidance 
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e) Key policy documents13 - including: 

• Standards of Business Conduct and Declarations of Interest 

Policy 

• Policy for public involvement and engagement 
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2 Composition of The Board of the ICB 

2.1.1 This part of the constitution describes the membership of the Integrated Care 

Board. Further information about the criteria for the roles and how they are 

appointed is in section 3. 

 

2.1.2 Further information about the individuals who fulfil these roles can be found 

on our website [add link].14 

 

2.1.3 In accordance with paragraph 3 of Schedule 1B to the 2006 Act, the 

membership of the ICB (referred to in this constitution as “the Board” and 

members of the ICB are referred to as “Board Members”) consists of: 

a) a Chair 

b) a Chief Executive  

c) at least three Ordinary members. 

 

2.1.4 The Ordinary15 Members include at least three members who will bring 

knowledge and a perspective from their sectors.  These members (known as 

Partner Members) are identified and appointed in accordance with the 

procedures set out in Section 3 below: 

• NHS trusts and foundation trusts who provide services within the 

ICB’s area and are of a prescribed description 

• the primary medical services (general practice) providers within the 

area of the ICB and are of a prescribed description 

• the local authorities whose area coincides with or includes the whole 

or any part of the ICB’s area. 

While the Partner Members will bring knowledge and experience from their 

sector and will contribute the perspective of their sector to the decisions of 

the board, they are not to act as delegates of those sectors.  

2.1.5 The ICB has eight16 Partner Members. 

 

2.1.6 As per NHS England Policy17, the ICB has appointed the following 

additional Ordinary Members: 

a) three executive members, namely: 

• Director of Finance 

• Medical Director 

• Director of Nursing 

 

b) Two independent non-executive members  
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2.1.7 The ICB has also appointed the following further Ordinary Members: to the 

Board19   (to list here all locally agreed additional Ordinary members – 

executive or non-executive) 

a) In addition to the statutory minimum of two Non Executive 

Members, a further two are added in order to take account of the 

geographical size and complexity of the ICS area and the need for 

independent leadership of key committees. 

 

b) In addition to the statutory minimum executive roles (Medical 

Director, Nursing Director, Finance Director), a further seven 

member director roles will be created. The precise portfolios of 

these additional roles will be at the discretion of the Chair and 

Chief Executive.  These will be: 

 

- One Chief Operating Officer 

- One Director of Digital and Data 

- One Director of Improvement and Transformation 

- One Director of People 

- Three Executive Directors of Commissioning 

 

Other board-level Director roles of the ICB (attending as 

participants rather than voting members) will be at the discretion of 

the Chair and Chief Executive.  

 

c) In addition to the three statutory minimum Partner members of the 

Board (drawn from Foundation Trusts, local authorities and 

primary medical service providers), a further five Partner members 

are added. This is in order to take account of the geographical size 

and complexity of the ICS area.  

 

d) These additional partner member seats on the Board are as 

follows:  three from local authorities (as described in 2.1.4 above), 

one from Foundation Trusts, one from primary medical services 

providers.  

2.2 Regular Participants and Observers at Board Meetings20 

2.2.1 The Board may invite specified individuals to be Participants or Observers at 

some of its meetings (or parts of its meetings) in order to inform its decision-

making and the discharge of its functions as it sees fit. Participants21 will 

receive advanced copies of the notice, agenda and papers for Board 

meetings. They may be invited to attend any or all of the Board meetings, or 

part(s) of a meeting by the Chair.  Any such person may be invited, at the 

discretion of the Chair to ask questions and address the meeting but may not 

vote. 
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2.2.2 Participants will include: 
a) ICB Directors with specific portfolio areas 

b) Representative from North East and North Cumbria ICS 

Healthwatch Network 

c) Representative from the North East and North Cumbria Voluntary, 

Community and Social Enterprise Partnership  22 

d) Any other person identified by the Chair 

 
2.2.3 Observers23 will receive advanced copies of the notice, agenda and papers 

for Board meetings. They may be invited to attend any or all of the Board 

meetings, or part(s) of a meeting by the Chair. Any such person may not 

address the meeting and may not vote. 
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3 Appointments Process for the Board 

3.1 Eligibility Criteria for Board Membership: 

3.1.1 Each member of the ICB must: 

a) Comply with the criteria of the “fit and proper person test”24 

b) Be willing to uphold the Seven Principles of Public Life (known as 

the Nolan Principles) 

c) Fulfil the requirements relating to relevant experience, knowledge, 

skills and attributes set out in a role specification. 

 

3.2 Disqualification Criteria for Board Membership25 

3.2.1 A Member of Parliament, or member of the London Assembly. 

 

3.2.2 A member of a local authority in England and Wales or of an equivalent body 

in Scotland or Northern Ireland. 

  

3.2.3 A person who, within the period of five years immediately preceding the date 

of the proposed appointment, has been convicted— 

a) in the United Kingdom of any offence, or   

b) outside the United Kingdom of an offence which, if committed in 

any part of the United Kingdom, would constitute a criminal offence 

in that part, and, in either case, the final outcome of the 

proceedings was a sentence of imprisonment (whether suspended 

or not) for a period of not less than three months without the option 

of a fine. 

 

3.2.4 A person who is subject to a bankruptcy restrictions order or an interim 

bankruptcy restrictions order under Schedule 4A to the Insolvency Act 1986, 

sections 56A to 56K of the Bankruptcy (Scotland) Act 1985 or Schedule 2A 

to the Insolvency (Northern Ireland) Orde 1989 (which relate to bankruptcy 

restrictions orders and undertakings). 

 

3.2.5 A person who, has been dismissed within the period of five years 

immediately preceding the date of the proposed appointment, otherwise than 

because of redundancy, from paid employment by any Health Service Body. 

 

3.2.6 A person whose term of appointment as the chair, a member, a director or a 

governor of a health service body, has been terminated on the grounds: 

a) that it was not in the interests of, or conducive to the good 

management of, the health service body or of the health service 

that the person should continue to hold that office 
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b) that the person failed, without reasonable cause, to attend any 

meeting of that health service body for three successive meetings, 

c) that the person failed to declare a pecuniary interest or withdraw 

from consideration of any matter in respect of which that person 

had a pecuniary interest, or 

d) of misbehaviour, misconduct or failure to carry out the person’s 

duties; 

 

3.2.7 A health care professional (within the meaning of section 14N of the 2006 

Act) or other professional person who has at any time been subject to an 

investigation or proceedings, by any body which regulates or licenses the 

profession concerned (“the regulatory body”), in connection with the person’s 

fitness to practise or any alleged fraud, the final outcome of which was—  

a) the person’s suspension from a register held by the regulatory 

body, where that suspension has not been terminated 

b) the person’s erasure from such a register, where the person has 

not been restored to the register 

c) a decision by the regulatory body which had the effect of 

preventing the person from practising the profession in question, 

where that decision has not been superseded, or 

d) a decision by the regulatory body which had the effect of imposing 

conditions on the person’s practice of the profession in question, 

where those conditions have not been lifted. 

 

3.2.8 A person who is subject to— 

a) a disqualification order or disqualification undertaking under the 

Company Directors Disqualification Act 1986 or the Company 

Directors Disqualification (Northern Ireland) Order 2002, or 

b) an order made under section 429(2) of the Insolvency Act 1986 

(disabilities on revocation of administration order against an 

individual). 

 

3.2.9 A person who has at any time been removed from the office of charity 

trustee or trustee for a charity by an order made by the Charity 

Commissioners for England and Wales, the Charity Commission, the Charity 

Commission for Northern Ireland or the High Court, on the grounds of 

misconduct or mismanagement in the administration of the charity for which 

the person was responsible, to which the person was privy, or which the 

person by their conduct contributed to or facilitated. 

 

3.2.10 A person who has at any time been removed, or is suspended, from the 

management or control of any body under— 
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a) section 7 of the Law Reform (Miscellaneous Provisions) (Scotland) 

Act 1990(f) (powers of the Court of Session to deal with the 

management of charities), or 

b) section 34(5) or of the Charities and Trustee Investment (Scotland) 

Act 2005 (powers of the Court of Session to deal with the 

management of charities). 

 

3.3 Chair26 

3.3.1 The ICB Chair27 is to be appointed by NHS England, with the approval of the 

Secretary of State. 

 

3.3.2 In addition to criteria specified at 3.1, this member must fulfil the following 

additional eligibility criteria 

a) The Chair will be independent. 

b) Any other criteria as may be set out in any NHS England guidance 

 

3.3.3 In addition to criteria specified in 3.2, individuals will not be eligible if: 

a) They hold a role in another health and care organisation within the 

ICB area.  

b) Any of the disqualification criteria set out in 3.2 apply 

 

3.3.4 The term of office for the Chair will be four years and the total number of 

terms a Chair may serve is two.28   

 

3.4 Chief Executive 

3.4.1 The Chief Executive will be appointed by the Chair of the ICB in accordance 

with any guidance issued by NHS England.29 

 

3.4.2 The appointment will be subject to approval of NHS England in accordance 

with any procedure published by NHS England30 

 

3.4.3 The Chief executive must fulfil the following additional eligibility criteria  

a) Be an employee of the ICB or a person seconded to the ICB who 

is employed in the civil service of the State or by a body referred to 

in paragraph 18(4)(b) of Schedule 1B to the 2006 Act 

b) Meets the Person Specification for the role 

c) No further local criteria proposed31 

d) Any other criteria as may be set out in any NHS England guidance 
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3.4.4 Individuals will not be eligible if 

 

a) Any of the disqualification criteria set out in 3.2 apply 

b) Subject to clause 3.4.3(a), they hold any other employment or 

executive role. 

 

3.5 Partner Member(s) – eligible NHS Trusts and Foundation Trusts 
(providing services within the ICB area) 

a. County Durham and Darlington NHS Foundation Trust 

b. Cumbria, Northumberland and Tyne & Wear NHS Foundation Trust 

c. Gateshead Health NHS Foundation Trust 

d. Newcastle upon Tyne Hospitals NHS Foundation Trust  

e. North Cumbria Integrated Care NHS Foundation Trust  

f. North East Ambulance Service NHS Foundation Trust 

g. North Tees and Hartlepool NHS Foundation Trust 

h. North West Ambulance Service 

i. Northumbria Healthcare NHS Foundation Trust 

j. South Tees Hospitals NHS Foundation Trust 

k. South Tyneside and Sunderland NHS Foundation Trust 

l. Tees, Esk and Wear Valleys NHS Foundation Trust 

 

 

3.5.1 This Partner Member description to be inserted in accordance with the 

regulations33:  (Regulations are awaited) 

3.5.2 This member must fulfil the eligibility criteria set out at 3.1 and also the   

following additional eligibility criteria  

a) Be the Chief Executive or an Executive Director of one of the NHS 

Trusts or Foundation Trusts within the ICB’s area34 

b) Fulfil any other criteria as may be set out in NHS England 

guidance 

c) Declare themselves willing to serve as a full member of a unitary 

board, inter alia responsible for stewardship of NHS funds and be 

bound by individual and collective accountability for  decisions 

even where these may be unpopular or attract criticism. 

d) Agree that they will bring knowledge and perspective from their 

sector but not be delegates or carry agreed mandates from any 

part of that sector. 

3.5.3 Individuals will not be eligible if 

a) Any of the disqualification criteria set out in 3.2 apply 
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b) Any other exclusion criteria set out in NHS England guidance 

applies. 

c) They cannot provide unequivocal assurances in relation to the  

criteria in 3.5.2 c) or d). 

 

 

3.5.4 This member will be appointed by35 the ICB Chair, supported by an 

Appointments Panel. Recruitment and selection processes will be designed 

to take account of equality, diversity and inclusion at each stage of the 

process.The appointment process will include both nomination and selection 

elements36: 

 

3.5.4.1 Partner members will be nominated jointly by their respective sector in 

line with the requirements of the Act and related Guidance.  

 

3.5.4.2 Nominated individuals who meet the criteria outlined at 3.1 and 3.5.3 will 

complete an application process against a published role specification. 

 

3.5.4.3 An Appointments  Panel will be established and chaired by the ICB Chair 

to assess the applications and interview suitable applicants.  Recruitment 

and selection processes will be designed to take account of equality, 

diversity and inclusion at each stage of the process. 

 

3.5.4.4 Appointments will be approved by the ICB Chair 

 

3.5.5 The term of office37 for this Partner Member will be four years.  Their service 

will be limited to two terms but at the end of each term of office, the sector 

will be asked if there are alternative nominations for this role.  Should there 

be more eligible nominations than positions available, then the appointments 

process will be followed. If no additional nominations are received and the 

incumbent postholder remains eligible, then they will be considered for 

reappointment to the role. 

 

3.5.6 On first appointment to the role, the ICB may stagger the end date of the 

length of the term of office to avoid all terms of office expiring at the same 

time. 

 

3.6 Partner Member(s) - Providers of Primary Medical Services.  

3.6.1 This Partner Member is [description to be inserted in accordance with the 

regulations - awaited].   

 

3.6.2 This member must fulfil the eligibility criteria set out at 3.1 and also the   

following additional eligibility criteria  
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a) Be a provider of primary medical services within the ICB’s area34 

b) Fulfil any other criteria as may be set out in NHS England guidance 

c) Declare themselves willing to serve as a full member of a unitary 

board, inter alia responsible for stewardship of NHS funds and be 

bound by individual and collective accountability for decisions even 

where these may be unpopular or attract criticism. 

d) Agree that they will bring knowledge and perspective from their 

sector but not be delegates or carry agreed mandates from any part 

of that sector. 

 

3.6.3 Individuals will not be eligible if: 

a) Any of the disqualification criteria set out in 3.2 apply 

b) Any other exclusion criteria set out in NHSE guidance apply 

c) They cannot provide unequivocal assurances in relation to the  criteria 

in 3.6.2 c) or d). 

 

3.6.4 This member will be appointed by39 the ICB Chair, supported by an 

Appointments Panel. 

 

3.6.5 The appointment process will be as follows40:   

 

a) Partner members will be nominated jointly by their respective sector in 

line with the requirements of the Act and related Guidance.  

 

b) Nominated individuals who meet the criteria outlined at 3.1 and 3.5.3 

will complete an application process against a published role 

specification. 

 

c) An Appointments Panel will be established and chaired by the ICB 

Chair to assess the applications and interview suitable applicants.  

Recruitment and selection processes will be designed to take account 

of equality, diversity and inclusion at each stage of the process. 

 

d) Appointments will be approved by the ICB Chair 

 

 

3.6.6 The term of office37 for this Partner Member will be four years.  Their 

service will be limited to two terms but at the end of each term of office, 

the sector will be asked if there are alternative nominations for this role.  

Should there be more eligible nominations than positions available, then 

the appointments process will be followed. If no additional nominations are 

received and the incumbent postholder remains eligible, then they will be 

considered for reappointment to the role. 
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3.6.7 On first appointment to the role, the ICB may stagger the end date of the 

length of the term of office to avoid all terms of office expiring at the same 

time. 

 

 

3.7 Partner Member(s) – eligible local authorities   

3.7.1 This Partner Member [description to be inserted in accordance with the 

regulations] from the local authorities whose areas coincide with, or 

include the whole or any part of, the ICB’s area.  Those local authorities 

are: 

 

a) Cumbria County Council 

b) Darlington Borough Council 

c) Durham County Council  

d) Gateshead Council 

e) Hartlepool Borough Council 

f) Middlesbrough Council  

g) Newcastle upon Tyne City Council 

h) North Tyneside Council 

i) Northumberland County Council  

j) Redcar & Cleveland Borough Council  

k) Stockton-on-Tees Borough Council 

l) South Tyneside Council 

m) Sunderland City Council 

 

 

This member will fulfil the eligibility criteria set out at 3.1 and also the following 

additional eligibility criteria  

a) Be the Chief Executive or relevant Executive level role of one of the 

bodies listed at 3.7.1   

b) Fulfil any other criteria as may be set out in NHS England guidance 

c) Declare themselves willing to serve as a full member of a unitary board, 

inter alia responsible for stewardship of NHS funds and be bound by 

individual and collective accountability for decisions even where these 

may be unpopular or attract criticism. 

d) Agree that they will bring knowledge and perspective from their sectors 

but not be delegates or carry agreed mandates from any part of that 

sector. 
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3.7.2 Individuals will not be eligible if 

a) Any of the disqualification criteria set out in 3.2 apply 

b) Any other exclusion criteria set out in NHSE guidance applies 

c) They cannot provide unequivocal assurances in relation to the  criteria 

in 3.7.2 c) or d). 

 

3.7.3 This member will be appointed by42 the ICB Chair, supported by an 

Appointments Panel. 

3.7.4 The appointment process will be as follows43:   

 

a) Partner members will be nominated jointly by their respective sector in 

line with the requirements of the Act and related Guidance.  

 

b) Nominated individuals who meet the criteria outlined at 3.1 and 3.5.3 

will complete an application process against a published role 

specification. 

 

c) An Appointments Panel will be established and chaired by the ICB 

Chair to assess the applications and interview suitable applicants.  

Recruitment and selection processes will be designed to take account 

of equality, diversity and inclusion at each stage of the process. 

 

d) Appointments will be approved by the ICB Chair 

 

 

3.7.5 The term of office37 for this Partner Member will be four years.  Their 

service will be limited to two terms but at the end of each term of office, 

the sector will be asked if there are alternative nominations for this role.  

Should there be more eligible nominations than positions available, then 

the appointments process will be followed. If no additional nominations are 

received and the incumbent postholder remains eligible, then they will be 

considered for reappointment to the role. 

 

 

3.7.6 On first appointment to the role, the ICB may stagger the end date of the 

length of the term of office to avoid all terms of office expiring at the same 

time. 

 

3.8 Medical Director45 

3.8.1 This member will fulfil the eligibility criteria set out at 3.1 and also the   

following additional eligibility criteria  
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a) Be an employee of the ICB46 or a person seconded to the ICB who is 

employed in the civil service of the State or by a body referred to in 

paragraph 18(4)(b) of Schedule 1B to the 2006 Act 

b) Be a registered Medical Practitioner 

 

3.8.2 Individuals will not be eligible if: 

a) Any of the disqualification criteria set out in 3.2 apply 

b) Any other exclusion criteria set out in NHS England guidance applies. 

      

 

3.8.3 This member will be appointed by47 the Chief Executive supported by an 

Appointments Panel headed by the Chair or Non-Executive Member of the 

board and the recommended appointment will be  subject to the approval 

of the Chair. Recruitment and selection processes will be designed to take 

account of equality, diversity and inclusion at each stage of the process. 

 

3.9 Director of Nursing48 

3.9.1 This member will fulfil the eligibility criteria set out at 3.1 and also the   

following additional eligibility criteria  

a) Be an employee49 of the ICB or a person seconded to the ICB who is 

employed in the civil service of the State or by a body referred to in 

paragraph 18(4)(b) of Schedule 1B to the 2006 Act 

b) Be a registered Nurse or Midwife 

c) Any other criteria set out by NHS England’s guidance. 

 

 

3.9.2 Individuals will not be eligible if: 

a) Any of the disqualification criteria set out in 3.2 apply 

b) Any other exclusion criteria set out in NHS England guidance applies. 

 

3.9.3 This member will be appointed by47 the Chief Executive supported by an 

Appointments Panel headed by the Chair or Non-Executive Member of the 

board and the recommended appointment will be  subject to the approval 

of the Chair. Recruitment and selection processes will be designed to take 

account of equality, diversity and inclusion at each stage of the process. 

 

3.10 Director of Finance51 

3.10.1 This member will fulfil the eligibility criteria set out at 3.1 and also the   

following additional eligibility criteria  
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a) Be an employee of the ICB52 or a person seconded to the ICB who is 

employed in the civil service of the State or by a body referred to in 

paragraph 18(4)(b) of Schedule 1B to the 2006 Act 

b) Full membership of a recognised professional Chartered Accountancy 

Body. 

c) Any other criteria set out by NHS England’s guidance 

 

 

 

3.10.2 Individuals will not be eligible if: 

a) Any of the disqualification criteria set out in 3.2 apply 

b) Any other exclusion criteria set out in NHS England guidance applies. 

 

 

3.10.3 This member will be appointed by47 the Chief Executive supported by an 

Appointments Panel headed by the Chair or Non-Executive Member of the 

board and the recommended appointment will be  subject to the approval 

of the Chair. Recruitment and selection processes will be designed to take 

account of equality, diversity and inclusion at each stage of the process. 

3.11 Four54 Independent Non-Executive Members55 

3.11.1 The ICB will appoint four independent Non-Executive Members 

 

3.11.2 These members will be appointed by56 the ICB chair, supported by an 

Appointments Panel.  

 

a) The appointments will be made following an openly advertised 

application. A panel will be established and chaired by the ICB Chair to 

assess the applications and interview suitable applicants.  Recruitment 

and selection processes will be designed to take account of equality, 

diversity and inclusion at each stage of the process. 

 

3.11.3 These members will fulfil the eligibility criteria set out at 3.1 and also the   

following additional eligibility criteria  

a) Not be employee of the ICB or a person seconded to the ICB 

b) Not hold a role in another health and care organisation in the ICB area 

c) One shall have specific knowledge, skills and experience that makes 

them suitable for appointment to the Chair of the Audit Committee 

d) Another should have specific knowledge, skills and experience that 

makes them suitable for appointment to the Chair of the Remuneration 

Committee 

e) Will be living in, or have a connection to, the area covered by the ICB 

(as described at 1.3.1) 

f) Any other criteria set out by NHS England. 
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3.11.4 Individuals will not be eligible if 

a) Any of the disqualification criteria set out in 3.2 apply 

b) They hold a role in another health and care organisation within the ICB 

area  

c) any additional criteria set out in NHS England guidance applies 

d) any additional criteria proposed by the ICB applies.  

 

3.11.5 The term of office for an independent non-executive member will be up to 

three years and the total number of terms an individual may serve is 

three58 terms after which they will no longer be eligible for re-appointment. 

 

3.11.6 Initial appointments may be for a shorter period59 in order to avoid all non-

executive members leaving office at once.   

 

3.11.7 Subject to60 satisfactory appraisal and the support of the Chief Executive, 

the Chair may approve the re-appointment of an independent non-

executive member up to the maximum number of terms permitted for their 

role. 

 

3.12 Other Board Members61 

3.12.1 Additional Executive Board Members (listed at 2.1.7(b) will be appointed 

by47 the Chief Executive supported by an Appointments Panel headed by 

the Chair or Non-Executive Member of the board and the recommended 

appointment will be  subject to the approval of the Chair.  Recruitment and 

selection processes will be designed to take account of equality, diversity 

and inclusion at each stage of the process. 

 

3.13 Board Members: Removal from Office.  

3.13.1 Arrangements for the removal from office of Executive members of the 

Board is subject to the term of appointment, and application of the 

relevant ICB policies and procedures. 

 

3.13.2 With the exception of the Chair, Board members shall be removed from 

office if any of the following occurs:  

 

3.13.3 :  

a) If they no longer fulfil the requirements of their role or become 

ineligible for their role as set out in this constitution, regulations or 

guidance 
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b) Fail to attend 50% of the ICB meetings (unless there are extenuating 

circumstances); 

c) If they are deemed to not meet the expected standards of 

performance at their annual appraisal 

d) If they have behaved in a manner or exhibited conduct which has or is 

likely to be detrimental to the honour and interest of the ICB and is 

likely to bring the ICB into disrepute. This includes but it is not limited 

to dishonesty; misrepresentation (either knowingly or fraudulently); 

defamation of any member of the ICB (being slander or libel); abuse 

of position; non-declaration of a known conflict of interest; seeking to 

manipulate a decision of the ICB in a manner that would ultimately be 

in favour of that member whether financially or otherwise: gross 

misconduct. 

e) Are deemed to have failed to uphold the Nolan Principles of Public 

Life 

f) Persistently fail to conform to the principles of a unitary board. 

g) Are subject to disciplinary proceedings by a regulator or professional 

body that has resulted in a decision by the Regulatory Body which had 

the effect of preventing the person from practising the profession in 

question, where that decision hasnot been superseded, or had the 

effect of imposing conditions on the person's practice, where those 

conditions have not been lifted. 

h) Vote of no confidence, on the basis of any of the above grounds, by a 

simple majority of votes of the ICB.  

 

3.13.4 Members may be suspended pending the outcome of an investigation into 

whether any of the matters in 3.13.3 apply. 

 

3.13.5 Executive Directors (including the Chief Executive) will cease to be Board 

members if their employment in their specified role ceases, regardless of 

the reason for termination of the employment. 

 

3.13.6 The Chair of the ICB may be removed by NHS England, subject to the 

approval of the Secretary of State.  

 

3.13.7 If NHS England is satisfied that the ICB is failing or has failed to discharge 

any of its functions or that there is a significant risk that the ICB will fail to 

do so, it may: 

 

3.13.7.1 terminate the appointment of the ICB’s chief executive; and  

 

3.13.7.2 direct the chair of the ICB as to which individual to appoint as a 

replacement and on what terms. 
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3.14 Terms of Appointment of Board Members  

3.14.1 With the exception of the Chair, Non-executive members and Chief 

executive, arrangements for remuneration63 and any allowances will be 

agreed by the Remuneration Committee in line with the ICB remuneration 

policy and any other relevant policies published in the Governance 

Handbook on the ICB's website and any guidance issued by NHS 

England or other relevant body. Remuneration for Chairs, Non Executives 

and chief executives will be set by NHS England [clarification on final 

sentence awaited from NHSE]. 

 

3.14.2 Other terms of appointment will be determined by the Remuneration 

Committee. 

 

3.14.3 Terms of appointment of the Chair will be determined by NHS England.  
 

3.15 Review of Board Size and Composition 

3.15.1 In view of the necessity to create additional board membership to address 
the size and complexity of the ICS jurisdiction, an annual review of the 
board size and composition will be carried out to ensure that it is fit for 
purpose in meeting good governance standards. Any necessary changes 
will be proposed thereafter.  
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4 Arrangements for the Exercise of our Functions. 

4.1 Good Governance 

4.1.1 The ICB will, at all times, observe generally accepted principles of good 

governance.  This includes the Nolan Principles of Public Life and any 

governance guidance issued by NHS England. 

 

4.1.2 The ICB's Standards of Business Conduct and Declarations of Interest 

Policy sets out the expected behaviours that members of the board and its 

committees will uphold and guide decision making whilst undertaking ICB 

business.  It also includes a set of principles that will guide decision making 

in the ICB.  This Policy is published in the Governance Handbook and is 

available on the Website  [insert weblink] 

4.2 General 

4.2.1 The ICB will: 

 

a. comply with all relevant laws including but not limited to the 

2006 Act and the duties prescribed within it and any relevant 

regulations; 

b. comply with directions issued by the Secretary of State for 

Health and Social Care 

c. comply with directions issued by NHS England;  

d. have regard to statutory guidance including that issued by NHS 

England; and 

e. take account, as appropriate, of other documents, advice and 

guidance issued by relevant authorities, including that issued by 

NHS England.  

f. respond to reports and recommendations made by local 

Healthwatch organisations within the ICB area 

 

4.2.2 The ICB will develop and implement the necessary systems and processes 

to comply with (a)-(e) above, documenting them as necessary in this 

constitution, its governance handbook and other relevant policies and 

procedures as appropriate. 

4.3 Authority to Act 

4.3.1 The ICB is accountable for exercising its statutory functions and may grant 

authority to act on its behalf to:  

a. any of its members or employees 

b. a committee or sub-committee of the ICB 
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4.3.2 Under section 65Z5 of the 2006 Act, the ICB may arrange with another ICB, 

an NHS trust, NHS foundation trust, NHS England, a local authority, 

combined authority or any other body prescribed in Regulations, for the 

ICB’s functions to be exercised by or jointly with that other body or for the 

functions of that other body to be exercised by or jointly with the ICB. 

Where the ICB and other body enters such arrangements, they may also 

arrange for the functions in question to be exercised by a joint committee of 

theirs and/or for the establishment of a pooled fund to fund those functions 

(section 65Z6).  In addition, under section 75 of the 2006 Act, the ICB may 

enter partnership arrangements with a local authority under which the local 

authority exercises specified ICB functions or the ICB exercises specified 

local authority functions, or the ICB and local authority establish a pooled 

fund. 

 

4.3.3 Where arrangements are made under section 65Z5 or section 75 of the 

2006 Act the board must authorise the arrangement, which must be 

described as appropriate in the SoRD. 

 

4.4 Scheme of Reservation and Delegation 

4.4.1 The ICB has agreed a scheme of reservation and delegation (SoRD) 

which is published in full as part of the Governance Handbook [insert 

weblink] 

 

4.4.2 Only the Board may agree the SoRD and amendments to the SoRD may 

only be approved by the Board 

  

4.4.3 The SoRD sets out: 

 

a. those functions that are reserved to the board; 

b. those functions that have been delegated to an individual or to 

committees and sub committees; 

c. those functions delegated to another body or to be exercised jointly 

with another body, under section 65Z5 and 65Z6 of the 2006 Act  

 

4.4.4 The ICB remains accountable for all of its functions, including those that 

it has delegated. All those with delegated authority are accountable to 

the Board for the exercise of their delegated functions.  

4.5 Functions and Decision Map  

4.5.1 The ICB has prepared a Functions and Decision Map which sets out at a 

high level its key functions and how it exercises them in accordance with 

the SoRD. 
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4.5.2 The Functions and Decision Map is published in the Governance 

Handbook [add web address] 

 

4.5.3 The map includes: 

a. Key functions reserved to the Board of the ICB 

b. Commissioning functions delegated to committees and 

individuals. 

c. Commissioning functions delegated under section 65Z5 and 

65Z6 of the 2006 Act to be exercised by, or with, another ICB, 

an NHS trust, NHS foundation trust, local authority, combined 

authority or any other prescribed body;  

d. functions delegated to the ICB (for example, from NHS 
England). 

4.6 Committees and Sub-Committees65 

4.6.1 The ICB may appoint committees and arrange for its functions to be 

exercised by such committees.  Each committee may appoint sub-

committees and arrange for the functions exercisable by the committee to 

be exercised by those sub-committees. 

 

4.6.2 All committees and sub-committees are listed in the Scheme of Reservatoin 

and Delegation. 

 

4.6.3 Each committee and sub-committee established by the ICB operates under 

terms of reference and membership agreed by the Board66.  All terms of 

reference are published in the Governance Handbook.   For the avoidance 

of doubt, Committees may not establish sub-committees without Board 

approval. 

 

4.6.4 The Board remains accountable for all functions, including those that it has 

delegated to committees and sub-committees and therefore, appropriate 

reporting and assurance arrangements are in place and documented in 

terms of reference. All committees and sub committees that fulfil delegated 

functions of the ICB, will be required to: 

 

 a. submit to the ICB Board a decision and assurance report  

   following each Committee meeting, summarising key decisions.  

   In the case of sub-committees, these will be submitted to their 

   Parent Committee; 
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 b. submit their confirmed Minutes to the ICB Board for assurance.  

   In the case of sub-committees, these will be submitted to their 

   Parent Committee 

 c. comply with agreed internal audit findings and committee  

   effectiveness reviews. 

 d. demonstrably consider the equality and diversity implications of 

   decisions they make and consider whether any new resource 

   allocation achieves positive change around inclusion, equality 

   and diversity 

  e. members will abide by the ‘Principles of Public Life’ (The Nolan 

   Principles) and the NHS Code of Conduct. 

 

4.6.5 Any committee or sub-committee established in accordance with clause 4.6 

may consist of, or include, persons who are not ICB Members or 

employees.  

 

4.6.6 All members of committees and sub-committees are required to act in 

accordance with this constitution, including the standing orders as well at 

the SFIs and any other relevant ICB policy. 

 

4.6.7 The following committees will be maintained:  

 

a. Audit Committee68: This committee is accountable to the 

Board and provides an independent and objective view of the 

ICB’s compliance with its statutory responsibilities. The 

committee is responsible for arranging appropriate internal and 

external audit.  

The Audit Committee will be chaired by an independent non-

executive member (other than the Chair of the ICB) who has the 

qualifications, expertise or experience to enable them to 

express credible opinions on finance and audit matters. 

 

b. Remuneration Committee69: This committee is accountable to 

the Board for matters relating to remuneration, fees and other 

allowances (including pension schemes) for employees and 

other individuals who provide services to the ICB.  

The Remuneration Committee will be chaired by an 

independent non-executive member other than the Chair or the 

Chair of Audit Committee.   
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4.6.8 The terms of reference for each of the above committees are published in 

the Governance Handbook70. 

 

4.6.9 The Board has also established a number of other committees to assist it 

with the discharge of its functions. These committees are set out in the 

SoRD and further information about these committees, including terms of 

reference, are published71 in the Governance Handbook. 

 

4.7 Delegations made under section 65Z5 of the 2006 Act  

4.7.1 As per 4.3.2 The ICB may arrange for any functions exercisable by it to be 

exercised by or jointly with any one or more other relevant bodies (another 

ICB, NHS England, an NHS trust, NHS foundation trust, local authority, 

combined authority or any other prescribed body). 

 

4.7.2 All delegations made under these arrangements are set out in the ICB 

Scheme of Reservation and Delegation and included in the Functions and 

Decision Map. 

 

4.7.3 Each delegation made under section 65Z5 of the Act will be set out in a 

delegation arrangement which sets out the terms of the delegation72. This 

may, for joint arrangements, include establishing and maintaining a pooled 

fund.  The power to approve delegation arrangements made under this 

provision will be reserved to the Board.  

 

4.7.4 The Board remains accountable for all the ICB’s functions, including those 

that it has delegated and therefore, appropriate reporting and assurance 

mechanisms are in place as part of agreeing terms of a delegation and 

these are detailed in the delegation arrangements, summaries of which will 

be published in the Governance Handbook.  

 

4.7.5 In addition to any formal joint working mechanisms, the ICB may enter into 

strategic or other transformation discussions with its partner organisations 

on an informal basis.   
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5 Procedures for Making Decisions73 

5.1 Standing Orders 

5.1.1 The ICB has agreed a set of standing orders which describe the 

processes that are employed to undertake its business.  They include 

procedures for: 

• conducting the business of the ICB 

• the procedures to be followed during meetings; and 

• the process to delegate functions. 

 

5.1.2 The Standing Orders apply to all committees and sub-committees of the 

ICB unless specified otherwise in terms of reference which have been 

agreed by the Board.  

 

5.1.3 A full copy of the Standing Orders74 is included in Appendix 2 and form 

part of this constitution. 

 

5.2 Standing Financial Instructions (SFIs) 

5.2.1 The ICB has agreed a set of SFIs which include the delegated limits of 

financial authority set out in the SoRD. 

 

5.2.2 A copy of the SFIs is published in the Governance Handbook. 
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6 Arrangements for Conflict of Interest Management 

and Standards of Business Conduct  

6.1 Conflicts of Interest75 

[subject to change in line with NHS England guidance76] 

6.1.1 As required by section 14Z30 of the 2006 Act, the ICB has made 

arrangements to manage any actual and potential conflicts of interest to 

ensure that decisions made by the ICB will be taken and seen to be taken 

without being unduly influenced by external or private interest and do not, 

(and do not risk appearing to) affect the integrity of the ICB’s decision-

making processes.  

 

6.1.2 The ICB has agreed policies and procedures for the identification and 

management of conflicts of interest.  These are contained within the 

Standards of Business Conduct and Declarations of Interest Policy which is 

published on the website77 

 

6.1.3 All Board, committee and sub-committee members, and employees of the 

ICB, will comply with the ICB policy on conflicts of interest in line with their 

terms of office and/ or employment.  This will include but not be limited to 

declaring all interests on a register that will be maintained by the ICB.  

 

6.1.4 The ICB will, as a minimum, publish the registers of conflicts of interest and 

gifts and hospitality of decision making staff at least annually on the ICB 

website and make them available at our headquarters upon request. 

 

6.1.5 All delegation arrangements made by the ICB under Section 65Z5 of the 

2006 Act will include a requirement for transparent identification and 

management of interests and any potential conflicts in accordance with 

suitable policies and procedures comparable with those of the ICB. 

 

6.1.6 Where an individual, including any individual directly involved with the 

business or decision-making of the ICB and not otherwise covered by one 

of the categories above, has an interest, or becomes aware of an interest 

which could lead to a conflict of interests in the event of the ICB considering 

an action or decision in relation to that interest, that must be considered as 

a potential conflict, and is subject to the provisions of this Constitution, the 

Standards of Business Conduct and Declarations of Interest Policy78. 

 

6.1.7 The ICB has appointed the Audit Chair to be the Conflicts of Interest 

Guardian79. In collaboration with the ICB’s governance lead, their role is to: 
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a. Act as a conduit for members of the public and members of the 

partnership who have any concerns with regards to conflicts of 

interest; 

b. Be a safe point of contact for employees or workers to raise any 

concerns in relation to conflicts of interest; 

c. Support the rigorous application of conflict of interest principles 

and policies; 

d. Provide independent advice and judgment to staff and members 

where there is any doubt about how to apply conflicts of interest 

policies and principles in an individual situation; 

e. Provide advice on minimising the risks of conflicts of interest. 

6.2 Principles80 

6.2.1 In discharging our functions the ICB will abide by the following principles: 

 

a. Safeguard system-led commissioning, whilst ensuring objective 

    investment decisions; 

b. Act in a way that demonstrates that they are acting fairly and 

    transparently and in the best interests of their patients and ICB 

    population; 

c. Act in a way that upholds confidence and trust in the NHS and 

system partners; 

d. Recognition that the ICB requires a diversity of perspectives in 

order for it to make good decisions; therefore interests will be 

managed sensibly and proportionately in line with NHSE 

Guidance and the ICB's Standards of Business Conduct and 

Declarations of Interest Policy. 

e. Decision making will be made with a regard to the Triple Aim: 

considering the effects of the decisions on: the health and 

wellbeing of the people of England; the quality of services 

provided or arranged by both the ICB and other relevant bodies 

and the sustainable and efficient use of resources by the ICB 

and other relevant bodies. 

 

6.3 Declaring and Registering Interests 

6.3.1 The ICB maintains registers81 of the interests of: 

a. Members of the ICB 

b. Members of the Board’s committees and sub-committees  

c. Its employees  
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6.3.2 In accordance with section 14Z30(2) of the 2006 Act registers of interest for 

committees and decision making staff are published on the ICB website 

[insert link] and are available on request from the ICB.82 

 

6.3.3 All relevant persons as per 6.1.3 and 6.1.6 must declare any conflict or 

potential conflict of interest relating to decisions to be made in the exercise 

of the ICB’s commissioning functions. 

 

6.3.4 Declarations should be made as soon as reasonably practicable after the 

person becomes aware of the conflict or potential conflict and in any event 

within 28 days.  This could include interests an individual is pursuing. 

Interests will also be declared on appointment and during relevant 

discussion in meetings. 

 

6.3.5 All declarations will be entered in the registers as per 6.3.1 

 

6.3.6 The ICB will ensure that, as a matter of course, declarations of interest are 

made and confirmed, or updated at least annually.  

 

6.3.7 Interests83 (including gifts and hospitality) of decision-making staff will 

remain on the public register for a minimum of six months.  In addition, the 

ICB will retain a record of historic interests and offers/receipt of gifts and 

hospitality for a minimum of six years after the date on which it expired.  

The ICB’s published register of interests states that historic interests are 

retained by the ICB for the specified timeframe and details of whom to 

contact to submit a request for this information. 

 

6.3.8 Activities funded in whole or in part by third parties who may have an 

interest in ICB business such as sponsored events, posts and research will 

be managed in accordance with the ICB policy to ensure transparency and 

that any potential for conflicts of interest are well-managed. 

6.4 Standards of Business Conduct  

6.4.1 Board members, employees, committee and sub-committee members of 

the ICB will at all times comply with this Constitution and be aware of their 

responsibilities as outlined in it.  They should: 

a. act in good faith and in the interests of the ICB; 

 

b. follow the Seven Principles of Public Life; set out by the 

Committee on Standards in Public Life (the Nolan Principles);  

 

c. comply with the ICB Standards of Business Conduct and 

Declarations of Interest Policy. 
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6.4.2 Individuals contracted to work on behalf of the ICB or otherwise providing 

services or facilities to the ICB will be made aware of their obligation to 

declare conflicts or potential conflicts of interest.  This requirement will be 

written into their contract for services and is also outlined in the ICB’s 

Standards of Business Conduct and Declarations of Interest policy.    
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7 Arrangements for ensuring Accountability and 

Transparency  

7.1.1 The ICB will demonstrate its accountability to local people, stakeholders 

and NHS England in a number of ways, including by upholding the 

requirement for transparency in accordance with paragraph 11(2) of 

Schedule 1B to the 2006 Act.  

7.2 Principles84 

7.2.1 Create an organisational culture that encourages and enables transparency 

and involvement. 

7.2.2 Be inclusive and proactive in resolving barriers to effective involvement and 

participation. 

7.2.3 Make clear the purpose of involvement and the extent to which people can 

expect their views to influence development of local health services; 

7.2.4 Recognise the importance of providing feedback to people who have made 

their views known; 

7.2.5 Work in partnership with other agencies  

7.2.6 Build upon best practice and be open to innovative and proven approaches 

from within and outwith the NHS; 

7.2.7 Provide support and training to staff to equip them for this role, and 

7.2.8 provide information that is clear and easy to understand, free of jargon and 

in plain language. 

 

7.3 Meetings and publications 

7.3.1 Board and committee meetings will be held in public except where a 

resolution is agreed to exclude the public on the grounds that it is believed 

to not be in the public interest.  

 

7.3.2 Papers and minutes of all meetings held in public will be published. 

 

7.3.3 Annual accounts will be externally audited and published. 

 

7.3.4 A clear complaints process will be published.  

 

7.3.5 The ICB will comply with the Freedom of Information Act 2000 and with the 

Information Commissioner Office requirements regarding the publication of 

information relating to the ICB. 

 

7.3.6 information will be provided to NHS England as required. 
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7.3.7 The Constitution and Governance Handbook will be published as well as 

other key documents including but not limited to:  

a. Declarations of Interest and Conflicts of Interest policy 

b. Registers of interests85 

c. Key policies 

d. Functions and Decision Making Map 

e. Committee Structure 

f. Remuneration Guidance 

g. Delegation Agreement Summaries 

 

7.3.8 The ICB will publish, with our partner NHS trusts and NHS foundation 

trusts, a plan at the start of each financial year that sets out how the ICB 

proposes to exercise its functions during the next five years.  The plan will 

explain how the ICB proposes to discharge its duties under: 

• section 14Z34 (improvement in quality of services), 

• section 14Z35 (reducing inequalities), 

• section 14Z43 (have regard to effect of decisions) 

• section 14Z44 (public involvement and consultation), and 

• sections 223H and 223J (financial duties). 

and  

• proposed steps to implement the joint local health and wellbeing   

strategies for the population covered by the ICB86 

7.4 Scrutiny and Decision Making 

7.4.1 At least two independent non-executive members will be appointed to the 

board including the Chair; and all of the board and committee members will 

comply with the Nolan Principles of Public Life and meet the criteria 

described in the Fit and Proper Person Test. 

 

7.4.2 Healthcare services will be arranged in a transparent way, and decisions 

around who provides services will be made in the best interests of patients, 

taxpayers and the population, in line with the rules set out in the NHS 

Provider Selection Regime. 

 

7.4.3 The ICB will comply with the requirements of the NHS Provider Selection 

Regime including: 87 

a. Ensuring decision making structures are in place to allow for 

decisions around arranging healthcare services to be made. 

b. Ensuring governance structures are in place to deal with any 

challenges that may follow decisions about provider selection. 



Draft subject to the passage of the Health and Care Bill through 

Parliament  

DRAFT not for onward circulation 

20211111 NENC ICB draft constitution template 0.5 after JMEG0.8 

  39 

 

c. Publishing the ICB's intentions for arranging services in 

advance. 

d. Publishing contracts awarded and maintaining records of 

decision making and management of conflicts of interest. 

e. Ensuring that audit arrangements are in place. 

 

7.4.4 The ICB will comply with local authority health overview and scrutiny 

requirements. 

 

7.5 Annual Report 

7.5.1 The ICB will publish an annual report in accordance with any guidance 

published by NHS England and which sets out how it has discharged its 

functions and fulfilled its duties in the previous financial year and in 

particular how it has discharged its duties under sections  

a. 14Z34 (improvement in quality of services), 

b. 14Z35 (reducing inequalities),  

c. 14z43 (have regard to the effect of decisions) 

d. 14Z44 (public involvement and consultation), and 

 

7.5.2 The annual report will also review the extent to which the ICB has exercised 

its functions in accordance with the plans published under section 

a. 14Z50 (Integrated Care System plan), and 

b. 14Z54 (capital resource use plan), and 

 

7.5.3 Review any steps the board has taken to implement any joint health and 

wellbeing strategy to which it was required to have regard under section 

116B(1) of the Local Government and Public Involvement in Health Act 

2007. 

 

 

8 Arrangements for Determining the Terms and 

Conditions of Employees. 

8.1.1 The ICB may appoint employees, pay them remuneration and allowances 

as it determines and appoint staff on such terms and conditions as it 

determines. 

 

8.1.2 The Board has established a Remuneration Committee88 which is chaired 

by a Non-Executive member other than the Chair or Audit Chair. 
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8.1.3 The membership of the Remuneration Committee is determined by the 

Board.  No employees may be a member of the Remuneration Committee 

but the Board ensures that the Remuneration Committee has access to 

appropriate advice by: 

a. Ensuring that HR advisers are in attendance as appropriate 

b. Other officers, employees or advisors may be invited to attend 

all or part of meetings of the committee to provide advice or 

support particular discussion as appropriate 

c. Receiving benchmarking information where available and 

appropriate 

 

8.1.4 The Board may appoint independent members or advisers to the 

Remuneration Committee who are not members of the board. 

8.1.5 The main purpose of the Remuneration Committee is to exercise the 

functions of the ICB relating to paragraphs 17 to 19 of Schedule 1B to the 

2006 Act. The terms of reference agreed by the board are published in the 

Governance Handbook on the ICB's website [insert link]  

8.1.6 The duties of the Remuneration Committee include89 the following.  Full 

details are set out in the Terms of Reference. (below is taken from model 

Terms of Reference) 

 

a. For the Chief Executive, Directors and other Very Senior 

Managers:   

 

Determine all aspects of remuneration including but not limited 

to salary, (including any performance-related elements) 

bonuses, pensions and cars;  

Determine arrangements for termination of employment and 

other contractual terms and non-contractual terms.  

 

b. For all staff: 

Determine the ICB pay policy (including the adoption of pay 

frameworks such as Agenda for Change); 

Oversee contractual arrangements;  

Determine the arrangements for termination payments and any 

special payments following scrutiny of their proper calculation 

and taking account of such national guidance as appropriate. 

 

c. Oversee the arrangements for the performance review for 

directors/senior managers; 

d. Receive assurance in relation to ICB statutory duties relating to 

people such as compliance with employment legislation 

including such as Fit and Proper Person Regulation (FPPR). 
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8.1.7 The ICB may make arrangements for a person to be seconded to serve as 

a member of the ICB’s staff. 

 

9 Arrangements for Public Involvement  

9.1.1 In line with section 14Z44(2) of the 2006 Act the ICB has made 

arrangements to secure that individuals to whom services which are, or are 

to be, provided pursuant to arrangements made by the ICB in the exercise 

of its functions, and their carers and representatives, are involved (whether 

by being consulted or provided with information or in other ways) in:  

a. the planning of the commissioning arrangements by the 
Integrated Care Board 

b. the development and consideration of proposals by the ICB 

c. for changes in the commissioning arrangements where the 

implementation of the proposals would have an impact on the 

manner in which the services are delivered to the individuals 

(at the point when the service is received by them), or the 

range of health services available to them, and 
d. decisions of the ICB affecting the operation of the 

commissioning arrangements where the implementation of the 
decisions would (if made) have such an impact. 

9.1.2 In line with section 14Z52 of the 2006 Act the ICB has made the following 

arrangements to consult its population on its system plan: 

a. The ICB will engage or consult, as appropriate, with its 

population on its system plan and will have regard to NHS 

Guidance on consultation and engagement and the ICB's 

Patient and Public Involvement Strategy.   This will include the 

involvement of each relevant Health and Wellbeing Board. 

 

b. The ten principles set out by NHS England, and described at 

section 9.1.3 will apply 

 

 

9.1.3 The ICB has adopted the ten principles set out by NHS England for working 

with people and communities90.  

 

a. Put the voices of people and communities at the centre of 
decision-making and governance, at every level of the ICS. 
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b. Start engagement early when developing plans and feed back 
to people and communities how it has influenced activities and 
decisions. 

c. Understand your community’s needs, experience and 
aspirations for health and care, using engagement to find out if 
change is working. 

d. Build relationships with excluded groups – especially those 
affected by inequalities. 

e. Work with Healthwatch and the voluntary, community and social 
enterprise sector as key partners. 

f. Provide clear and accessible public information about vision, 
plans and progress to build understanding and trust. 

g. Use community development approaches that empower people 
and communities, making connections to social action. 

h. Use co-production, insight and engagement to achieve 
accountable health and care services. 

i. Co-produce and redesign services and tackle system priorities 
in partnership with people and communities. 

j. Learn from what works and build on the assets of all partners in 
the ICS – networks, relationships, activity in local places. 

 

 

9.1.4 These principles will be used when developing and maintaining 

arrangements for engaging with people and communities. 

 

9.1.5 These arrangements, include92: 

a. A Patient and Public Involvement Strategy 

b. A system-wide Engagement Framework to ensure consistently 

high standards of engagement 

c. Ensuring sufficient resources and training are available to 

support effective engagement 

d. Arranging system-wide or place-based public events 

e. Appointment of a Non Executive Member with a specific role to 

seek assurance on the ICB's arrangements for discharging its 

duties in relation to patient and public involvement.  
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Appendix 1: Definitions of Terms Used in This 

Constitution 

2006 Act National Health Service Act 2006, as amended by the 

Health and Social Care Act 2012 and the Health and Care 

Act 2022 

ICB Board Members of the ICB 

Area The geographical area that the ICB has responsibility for, 
as defined in part 2 of this constitution 

Committee A committee created and appointed by the ICB Board.  

Sub-Committee A committee created and appointed by and reporting to a 
committee. 

Integrated Care 

Partnership 

The joint committee for the ICB’s area established by the 
ICB and each responsible local authority whose area 
coincides with or falls wholly or partly within the ICB’s 
area.  

Place-Based 

Partnership 

Place-based partnerships are collaborative arrangements 
responsible for arranging and delivering health and care 
services in a locality or community. They involve the 
Integrated Care Board, local government and providers of 
health and care services, including the voluntary, 
community and social enterprise sector, people and 
communities, as well as primary care provider leadership, 
represented by Primary Care Network clinical directors or 
other relevant primary care leaders. 

Ordinary Member The Board of the ICB will have a Chair and a Chief 

Executive plus other members.  All other members of the 

Board are referred to as Ordinary Members.  

Health Service 

Body 

Health service body as defined by section 9(4) of the NHS 

Act 2006 or (b) NHS Foundation Trusts. 

 ICBs should add local definitions as required and should 

always include any local terms that refer to legally 

prescribed roles or functions. 
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Appendix 2: Standing Orders 

1.  Introduction94 

1.1. These Standing Orders have been drawn up to regulate the proceedings of 

the NHS North East and North Cumbria Integrated Care Board so that the 

ICB can fulfil its obligations as set out largely in the 2006 Act (as amended). 

They form part of the ICB’s Constitution95. 

2. Amendment and review 

2.1. The Standing Orders are effective from 1 April 2022 96 

 

2.2. Standing Orders will be reviewed on an annual basis or sooner if required.  

 

2.3. Amendments to these Standing Orders will be made as per Clause 1.6 of 

the Constitution.  

 

2.4. All changes to these Standing Orders will require an application to NHS 

England for variation to the ICB constitution and will not be implemented 

until the constitution has been approved. 

3. Interpretation, application and compliance 

3.1. Except as otherwise provided, words and expressions used in these 

Standing Orders shall have the same meaning as those in the main body of 

the ICB Constitution and as per the definitions in Appendix 1. 

 

3.2. These standing orders apply to all meetings of the Board, including its 

committees and sub-committees unless otherwise stated. All references to 

Board are inclusive of committees and sub-committees unless otherwise 

stated.  

 

3.3. All members of the Board, members of committees and sub-committees and 

all employees, should be aware of the Standing Orders and comply with 

them. Failure to comply may be regarded as a disciplinary matter. 

 

3.4. In the case of conflicting interpretation of the Standing Orders, the Chair, 

supported with advice from [tbc when structure confirmed: the ICB's Senior 

Governance Advisor] will provide a settled view which shall be final.   

 

3.5. All members of the Board, its committees and sub-committees and all 

employees have a duty to disclose any non-compliance with these Standing 

Orders to the Chief Executive as soon as possible. 
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3.6. If, for any reason, these Standing Orders are not complied with, full details 

of the non-compliance and any justification for non-compliance and the 

circumstances around the non-compliance, shall be reported to the next 

formal meeting of the Board for action or ratification and the Audit 

Committee for review.  

 

4. Meetings of the Integrated Care Board 

4.1. Calling Board Meetings97 

4.1.1 Meetings of the Board of the ICB shall be held at regular intervals98at 

such times and places99 as the ICB may determine. 

4.1.2 In normal circumstances, each member of the Board will be given not 

less than one month’s notice in writing of any meeting to be held. 

However: 

a) The Chair may call a meeting at any time by giving not less than 

14 calendar days’ notice in writing. 

b) One third of the members of the Board may request the Chair to 

convene a meeting by notice in writing, specifying the matters 

which they wish to be considered at the meeting. If the Chair 

refuses, or fails, to call a meeting within seven calendar days of 

such a request being presented, the Board members signing the 

requisition may call a meeting by giving not less than 14 

calendar days’ notice in writing to all members of the Board 

specifying the matters to be considered at the meeting. 

c) In emergency situations the Chair may call a meeting with 24 

hours notice by setting out the reason for the urgency and the 

decision to be taken.  

 

4.1.3 A public notice of the time and place of the meeting and how to access 

the meeting shall be given by posting it at the offices of the ICB body and 

electronically at least three clear days before the meeting or, if the 

meeting is convened at shorter notice, then at the time it is convened. 

 

4.1.4 The agenda and papers for meetings will be published electronically in 

advance of the meeting excluding, if thought fit, any item likely to be 

addressed in part of a meeting is not likely to be open to the public. 

4.2. Chair of a meeting 

4.2.1. The Chair of the ICB shall preside over meetings of the Board.  
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4.2.2. If the Chair is absent, or is disqualified from participating by a conflict 

of interest, the ICB Chair will nominate a deputy, which will normally 

be the Senior Independent Non-Executive Member.  If the nominated 

deputy is not present at a meeting, then the assembled members 

may appoint a deputy from the remaining Independent Members. 

 

4.2.3. The Board shall appoint a Chair to all committees and sub-

committees that it has established.  The appointed committee or sub-

committee Chair will preside over the relevant meeting. Terms of 

reference for committees and sub-committees will specify 

arrangements for occasions when the appointed Chair is absent. The 

appointed Chair will be accountable to the Chair of the ICB. 

4.3. Agenda, supporting papers and business to be  

 transacted 

4.3.1. The agenda for each meeting will be drawn up and agreed by the 

Chair102 of the meeting. 

 

4.3.2. Except where the emergency provisions apply, supporting papers for 

all items must be submitted at least ten working days before the 

meeting takes place. The agenda and supporting papers will be 

circulated to all members of the Board at least five calendar days 

before the meeting. 

 

4.3.3. Agendas and papers for meetings open to the public, including 

details about meeting dates, times and venues, will be published on 

the ICB’s website at [insert link]. 

4.4. Petitions 

4.4.1. Where a petition has been received by the ICB it shall be included as 

an item for the agenda of the next meeting of the Board. 

4.5. Nominated Deputies103 

4.5.1. With the permission of the person presiding over the meeting, the 

Executive Directors and the Partner Members of the Board may 

nominate a deputy to attend a meeting of the Board that they are 

unable to attend.  The deputy may speak and vote on their behalf. 

 

4.5.2. The decision of person presiding over the meeting regarding 

authorisation of nominated deputies is final. 
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4.6. Virtual attendance at meetings104 

4.6.1. The Board of the ICB and its committees and sub-committees may 

meet virtually using telephone, video and other electronic means 

when necessary, unless the terms of reference prohibit this. 

 

4.7. Quorum105 

4.7.1. The quorum for meetings of the Board will be one third of the 

members, including: 

a) Chair or Deputy Chair (or independent member presiding over 

the meeting as in 4.4.2) 

b) Either the Chief Executive or the Director of Finance  

c) Either The Medical Director or the Director of Nursing  

d) At least one independent member  

e) At least one Partner Member 

 

4.7.2. For the sake of clarity: 

a) No person can act in more than one capacity when determining 

the quorum.  

 

b) An individual who has been disqualified from participating in a 

discussion on any matter and/or from voting on any motion by 

reason of a declaration of a conflict of interest, shall no longer 

count towards the quorum. 

 

4.7.3. For all committees and sub-committees, the details of the quorum for 

these meetings and status of deputies are set out in the appropriate 

terms of reference. 

 

4.7.4. In the event that the quorum cannot be achieved due to a member or 

members being disqualified from taking part in a vote or discussion 

due to a declared interest the chair of the meeting will determine the 

action to be taken in accordance with the Constitution.    

 

In these circumstances, an alternative quoracy of one third of the 

non-conflicted members will apply.  This must include at least one 

Non Executive Member, the Accountable Officer or Chief Finance 

Officer and one other member of the Board. 
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4.8. Vacancies 

4.8.1. In the event of vacancy or defect in appointment the following 

temporary arrangement for quorum will apply: (awaiting NHSE 

clarification on the meaning of this clause) 

where temporary arrangements have been put in place to fill the 

vacancy or defect, then this individual will count towards the quoracy, 

including if they are temporarily acting in the roles of those members 

specifically listed in quoracy requirements (eg. Director of Nursing, 

Director of Finance); 

where temporary arrangements have not been put in place, a reduced 

quoracy will be proposed to the Board by the Chair and Chief 

Executive in conjunction with the Chair of the Audit Committee. 

 

4.9. Decision making 

4.9.1. The ICB has agreed to use a collective model of decision-making 

that seeks to find consensus between system partners and make 

decisions based on unanimity as the norm, including working though 

difficult issues where appropriate. 

 

4.9.2. Generally it is expected that decisions of the ICB will be reached by 

consensus. Should this not be possible then a vote will be required. 

The process for voting, which should be considered a last resort, is 

set out below: 

 

a) All members of the Board who are present at the meeting will be 

eligible to cast one vote each. 

 

b) In no circumstances may an absent member vote by proxy106. 

Absence is defined as being absent at the time of the vote but this 

does not preclude anyone attending by teleconference or other 

virtual mechanism from participating in the meeting, including 

exercising their right to vote if eligible to do so.  

 

c) For the sake of clarity, any additional Participants and 

Observers107 (as detailed within paragraph 5.6. of the Constitution) 

will not have voting rights. 

 

d) A resolution will be passed if more votes are cast for the resolution 

than against it. 
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e) If an equal number of votes are cast for and against a resolution, 

then the Chair (or in their absence, the person presiding over the 

meeting) will have a second and casting vote. 

 

f) Should a vote be taken, the outcome of the vote, and any 

dissenting views, must be recorded in the minutes of the meeting. 

Disputes 

4.9.3. if consensus cannot be reached, the chair may make decisions on 

behalf of the board where there is disagreement. Where necessary 

boards may draw on third party support such as peer review or 

mediation by NHS England and NHS Improvement. 

 

Urgent decisions 

4.9.4. In the case urgent decisions and extraordinary circumstances, every 

attempt will be made for the Board to meet virtually.  Where this is 

not possible the following will apply. 

 

4.9.5. The powers which are reserved or delegated to the Board, may for 

an urgent decision be exercised by the Chair and Chief Executive (or 

relevant lead director in the case of committees)108 subject to every 

effort having made to consult with as many members as possible in 

the given circumstances. 

 

4.9.6. The exercise of such powers shall be reported to the next formal 

meeting of the Board for formal ratification and the Audit Committee 

for oversight. 

4.10. Minutes 

4.10.1. The names and roles of all members present shall be recorded in the 

minutes of the meetings.  

 

4.10.2. The minutes of a meeting shall be drawn up and submitted for 

agreement at the next meeting where they shall be signed by the 

person presiding at it. 

 

4.10.3. No discussion shall take place upon the minutes except upon their 

accuracy or where the person presiding over the meeting considers 

discussion appropriate. 

 

4.10.4. Where providing a record of a meeting held in public, the minutes 

shall be made available to the public. 
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4.11. Admission of public and the press 

4.11.1. In accordance with Public Bodies (Admission to Meetings) Act 1960 

All meetings of the ICB at which public functions are exercised will 

be open to the public.  

 

4.11.2. The Board may resolve to exclude the public from a meeting or part 

of a meeting where it would be prejudicial to the public interest by 

reason of the confidential nature of the business to be transacted or 

for other special reasons stated in the resolution and arising from the 

nature of that business or of the proceedings or for any other reason 

permitted by the Public Bodies (Admission to Meetings) Act 1960 as 

amended or succeeded from time to time.  

 

4.11.3. The person presiding over the meeting shall give such directions as 

he/she thinks fit with regard to the arrangements for meetings and 

accommodation of the public and representatives of the press such 

as to ensure that the Board's business shall be conducted without 

interruption and disruption. 

 

4.11.4. As permitted by Section 1(8) Public Bodies (Admissions to Meetings) 

Act 1960 as amended from time to time) the public may be excluded 

from a meeting suppress or prevent disorderly conduct or behaviour.  

 

4.11.5. Matters to be dealt with by a meeting following the exclusion of 

representatives of the press, and other members of the public shall 

be confidential to the members of the Board.  

5. Suspension of Standing Orders 

5.1. In exceptional circumstances, except where it would contravene any 

statutory provision or any direction made by the Secretary of State for 

Health and Social Care or NHS England, any part of these Standing Orders 

may be suspended by the Chair in discussion with at least two other 

members,  

 

5.2. A decision to suspend Standing Orders together with the reasons for doing 

so shall be recorded in the minutes of the meeting.  

 

5.3. A separate record of matters discussed during the suspension shall be kept. 

These records shall be made available to the Audit Committee for review of 

the reasonableness of the decision to suspend Standing Orders. 
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6. Use of seal and authorisation of documents. 

The ICB may have a seal for executing documents where necessary.  The seal will 

be kept securely in a locked facility.  The following are authorised to authenticate its 

use by their signature: 

- The Chief Executive 

-  The Chief Operating Officer 

- The Chair of the ICB  

- The Director of Finance   



OFFICIAL 
 

  
 

 1 
20211124 UC Agenda Item 7 Finance Update 

Clinicians commissioning healthcare 
for the people of Northumberland 

 
 
Meeting title Governing Body 

 
Date 24 November 2021 

 
Agenda item 7 

 
Report title Finance Update 

 
Report author Chief Finance Officer 

  
Sponsor Chief Finance Officer 

 
Private or Public agenda 
 

Public 
 

NHS classification Official  
  

Purpose  
 

Information only 
  

 

Development/Discussion 
 

 
 

Decision/Action  
 

Links to Corporate Objectives Ensure that the CCG makes best use of all available 
resources 

 
 

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

 
 

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

 
 

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

 
 

Northumberland CCG/external 
meetings this paper has been 
discussed at: 

None 
 

QIPP Overall QIPP Programme delivery  
 

Risks  Strategic Risk 946 – Financial Balance 
Operational Risk 1799 – QIPP 
  



OFFICIAL 
 

20211124 UC Agenda Item 7 Finance Update 
2 

 

Resource implications N/A  
  

Consultation/engagement  N/A  
   

Quality and Equality impact 
assessment  

Complete report (pages 3 & 4).   

Data Protection Impact 
Assessment  

No 

Research N/A  
 

Legal implications  CCG Statutory Financial Duties  
  

Impact on carers N/A  
 

Sustainability implications N/A 
  

 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



OFFICIAL 
 

20211124 UC Agenda Item 7 Finance Update 
3 

 

 
 

 

QUALITY and EQUALITY IMPACT ASSESSMENT 
1. Project Name Finance Update 

 
 

2. Project Lead Director Lead Project Lead Clinical Lead 
Chief Finance Officer   
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Governing Body 
24 November 2021  
Agenda Item: 7 
Finance Update 
Sponsor: Chief Finance Officer  

 
Members of the Governing Body are asked to:  
 
1. Consider NHS Northumberland Clinical Commissioning Group's financial position as 

at 30 September and provide comment. 
2. Consider the latest key risks and uncertainties to delivery from the current financial 

arrangements and provide comment. 

Purpose  
 

This report presents the reported financial position for the H1 period of the 2021-22 financial 
year as at 30 September 2021. The appendices show this position broken down across the 
relevant areas of expenditure and accounting statements and key performance indicators.  
 
The report is also to update the committee on any developments in the temporary financial 
arrangements put in place by the government in response to the Covid-19 pandemic and the 
CCGs response to these arrangements. 
 
Financial arrangements for 2021-22 
 
For the 2021-22 financial year the Government extended the temporary financial arrangements 
that were put in place for NHS Organisations in response to the Covid-19 pandemic.  
 
Integrated Care Partnerships (ICPs) were again given system envelopes to manage within as 
part of the wider Integrated care systems (ICSs) for the period to the 30 September 2021 on 
the back of these plans. 
 
The envelopes comprise of CCG adjusted allocations, system top up funding and a Covid-19 
fixed allocation, these are all based upon the 2020-21 H2 envelopes adjusted by NHSEI for 
known pressures and policy priorities for 2021-22. 
 
The arrangements for H1 2021-22 include a continuation of the block arrangements for NHS 
organisations adjusted for Inflation and distribution of additional specific funding (such as 
mental health investment (MHIS) or service development funding (SDF).  
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The continuation of the Hospital Discharge Programme (HDP) has been confirmed for H1, and 
there has been the introduction of the Elective Recovery Fund (ERF) which is a £1bn national 
fund to help get planned care activity some way back to pre-pandemic levels. 
 
The financial arrangements described above have continued into H2, however, at the time of 
writing this report the H2 plan is yet to be finalised and submitted (due 16 November).  
 
H1 System Plan  
 
The North ICP system submitted an overall plan within the system envelope resource for the 
North ICP system, which also includes ensuring a breakeven or better position for each of the 
individual organisations within the system.   
 
The North ICP system submitted a plan with a £2.2m surplus, which is the North ICP 
contribution to the wider ICS balanced system plan. Northumberland CCG’s contribution to this 
surplus is £670k.  
 
To note for month 6 the ICP surplus target was reissued across the ICP with the 
commissioning organisations reverting to a breakeven position and Northumbria Healthcare 
reporting against the £2.2m target. 
 
Reporting and allocation overview  
   
Appendix 1-5 are designed to be in line with the national reporting requirements categories 
used in the financial planning submissions to NHS England & Improvement (NHSEI) and 
reporting requirements through the monthly non ISFE returns and annual accounts process. 
 
Appendix (1a) has been continued for this financial year to show an alternative split of CCG 
expenditure between what is a system fixed cost (such as the internal system block payments) 
and what remains a variable element of the CCGs position. The centrally funded element is 
shown in a separate section near the bottom of the main table. 
  
Appendix 6 shows the CCG level performance for primary medical (GP) care commissioning in 
more detail. 
 
The Acute SLAM activity data has not been included due to the current system block payment 
arrangements with providers. 
 
Financial Position Overview 
 
Appendix 1 (Income and Expenditure (I&E)) shows the financial performance of the CCG for 
the H1 period to 30 September 2021. The ‘in year’ resource allocation is shown in the top 
section split between Programme, Delegated Primary Care Commissioning, running costs and 
outside of system funding received excluding the brought forward cumulative historic deficit 
(£57.4m). The middle I&E section then shows the net expenditure and budget variances as at 
Month 6 for the H1 period. The bottom section in grey adjusts for the Non Recurrent 
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retrospective allocations anticipated from NHSEI (outside of system funding for HDP, ERF & 
inequalities), in order to achieve the final reported position and shows the ‘in year’ and 
cumulative positions for the period ending 30 September 2021 (£0.1m in year surplus and 
£57.3m cumulative deficit respectively).   

Appendix 1a is presented in a similar way to Appendix 1 but shows the I&E detail split between 
System Block (ICP and ICS), Other Fixed Expenditure, Variable expenditure and Covid 
expenditure. 

Appendix 2 (Allocations) shows the total confirmed 2021-22 allocation for the H1 period to 30 
September 2021 of £306.6m.  

The allocation table in appendix 2 shows the allocation information for each allocation received 
by the CCG in year, who is the commissioning lead, and where required, whether the funding 
has been approved by committee / board to be committed.  

In September the CCGs received a further total of £0.2m in non-recurrent allocations. The 
allocations relate to ERF and small funding for Cancer smear test schemes and CVD 
pulmonary rehabilitation. 

There was also a technical adjustment for the CCG to carry its historic deficit in its accounts 
(normally done at the start of the financial year), note this value is the closing 2019-20 
cumulative deficit of £57.4m and does not include any benefit of the 2020-21 surplus (£0.9m) 
that was previously reported earlier this year as reducing the historic deficit.  

Financial Position Detail 

The CCG is reporting a system envelope position surplus of £0.1m for H1 of the 2021-22 
financial year, the high level summary table below illustrates this reported position as well as 
the position excluding the centrally funded expenditure that is still to be received in allocation: 

H1 Budget H1 Expenditure 
H1 Variance 

(Under)/ 
Overspend 

£m £m £m 
Commissioned services 300.9 301.9 1.0 
System Covid expenditure 0.7 0.7 0.1 
Running costs 3.1 2.6 (0.5) 
Planned surplus 0.7 0.0 (0.7) 

System funded reported position 305.3 305.2 (0.1) 

Centrally funded expenditure incurred 1.3 2.5 1.2 
Overall CCG reported position 306.6 307.7 1.1 
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The CCGs overall reported ledger position for H1 is a £1.1m overspend, this is mainly due to 
the retrospective nature of the HDP reimbursement flows. The CCG at month 6 is anticipating 
£1.2m of the reported expenditure in the H1 position to be funded from centrally held resources 
outside the system envelope. This is broken down as £1.2m HDP and £0.01m Health 
inequalities. These allocations have been received in month 7. 
 
Programme overview 
 
The summary table above reports commissioned services (programme and delegated Primary 
care) as a overspend of £1.0m, the following sections look at each of the contributing factors to 
this reported position versus planned expectations. 
 
Acute 
 
With the national block payment arrangements continuing as part of the temporary financial 
measures the CCG will continue to pay NHS trusts on a block payment basis for H1, the 
values of which have been set nationally and inflated for growth, and then adjusted for any 
agreed variations between organisations for SDF/ SR allocations or local agreements as part 
of the ICP system planning. 
 
In month the CCG agreed to increase the payment to Northumbria by £0.7m in line with ICP 
wide agreement over redistributing the ICP surplus targets from commissioners to providers as 
touched on earlier. 
 
In the acute section of Appendix 1 there are only two lines which are not covered by the 
temporary NHS block arrangements and they are the Acute Contracts non-NHS and Other 
Acute NCA lines. Both lines are impacted upon by the ERF and the increased use of 
independent sector providers in tackling waiting lists.  
 
In the Acute non NHS line the contracted non NHS providers positions are reported and 
currently where the ERF allocations received to date are reported, this is reported breakeven 
at month 3 due to only having month 5 flex data for the main non NHS contracted providers. 
Therefore, any cash ups between contract values paid and completed activity are still to 
completed for H1 at this point. 
 
The variance or expected pressure relating to independent sector (IS) providers from elective 
recovery is currently reported under the Other Acute NCA line (£0.4m). The increased cost 
comes from additional NCA activity seen from providers not historically contracted with.  
 
Northumberland patients have the choice to use ophthalmology services across the region 
and, to get a shorter wait, have started accessing some of these services. This trend has 
increased over the last 6 months. 
 
The ERF income the CCG receives is based on SUS data matched against planned 
trajectories, and achievement is calculated at an ICS level. Each organisation within the ICS 
needs to report the figures through the lead CCG for NHSEI reporting and it is important that 
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the cost assumptions match up as a system. Therefore, the CCG reported figures are in line 
with the latest forecast made by the ICS for anticipated ERF. 
 
The Current projection for ERF achievement across the ICS is shown in the table below: 
 

 
 
The table shows an expected income of £0.2m for Northumberland CCG (00L) to cover 
additional IS provider spend for the CCG (of which £0.2m has been received). The CCG is 
currently forecasting additional IS spend of £0.5m for H1, which is the £0.3m pressure that the 
CCG has reported under Other Acute NCA in appendix 1.  
 
The assumption made in the forecast in the table is that no ERF is expected for Q2, the CCG 
have chosen to report the pressure as it is comfortable that the additional cost can be 
managed within its existing H1 resource overall. 
 
Mental Health & Learning Disabilities (MH&LD) 
 
The CCG is reporting a £0.4m overspend position for its core mental health and learning 
disabilities expenditure.  
 
The CNTW contract is currently covered under the NHS block arrangements and will continue 
to be reported breakeven. This includes spend associated with in year SDF and SR mental 
health allocations agreed. 
 
Section 117 packages, which are a variable area of expenditure for the CCG have been 
increased for month 5 reporting by £0.4m. The pressure is partially a cost increase from 
packages but also for a contribution to the local authority for learning disability transforming 
care (LDTC) that has been confirmed to be included in CCG system allocations. 
 
The Improving Access to Psychological Therapies (IAPT) contract with Talking Matters 
Northumberland and the mental health pooled budget (which forms part of the BCF minimum 
contribution) are contract amounts and continue to be reported breakeven at Month 6. 

NENC ICS ERF Total achievement 22,864,586      28,949,145      14,896,882      -                     -                     -                     66,710,613      66,710,613      

RXP County Durham and Darlington NHS Foundation Trust 566,449            951,079            481,777            -                     -                     -                     1,999,305         1,999,305        
R0B South Tyneside and Sunderland NHS Foundation Trust 3,304,804         3,730,734         1,410,573         -                     -                     -                     8,446,110         8,446,110        
84H IS Providers 803,303            865,320            730,578            -                     -                     -                     2,399,201         2,399,201        
00N IS Providers 109,775            115,149            128,954            -                     -                     -                     353,878            353,878            
00P IS Providers 28,465               53,621               1,743                 -                     -                     -                     83,830               83,830              
RNN North Cumbria Integrated Care NHS Foundation Trust 1,694,374         1,998,075         1,266,738         -                     -                     -                     4,959,187         4,959,187        
01H IS Providers 253,621            216,912            186,895            -                     -                     -                     657,427            657,427            
RR7 Gateshead Health NHS Foundation Trust 720,495            992,542            551,542            -                     -                     -                     2,264,579         2,264,579        
RTF Northumbria Healthcare NHS Foundation Trust 3,455,033         4,380,991         1,898,739         -                     -                     -                     9,734,763         9,734,763        
RTD The Newcastle Upon Tyne Hospitals NHS Foundation Trust 6,964,834         8,238,497         4,751,504         -                     -                     -                     19,954,836      19,954,836      
13T IS Providers 26,741               112,097            3,854                 -                     -                     -                     142,692            142,692            
99C IS Providers 11,634               108,198            52,352               -                     -                     -                     172,183            172,183            
00L IS Providers 68,259               49,162               105,603            -                     -                     -                     223,024            223,024            
RVW North Tees and Hartlepool NHS Foundation Trust 1,965,403         1,947,182         916,631            -                     -                     -                     4,829,216         4,829,216        
RTR South Tees Hospitals NHS Foundation Trust 1,624,149         3,761,089         1,669,808         -                     -                     -                     7,055,046         7,055,046        
16C IS Providers 1,267,245         1,428,497         739,593            -                     -                     -                     3,435,335         3,435,335        

22,864,586      28,949,145      14,896,882      -                     -                     -                     66,710,613      66,710,613      

NENC ICS ERF Forecast Achievement H1

August 
(Flex adj)

Sept  (Est)

Assume Nil achievement

TOTAL ICS

April (Freeze) May (Freeze) June (Freeze) July (Freeze) Total H1 YTD (M6)
Provider 
Code

Provider



OFFICIAL 
 

20211124 UC Agenda Item 7 Finance Update 
10 

 

 
Under the heading mental health other services, the CCG remaining mental health Service 
Development and Spending review funding from system planning are included.  Expenditure 
towards the Children and Young people’s trailblazer green paper is also included here along 
with expenditure for learning disability temporary placements and the remainder of smaller 
third sector contracts with non-NHS providers that form part of the MHIS. 
 
Community 
 
The majority of the CCGs community contracts are with NHS trusts and are therefore covered 
as part of the system block arrangements.  
 
The CCG also has other non-NHS contracts with its Local Authority, and they are mainly fixed 
cost contracts. There has been an increase in budget as mentioned under allocations for the 
Ageing well non recurrent SDF. The CCG has reported breakeven against non-NHS as there is 
still limited data on the variable elements of the non-NHS spend. 
 
Continuing Healthcare 
 
The main CHC contract forecast has been reported in line with the latest forecast data 
received from the local authority which is month 5 forecast data (one month in arrears).  
 
Although there will likely still be fluctuations to this forecast data as the year goes on the CCG 
are comfortable to show an underspend of £0.5m against the plan for the CHC contract for H1.  
With the amounts claimed through HDP scheme 2 and impact they have on the CHC contract 
becoming clearer it allowed this underspend to be shown with some certainty. 
 
In the other CHC line the CCG has also reported an underspend for H1, this is a release of an 
additional budget £0.2m that was set aside for nurse assessment that has not been required in 
this period.  
 
Prescribing and CCG funded Primary Care services 
 
The Prescribing data the CCG receives from the BSA runs two months in arrears, therefore 
July's data was available for Month 6 reporting. Extrapolating up the 4 months of data for a H1 
forecast has indicated an underspend for H1. After considering a number of different profiling 
options on forecasting, the CCG has reported a potential forecast underspend at month 6 of 
£0.7m.  
 
July data was 2.9% lower than in July the previous year (Regionally lower by 2.4% and 
Nationally 0.3%).  Overall Month 1-4 data was 1.1% higher than Month 1-4 last year (regionally 
1.5% and Nationally 2.5%) 
 
Although there has been an increase in the year-on-year cost, the CCG this year continues to 
grow at a lower rate than the regional and national averages, and importantly at a lower rate 



OFFICIAL 
 

20211124 UC Agenda Item 7 Finance Update 
11 

 

than the CCG planned growth level, this is the main contributing factor for an underspend 
versus plan to be shown at month 6.  
 
It should also continue to be noted that the CCG continue to have the lowest weighted per 
capita prescribing spend in the region. 
 
The pressure areas reported throughout the last year continue, albeit at a less material value in 
terms of annual increases this year, including supply chain issues, reflected in concessions 
and no cheaper stock obtainable (NCSO) changes, pressure from items now off concession 
but back in the drug tariff at increased prices, and national adjustments to CATM pricing. 
 
Areas of growth continue to include prescribing of anticoagulant agents, anti-diabetic 
medication and use of freestyle libre flash blood glucose monitoring devices.  
 
Anticoagulant and freestyle libre increases are a result of changes in clinical pathways and 
product development respectively, emerging evidence of benefit from some anti-diabetic 
medication in cardiovascular and renal protection is driving growth in this area.   
 
Although Sertraline is still priced significantly higher than it was in 2019 the costs for this year 
are lower as the concession price adjusts downwards, which is helping to mitigate some of the 
growth this year. 
 
There is still the risk around the robustness of the medicines supply chain because of both 
Covid and Brexit, adding uncertainty to the forecast for prescribing spend this year and 
beyond. 
 
The other variances in primary care reported at month 6 are a £18k overspend in primary care 
commissioned services which relates to the newly agreed enhanced service specifications, 
and for Other primary care which has seen underspends against planned budgets in Oxygen 
and the GPIT NECS contract (£116k).  
 
The in-year non recurrent GP Forward View (GPFV) funding has now been received by the 
CCG and a paper went to the Primary care committee 11 August to show where this money 
will be spent this year. Extended Access is also reported under this heading. All this funding is 
expected to be paid out at this point and therefore a breakeven position is show for month 6 
reporting. 
 
Primary Care Commissioning 
 
The CCG has over the past year flagged pressure issues with regards to the ring-fenced 
allocation for primary care. After the indemnity defund in the 2019-20 financial year, the CCG's 
allocation has come under significant pressure from inflationary increases in GP contracts and 
additional PCN funding requirements that are to come from the core ring fenced allocation. 
This is increasing expenditure at a higher rate than the annual uplift applied to the ring-fenced 
allocation included in the 5 year published allocations.  
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The underlying forecast pressure for 2021-22 is c£3.1m against published allocations. 
However, for this financial year the CCG has again received top up funding from the system 
envelope to cover this pressure for H1. The position for Delegated Primary care commissioning 
allocation is therefore reported as breakeven for month 6 with the support of system top up 
funding. 
 
Other Programme services  
   
Included within the other programme services section is the BCF social care contribution which 
is part of the minimum contribution paid to the Local Authority and the NEAS 111 contract 
which is part of the NHS Block arrangements and additional 111 funding the CCG hosts for the 
region, these are fixed values and should remain breakeven versus plan throughout the year. 
 
The Other services line now includes patient transport services (PTS), exceptional treatments, 
individual funding requests (IFRs), depreciation, voids and subsidies, voluntary sector spend 
for counselling and bereavement and smaller parts of the NHS blocks including courier and 
patient advice and liaison services. A small pressure of 64k has been reported at month 6 
relating to increased costs in IFR for diabetes equipment and increased activity in the BPAS 
service. 
 
Under the new heading programme establishment costs the expenditure for the CCGs Clinical 
leads and safeguarding team are now forecast and are reported with an underspend of £3k at 
month 6.  
 
Commissioning Reserves and contingency 
 
In general reserves there is a overspend variance of £1.0m reported, this is mainly an increase 
in uncommitted reserves accrued partially from the running cost allocation underspend but also 
from other underspends highlighted in the narratives above in particular CHC and prescribing.  
 
The rationale for this reserves accrual at the end of H1is to keep the overall reported position 
close to breakeven until the system funding and potential pressures and risks for H2 are 
known, as the CCG will still be measured on full year performance and not on its H1 position. 
 
The non-recurrent reserve line is what the CCG received from the system envelope to support 
covid spending and non recurrent projects. This has been reported as breakeven at month 6 
again until the H2 detail is known.  
 
The CCG has set no contingency this year under the temporary financial arrangements, this 
has already been released into the system plan during the planning stage with the North ICP. 
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Running costs 
 
The allocation the CCG has for running costs for H1 is £3.1m and this is in line with what would 
have been the CCG published allocation under a normal financial framework.  
 
For month 6 the CCG is reporting an underspend of £0.5m, which is consistent with the 
previous year's outturn. The underspend against allocation is the result of the CCG historically 
underspending against its published running cost allocation in helping manage its programme 
and overall CCG position, instead of holding in a reserve in running costs itself the CCG has 
held this in commissioning reserves as mentioned earlier. 
 
COVID Expenditure 
 
The CCG reports Covid costs in line with national guidance and as per the claims received and 
services commissioned in response to the outbreak, the expenditure seen is mainly in the 
areas of primary care, and CHC with acute and community pressures being picked up in the 
block arrangements as part of the system plans.  
 
The table below summarises the total reported as Covid spend up to 30 September 2021 that 
the CCG includes as part of its monthly non ISFE return to NHSEI: 
 

 £000's £000's £000's £000's £000's 

Spend Area 

Continuing 
Care 

Services 

Primary 
Care 

Services 
Other 

Programme 
Running 

Costs Total 
Hospital Discharge Programme (Scheme 2) 2,512       2,512 
Additional costs for reducing inequalities    11     11 
Funding claimed from national allocations 2,512 11 0 0 2,523 
Segregation of patient pathways       59 59 
After care and support costs (community, mental 
health, primary care)   16     16 
Remote working for non-patient activities   31     31 
Additional PTS costs     15   15 
GP services - Covid expansion fund (share of 
120m)   683     683 
Long Covid   163     163 
Funded by the system 0 893 15 59 967 

Total Covid Costs 2,512 904 15 59 3,490 
 
To note, the long covid spend and allocation is reported as part of the delegated primary care 
board line and not covid costs as it makes part of the ring-fenced allocation. Expenditure 
included under running costs is mainly ongoing rental costs for Portakabin space (Hot Sites). 
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Hospital Discharge programme  
 
The CCG receives the information to report under hospital discharge programme from its local 
authority monthly. The data for the 2021-22 year now only includes Scheme 2. 
 
The table below provides a monthly breakdown of the figures claimed as HDP for the 2021-22 
financial year along with a forecast for the H1 period in line with NHSEI reporting requirements 
in the monthly non ISFE returns: 
 

Month  Actual or 
Forecast 

Monthly 
Charge % Movement 

Scheme 2 2021-22       
April ACTUAL 526,068 -0.4% 
May ACTUAL 357,347 -32.1% 
June ACTUAL 469,064 31.3% 
July ACTUAL 441,604 -5.9% 
August ACTUAL 375,576 -15.0% 
September ACTUAL 342,470 -8.8% 
Total HDP 0 2,512,129   

 
 

• Note, H1 central funding will capture October payments made for discharges made up 
to 30 September but as there is no FOT reported in ledger for the H1 period at month 6 
it is left out of this working until H2 allocations are finalised in Month 8. 

• H2 HDP funding will be a separate funding stream to H1 (a separate higher ICB wide 
HDP allocation has been issued in H2) this will be shown separately in future reports. 

• Note, Previous months reported figures do move slightly as the new month’s data 
comes in as the Local Authority updates their system. For example, packages 
added/removed after the cut-off date for monthly reporting to NHSEI. 

The above table shows that Scheme 2 costs remain relatively consistent each month. There 
will always be an element of variability each month depending on the number of discharges 
made in month and how busy the hospitals are. 
 
Statement of Financial Position and Cashflow Forecast 
 
Appendix 3 (Statement of Financial Position (SoFP)) shows the closing positions for 30 
September 2021 in comparison to the last reported month which was 31 August 2021.  
 
Current Assets have moved by £0.6m in month, this is mainly due to the cash balance carried 
at month end being lower by £0.5m in September.  
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Creditors have increased in month by £2.0m, this is an increase in accruals mainly relating to 
the CCG continuing to accrue to its H1 position in preparation for H2 including the reserves 
accruals mentioned earlier along with additional SDF/SR allocations that are yet to see year to 
date expenditure against them. 
 
Appendix 5 (Cashflow forecast), the CCG is still expected by NHSE to proactively manage the 
cash it draws down each month and the amount it spends in month against that drawdown.  
 
The target is to have no more than 1.25% of the monthly drawdown of cash left in the main 
bank account each month. The cash balance as at 30 September 2021 was £58k which 
equates to 0.13% of the September drawdown, and meets the target level. 
 
Better Payment Practice Code for year to 30 September 2021 
 
Appendix 4 (Better Payment Practice Code) requires that all valid invoices should be paid by 
their due date or within 30 days of receipt, whichever is later. The CCG is measured against a 
target of 95% achievement. 

 
The CCGs cumulative value of NHS invoices paid within 30 days as at 30 September was 
99.99% as a percentage of invoice value and 99.29% by invoice count. The cumulative value 
of Non-NHS invoices paid within 30 days as at 30 September was 99.27% as a percentage of 
invoice value and 99.57% by invoice count.  
 
Recommendation 
 

The Governing Body is asked to consider the month 6 reported position and provide comment.  
 
 

Appendix 1:  Income and expenditure report YTD 
Appendix 1a:  Alternative Income and expenditure report YTD 
Appendix 2:  Allocation breakdown 
Appendix 3:  Statement of financial position 
Appendix 4:  Better payment practice code 
Appendix 5:  Cash flow forecast 
Appendix 6:   Delegated Primary care commissioning  



APPENDIX 1

YTD Budget YTD Actual 

YTD Variance 
(Under)/ 

Overspend

YTDVariance 
(Under)/ 

Overspend

£000's £000's £000's %

Resource
Programme baseline 276,436 276,436 0
Primary Care Co Commissioning 25,562 25,562 0
Running costs 3,072 3,072 0
Outside of System Funding 1,576 1,576 0
Total Resource 306,646 306,646 0

Expenditure
Acute Services
Northumbria Healthcare NHS FT 102,372 103,042 670 0.65%
Newcastle Upon Tyne Hospitals NHS FT 34,991 34,991 0
North East Ambulance Service 7,827 7,827 0
Acute Contracts NHS 1,758 1,758 0
Acute Contracts Non NHS 1,903 1,903 0
Other Acute NCA 418 693 275 65.64%
Other Acute Non Rec 155 155 0
Total Acute Services 149,422 150,367 945

Core Mental Health services
Cumbria Northumberland Tyne & Wear NHS Foundation Trust 24,593 24,593 0
Section 117's (LA) 5,013 5,429 417 8.31%
Talking Matters Northumberland 2,327 2,327 0
Mental Health Pooled budget (LA) 1,644 1,644 0
Mental Health Other services 2,589 2,589 0
Total Core Mental Health 36,167 36,583 417

Community Services
Northumbria Healthcare NHS FT (Comm) 15,182 15,182 0
Newcastle Upon Tyne Hospitals NHS FT (Comm) 173 173 0
Other Community Contracts NHS 363 363 0
Community Contracts Non NHS 2,090 2,090 0
Total Community Services 17,809 17,809 0

Continuing Healthcare
Continuing Healthcare main contract 19,975 19,464 -511 -2.56%
Other Continuing Healthcare 1,157 982 -175 -15.12%
Total Continuing Healthcare 21,132 20,446 -686

Prescribing and CCG Funded Primary Care Services
Prescribing 30,339 29,670 -669 -2.20%
Out of Hours 1,171 1,171 0
Primary Care Commissioned Services 1,339 1,357 18 1.35%
Primary Care Transformation 1,214 1,214 0
Primary Care Networks 254 254 0
Primary Care Dressings 857 857 0
Other Primary Care 1,218 1,102 -116 -9.56%
Total Prescribing and CCG Funded Primary Care Services 36,394 35,626 -767

Primary Care Commissioning (Appendix 6) 26,926 26,926 0 0.00%

Other Programme Services
Core BCF (Social Care) 6,723 6,723 0
111 contract 2,669 2,669 0
Other Services 1,126 1,189 64 5.66%
Programme Establishment Costs 393 390 -3 -0.74%
Total Other Programme Services 10,911 10,972 61

Commissioning Reserves & Contingency
General Reserve 889 1,912 1,024 115.17%
Non Recurrent Allocations 1,219 1,219 0
Contingency 0 0 0
Total Commissioning Reserves 2,108 3,131 1,023

Total Commissioned Services (excluding COVID 19) 300,868 301,860 992
0 0 0

COVID Expenditure 0 0 0
Primary care - COVID 19 683 730 47
Other Services - COVID 19 0 15 15
Total COVID 683 745 62

Funded outside the system
Hospital Discharge Programme - COVID 19 1,353 2,512 1,159
Health Inequalities Flu Vaccines - COVID 19 0 11 11
Total to be funded outside the system 1,353 2,523 1,170

Planned Control Total 670 0 (670)

Commissioned Services 303,574 305,128 1,553

Running Costs 3,072 2,595 (477) -15.52%

Total Expenditure 306,646 307,723 1,077

Expected allocations - (1,170) (1,170)

Revised Forecast Outturn - (93) (93)

Add B/F Deficit 57,405

Cumulative Deficit 57,312

INCOME & EXPENDITURE REPORT - YTD POSITION AS AT 30 SEPTEMBER 2021 



APPENDIX 1a

YTD Budget YTD Actual 

YTD Variance 
(Under)/ 

Overspend

YTDVariance 
(Under)/ 

Overspend
£000's £000's £000's %

Resource

Programme baseline 276,436 276,436 0
Primary Care Co Commissioning 25,562 25,562 0
Running costs 3,072 3,072 0
Outside of System Funding 1,576 1,576 0

Total Resource 306,646 306,646 0

Fixed System Expenditure
Northumbria Healthcare NHS FT 119,772 120,442 670 0.56%
Newcastle Upon Tyne Hospitals NHS FT 35,183 35,183 0
Cumbria Northumberland Tyne & Wear NHS Foundation Trust 24,593 24,593 0
North East Ambulance Service 10,636 10,636 0
Gateshead Health NHS FT 741 741 0
ICP System Blocks 190,925 191,596 670

North Cumbria Integrated Care NHS FT 514 514 0
South Tyneside and Sunderland NHS FT 503 503 0
Other ICS System Blocks 1,017 1,017 0

Total System Blocks 191,942 192,613 670

Other Fixed Expenditure
Core BCF (Social Care) 6,723 6,723 0
Mental Health Pooled budget (LA) 1,644 1,644 0
Talking Matters Northumberland 2,327 2,327 0
Out of Hours 1,171 1,171 0
Primary Care Networks 254 254 0
Total Other Fixed Expenditure 12,120 12,120 0

Total Fixed Expenditure 204,062 204,733 670

Variable Expenditure
Prescribing 30,336 29,667 -669 -2.20%
Primary Care Commissioning (Appendix 6) 26,926 26,926 0
Continuing Healthcare main contract 19,975 19,464 -511 -2.56%
Section 117's (LA) 5,013 5,429 417 8.31%
Mental Health Other services 2,104 2,103 0 0.00%
Other Continuing Healthcare 940 765 -175 -18.61%
Acute Contracts Non NHS 1,903 1,903 0
Primary Care Commissioned Services 1,339 1,357 18 1.35%
Primary Care Transformation 1,214 1,214 0
Other Primary Care 1,218 1,102 -116 -9.56%
Community Contracts Non NHS 2,090 2,090 0
Other Services 839 902 64 7.60%
Programme Establishment Costs 393 390 -3 -0.76%
Non Recurrent Allocations 1,219 1,219 0
Other Acute NCA 409 683 275 67.16%
General Reserve 889 1,912 1,024 115.17%
Contingency 0 0 0
Total Community Services 96,806 97,127 322

Total Commissioned Services (excluding COVID 19) 300,868 301,860 992

COVID 19 Expenditure
Primary care - COVID 19 683 730 47
Other Services - COVID 19 0 15 15
Total Covid Expenditure 683 745 62

Funded outside the system
Hospital Discharge Programme - COVID-19 1,353 2,512 1,159
Health Inequalities Flu Vac - COVID 19 0 11 11
Total Covid Expenditure 1,353 2,523 1,170

Planned Deficit Control Total 670 0 (670)

Total Commissioned Services 303,574 305,128 1,554

Running Costs 3,072 2,595 (477) -15.52%

Total Expenditure 306,646 307,723 1,077

Expected allocations - (1,170) (1,170)

Revised Forecast Outturn - (93) (93)

Add B/F Deficit 57,405

Cumulative Deficit 57,312

INCOME & EXPENDITURE REPORT - YTD POSITION AS AT 30 SEPTEMBER 2021 



APPENDIX 2

Recurrent Non Recurrent Total
£000's £000's £000's

April 
H1 Running Costs 3,072 3,072 Initial allocation - Running Costs
H1 Delegated Co-commissioning 25,399 25,399 Initial allocation - Primary Care Co Commissioning
H1 Core Allocation 257,600 257,600 Initial allocation - Programme
CCG Top-up - From H1 Plans 11,497 11,497 Baseline Adjustment (Planning)
CCG Covid allocation - From H1 Plans 1,220 1,220 Baseline Adjustment (Planning)

Total NHS England Allocation April 2021 286,071 12,717 298,788
May

Primary Care: GP IT Infrastructure and Resilience 18 18 Technical Adjustment
Primary Care: Improving Access 5 5 Technical Adjustment
Mental Health: SDF: CYP community and crisis 189 189 Technical Adjustment
Mental Health: SDF: 18-25 young adults 56 56 Technical Adjustment
Mental Health: SDF: MHST 18/10009 Trailblazers 240 240 Technical Adjustment
Mental Health: SDF: MHST 20/21 sites wave 3&4 140 140 Technical Adjustment
Mental Health: SDF: Suicide Prevention 197 197 Technical Adjustment
Mental Health: SDF: Suicide Bereavement 128 128 Technical Adjustment
Mental Health: SR: Children & Young People's Eating Disorders (CYPED)  34 34 Technical Adjustment
Mental Health: SR: CYP community and crisis 127 127 Technical Adjustment
Mental Health: SR: Adult Mental Health Community 164 164 Technical Adjustment
Mental Health: SR: Adult Mental Health Crisis 37 37 Technical Adjustment
Mental Health: SR: Improving Access to Psychological Therapies 91 91 Technical Adjustment
Mental Health: SR: 18-25 young adults 37 37 Technical Adjustment
Mental Health: SR: Memory assessment services and recovery of the dementia diagnosis rate 63 63 Technical Adjustment
Mental Health: SR: Discharge 246 246 Technical Adjustment
Mental Health: SR: Physical health outreach and remote delivery of checks (PH Checks) 34 34 Technical Adjustment
Maternity: LTP - SBL Pre-term Birth 31 31 Technical Adjustment
Emergency & Elective Care: 111First  481 481 Technical Adjustment
Primary Care: Improving Access  5 5 Technical Adjustment
SDF transfer taken from system plans 525 525 Technical Adjustment

Total NHS England Allocation May 2021 0 2,848 2,848
June

Mental Health: SDF: Suicide Prevention (197) (197) Technical Adjustment
Mental Health: SDF: Suicide Bereavement (128) (128) Technical Adjustment
Primary Care SDF Defund – Host CCG Rebate 21/22 (296) (296) Technical Adjustment
Primary Care: Primary Care - COVID Support 683 683 Technical Adjustment
LD Transformation - LD & Autism: Community investment/reduce admissions 57 57 Kate O'Brien LD Transformation
NHS111 First Month 4 2021/22 160 160 Technical Adjustment
2.5 4 Week Wait Sites (4WW) 467 467 Kate O'Brien Trailblazer

Total NHS England Allocation June 2021 0 746 746
July

Primary Care: GP IT Infrastructure and Resilience 18 18 Technical Adjustment
Maternity SDF from system Plans (525) (525) Technical Adjustment
Maternity: LTP - SBL Pre-term Birth (30) (30) Technical Adjustment
Diabetes Programme Transformation Fund H1 49 49 Tara Twigg Diabetes
SDF: Mental Health Crisis (AMH Crisis) 21/22 H1 98 98 Technical Adjustment
SDF: Mental Health Community (AMH Community) 21/22 H1 376 376 Technical Adjustment
PEoLC Match Funding - 1st tranche payment - 2021/22 12 12 Kate O'Brien CYPS
ERF Transfer From Lead - Non-NHS Related ERF  (April and 90% May) 93 93 Technical Adjustment
Hospital Discharge Programme 1,353 1,353 Technical Adjustment

Total NHS England Allocation July 2021 0 1,444 1,444
August

Pre-term births (31) (31) Technical Adjustment
Ageing Well: Transforming Community Services 851 851 Alan Bell Ageing Well
Primary Care: Workforce: Training Hubs 35 35 Pamela Phelps Primary Care Transformation
Primary Care: Primary Care Networks - development and support systems 86 86 Pamela Phelps Primary Care Transformation
Primary Care: Practice resilience programme - local 20 20 Pamela Phelps Primary Care Transformation
Primary Care: Online consultation software systems (local) 47 47 Pamela Phelps Primary Care Transformation
SR: Waiting List Initiative 13 13 Technical Adjustment
SR: Short Breaks and Respite 11 11 Technical Adjustment
SR: CYP Autism Diagnostic & Pathway 28 28 Technical Adjustment
SR: Adult Autism Diagnostic & Pathway lead for ICS 67 67 Technical Adjustment
NHS 111 - months 5 and 6 capacity and home working support. Contact michelle.young15@nhs.net 1,354 1,354 Kate O'Brien Trailblazer
Primary Care for Long Covid 163 163 Pamela Phelps Long Covid
ERF Transfer From Lead - Non-NHS Related ERF - April and May Payment Refresh + 90% June 25 25 Technical Adjustment

Total NHS England Allocation August 2021 0 2,669 2,669
September

Cancer Smear Test 13 13 Tara Twigg Cancer
CVD-R Respiratory - Pulmonary rehabilitation 34 34 Alan Bell Pulmonary Rehab
Carry Forward Historic surplus - 2019/20 (57,405) (57,405) Technical Adjustment
ERF Transfer From Lead - Non-NHS Related ERF - Spectember ERF 105 105 Technical Adjustment

Total NHS England Allocation September 2021 0 (57,253) (57,253)
Total YTD Confirmed NHS England Allocation 2021-22 286,071 (36,829) 249,241

Cumulative In Year Allocation 2021-22 (excluding Historic deficit) 306,646

NHS ENGLAND IN YEAR ALLOCATIONS

Commissioning Manager Lead Narrative

Board 
Approval 

(Y/N)

Board 
Approval 

Date

ASSIGNMENT & APPROVAL STATUS
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September 2021 August 2021 Movement
£000's £000's £000's

Non Current Assets Property, plant and equipment 427 448 (21)
Intangible Assets 0 0 0
Other Financial Assets 0 0 0

Total Non Current Assets 427 448 (21)

Current Assets Trade and other Receivables 186 205 (19)
Prepayments & Accrued Income 1,023 1,160 (137)
Cash and cash equivalents 58 541 (483)

Total Current Assets 1,267 1,906 (639)

Total Assets 1,694 2,354 (660)

Current Liabilities Trade and other payables (45,828) (43,759) (2,069)
Other liabilities 0 0 0
Provisions 0 0 0
Borrowings 0 0 0

Total Current Liabilities (45,828) (43,759) (2,069)

Non-Current Assets plus/less Net Current Assets/Liabilities (44,134) (41,405) (2,729)

Non-Current liabilities Other liabilities 0 0 0
Provisions 0 0 0
Borrowings 0 0 0

Total Non-Current Liabilities 0 0 0

TOTAL ASSETS EMPLOYED (44,134) (41,405) (2,729)

Financed by Taxpayers Equity
Capital & Reserves General Fund (44,134) (41,405) (2,729)

Revaluation Reserve 0 0 0
Other reserves 0 0 0

TOTAL TAXPAYERS EQUITY (44,134) (41,405) (2,729)

STATEMENT OF FINANCIAL POSITION
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Better Payment Practice Code - 30 Days NUMBER £000's

Non-NHS
Total Non-NHS trade invoices paid in the year 3,716 72,488            
Total Non-NHS trade invoices paid within target 3,700 71,957            
Percentage of CCG non-NHS trade invoices paid within target 99.57% 99.27%

NHS Payables: CCG
Total NHS trade invoices paid in the year 141 194,692          
Total NHS trade invoices paid within target 140 194,692          
Percentage of CCG NHS trade invoices paid within target 99.29% 99.99%

BETTER PAYMENT PRACTICE CODE
FOR THE SIX MONTHS TO 30 SEPTEMBER 2021
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Actual Actual Actual Actual Actual Actual Forecast Forecast Forecast Forecast Forecast Forecast

April May June July August September October November December January February March
£000's £000's £000's £000's £000's £000's £000's £000's £000's £000's £000's £000's

Income
Balance bfwd 378 383 281 163 266 541 58 58 58 58 58 58
DOH Income 45,500 43,900 44,600 44,200 47,200 44,300 49,400 44,300 43,600 43,500 44,000 43,900
Supplementary /Cash Return 0 0 0 0 0 0 0 0 0 0 0 0
Prescribing/Home Oxygen Therapy Charge to Cash Limit 4,413 4,701 4,734 4,470 4,736 4,756 4,342 4,499 4,682 4,471 4,885 4,514
Pension Uplift 6.3% 0 0 (161) 0 0 0 0 0 0 0 0 0
CHC Risk Pool 0 0 0 0 0 0 0 0 0 0 0 0
Better Care Fund 0 0 0 0 0 0 0 0 0 0 0 0
Other Income 400 25 47 78 293 225 100 100 100 100 100 100
Total Income 50,691 49,009 49,501 48,911 52,495 49,822 53,900 48,957 48,440 48,129 49,043 48,572

Expenditure
Pay (319) (314) (317) (336) (335) (346) (329) (329) (329) (329) (329) (329)
NHS Payments including contracts (31,540) (32,002) (31,814) (32,325) (31,693) (34,853) (35,408) (32,108) (32,108) (32,108) (32,108) (32,108)
Other Payments -  BACS/CHAPS/CHQS (8,115) (4,567) (4,359) (5,250) (9,390) (5,176) (6,426) (5,895) (5,574) (5,585) (5,597) (6,084)
Prescribing/Home Oxygen Therapy (4,413) (4,701) (4,734) (4,470) (4,736) (4,756) (4,342) (4,499) (4,682) (4,471) (4,885) (4,514)
Pension Uplift 6.3% 0 0 161 0 0 0 0 0 0 0 0 0
Delegated Co-Commissioning (4,396) (5,379) (6,481) (4,662) (4,169) (4,434) (4,346) (4,479) (4,099) (3,988) (4,477) (3,898)
Better Care Fund (1,324) (1,401) (1,401) (1,401) (1,401) 0 (2,802) (1,401) (1,401) (1,401) (1,401) (1,401)
Other (201) (364) (393) (201) (230) (199) (189) (189) (189) (189) (189) (189)
Total Expenditure (50,308) (48,728) (49,338) (48,645) (51,954) (49,764) (53,842) (48,899) (48,382) (48,071) (48,985) (48,522)

BALANCE CFWD 383 281 163 266 541 58 58 58 58 58 58 50

CASHFLOW FORECAST
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YTD Budget YTD Actual 

YTD Variance 
(Under)/ 

Overspend
£000's £000's £000's

General Practice - GMS 5,387 5,422 35
General Practice - PMS 11,999 12,063 64
QOF 2,965 2,867 (99)
Enhanced Services 836 836 (0)
Premises Cost Reimbursement 2,337 2,337 0
Dispensing/Prescribing Drs 840 840 0
Other GP Services 365 365 (0)
PC Networks 2,197 2,197 (0)
Grand Total 26,926 26,926 0

DELEGATED PRIMARY CARE COMMISSIONING - YTD POSITION AS AT 30 SEPTEMBER 2021
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NHS classification Official  
  

Purpose (tick one only) 
 

Information only   

Development/Discussion  
 

Decision/Action 
 

 

Links to Corporate Objectives Ensure that the CCG makes best use of all available 
resources 

 
 
 

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

 
 

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

 
 

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

 
 

Northumberland CCG/external 
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QIPP N/A 
 

Risks  Covers a range of strategic risks on the assurance framework   
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Quality and Equality impact 
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See below  
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N/A 

Research N/A  
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Impact on carers N/A 
 

Sustainability implications N/A  
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QUALITY and EQUALITY IMPACT ASSESSMENT 

1. Project Name Clinical Management Board Report  

2. Project Lead Director Lead Project Lead Clinical Lead 

Medical Director Executive Director of Commissioning, 
Contracting and Corporate 
Governance 

Medical Director 

3. Project Overview &  
    Objective 

Clinical Management Board Overview for Governing Body  

4. Quality Impact  
    Assessment 

Impact Details Pos/ Neg C L Scores 
 

Mitigation / Control 

   Patient Safety NA      

   Clinical Effectiveness  NA      

   Patient Experience  NA      

 Others including   
 reputation, information     
governance and etc. 

NA      

5.Equality Impact  
    Assessment 

Impact Details Pos/ Neg C L Scores 
 

Mitigation / Control 

What is the impact on 
people who have one of 
the protected 
characteristics as 
defined in the Equality 
Act 2010? 

NA      

What is the impact on 
health inequalities in 
terms of access to 
services and outcomes 
achieved for the 
population of 
Northumberland? 
(which is in line with the 
legal duties defined in 
the National Health 
Service Act 2006 as 
amended by the Health 
and Social Care Act 
2012), for example 
health inequalities due 
to differences in 
socioeconomic 

circumstances? 

NA      

6. Research  
Reference to relevant 
local and national 
research as 
appropriate. 

NA 
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Governing Body 
24 November 2021 
Agenda Item: 8  
Clinical Management Board Report 
Sponsor: Medical Director 
 

Members of the Governing Body are asked to:  
 
1. Consider the Clinical Management Board exception and highlight report and provide 

comment.  

Purpose 
 
This report details the Clinical Management Board (CMB) performance and quality exception 
report and the board highlight report from the October and November meetings. 
 
Performance and Quality Headlines 
 

The CMB Quality and Performance Exception Report is at Appendix 1. Governing Body (GB) 
should note that timeliness of access appears to be the most common theme across the health 
economy combined with pressures on a wide range of waiting lists. In the past providers have 
responded to this by putting on additional waiting list initiatives, recruiting locums or agency 
staff or outsourcing to the independent sector. Of late, due to staff shortages and or staff 
reluctance to take on additional work due to ongoing pressures within the system, using the 
alternative options have not produced the additional required capacity to address the 
increased demand.    
 
Within urgent care ambulance response time performance within Northumberland remains 
significantly below the national standards during September 2021 compared to previous 
months within Northumberland. There was also further deterioration against the range of 111 
metrics. The performance against the 4 hours accident and emergency threshold continues to 
deteriorate. 
 
The profile of the planned care waiting list along with the volume of patients waiting over 52 
weeks along with the recent increase in patients breaching the 104 weeks threshold remain a 
concern although the local providers have recovery plans in place. Increases in waiting times 
has been seen within diagnostic services recently owing to staff shortages combined with the 
increased demand for diagnostic tests now that outpatient activity is increasing.  
 
The performance against the range of the cancer indicators is volatile with Northumberland 
underperforming against all the thresholds. 
 
From a mental health perspective, within Northumberland both the access and the recovery 
rate targets were underachieved relating to the improving access to the psychological therapy 
service provided by Talking Matters Northumberland.  
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The dementia detection rate continues to decline. The provider has now put some additional 
interim staffing into the service to reduce waiting times until substantive appointments come 
into post. 
 
The SMI annual health checks undertaken continue to remain below the required threshold 
however the uptake is expected to increase going forward over the next few months due to an 
incentive scheme offered to GP practices. 
 
From a healthcare associated infections perspective, Northumberland and the local acute 
providers exceeded their respective monthly thresholds for C. Difficile. 
 
Highlight Report 
 
 
Shared decision making for people with arthritis (hip or knee) 
 
CMB received a report on the proposal to continue commissioning Shared Decision Making 
(SDM) for patients with hip and knee arthritis provided by Versus Arthritis (VA). 
 
The Versus Arthritis (previously known as Arthritis Care UK) SDM pilot was implemented in the 
west locality of Northumberland in December 2018 before being superseded by a 
Northumberland-wide pilot which began in November 2019.  
 
The SDM pilot was implemented for two purposes; proactively supporting patients to manage 
their condition better and to assist patients to make more informed choices of their ongoing 
management of care. The pilot also aimed to address unwarranted variation in clinical practice 
in line with the objectives of the NHS Right Care programme.  
 
The recent increase in referrals showed that there is demand for the service, particularly as 
COVID-19 restrictions have reduced and the CCG are continuing to monitor the number of 
referrals received. People may need additional support as a consequence of reduced activity 
or poorer self-management during the pandemic and it is important to ensure patients are able 
to access proactive advice and make informed decisions in light of the increased waiting times 
for interventions 
 
CMB approved Option 3 to expand the pilot of Shared Decision Making element of the clinical 
pathway for hip and knee related procedures delivered by Versus Arthritis, in line with the CCG 
single action policy across Northumberland. 
 
Joint Equipment Loans Service (JELS) 
 
CMB received a request for funding for the JELS service. 
 
The JELS is responsible for loaning equipment to Northumberland residents with health and 
care needs for physical disabilities, and acute and chronic illnesses.  The service provides 
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equipment aids such as bath lifts, toilet aids and commodes and is jointly funded by 
Northumberland Clinical Commissioning Group and Northumberland County Council (NCC).  
The service is now operated by NCC following the dissolution of the partnership agreement 
with Northumbria Health Care Foundation Trust (NHCFT) and has a facility in Cramlington.    
Health and Social care professionals order equipment from the store following assessment of 
need and then the product is either purchased or issued from recycled stock. JELS does 
receive and collect used equipment to disinfect and recycle and has a recycle rate of over 90% 
which reduces the need to purchase new equipment.  An ‘aquaphase’ washer/disinfection 
machine is used for this purpose.  The current machine is 19 years old and failed the last MOT 
due to electronic issues.  The washer is in danger of failing as the electronics are all obsolete 
and cannot be replaced.  The proposal was therefore to by a new aquaphase machine to 
ensure recycling can continue and increase. This would support the CCG and Council's QIPP 
plans for 2022/23. The Council is making matching investments in other areas of the JELs 
service.  
 
CMB members agreed the proposal to provide non recurrent funding to purchase a new 
aquaphase machine, at a cost of c.£125 000 plus VAT, and supported the development of 
JELS service QIPP plans for 2022/23.  
 
Supporting Spirometry Restart  
 

CMB received a report requesting funding to support the restart spirometry in Primary Care. 
 
Respiratory is identified as a national clinical priority in the NHS Long Term plan.  Earlier 
detection and diagnosis of lung conditions such as COPD and Asthma can lead to early 
interventions and better treatment and management.  Around 10-30% of people with COPD 
are not diagnosed until they are admitted to hospital with exacerbation.  
 
During the COVID pandemic, all spirometry carried out in primary care across Northumberland 
was paused due to national BMA guidance highlighting the risk of increasing COVID 
transmission to healthcare professionals.  
 
There are several short-term areas which the CCG could look to support in helping primary 
care to restart the service: 
 

• Equipment 

• Education 

• Space requirement 

• Additional capacity 

CMB approved non-recurrent funding of up to £300k to support the restart of spirometry, and 
the four suggested purposes for the funding. CMB recognised that multiple demands on 
practices may make spending the funding on education and extra capacity difficult. A plan of 
how the funding for support will be offered to practices will be developed and shared with CMB.  
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Ophthalmology 
 
CMB received a report detailing the background behind the pressures and capacity 
problems being experienced in delivering a range of ophthalmology pathways within the 
North Integrated Care Partnership (ICP).  
 
A series of options for were proposed to support a business case for the redevelopment 
of pathways to relieve the pressures currently experienced within the service as well as 
reducing the risk of harm to patients awaiting and receiving ongoing eye treatment from 
the provider. 
 
The business plan proposed changes in four areas on the current ophthalmology pathways: 
 

• Development of a community-based urgent eye care service  

• A glaucoma service involving the detailed imaging to be carried out by suitably 
qualified community-based optometrists  

• An integrated cataract pathway involving local opticians to carry out the pre and 
post- operative work 

• Enable suitably qualified opticians to undertake the screening for eye pathology 
for patients who are on Hydroxychloroquine on a long-term basis do not suffer 
any long-term harm or damage to their sight 

 
Additional benefits include patients receiving treatment closer to home, in a more familiar 
environment and promotes a closer working relationship with local Ophthalmologists. 
 
CMB agreed that the proposals were clinically appropriate and approved the proposals 
pending clarity around the funding arrangements and decisions made across a wider foot-print. 
 
Value Based Commissioning Policy 
 
The regional VBC group undertake a mid-year review and refresh of the VBC policy 
each year. The clarifications and updates that were being proposed to the previously 
approved version of the policy were discussed in the August CMB meeting. Following 
the meeting, the CCG Medical Director fed back the CCG's views to the regional group. 
Updates and clarifications to the existing policy have now been confirmed and 
undergone the ratification process across the region.  
 
CMB approved the refreshed Value Based Commissioning (VBC) policy. 
 
Recommendations 
 
Governing Body is asked to consider the quality and performance exception report and the 
highlight report and provide comment.  
 
 
Appendix 1: Quality and Performance Exception Report 
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Clinical Management Board Performance Exceptions 
 
Purpose 
 
This report outlines NHS Northumberland Clinical Commissioning Group’s (CCG) 
and the key providers’ performance against the NHS Constitution metrics (Appendix 
1 refers).  
 
It will also focus on the exception areas that were discussed in more detail at the 
Clinical Management Board owing to the variation from the expected levels of 
performance outlined in the NHS Constitution. A summary of the key actions that 
have been put in place will also be included to improve future performance.  
 
The impact on waiting lists as consequences of providers generating capacity to 
manage COVID-19 has impacted significantly upon the performance of both this 
local health system along with many other systems across the country. 
 
Areas of particular focus within this report will include: 

• Accident and Emergency activity and performance 

• The deterioration of ambulance and 111 response times 

• 18 weeks referral to treatment waiting times and the increasing volume of 52 
weeks breaches 

• Diagnostic services 

• Cancer services  

• IAPT services 

• Dementia diagnosis 

• SMI Health checks 

• Review of HCAI performance against thresholds 
 
Report summary 
 
The CCG and local provider performance continue to be much stronger when 
compared with the national average across England against many of the indicators. 
Where there are areas of underperformance, the same topics are often causing 
similar concerns across the country within other CCGs and providers.  
 
It is inevitable that some performance has been impacted because of COVID-19 and 
national policy decisions to suspend some services during phase one.  However, 
Northumberland providers perform overall very well in comparison to the national 
average.  
 
Timeliness of access appears to be the most common theme across the health 
economy combined with pressures on a wide range of waiting lists. This additional 
pressure was generated as consequences of the actions that providers have had to 
take to generate capacity to resource the treatment of COVID-19 patients. 
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Wait times within the local accident and emergency departments remain the 
strongest across the country although there has been a period of deterioration in 
recent months at Newcastle Hospitals NHS Foundation Trust however performance 
has now started to recover. 
 
Ambulance performance and activity has been volatile since the pandemic with a 
wide range of performance ranging from nearly all the indicators being failed to other 
months when the indicators have nearly all been achieved.  
 
The CCG continues to monitor the incidence of health acquired infections across the 
local health system and a summary of the most recent position is provided towards 
the end of this report.  
 

Northumberland CCG wide performance 

1.1 Urgent Care 
 
1.1.1. Ambulance response times 

North East Ambulance Service NHS Foundation Trust (NEAS) 

Clinical Effectiveness  

 

 
 

The above table shows that in September 2021 the CCG did not achieve any of the 
targets and the ambulance service achieved one out of the six targets overall which 
represents a deterioration to the previous month's performance.  
 
Activity decreased compared with the previous month. 

 

Threshold Actual YTD Threshold Actual YTD Actual

Category 1 Response times (7 Minutes average) 7 minutes 00:08:18 00:08:15 7 minutes 00:07:07 00:06:52 00:09:01

Category 2 Response times (18 minutes average) 18 minutes 00:35:25 00:29:52 18 minutes 00:43:34 00:35:00 00:45:30

Category 1 Response times (90th centile) 15 minutes 00:15:31 00:15:12 15 minutes 00:12:21 00:12:01 00:15:56

Category 2 Response times (90th centile) 40 minutes 01:10:35 01:01:40 40 minutes 01:29:53 01:13:06 01:38:03

Category 3 Response times (90th centile) 2 hours 03:15:36 02:46:02 2 hours 06:17:23 04:37:46 06:23:17

Category 4 Response times (90th centile) 3 hours 03:45:42 02:40:31 3 hours 03:40:30 03:43:44 06:58:14

Sep-21

Indicator Description
Latest Data 

Period

CCG

Monthly 

trend

England 

BenchmarkNHS Northumberland CCG

Trust Position

NEAS
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1.1.2 - 111 service response 
 
The volume of calls received by the service has also been volatile from month to 
month recently as shown on the chart below.  
 

 
 
The chart below shows the proportion of calls abandoned by users of the service 
against the 3% threshold. 
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In recent months again there has been a deterioration of performance to an 
abandonment rate of 57% reported in September 2021. The August position 
however did show some improvement with a reduction to 36% however this is likely 
to be due to the improvement in the average speed to answer the calls reducing from 
1,465 seconds in July to 954 seconds in August. In September the average speed of 
answering calls deteriorated to 1,906 seconds (approximately 32 minutes) as shown 
on the chart below which will have accounted for the increase in the abandonment 
rate to 57% in the month.  

 
 

Key actions 
 
With the significant delays in both the ambulance response times and responding to 
111 calls the focus of the NEAS Quality review group is to ensure that patients are 
no suffering as a consequence of these delayed responses. The ambulance service 
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is directing additional resources to the initial clinical triage of patients as well as 
reviewing patients whilst waiting for an ambulance. 
 
The North ICP Ambulance Transformation Board continues to meet monthly and 
agreed three streams of work to focus upon in future to improve performance within 
the urgent care system. The streams of work would be the focus of the task and 
finish groups which included: 
 

• Patient Transport Service 

• 111 service 

• 999 service 
 
There is a wide range of projects and initiatives in progress operating both at a local 
ICP / place level as well as region wide.  These projects are focused upon improving 
workforce capacity to deliver urgent care, reducing inappropriate activity, and 
improving the pathways to optimise patient care and reduce clinical risk.  

Three streams of funding were secured towards providing additional winter resilience 
from a variety of sources. The amounts, source and an outline of how the funding will 
be used is summarised below: 

£2.5 million NHSE – 999 / winter resilience 

• Additional 30 call takers 

• Third party vehicles expected to be 34 hours per week (on top of 200 hours 
already) 

• Additional clinical staff to focus upon dispatch queue ensuring clinical safety 
during times of surge / alternative signposting 

• 10% held back by NHSE dependent upon exceeding trajectories on 
performance 

 
£1.3 million 111 

• Recruitment of ED Consultants to support clinical assessment  
• More clinicians to support COVID19 CAS 

• Funding 25 additional work at home kits for clinicians to work at home to 
increase flexibility 

 
ICS – 40 111 health care advisers/ call handlers 

 

In addition, improving the clinical triage capacity during the initial call to the 
ambulance service to ensure that the optimum pathway is chosen to avoid 
misdirection for the place of treatment.  

A significant proportion of the funding is being used to recruit to additional posts both 
in relation to 999/ 111 call handlers and to increase the clinical triage of calls. As 
outlined above, one of the major pressures relates to the challenges of recruitment 
combined with high absence rates and staff leaving posts resulting in the additional 
recruitment replacing lost capacity elsewhere in the system.  
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The agency organisations used in the past are experiencing similar recruitment and 
retention problems so cannot necessarily provide the requested additional resource.  

Work is continuing to establish robust monitoring processes to review how the 
funding is being used and the resulting impact on services. This includes tracking the 
progress being made in recruiting staff, monitoring current establishment and 
sickness levels to gain an overview of the workforce available. 

1.1.3. Accident and Emergency 4 hour waits 

Standard 95% of patient should either be treated or admitted within 4 hours 

 

Both local acute trusts failed to achieve the 95% standard during September 2021. 
Northumbria Healthcare NHS Foundation Trust's performance performance was 
reported at 90.6% compared with 92.7% in August 2021.  
 
Newcastle upon Tyne NHS Foundation Trust (NUTH) performance was reported at 
78.0% compared with 85.6% in September.  

 

Key actions 
 
The CCG is actively progressing within the North ICP the use of alternative 
dispositions which includes improving the performance of the 111 service as outlined 
above in the report. Improving ambulance handover and handover to clear times are 
other areas of focus to relieve pressure within the urgent care system both locally 
and across the ICS.  
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1.2 Planned Care 
 
1.2.1 18 weeks referral to treatment     
Standard: 92% of patients should not wait longer than 18 weeks  
 

 
 
Source NHSE national reports  

 
There has been a slight deterioration in performance in the proportion of patients 
waiting under 18 weeks overall against the 92% standard. The performance has 
been reported at 78.1% based upon the August 2021 position and 77.3% 
provisionally for September compared with 79.1% in July 2021.  
 
The chart below shows the volume of patients waiting on an increasing trend month 
on month within Northumberland.  
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August 2021 CCG 18 weeks performance at specialty level. 
 

 
 

The table above shows the significant waits by specialty using the August 2021 data. 
The highlighted specialties show where the 92nd percentile  waiting time is in excess 
of 26 weeks in amber and in excess of 36 weeks in red. Waiting times  in excess of 
52 weeks are shown in black.  To comply with this standard the wait time should not 
be in excess of 18 weeks. Compliant specialties are highlighted in green. The August 
2021 performance data indicates that Northumberland had 1,156 patients waiting in 
excess of 52 weeks, a decrease of 12 patients compared with the previous month. 
The provisional September data indicates an increase of 37 patients to 1,193.  
 
In August there was a total of 19 104 week breaches involving Northumberland 
patients across three specialties compared with 13 in July and 35 in the September 
provisional position. 
 
The overall average wait time has deteriorated slightly from 9.4 weeks in July 2021 
to 10.0 weeks in August. The area of particular concern is the 92nd percentile 
performance within many of the surgical specialties including the overall CCG 
position of 38.7 weeks in August representing a deterioration from July which was 
reported at 38.6 weeks. 
 
Key actions 

The CCG continues to work alongside the local providers to focus upon managing 
the waiting lists. A particular focus is being given to Newcastle upon Tyne Hospitals 
NHS Foundation Trust (NUTH) as many of the significant waits are held on its 
waiting list particularly in relation to the volume of patients breaching 104 weeks that 
was reported at 112 for the trust in August, 19 of which were Northumberland 
patients.  

Treatment Function  104 plus 

Total number 

of incomplete 

pathways

Total within 18 

weeks

% within 18 

weeks

Average 

(median) 

waiting time 

(in weeks)

92nd 

percentile 

waiting time 

(in weeks)

Total 52 plus 

weeks

General Surgery Service -         4,301              3,718              86.4% 9.6 24.3 24

Urology Service -         2,032              1,559              76.7% 10.9 34.2 39

Trauma and Orthopaedic Service 8            2,944              2,292              77.9% 10.4 33.5 84

Ear Nose and Throat Service -         1,788              1,472              82.3% 9.4 25.5 28

Ophthalmology Service 10          5,806              2,779              47.9% 19.1 62.8 825

Oral Surgery Service -         -                  -                  -                  - - 0

Neurosurgical Service -         111                 71                   64.0% 10.7 38.1 4

Plastic Surgery Service -         676                 506                 74.9% 11.2 37.0 20

Cardiothoracic Surgery Service -         1                     1                     100.0% - - 0

General Internal Medicine Service -         627                 611                 97.4% 6.8 15.6 0

Gastroenterology Service -         793                 742                 93.6% 8.8 17.5 4

Cardiology Service 1            1,380              1,239              89.8% 8.2 21.5 16

Dermatology Service -         1,856              1,423              76.7% 9.4 33.6 58

Respiratory Medicine Service -         908                 870                 95.8% 7.7 16.7 0

Neurology Service -         470                 413                 87.9% 8.9 20.2 1

Rheumatology Service -         615                 546                 88.8% 8.5 19.5 0

Elderly Medicine Service -         527                 517                 98.1% 6.8 15.7 0

Gynaecology Service -         1,859              1,646              88.5% 8.7 20.8 17

Other - Medical Services -         828                 751                 90.7% 8.5 19.4 5

Other - Mental Health Services -         75                   74                   98.7% 7.0 16.3 0

Other - Paediatric Services -         793                 662                 83.5% 8.3 27.3 10

Other - Surgical Services -         751                 576                 76.7% 10.2 32.0 18

Other - Other Services -         1,558              1,521              97.6% 7.0 15.8 3

Total 19          30,699             23,989             78.1% 10.0 38.7 1,156
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The CCG is also focusing upon ensuring that the patient’s experience is not 
compromised, or any serious harm is experienced because of waiting longer for 
treatment.   
 
Ophthalmology – There were 35 patients breaching 104 weeks at NUTH of which 
10 were Northumberland patients in August and 22 Northumberland patients 
provisionally in September. 
 
 At an ICP level the CCG is also involved in a series of work streams to review the 
pathways and priorities in the management of the ophthalmology patients as these 
patients account for 71.3% (825 patients) of the 1,156 - 52 weeks breaches on the 
CCG waiting list.  
 
The patients waiting over 104 weeks are those who need anaesthetic and is not 
related to cataracts. The new cataract centre has not been working at optimum 
capacity due to the theatre nurses having to be redeployed to support Covid patients 
however they are in the process of being repatriated. 
 
An outline business case for improving the patient safety and experience along with 
reducing the size of the waiting list was presented at a recent CMB. The case 
proposed three streams of work to optimise the resources freed from relocating the 
dedicated cataract service to an offsite facility. The proposals included working with 
local opticians to provide pre and postoperative care for cataract patients in the 
community, glaucoma support in the community and exploring the feasibility of 
screening patients who are on hydroxychloroquine on a long-term basis. Work is 
continuing to finalise the proposal going forward. 
   
Dermatology – There were no patients breaching 104 weeks locally in August. The 
long waiters on this pathway relate to routine cases and are not cancer related. The 
introduction of the tele-derm pathway is continuing to reduce waits supported by the 
training programme recently rolled out to ensure consistency in the process. The 
validation of the waiting lists within the dermatology specialty is also a priority which 
is reducing the volume of patients on the waiting list.  
 
Plastic surgery – There were seven patients breaching 104 weeks at NUTH none of 
which were Northumberland patients in August or September. 
Staff within this specialty have been supporting the dermatology pathway especially 
in relation to the treatment of skin cancers. In addition, some capacity has recently 
been lost due to the specialty wards being converted for the treatment of Covid 
patients. As a result, it has been difficult to transfer some of the plastic surgery 
patients to other wards as high temperatures are sometimes required for post-
operative care. 
 
Trauma and Orthopaedics There were 64 patients breaching 104 weeks at NUTH 
of which 8 were Northumberland patients and 12 Northumberland patients in 
September. The local ICP has re-established the Trauma and Orthopaedic steering 
group to focus upon the spinal pathway and to review ways in which waiting list can 
be cleared and ensure patient safety for those patients awaiting surgery. The trust 



OFFICIAL 

 

2021124 UC Agenda Item 7 CMB Update report Appendix 1 

 

10 
 

continues to review the patents who have been waiting a significant period of time on 
the list to ensure that they are not coming to any adverse harm as a consequence of 
the significant delay in their treatment. 
 

1.2.2 Cancer  

Northumberland CCG 2 week wait performance activity and breaches by specialty – 

August 2021 

 

Northumberland CCG 62 days referral to treatment performance, activity and 
breaches – August2021 

 

Tumour Type  Target
 Treated 

in Time

 Total 

Treated
 Breaches

 % Meeting 

Standard

Breast 93% 202 216 14 93.5%

Lung 93% 19 19 0 100%

Gynaecological 93% 119 127 8 93.7%

Upper Gastrointestinal 93% 109 111 2 98.2%

Lower Gastrointestinal 93% 262 283 21 92.6%

Urological (Excluding Testicular) 93% 123 127 4 96.9%

Testicular 93% 5 5 0 100%

Haematological (Excluding Acute Leukaemia) 93% 15 16 1 93.8%

Head and Neck 93% 73 78 5 93.6%

Skin 93% 114 320 206 35.6%

Brain/Central Nervous System 93% 1 1 0 100%

Childrens 93% 1 1 0 100%

Total 93% 1043 1304 261 80.0%

Tumour Type  Target
 Treated 

in Time

 Total 

Treated
 Breaches

 % Meeting 

Standard

Breast 85% 9 11 2 81.8%

Lung 85% 2 6 4 33.3%

Gynaecological 85% 2 6 4 33.3%

Upper Gastrointestinal 85% 3 7 4 42.9%

Lower Gastrointestinal 85% 8 12 4 66.7%

Urological (Excluding Testicular) 85% 21 29 8 72.4%

Haematological (Excluding Acute Leukaemia) 85% 6 7 1 85.7%

Head and Neck 85% 1 2 1 50.0%

Skin 85% 21 25 4 84.0%

Sarcoma 85% 0 1 1  0

Other 85% 1 1 0 100%

Total 85% 74 107 33 69.2%
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The above tables and chart show the performance of the CCG against the range of 
cancer standards. Over recent months the local performance has been volatile due 
to the focus of the providers to ensure patients who are seen and treated in 
accordance with clinical need and avoid unnecessary waits. 

The CCG failed to achieve the 2 weeks wait with August performance reported at 
80.0% compared to 78.3% in the previous month and against the 93% target.  It also 
failed to achieve the overall 62 days standard of 85% with an overall average 
performance of 69.2% compared with 72.2% reported in the previous month.  

Key actions 

The local providers are continuing to hold weekly meetings to review the status of all 
patients either waiting or receiving treatment to ensure that no unnecessary delay is 
occurring or that they are subject to any adverse harm as a consequence of the 
increased pressure within the system.   

The focus continues to ensure consistency and adherence to the new pathways 
introduced concerning tele-dermatology and FiT testing. A recent training session 
was run for GP Practices on the procedures for effective referral and use of the app 
for digital photography. Further work is required in relation to the use of the tele-derm 
app. From a sample of 200 referrals only 50 had a satisfactory usable image 
attached for diagnostic purposes.  

The inclusion of the results from the FiT test with the GP referral is also assisting the 
triage of patients. Recruitment to specialist radiology posts continues along with 
outsourcing within the independent sector. 

Due to the wide range of specialties that are underperforming against the 62 days' 
performance threshold, the CCG requested at a recent ICP wide Cancer meeting the 
need for providers to produce a more detailed recovery plan to address the shortfall 
in performance.  
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It also endorsed the need to progress the detailed analysis required to understand if 
there had been a deterioration in the identification of cancer at an early stage during 
the period of the COVID19 pandemic. 

1.2.3 Diagnostic services 

Pre the COVID19 pandemic performance for these services were measured against 
a 1% threshold of breaches for patients waiting in excess of 6 weeks. This breach 
threshold was exceeded significantly and as a result the volume of patients 
breaching is now being monitored.  

 

 

The charts show that the volume of excess breaches against both at 6 weeks and a 
13 weeks milestone has reduced in recent months up until the June position when 
increases have been seen. The increase has been attributable to the staff shortages 
and increased demand for tests now that out patient activity is increasing. Work is 
also underway to develop a series of diagnsotic hubs across the ICS. Despite the 
workforce issues, the volume of tests undertaken increased by 4% between August 
and September. The tests generating the highest proportion of breaches relate to 
non-obstetric and cardiology procedures. 
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1.3 Mental Health 

1.3.1 Improving Access to Psychological Therapies (IAPT) 

 

Recovery rate Standard: 50% of clients should achieve recovery 

Current position 

 

In recent months the performance has deteriorated leading to under performance 
against the national target for recovery in August based upon local data. The main 
pressure relates to the support of Step 3 clients due to the national shortage of 
suitably qualified staff and the challenges of recruitment into the service.  

Access rate Standard 2020/21 22% annual target (1.67% per month) 

Current position  
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The main area of concern relates to the significant underperformance against the 
access rate. Under performance against this indicator is both a local and national 
issue.   An alternative provider to support the delivery of support to Step 3 clients has 
been commissioned. Significant recent improvement has also been seen in the 
waiting times for Step 4 treatments as a result of an action plan that has been 
implemented over recent months.  
 
1.3.2 Dementia diagnosis 
 
Standard: 66.7% of people with dementia should have a diagnosis 

 

 
 

As the chart above shows, in previous years, the performance within 
Northumberland has exceeded the 66.7% threshold, there has been a deterioration 
month on month. As reported previously, there are waits for diagnosis appointments 
due to reduction of clinicians – now 12-14 weeks instead of 8 weeks.  
 

Key actions 

 
To address the staffing shortage, the provider, CNTW, has organised a locum 
Consultant with immediate effect to cover a vacancy in the West locality until a 
substantive Consultant comes into post in 2022.   
 
In addition, a staff grade commences sessions in the North locality at the end of 
November. Nursing and Pharmacy roles are being reviewed to potentially free up 
psychiatrist to undertake diagnosis. Discussions are also underway to explore the 
use of Psychologists to diagnose people who are not on medication.  
 
Exploring the possibility of some additional consultant sessions from part time 
colleagues until the end of the financial year. 
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1.3.3 Serious Mental Ilness (SMI) Health Checks 

 

Standard: At least 60% of the eligible population should receive an annual health 

check 

 

 
 

The above chart shows a slight improvement in the performance against the 

expected 60% threshold for this indicator. Practice level performance varies between 

0.0% and 77.3%, although it should be noted that there are five practices in the West 

locality that did not share their data to enable collection and inclusion in the CCG 

performance.  

 

Key actions 

 

Going forward, this indicator is one of the indicators that is incentivised as a part of 

the PCCS incentive scheme. The leading practice which achieved 77.3% has 

developed a checklist which simplifies the process of carrying out the health check. 

The process is being developed for both SystmOne and EMIS practices. The 

combination of these actions is expected to improve future performance against this 

indicator. 
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1.4 Health acquired infections 

1.4.1  MRSA 

No further cases were reported. To date Northumberland had one resident with 
MRSA as outined in the last report to Governing Body members. 

1.4.2 E.Coli Bacteraemia 

24 cases were reported in August compared to 23 cases reported in July relating to 
the CCG against the monthly threshold of 28. 21 of the cases were reported by 
Northumbria, three cases by Newcastle hospitals.  

Northumbria reported 14 cases in August 2021 compared to 10 cases in July 2021.  
The Trust’s Infection Prevention and Control Team continue to perform Root Cause 
Analysis (RCA) investigations for post 48-hour gram negative blood stream 
infections.  Findings from these investigations are fed-back to the weekly team 
meeting, discussed and categorised as “unavoidable”, “potentially avoidable” or 
“avoidable”.   
 
Newcastle Hospitals reported 14 cases compared to 10 in July.  
 
A gram-negative blood stream infection (GNBSI) working group coupled with the 
reinstated serious incident review meetings and focused post infection review 
meetings will support further reductions.  Two quality improvement projects have 
been accepted for the Institute for Health Improvement (IHI) programme focusing on 
gram negative bacteraemia reduction.  This work was due to commence in July 
2021. 
 
1.4.3 C. Difficile 

13 cases were reported for the CCG which were seven above the monthly threshold 
of six. This compares with 12 cases reported in the previous month 

Northumbria reported six cases in August compared to five cases in July 2021 
against its monthly trajectory of four.  Full root cause analysis investigations are 
carried out for all C Difficile toxin positive cases and rapid reviews are completed for 
GDH (Glutamate Dehydrogenase) positive cases.  Four dashboards have been 
created to highlight any trends in lessons learned, covering acute and community 
cases.   
 
Newcastle Hospitals reported 21 cases in August comparted with 17 cases in July 
2021 against its monthly trajectory of eight.  
 

 

. 
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Appendix 1 - CCG and provider performance scorecard 
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for the people of Northumberland 

 
Meeting title Governing Body 
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Agenda item  
9.1 

Report title Safeguarding Vulnerable People Annual Reports 
 

Report author Designated Nurse Safeguarding Children  
Sponsor Executive Director of Nursing, Quality and Patient safety 

 

Private or Public agenda 
 

Private 
 

NHS classification Official Sensitive Commercial 

Purpose (tick one only) 
 

Information only  
 

Development/Discussion 
 

 
 

Decision/Action  
 

Links to Corporate Objectives Ensure that the CCG makes best use of all available 

resources 

 

Ensure the delivery of safe, high quality services that 

deliver the best outcomes 

 

Create joined up pathways within and across 

organisations to deliver seamless care 

 
 

Deliver clinically led health services that are focused 

on individual and wider population needs and based 

on evidence. 

 
 

Northumberland CCG/external 
meetings this paper has been 
discussed at: 

Review by Executive Director of Nursing, Quality & Patient Safety 
and Deputy Director Quality & Patient Safety 

QIPP N/A 
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Resource implications N/A 
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Quality and Equality impact 
assessment  

 See below 
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Data Protection Impact 
Assessment 

N/A 

Research N/A 

Legal implications  N/A 

Impact on carers N/A 

Sustainability implications N/A 
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QUALITY and EQUALITY IMPACT ASSESSMENT 

1. Project Name Safeguarding Vulnerable People Annual Reports 

2. Project Lead Director Lead Project Lead Clinical Lead 

Executive Director of 
Nursing, Quality & 
Patient Safety 

Designated Nurse 
Safeguarding Children 

Designated Doctor 
Safeguarding Children 

3. Project Overview &  
    Objective 

Two annual reports to evidence the safeguarding team is discharging its 
statutory functions on behalf of the CCG. 

4. Quality Impact  
    Assessment 
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Mitigation / Control 

   Patient Safety N/A      

   Clinical Effectiveness  N/A      

   Patient Experience  N/A      

 Others including   
 reputation, information     
governance and etc. 

N/A      

5.Equality Impact  
    Assessment 

Impact Details Pos/ 
Neg 

C L Scores 
 

Mitigation / Control 

What is the impact on 
people who have one of the 
protected characteristics as 
defined in the Equality Act 
2010? 

N/A      

What is the impact on 
health inequalities in terms 
of access to services and 
outcomes achieved for the 
population of 
Northumberland? 
(which is in line with the 
legal duties defined in the 
National Health Service Act 
2006 as amended by the 
Health and Social Care Act 
2012), for example health 
inequalities due to 
differences in 
socioeconomic 

circumstances? 

N/A      

6. Research  
Reference to relevant local 
and national research as 
appropriate. 

 
 
N/A 
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Governing Body 
24 November 2021 
Agenda Item: 9.1 
Safeguarding Vulnerable People Annual Reports 
Sponsor: Executive Director of Nursing, Quality and Patient Safety 

 

Members of Governing Body are asked to:  
 
1. Consider the 2020-2021 Safeguarding Vulnerable People Annual Report and separate 

Looked After Children Annual report 
2. Acknowledge the on-going work of the safeguarding team through the work plans 

and recommendations within both reports 
3. Consider whether the reports provide the CCG with sufficient assurance its statutory 

duties are being met 

 

Purpose  
 
This report is to present the 2020-2021 reports and work plans for Safeguarding Vulnerable 
People and separate Looked after Children (LAC) report.  
 
Background 
 
CCGs are required to provide annual reports for safeguarding vulnerable people as well as for 
Children Looked After. These annual reports also include the issues and impact of related 
safeguarding themes on services and families identified following the global pandemic, 
something not previously experienced before. 
 
Proposals 
 
It is proposed Governing Body reviews the reports with the purpose of seeking assurances 
regarding the on-going work of the safeguarding team in light of changing legislation, national 
and local priorities and emerging themes and learning. The safeguarding team will be working 
to a new work plan building on the findings and recommendations within the reports. 
 
Conclusion 
 
The reports have identified the impact on safeguarding of a global pandemic and key learning 
and future planning required. The reports demonstrate the on-going work undertaken on behalf 
of the CCG and planned work for the following year. 
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Recommendation 
 
It is recommended GB reviews and considers the annual reports and recommendations in 
order to be assured the statutory duties and requirements for safeguarding are being met on 
behalf of the CCG. 
 
 
Appendix 1 – Safeguarding Vulnerable People annual report 2020-2021 
Appendix 2 – Looked After Children annual report 2020-2021 



 

 1 

 
 

 
 
 

 

 
 
 
 
 

SAFEGUARDING VULNERABLE 
PEOPLE 

ANNUAL REPORT 
2020 – 2021 
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Introduction: 
 
This report relates to Northumberland Clinical Commissioning Group (NCCG) which 
commissions health services for the population of Northumberland. 
 
Safeguarding Children, Young People and Adults at Risk in the NHS: Safeguarding 
Accountability and Assurance Framework (SAAF) was first published 2013 and updated 
September 2019. The purpose of the document is to set out clearly the safeguarding roles and 
responsibilities of all individuals working in providers of NHS funded care settings and NHS 
commissioning organisations. It’s purpose is to identify and clarify how relationships between 
health and other systems work at both strategic and operational levels to safeguard children, 
young people and adults at risk of abuse or neglect. The SAAF aims to: 
 

• Clearly set out the legal framework for safeguarding children and adults as it relates 
to the various NHS organisations, in order to support them in discharging their 
statutory requirements to safeguard children and adults; 

• Outline principles, attitudes, expectations and ways of working that recognise that 
safeguarding is everybody’s business and that the safety and well-being of those in 
vulnerable circumstances are at the forefront of our business; 

• Identify clear arrangements and processes to be used to support practice and provide 
assurance at all levels, including NHS England and NHS Improvement Board, that 
safeguarding arrangements are in place. 

• Promote equality by ensuring that health inequalities are addressed and are at the 
heart of NHS England’s Values 

 
This framework aims to provide guidance and minimum standards but should not be seen as 
constraining the development of effective local safeguarding practice and arrangements in line 
with the underlying legal duties. 
 
The purpose of this annual report is to provide assurances that NCCG is fulfilling its 
responsibilities laid out within the SAAF as a commissioner whilst working in partnership with 
the Local Authority and Northumbria Police as statutory safeguarding partners under new 
legislation and outlined in Working Together to Safeguard Children 2018. As part of the new 
arrangements, NCCG continues to work with other agencies to promote the safety and welfare 
of vulnerable people in need of care and protection. 
 
Background: 
 
The safeguarding team continues to support NCCG in discharging its statutory duties relating 
to all aspects of safeguarding vulnerable people. The team has evolved and grown over recent 
years following internal changes due to either resignation or retirement as well as expanding 
how the team supports the wider CCG and its members in primary care. Whilst the designated 
professionals remain in post, this has been supplemented by a deputy designated role across 
adults and children. The deputy designated nurse leads on all aspects of adult safeguarding 
as well as deputising for the designated nurse safeguarding children. An experienced 
safeguarding nurse has been appointed as named nurse primary care and following the 
reduction in hours (through 'retire and return') of the LAC designated nurse, an additional post 
of nurse advisor safeguarding vulnerable people was created and appointment made March 
2021. The function of this additional role will be referred to in the next annual report (2021 – 
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2022).  
 
The period covered by this report will mainly focus on the significant events occurring as a 
result of Covid 19, the subsequent periods of  national lockdown and the impact on the way in 
which the team functioned. The global pandemic and the specific impact on safeguarding 
regarding a population in lockdown could not, and still cannot have been contemplated.It will 
be important moving forward to ensure planning for such events continues in to the future. 
 
This period has been exceptionally busy for the safeguarding team who for a large part were 
under full capacity due to resignations and retirements and, like the rest of the nation, adapting 
to a whole new way of working whilst still aiming to safeguard a now largely hidden and invisible 
population. 
 
The numbers of referrals to adult and children’s social care initially dropped significantly, 
referral for child protection medicals reduced and attendances (especially of children) at 
Emergency Care plummeted. Domestic abuse figures did not change significantly initially but 
the police reported the types of abuse to be worse, but as lockdown continued, the incidents 
of domestic abuse began to rise significantly and the numbers of males as victims rose. This 
will be covered in a section of this report dedicated to the facts, figures and impact of domestic 
violence and abuse. 
 
GP's in particular faced pressures due to the virus and for many months, the majority of 
consultations were undertaken 'on-line'. The safeguarding team aimed to ensure GP's could 
access daily advice and support easily so changed to operating a single point of access rota 
to ensure contact with the team could be made swifly via one telephone number. 
 

Safeguarding governance, assurance and accountability arrangements: 
 

The Safeguarding Group continues to meet on a bi-monthly basis, chaired by the Executive 
Director of Nursing, Quality and Patient Safety. Membership has been extended to include 
representation from the complex care commissioning team (NCCG), public health, Chief 
Operating Officer and Clinical Chair (NCCG). Representation from public health has been 
patchy and needs to be reviewed. No other provider organisations are included. On-going 
work includes provider assurance and monitoring, oversight of implementation of action plans 
for case reviews and inspections as well as exception reporting as issues arise locally, 
regionally or nationally.  
 

The Children and Social Work Act 2017 introduced a new duty placed on three agencies, 
namely the Local Authority, the Chief Officer of Police and Clinical Commissioning Group 
(referred to as Safeguarding Partners), to make arrangements for safeguarding and 
promoting the welfare of children in the area. The Chief Operating Officer meets on a regional 
basis with safeguarding partners North and South of Tyne. Regional multi-agency policies 
have been developed and future plans include the development of regional training. This 
ensures consistency across local areas especially as families of concern tend to relocate 
across the region in order to stay under the 'radar'. 
 

All actions for the work plan 2019 – 2020 are complete. Instead of developing a primary care 
dashboard, it has been agreed that the Named Nurse Primary Care (NNPC) will physically 
visit each practice at least once annually.  
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This will be primarily to offer support, share learning, seek assurance and identify any areas 
for development. It is likely this will include observation of a ‘Supporting Families’ multi-
disciplinary meeting where vulnerable people are discussed. This piece of work will be 
supported by additional intelligence gathered from audits, response to information requests 
such as MARAC (Multi-agency Risk Assessment Conferences) and MAPPA (Multi-Agency 
Public Protection Arrangements), reviewing evidence of learning following case reviews and 
CQC inspections. Where there are a number of concerns identified, it may be appropriate to 
undertake a more thorough review, as evidenced by the work undertaken with Operation 
Apollo, referred to later in this report. 
 

Key achievements:  
 

• Introduction and embedding of new primary care named nurse role, the first in the 
region. 

• Access to SystmOne and EMIS with the majority of practices signing up via Information 
Sharing Agreements. 

• Revision of MARAC, MAPPA and PREVENT process to improve the sharing of 
information from primary care which is proportionate, appropriate and timely. 

• Development of fortnightly safeguarding newsletter for primary care. 

• Introduction of single point of access to allow GP's quicker contact with the CCG's 
safeguarding team. 

• SIRS (Sharing Information Regarding Safeguarding) presentation given by the 
designated nurse to the National Child Safeguarding Review Panel (The National 
Panel) as part of a thematic review in to non accidental injuries in babies under one 
year of age and focusing specifically on the role fathers play. SIRS has been 
recognised by the National Panel as emerging good practice. 

• Work began, led by the designated nurse to implement ICON, a national process to 
prevent non accidental head trauma in babies, funded by NHSE/I. 

• Level 2 Safeguarding Children and Adults training continued to be delivered virtualy to 
Primary Care during COVID 

• GP Network continued virtually with excellent attendance 
 
 

Case Reviews: 
 
Children:  
During the period of this review a total of two Local Practice Reviews were commenced and 
two other cases were reviewed but did not meet the criteria for formal review. As a statutory 
safeguarding partner, the CCG was represented at all four Rapid Reviews under the new 
statutory process. 
 
Of the four cases, two were child suicides and the other two involved babies with serious 
injuries. The review of one of the child suicides (Fiona) demonstrated there had been a direct 
impact on her due to lockdown and a reduction in service provision including education. There 
were delays in all review processes due to lockdown. The learning has been shared with all 
GP practices and action plan monitored via the Safeguarding Group. The named nurse primary 
care (NNPC) will follow up with practices six months following circulation to evidence any 
learning and impact on practice. This is also done during practice visits undertaken by NNPC 
and always at the GP safeguarding leads network. 
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Adults:  
 
In accordance with the Care Act 2014 Safeguarding Adult Boards (SAB) have a statutory 
duty to carry out Safeguarding Adults Reviews.  The SAB is required to undertake reviews 
when an adult in its area has died as a result of abuse or neglect, and there is a concern 
about how the partner agencies have worked together to safeguard the adult. As a sub group 
of the SAB, Northumberland has a joint Safeguarding Adults Review Committee (SARC) with 
multi-agency partners in North Tyneside. The board is about to separate and details will be 
discussed in 21/22 annual report. Part of the role of the SARC is to commission safeguarding 
adults reviews (SARs) which are a statutory requirement of the SAB when someone with 
care and support needs dies as a result of neglect or abuse and there is a concern that the 
local authority and its partners could have done more to protect the individual. Once a review 
is complete the SARC monitors the action plan and any lessons learnt. 
 
During this period Northumberland & North Tyneside SARC received no new referrals. Work 
continues on to complete ongoing SAR's which will be reported the next annual report.  
 
The safeguarding designated professionals ensure any lessons learnt and recommendations 
are disseminated and embedded in commissioned services. Learning is shared in a number 
of ways, including training, briefings and the CCG bulletin.  
 
Domestic Homicide Reviews:  
 
A  Domestic Homicide Review (DHR) is a multi-agency review of the circumstances in which 
the death of a person aged sixteen years or over has or appears to have resulted from violence, 
abuse  or neglect by a person to whom they are related or with whom they are  or were in an 
intimate relationship.  
 
DHR’s are led by Northumberland Community Safety Partnership. CCG attend as a statutory 
partner to all DHR panels to support and enable learning to be embedded across the health 
economy. 
 
During this period one DHR has been agreed and is about to commence. As previously 
mentioned two DHR's continue following the process of the joint independent investigations 
into the homicide (sometimes referred to as - Mental Health Homicide review) with NHS 
England and Safer Northumberland. No DHR’s have been published during the time scale of 
this report.  
 
Operation Apollo: 
 
Following a number of concerns expressed from various sources (including CQC reports) 
regarding a GP practice in Northumberland, the safeguarding team was asked to undertake a 
review of known safeguarding cases as well as general processes and practice to seek 
assurance and ensure patient safety. The Local Authority (LA) was able to share current open 
safeguarding cases registered with the practice.  
 
This piece of work resulted in two practice visits and the production of three reports identifying 
concerns relating to a number of issues. Where immediate concerns were highlighted, action 
was taken to alleviate these and mitigate against risk. 
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Appropriate coding was added to all known cases and daily support and monitoring was 
provided, mainly by the named nurse primary care and proved very resource intensive. It was 
useful in identifying cases which may not have previously been acted upon and ensured 
practice staff were aware of all cases known to the LA as well as police domestic abuse cases 
involving children. An example of this was an incidental finding when reviewing MARAC cases. 
It was identified a number of women known to be high risk victims of domestic abuse 
repeatedly failed to attend for cervical screening, two cases had histological changes to 
previous smears which indicated the need for follow up. Sexual violence and control is a 
feature of domestic abuse. It is widely recognised female victims of domestic abuse can 
experience sexual abuse by their controlling and sometimes violent partners. The perpetrators 
also do not like their partner to undergo intimate examination for reasons such as the possibility 
of visible injuries being identified, control and jealousy. As a result, whilst immediate action 
was taken in these two cases to ensure the women were offered follow up safely, it was agreed 
it would be useful to undertake an audit of female MARAC victims across Northumberland to 
see if this is a similar picture and more widespread. The domestic violence co-ordinator for 
Northumberland was made aware at the time as well as all GP practices to ensure relevant 
information was included in reports to MARAC. 
 
Covid 19: Working with vulnerable people throughout the pandemic: 
 
It was recognised from the beginning of the first lockdown that there would be concerns the 
most vulnerable children and adults would not be seen. As a response to this and to seek 
assurance, the multi-agency safeguarding partnership (NSSP) met on a weekly basis. The 
CCG was represented at all of these meetings and agencies were asked to provide details of 
how those at risk were being assessed and monitored. The designated nurse and doctor when 
able also joined weekly safeguarding meetings held by NHSE and national meetings of the 
designated professionals' network to ensure all up to date information was gathered and 
shared appropriately. 
 
It is fair to reflect that no agency was prepared for working through the pandemic and when 
the first lockdown came in to place, there were huge anxieties regarding the most vulnerable 
people not being able to access appropriate services or be seen face to face. At this stage 
self-neglect, neglect and domestic abuse remain the highest categories of harm identified. This 
is indicative of the pandemic and the isolation that people were living in. 
 
Hidden families: 
 
Something which became a concern both locally and nationally was the situation for families, 
already known to be vulnerable or at risk and those with very young children and / or where 
there'd been babies born during lockdown. These were families used to a high level of face to 
face contacts, often in the home by key agencies or families in need of additional support due 
to the birth of new babies. This was quickly recognised and identified as a concern by the 
Children's Commissioner publishing an analysis (25th April 2020) of the extent of child 
vulnerability around the country, warning that much of it is hidden from sight under lockdown. 
In it she stated "hundreds of thousands of children in England are living with a cocktail of 
secondary risks that Covid-19 may exacerbate: lack of food in the house, homelessness, sofa-
surfing or living in cramped living conditions, neglect, domestic abuse, substance abuse and 
parental mental health problems". (The Children’s Commissioner’s Report on measuring the 
number of vulnerable children July 2020). As a result, health providers were asked to give 
assurances how the needs of this vulnerable group were being met. Northumbria Healthcare 
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NHS Foundation Trust ensured the health visiting service continued to provide support (along 
with other key agencies such as Children's Social Care) to families they'd identified through 
caseload profiling to be in need of additional support. This was done where possible using face 
to face contacts and using personal protective equipment (PPE). Whilst this was very positive, 
it was impossible to identify new families of concern who possibly fell under the radar. The 
Children's Commissioner in another briefing wrote "and we must make sure that, as we emerge 
from lockdown, babies and young children are kept centre stage" (Lockdown babies: Children 
born during the coronavirus crisis May 2020). It is therefore too early to know what impact 
lockdown has had on families and this is likely to emerge during the next reporting period. 
 
Very few children were presented to Emergency Departments and there was an on-going 
concern that severely ill children may be missed due to parents' fear of taking them in to 
hospital. In this reporting period there does not appear to have been any child deaths directly 
linked to non attendance at hospital of ill children because of fears linked with covid. 
 
The situation in primary care was hectic due to the sheer volume of covid related illness and 
most consultations took place on-line. This proved difficult for the GP to fully assess the 
presenting issues. There were early examples of parents sharing images regarding their 
children via unsecure sources which led to concerns regarding data security. As a result, these 
issues were discussed at the GP safeguarding leads network which continued via Microsoft 
Teams and was also highlighted / discussed within briefings and newsletters to ensure GP's 
and primary care staff were aware of the issues. 
 
Referrals: 
 
Initially referrals in to CSC and ASC reduced, this was understandable given children and 
vulnerable adults were hidden as described above, not in school or attending day care 
services. The figures are not yet available at time of writing this report 
  
Mental health issues: 
 
It was widely reported there were concerns regarding the emotional and mental well-being of 
both children and adults as a result of lockdown, reduction in support services, school closures, 
loss of employment and poverty to name a few of the issues. As previously mentioned there 
were two child suicides during this period.  
 
On-line abuse:  
 
Online abuse is any time of abuse facilitated by the internet and can happen anywhere 
allowing online communication including social media, text and messaging apps, email or 
private messaging. This can also be on live streaming , voice or video chat and gaming.  
 
Forms of abuse can include financial, bullying, emotional and sexual abuse. It can be difficult 
to identify and hard to talk about for victims. During lockdown many people were 
experiencing social isolation and spending more time than usual online causing increased 
vulnerability to online abuse. Also vulnerable people were having less access to professional 
support. Many adults and children with vulnerabilities were not attending settings where they 
could potentially reach out or disclose abuse such as school or work.  
 
A report published by the NSCPP- The impact of Coronavirus pandemic on child welfare: 



 

 8 

Online abuse provided an insight from childline counselling sessions and NSPCC helpline 
contacts highlighted these issues.  
 
The key findings found that since the stay at home guidance was issued childline saw a 11 % 
increase of the number of counselling sessions about online sexual abuse. There was an 
increase of online grooming and it was also noted that there was an increase of loneliness, 
with young people seeking company and online support from people they had not met face to 
face.Childline saw a 60 % increase in contacts raising concerns about children experiencing 
online sexual abuse with some perpetrators using sophisticated systems to sexually exploit 
children online and keep in frequent contact.  
 
Helplines, such as the NSPCC and childline saw reports increasing regarding adults posing 
as children online in order to form relationships with young people. Statistics from the 
NSPCC  include that 72 % of young people have experienced online bullying since the 
pandemic started and some also experienced this carrying over to other settings such as 
school.  
 
The pandemic has increasingly enabled online abuse with wider access on online platforms 
and the statistics showed that 26 % of those with disability or long term illness had 
experienced online abuse. Isolation at home and home schooling during the pandemic 
increased internet use which in turn increased the issue of online abuse (NSPCC November 
2020). Children with vulnerabilities were particularly at risk of this and also those who were 
not used to using online forums or were using them for the first time.  
 
There has also been a significant increase in risk to the whole population, with particular 
focus on vulnerable adults, in regard to online fraud and scamming. Many of the elderly or 
vulnerable with health needs and disability have been shielded or spending more time 
without their support networks in isolation. The UK finance agency have found that criminals 
have been exploiting and adapting to Covid and there has been a growth in fraud and scams 
targeting people online. 207.8 million pounds was lost to fraud where people were tricked 
into making payments to another account controlled by a criminal in the first half of 2020. 
Citizens Advice has estimated that more than two thirds of adults have been targeted by a 
scammer since January 2021. During the pandemic people were encouraged to stay at 
home, causing rise to online shopping activity and phishing for information. This has enabled 
online criminal activity to rise significantly, with the most vulnerable groups in society being 
particularly prone to these issues.  
 
Womens aid have also raised significant concerns in relation to online and digital abuse. 
Many people are not starting relationships using online forums and this has increased due to 
lack of social opportunities due to the pandemic. There has been an increase of domestic 
related abuse with partners checking texts, locations, social media and using spy ware or 
GPS locators to track people down. Womens aid conducted a survey and 85 % of 
respondents reported online abuse from a partner or ex partner which showed a pattern of 
abuse also experienced offline. A third of those who received online threats stated that the 
threats had been carried out.  
 
Domestic violence and abuse:  
 
The Office for National Statistics (ONS) report that in mid May 2020, there was a 12% increase 
in the number of domestic abuse cases referred to victim support.  
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Between April and June 2020, there was a 65% increase in calls to the National Domesitc 
Abuse Helpline, when compared to the first three months of that year. Emerging evidence 
shows a change in those who perpetrate abuse.  Between April and June 2020, there was an 
8.1 % increase in abuse from current partners, a 17.1% increase from family members and a 
decline of 11.4% in abuse experienced by former partners. (LSE 2020).  It is estimated that 
during the first three weeks of the first lockdown, there had been sixteen domestic abuse 
killings of women and children in the UK which was the highest for at least 11 years.  In 
Northumberland there was a 11.3% rise in domestic abuse cases for April-June 2020 and 
22.9% rise between July – September 2020 on the previous 2019 figures.There has also been 
a rise in middle aged male victims of domestic abuse in the Northumberland area with an 
increase of 12.1% (125 victims).  Additionally there has been a significant rise in victims aged 
over 55 years,  19.4% change from 2019-2020.  In April 2020, the Home Affairs Committee 
said there was evidence that cases were escalating more quickly to become complex and 
serious with higher levels of physical violence and coercive control. This is evident in the 
Northumbrland domestic abuse cases with a 31.6% increase in rape cases, 13.8% rise in 
coercive control and 14.2% rise in violence. 
 
When the police are called to a household where children are known to reside because of a 
domestic incident, a Child Concern Notification (CCN) is generated and shared with children's 
social care.  In Northumberland, the CCG's safeguarding team share these with primary care 
for information purposes and to enable vulnerable victims and children to be known to their 
GP. The safeguarding team has seen a significant rise in the number of CCNs forwarded in 
this time period which in turn has had significant impact on team capacity.  The last annual 
report recorded 946 CCN's received. During the period covered by this report the number has 
risen to 4106. Following a period of sickness and absence which resulted in a delay with the 
CCNs being sent out in a timely manner, a process has been put in place which includes 
additional admin support to ensure  all CCNs will be forwarded to GP practices within 2 weeks 
of receiving them, monthly numbers will be monitored. 
 
The multi-agency risk assessment conference (MARAC) is a meeting where information is 
shared on the highest risk of domestic abuse cases between local police, probation, health, 
children's social care, housing and IDVAs. Only relevant information is shared about the victim 
and perpetrator, representatives discuss options for increasing the safety for the victim and 
turn these options into a cor-ordinated action plan.  The primary focus of the MARAC is to 
safeguard the adult victim.  The  NCCG safeguarding team provide this information for the 
practices which have signed up to the information sharing agreement.  Over the last 6 months 
2020/21, October 2020 – March 2021 there were 893 MARAC information requests, of which 
the safeguarding team provided 701. Of the GP practices that are not signed up to the ISA, 
there were 35 requests for information for MARAC of which 23 requests were provided and 
there were 12 cases where no information was shared. Although this is a relatively small 
number, given that MARAC concerns high risk victims who are classed at being at risk of 
serious injury or fatality, this is of concern. The CCG's safeguarding team continue to monitor 
this and encourage sign up for those practices involved to the ISA process. 
There were 157 requests which were for cases registered out of the area. 
 
Substance misuse:  
 
An audit undertaken by NHCFT identified cocaine use in pregnancy has increased significantly 
during this period. As a result all GP practices were made aware and asked to consider having 
an awareness of drug misuse in general in a hidden population during lockdown.  
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In one case of an immobile baby who suffered significant head injuries, the family were only 
known to universal services. The baby was known to cry a lot. It later transpired father was a 
regular user of cocaine. As mentioned previously, the learning from this review was shared 
widely across primary care. 
 
A national report in to alcohol use reported sales up by 25%. Unplanned admissions for 
alcoholic liver disease increased between 2019 and 2020. This increase was 13.5%, and from 
June 2020 onwards, there were significant and sustained increases in the rate of unplanned 
admissions for alcoholic liver disease. In 2020, there was a 20.0% increase in total alcohol 
specific deaths compared to 2019. (Alcohol consumption and harm during the COVID-19 
pandemic HM Government July 2021) 
 
Care Homes: 
 
A system is in place to provide assurance to the CCG regarding quality and safety within care 
homes for the elderly across the Northumberland region. The Safeguarding Adult Lead works 
in partnership with Northumberland County Council Nursing Home Contracts Commissioning 
Team to provide expert advice and support on the safeguarding arrangements through 
commissioning and contractual arrangements. During COVID assurance visits could not take 
place due to government guidelines. During this time CQC, LA, CCG and community Matrons 
met regularly to share information and discuss any concerns identified. Safeguarding referrals 
initially dropped however since restrictions have lifted local authority has seen a spike in 
concerns and referrals.  
 
Liberty Protection Safeguards: 
 
The Mental Capacity (Amendment) Act 2019 received the Royal Assent on 16th May 2019. 
The purpose of the Act is to abolish the Deprivation of Liberty Safeguards (DoLS) and to 
replace them with a completely new system, the Liberty Protection Safeguards (LPS). The 
main points of the LPS are: 
 

• One scheme will apply in all settings (eg care homes, nursing homes, hospitals, 
supported living, people's own homes, day services, sheltered housing, extra care, 
Shared Lives etc). 

• The LPS will apply to anyone aged 16+. 

• There will be no statutory definition of "deprivation of liberty" under LPS; therefore the 
"Acid Test" set by the Supreme Court in the "Cheshire West" case remains in place 

• The role of "Supervisory Body", which authorises deprivations of liberty, will be 
abolished. It will be replaced by the "Responsible Body". There will be different 
Responsible Bodies in different settings. For some cases the Responsible Body will be 
the NHS Trust; in other cases the role will be filled by the Clinical Commissioning Group 
(or Local Health Board in Wales); and in other cases still it will be the local authority. 

• There will only be 3 assessments: the "Capacity" assessment, the "Medical" 
assessment and the "Necessary and Proportionate" assessment. 

• There will be a brand new role of Approved Mental Capacity Professional to deal with 
more complex cases. 

• There will be an expansion of the role of the Independent Mental Capacity Advocate. 
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We are awaiting publication of the Code of Practice. At the time of this report no date has been 
given. There will be a 6 month gap between the final versions being published and the 
implementation of LPS in April 2022. Training and implementation will be decided centrally.  
 
In preparation, NCCG has been working closely with Local Authority to identify gaps which 
may delay implementation and prevent NCCG to fulfil their duties and responsibilities  
effectively, both within the organisations and across the local health economy of 
Northumberland.  In the main the gap identified was outstanding DoLs assessments and 
authorisations. To mitigate this risk to the CCG this has been added to the risk regaister and 
a robust assurance plan is in place. 
 
Quality assurance: 
 
As previously mentioned assurance is sought from providers on behalf of the CCG by the 
safeguarding leads and any exceptions discussed at the Safeguarding Group. Commissioner 
Assurance visits were undertaken on a number of facilities during this period with the 
safeguarding team working jointly with the complex care team. The adult safeguarding lead 
from CCG considered the quality of care and safeguarding practice. Providers are advised of 
areas of concerns in safeguarding vulnerable people and recommendations for improvement. 
COVID restricted the number of visits however the team did attend Mitford ward, Northgate 
hospital and CYGNET Hexham private mental health hospital. Ongoing monitoring has taken 
place to ensure care remains of a high quality standard.  The adult safeguarding lead continues 
to support the complex care team with Host Commissioning arrangements.  
 
It has been mentioned earlier in this report that instead of developing a primary care 
dashboard, it has been agreed that the Named Nurse Primary Care (NNPC) will physically visit 
each practice at least once annually. The NNPC has been invited to a number of practices 
supporting families meeting both face to face or via teams and this will increase over the next 
year. This will give the NNPC an opportunity to meet the practice staff, offer support and seek 
assuarnace from the meetings regarding who attends, what is discussed and any actions or 
support to be given by NNPC.  All of the information gathered is stored on a template for each 
practice which can then be accessed for CQC inspections and audit purposes.  This will also 
give the NNPC an opportunity give any updates on current themes such as 'was not brought ', 
drop in immunisation rates and seek assurance of how   learning outcomes from safeguarding 
childrens practice reviews are shared and implemented in the practices. NNPC has been able 
to link in with 0-19 service to support attendance to the meetings by school health and 
midwifery services where their non attendance which has been raised as a concern by GPs at 
some of the  supporting families meetings which have been attended to date.  
 
Audit:  
 
The safeguarding team have taken part in multi-agency audits on behalf of NCCG, including 
children under 1 year old who had been referred to Children Social Care and children with 
disabilities and the role of fathers. The designated doctor chaired and produced the report for 
the deep-dive multi-agency audit focusing on the safeguarding of disabled children and young 
people. This was a detailed review of case-work, with areas of good practice identified, as well 
as important areas for development to better safeguard this vulnerable group. With respect to 
Primary Care, it was evident that there was not always consideration of seeking information 
from GPs by social workers undertaking Child and Family Assessments.  
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This meant that GPs were not always aware that a social work assessment was being carried 
out and opportunities for GPs to contribute relevant information were missed. This learning 
was fed back to senior social services managers. 
 
On-going audit is now part of the safeguarding team's annual workplan. Having access to the 
majority of patient systems in primary care across Northumberland has allowed the team to 
undertake the audits on behalf of GP's and thus reduce the impact on the capacity of GP's due 
to on-going pressures placed on primary care during the pandemic. 
 
Child protection strategy meetings are usually held at short notice to determine immediate risk 
and decide whether a child protection investigation needs to commence. It is unlikely because 
of the short notice that GP’s would be able to attend. It was therefore agreed with the Local 
Authority GP’s would be invited to all meetings to ensure they received minutes. To understand 
the effectiveness of this, an audit of strategy meetings was undertaken to ensure GP’s were 
receiving minutes appropriately. The audit took place just after the changes were agreed and 
therefore the results were poor. In ten cases randomly selected, only one practice reported 
receiving minutes. This audit will be repeated to ascertain whether this is now embedded.  
 
This audit was repeated and good practice was found on behalf of the GP and Primary Care, 
safeguarding issues were documented and reported appropriately however there was no 
change regarding the invites to strategy meetings and being in receipt of minutes from 
childrens social care. This has been escalated and a resolution is being discussed. 
 
Commissioning cycle: 
 
Whilst not members of specific commissioning meetings, the safeguarding team has been able 
to influence the commissioning of services where appropriate, an example of this is Kooth and 
as a result of a teenage suicide, the designated nurse was able to provide supporting 
information for commissioners. Work is on-going to establish a more formal process to ensure 
safeguarding is considered during the commissioning cycle of planning, agreeing and buying 
services. Designated professionals have a wealth of knowledge of safeguarding issues 
garnered from their local multi-agency work and national networks and can positively 
contribute to the commissioning of services aimed at improving health and well-being and 
preventing crises requiring a multi-agency safeguarding response  
 
Training and education: 
 
The safeguarding team including the designated doctors regularly provide training for the CCG 
and as part of multi-agency training. 
 
During this period extensive training has been provided by NNPC as part of ICON 
implementation. The designated nurse has undertaken numerous presentations regarding 
SIRS across the region as well as to the national Child Safeguarding Practice Review Panel. 
The designated nurse has also been part of the development and delivery of multi-agency 
training regarding non accidental injuries in babies under one.  NNPC has delivered joint adult 
and children safeguarding training has been delivered face to face at practice requests. Joint 
training was delivered with Early Help manager regarding the use of the multi agency referral 
form was delivered face to face at practice and at the GP Safeguarding network. 
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The NNPC and Early Help Manager quickly addressed concerns made by GPs regarding the 
MARF (multi-agency referral form), this was to support primary care staff with using the form 
and ensuring there was not a drop in Early Help referrals, with GPs providing a large number 
of Early Help referrals prior to the new MARF. Specialist training on the male victims of 
deomestic abuse has been arranged with an external speaker from Mankind to be delivered 
on line to GP safeguarding leads and the wide primary care team.  NNPC has provided training 
on one to one basis to support  with the completion of Child Protection reports. The Designated 
Doctor for Child Safegaurding has continued to deliver training virtually, e.g. training for the 
Police about Medical Assessments for Children where there are concerns about sexual 
abuse/assault and training in Child Protection report writing for Paediatric Registrars. 
 
Professional development: 
 
The safeguarding team are considered experts in their field and as such are actively 
encouraged by the designated nurse (team leader) to undertake relevant on-going professional 
development relating to their roles and responsibilies. 
 
The CCG's chief operating officer has also been keen to ensure the team provides updates to 
wider colleagues on team 'Huddles' held weekly. The designated nurse provided training for 
managers to enable them to identify and react to staff who may be victims of domestic abuse. 
  
Multi-agency working arrangements:  
 
Multi-agency working in Northumberland has always historically been very strong. This 
continues with the CCG having close relationships with partners working across 
Northumberland and beyond. The safeguarding team represents the CCG on numerous 
committees and sub groups across NSSP (Northumberland Strategic Safeguarding 
Partnership), SAB (Safeguarding Adults Board) and SNP (Safer Northumberland Partnership) 
contributing to all priorities. The team provides reports on behalf of primary care for MARAC, 
MAPPA, MATAC, MSET and Prevent.  
 
Priorities for next 12 months / Action plan:  
 

1. Monitor the impact of lockdown due to the pandemic on families through provider quality 
assurance reports and supporting information. 

2. Agree a process to ensure safeguarding becomes an integral part of the commissioning 
cycle. 

3. Implement, evaluate and embed ICON across Northumberland. 
4. Develop a training resource for use by primary care staff. 
5. The development of the Primary Care Nurse Safeguarding network.  
6. Development of a template which can be used with SystmOne and Emis to support GPs 

compliance with reports for safeguarding meetings 
7. Monitor MARAC and information sharing of GP practices not signed up to ISA 
8. Contribute to NHSE/I NHS LPS Clinical Reference Group to monitor and develop 

readiness for the implementation of LPS & Mental Capacity Act. 
9. Work positively within the new ICS arrangements ensuring continuation of a strong 

place-based safeguarding team in Northumberland 
10. Continue to strengthen the close working with the CCG complex team on quality 

assurance of vulnerable people. 
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1. Introduction: 
 
This report has been written following the retirement of designated nurse for CLA in 
September. The work contained within the report is therefore reflective of that practice.  
 
As part of the National Assurance Framework (Safeguarding Children, Young People and 
Adults at Risk in the NHS: Safeguarding Accountability and Assurance Framework 2019), 
Northumberland Clinical Commissioning Group (NCCG) is required to have arrangements 
in place to secure the expertise of Designated Professionals for safeguarding and Children 
Looked After (CLA).  
 

The Designated Doctor and Nurse roles for Children Looked After are in place to seek 
assurances on behalf of NCCG from the health community of Northumberland, to ensure 
they are meeting the requirements set out in Section 11 Children Act 2004 and the Care 
Act 2014.  
 
Requirements for the roles are set out in the Intercollegiate Document "Looked after 
Children: Knowledge, skills and competencies of healthcare staff" (December 2020). There 
is a requirement that designated professionals for CLA complete an annual report. This 
has been produced separately to the safeguarding/vulnerable children and adults report 
since 2018 – 19, and this has continued for the current year of 2020 – 21.   

 
Both Designated Professionals for Children Looked After are members of MALAP (Multi-
Agency Looked After Partnership) and the Northumberland County Council Safeguarding 
and Corporate Parenting Group. The Designated Nurse for Safeguarding Children is a 
member of NSSC (Northumberland Strategic Safeguarding Children Committee), to 
represent the Children Looked After (CLA) agenda and highlight issues of relevance. The 
Designated Doctor and Nurse for CLA are members of the Exploitation sub-group and the 
Designated Nurse for CLA is a member of the Disabled Children subgroup. There is also 
representation from the Designated Professionals for CLA on the Missing, Slavery, 
Exploited and Trafficked (MSET) group and the Youth Justice Service Management Board.  
The Designated Nurse regularly attends the High-Level Resource Panel, Child Safety 
Subgroup and the Adults and Children's Dynamic Support Register. There are close links 
with the Participation group, advocacy service and Leaving Care team and it is planned 
that once the Voices Making Choices group for CLA and the Children in Care Counsel 
commences again (which has not been running due to Covid restrictions) the Designated 
Nurse will attend to seek the views and voices of CLA.  
 
The authors gratefully acknowledge the information contained in this annual report supplied 
by Northumbria Healthcare NHS Foundation Trust (NHCFT), providers of the Children in 
Care Health Service for children and young people in Northumberland and Northumberland 
County Council. (Appendix 1 – Quarterly Data 2020 – 2021,).  
 
Data regarding Children Looked After (CLA) is received on a quarterly basis from 
Northumbria Healthcare NHS Foundation Trust (NHCFT), which comprises of the Children 
in Care Health Team inclusive of medical, nursing and administration staff. 
 
The annual report provides the CCG with an overview of the arrangements that are in place 
in Northumberland to meet the health needs of the CLA population. It will provide the CCG 
with assurance as to how this is being monitored from a commissioning perspective, to 
ensure service provision is of high quality demonstrating a positive impact on the children 
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and young people themselves. It will identify any risks or gaps in service provision and 
demonstrate what actions are required to address these. 
 

 
2. Commissioning arrangements:  

 
There has been a whole time equivalent Designated Nurse and part time Designated 
Doctor for Children Looked After in post, working on behalf of the CCG, although the 
Designated Nurse worked part-time for the latter part of this reporting period. The 
Designated Professionals are accountable to the Executive Director of Nursing, Quality 
and Patient Safety, who is the board lead for safeguarding and children looked after. 
 
 

3. Children in Care Health Team: 
 
There have previously been some issues regarding capacity within the provider health 
team and NHCFT has kept the Designated Professionals up to date with arrangements for 
cover during episodes of absences. 
 
Towards the end of this reporting period, the capacity of the Children in Care Health team 
has been increased by the provider organisation to include a Named Nurse for Children 
Looked After and a whole-time replacement for the Specialist Nurse for Children Looked 
After. The provider has also tried to increase the capacity of the Named Doctor role by 
trying to recruit local GPs to support the role. These increases in capacity have been 
welcomed and supported by the Designated Professionals.  

 
 

4. Population: 
 

See Appendix 1.   
 

  
 

 
Data from Northumberland County Council & National Statistics Department for Education Children looked 
after in England (2020) 
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It must be noted the numbers of CLA in Northumberland on 31st March in each financial 
year had risen slightly from 2014 to 406 in 2017. Numbers in Northumberland had 
decreased in 2018 and 2019, but there had been a significant rise to a high of 434 on 31st 
March 2020 and this number has remained similarly high at 438 for March 2021.  
The national data for England has also shown a continuous rise from 2014 – 2020.  
 
The Northumberland rate of 73 CLA per 10,000 of the under 18 population, was lower than 
the North East regional average (108 per 10,000) for March 2020, but higher than the 
national average for England (67 per 10,000). The regional and national rates have both 
increased over the last few years, whilst the rate for Northumberland had decreased up to 
March 2019 until a rise in 2020. However, local information is demonstrating a stabilisation 
of the rate in Northumberland for 2021. 
 

 
 
 
Data from Northumberland County Council & National Statistics Department for Education Children looked 
after in England (2020) 

 

Out of County Placements  
 
A previous area of concern has been the number of CLA children placed outside of 
Northumberland with some challenges in monitoring the quality of care for those at a 
distance. Northumberland are keen to reduce the number of children placed outside of the 
county who will be remaining in care. However, some children have been placed for 
adoption at a distance, these children have found permanent homes in placements that 
have been assessed in detail so should be positive moves for children who will cease to 
be CLA over time, when they are legally adopted.  
 
Many of the children who are nearby are still seen by the Northumbria Children in Care 
health team; however, some are too distant for this to be appropriate.  
 
When a RHA is completed by a different LA they are all sent back to the Children in Care 
team and they are then audited for quality. Quality assurance of these assessments is 
assessed and if satisfactory they are sent back and accepted. This happens for every RHA 
completed by a different LA.  
The Designated Nurse has also taken the issue of Children placed out of county to MALAP 
and had discussions around assuring that these children are receiving quality care and 
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their health assessments in a timely manner. A maildrop via email is to be sent to other 
local authorities to prompt regarding this. There is also a system in place where 
notifications for children placed out of county or moved into Northumberland are sent 
directly to the Designated Nurse and the Children in Care team. They are collated on a 
database and this is monitored for further movement of placements.  
 
The Northumberland County Council Service Director for Children’s Social Care and a 
Senior Commissioning Manager provided assurance on the issue of CLA & YP placed 
outside of Northumberland, by presenting a briefing paper and partaking in a discussion 
with the CCG Safeguarding Group in March 2020. It was acknowledged that whilst out of 
area placements may prove a geographical challenge, they are subject to the same level 
of scrutiny from Ofsted, the social care/ IRO teams and Local Authority commissioning, as 
those located within the County and robust quality monitoring processes are in place. 
 
The number of children placed out of area was 108 on March 31st, 2021, compared to 93 
on 31st March 2020. There have been attempts to decrease the number of out of county 
residential placements for several years. However, there has been a rise of out of area 
placements during 2020 – 21. This may reflect the significant rise in LAC during the 2019 
– 20 and 2020 – 21 period.   
 
For context, there is an overall increase in CLA over the last 2 years and the figure of 108 
equates to 26% of CLA in Northumberland meaning that 74% children were living inside 
Northumberland (75% last year, 72% the year before). The national average of children 
living inside an LA boundary is only 55%, in the North East it's 61%.  
 

 
 

Data from NCC 2020 

 
 
 
  

5. Activity data: 
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Northumbria Healthcare NHS Foundation Trust Children in Care Health Team: 
quarterly data reports 
See Appendix 1   
 
The percentage of Initial Health Assessments (IHAs) completed within the 20-day 
timescale during the 2020 – 21 year has ranged from 73% – 100% across the four quarters, 
with an average of 85% for the year. This is an increase on the percentage for 2019 -20, 
despite the numbers of Children Looked After remaining at the high level seen during the 
second half of 2019 – 20 and the effects of the Covid pandemic. The remaining IHAs were 
completed but were outside of the 20-day timescale. It should be noted that a total of 162 
children requiring IHAs was 15% higher than the previous year, which in turn had been an 
increase on the numbers for 2018 – 19. A similar number of IHAs were completed on time 
this year compared to the previous year, but the percentage completed increased, this 
reflects a significant increase in volume of work. It is very positive that proportions receiving 
timely assessments has been maintained despite the difficult conditions resulting from the 
pandemic. There were issues with initially being unable to see children/YP for a face-to-
face assessment and children or carers being ill or isolating. A catch-up programme was 
instigated and face to face IHAs resumed as soon as possible.  
 
The percentage of Review Health Assessments completed within the timescale ranged 
from 89% – 97%, with an average of 92%. This is a further increase from the 87.5% 
average for 2019 – 20 and the previous year. The pandemic has had an impact on the 
completion rates, with many of the RHAs being completed virtually or by telephone during 
the time when face to face reviews were not possible. Some young people preferred this 
method and may have engaged more easily. However, the Children in Care health team 
have moved back to face to face review health assessments when possible.  
 
There was also an effect on RHAs for Northumberland Children Looked After who are 
placed outside of the County. These assessments have also been undertaken virtually 
rather than requesting the host area health team to complete. This system has provided 
quality assurance at the same level as internal health assessments, consistency of 
completion and provided an opportunity for engagement with children/carers who are 
remote.  
 

a) For the continuously Children Looked After population who were in care from 1st April 2019 
– 31st March 2020 (latest National Data available) :-  
 

o 97% of children looked after in Northumberland received their annual health 
assessment, this is consistent with the previous year. Northumberland performs 
better than the England average (90%) and the regional average (92%). 

 
o The number of children whose immunisations were up to date was 88% a reduction 

on the previous year. This figure is in line with the England average (88%) and the 
regional average (92%). 

 
o The number of children who have had their teeth checked by a dentist has also 

remained consistent. In March 2020, 89% of children in the cohort had their teeth 
checked, a small decline from the previous year. Northumberland performs better 
than the England average of 86% and the regional average which is also 86%. 
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o The number of children whose development assessments were up to date was 
100% as at March 2020. This is also better than the England average (88%) and 
the regional average (86%) 

 
 

6. Care leavers:  
 

There are ongoing national discussions around costing for prescriptions, eye tests and 
dental treatment for Care Leavers and this will continue to be raised over the coming year. 
The Designated Nurse has had discussions with the Leaving Care Team  around this and 
these conversations continue. Since December 2020 the Designated Nurse CLA has been 
collaborating with Designated peers in the two neighbouring CCG's. They have 
commenced informal shared working and agreed a key work priority as the CCG's move 
into the ICS model. This is to share good practice and work together to continue to improve 
the health and wellbeing outcomes of care leavers in their areas. Issues including 
prescription charges, dental treatment and health outcomes are often raised and shared in 
this forum. 
 

The previous annual report provided by NHCFT (2019 – 20) refers to health passports 
being completed for CLA following their last review health assessment (RHA) in their 17th 
year. The health passport contains birth information, NHS, NI numbers, immunisations, 
A&E attendances, medical conditions, and hospital admissions. The last RHA is also 
included. The young person is given a hard copy. An electronic copy is stored in the Local 
Authority record and the GP is also sent a copy (it is also uploaded to SystmOne). This 
indicator is monitored as part of the quarterly performance report.  
 
According to the monthly data supplied by the Children in Care Health team 37 CLA were 
eligible for a health passport and 24 young people received them at the end of March 2021. 
Following this data return a plan has been implemented to ensure the late health passports 
will still be given to young people before their 18th birthday. The remainder are being 
collated but for some young people who were not born in Northumberland and have been 
looked after for several years, their early history can be difficult to access. Passports are 
sometimes delayed so the records from the birth hospital can be sourced and the relevant 
information shared with the young person. 
 
There were some delays to collating health passports due to the pandemic. A system has 
been agreed where the health passport which is shared can be passed on to the young 
person by the Social Worker.  
 
There is a project for which the Designated Nurses for CLA in the North East/North Cumbria 
Region were successful in bidding for funding from NHS England/Improvement to develop 
an electronic health passport app. This will be reported in the next annual report. There is 
also a new system in place where the health passport is being completed jointly with the 
RHA during the young person's 17th year on one form for ease and accurate information in 
collaboration with the young person. This will then be shared with the young person on one 
form with their RHA and a copy will be uploaded onto ICS with the LA. It is felt this will be 
an easier form to complete and will be shared by the person most appropriate to the young 
person, usually a Social Worker. This will also be reported on in the next annual report.  

 
Care Leaver Health Passports due 11 6 12 7 36 

Care Leaver Health Passports Competed & Shared 4 6 7 1 18 

% Care Leaver Health Passports Competed & Shared 36% 100% 58% 14% 50% 
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b) Adoption: 
 
CCGs and local authorities share responsibility in ensuring there is a Medical Advisor 
commissioned who can provide timely medical advice is available regarding the needs of 
children to be placed for adoption and does not incur delay in court processes, as well as 
ensuring support plans are in place for future needs. The medical advisor role is 
increasingly challenging as the complexity of the children to be placed increases. Evidence 
that the local authority is requesting reports in a timely manner is needed, to meet court 
deadlines, to ensure that the provision of medical advice does not delay proceedings. 
Some children are matched with adopters out with Northumberland, because of the 
importance of achieving appropriate matches and ensuring there is no unnecessary delay 
in children’s placement. This is in keeping with the government agenda to minimise delay 
and ensure children who cannot be maintained within their birth families, wherever possible 
should be placed in permanent families for adoption as early as possible.  
 
However, from a commissioning perspective this means that sometimes children with high 
levels of medical need or disability, requiring specialist medical or mental health care as 
well as provision and equipment, are placed into other areas, whilst remaining the financial 
and commissioning responsibility of Northumberland CCG, until the adoption order is 
granted.  
 
As a result of the designated doctor’s additional role as medical advisor in adoption, there 
can be good liaison regarding anticipated needs for children placed elsewhere. 

 
 

7. Permanency Planning and Adoption  
 
The responsibility for adoption in both North Tyneside and Northumberland has moved 
from the individual authorities to the Regional Adoption Agency (RAA) - Adopt North East. 
The individual areas are still responsible for initiating care proceedings and social workers 
and care teams for planning the care of their children. However, from 1st March 2019 
approval of adopters and the matching of children with adopters has been undertaken by 
Adopt North East 
 
Nationally 3,440 looked after children were adopted during the year ending 31 March 2020 
and 3800 children had an adoption best interest decision but were not yet placed. 2400 
children had a placement order but were not yet placed by 31.03.20 (coram BAAF 2020).  
The demographics nationally of adopters showed that 89% of children adopted were 
adopted by couples and 11% by single adopters. 17% were by same sex couples.  
 
Local information gathered in Northumberland shows a decrease in the rate for 2020. It is 
possible that, whilst overall Adopt North East has continued to match good numbers of 
children, fewer Northumberland children have been matched, whilst more children from 
certain other areas than in previous years have been matched. This could reflect 
Northumberland’s profile of children seeking adoptive homes, who have sometimes been 
older than the profile of some other local authorities, so when there is a mismatch in 
numbers of adopters, the younger children have preferentially found homes. 
Northumberland are working with Adopt North East to highlight the needs of 
Northumberland children.  
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Local info compared with National & regional 
 
Where children are to be placed for adoption, detailed reports regarding their health and 
development are prepared and provided to prospective adopters. For each child over the 
last year, adopters have been provided with the opportunity to meet with the agency 
medical advisor to discuss their health and family background. This maximises the chances 
that adopters will have a good understanding of the future needs of the adopted children 
and will be equipped to parent the child/ children for the future. 
 
 

8. Unaccompanied asylum-seeking children (UASC): 
 
In the period of 2020 – 21, Northumberland has accepted 2 UASCs.  
 
Health issues have been addressed in conjunction with primary care. The designated 
professionals will need to continue to be mindful of this vulnerable group and consider their 
needs when commissioning services. 
 
The National Transfer Scheme (NTS) was implemented in July 2021. There is no extra 
funding for the health needs of the UASC and they are likely to have substantial health 
needs to be met as well as interpreting services to understand and meet need. This a 
potential risk which has been escalated in the National Network of Designated Health 
Professionals (NNDHP) and the North East & North Cumbria Designated Nurses for CLA 
with NHS England/Improvement.  
 
Nationally it is known that in 2020 78% of UASC were 16 years and over and 100% were 
14 years or older. 91% of the applicants were male and the great majority came from: 
  

• Sudan 

• Afghanistan 

• Iran 

• Vietnam 

• Iraq 
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• Syria  

• Albania 
 

Opportunities for training are disseminated by the North East Migration Partnership 
regarding the needs of UASC.  

 
 

9. Sexual abuse and exploitation including “Missing”: 
 
Children and young people who are looked after are at risk of abuse and exploitation. The 
Designated Doctor for LAC and the Designated Nurse for safeguarding children are 
members of the Sexual & Criminal Exploitation Committee, which includes a membership 
drawn from the NSSP, NSAB (adult’s board) and SNP (Safer Northumberland Partnership). 
Collectively, both have ensured that the needs of CLA are raised. 
 
Health assessments include consideration of exploitation and the Department for 
Education has initiated data gathering on children in care who were missing or away from 
placement without authorisation. This was the first year for which statistics have been 
produced, so there is no comparator with previous years.  
 
This indicates that in Northumberland 7% of the LAC population had a missing episode 
during the year 2018 – 19, which compares to 11% for England. Several children had more 
than 1 missing episode with an average of 6.6 episodes for each LAC who went missing in 
Northumberland, compared to an average of 6.2 episodes for England.  
 
Within the CCG, information is now being shared by the Police regarding all episodes of 
missing children. Up to March 2020 there were 381 missing episodes of which 89 related 
to LAC (23%) including some young people in placements outside of Northumberland. This 
data will reflect some children/young people going missing on several occasions. 
Intelligence will be explored further during the coming year as awareness increases of both 
sexual and criminal exploitation.  
 
During the 2019-20 year there was a JTAI inspection which focused on children and young 
people about whom there were exploitation concerns. The inspection highlighted positive 
relationships with the health team but there of course remain challenges around protecting 
this group from criminal and sexual exploitation.  
 
 

10.  Primary Care: 
 
It is important for all GP practices to be aware of CLA on their caseloads with appropriate 
coding of records. Specific coding allows the GP awareness of possible vulnerabilities 
when assessing needs. There are codes for CLA, children no longer CLA and Care 
Leavers.  Those practises using SystmOne benefit from the Children in Care Health team 
placing CLA codes directly on the record.  
 
An audit was commenced in March 2021 regarding accuracy of coding and which codes 
are commonly used so that training can be provided to enable standardisation. Some 
quality improvement regarding filing of CLA health assessments was included in the audit 
and will be reported on. Processes to ensure practises not using SystmOne have been 
introduced by the Children in Care health team to ensure they are also aware of CLA in the 
Practice. 
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11. Children with complex needs and Special Educational Needs & Disability (SEND) 
 
Children Looked After have a much higher rate of Special Educational Needs than their 
peers in the general population. The virtual school report from the year 2019 - 2020 
indicated that 54% (160) of 298 LAC of statutory school age known to Northumberland 
Local Authority were identified as having special educational needs & disability, with 84 
having an Education Health and Care Plan (EHPC). As a result, looked after children 
require medical advice to contribute to their EHCP.  
 
This can prove challenging if a child is over 6 years old, not CLA or does not have a named 
Paediatrician. This can result in a lack of health information being shared on the EHCP. 
Further consideration will be given to auditing those children newly acquiring EHCPs to 
check that medical advice is requested and provided where consent is available. 
Processes to ensure the Children in Care health team are aware of EHCP Assessments 
have been requested. 
 

The proportion of school aged CLA with an Education, Health and Care Plan (EHCP) is 
27% at the end of February 2021 – this proportion is broadly in line with the most recent 
national average of 27%. A further 17% receive SEN support (note these percentages are 
based on the full CLA population, not just school aged CLA). 
 
Each school in Northumberland has a designated teacher responsible for CLA, who reports 
to the Virtual Head-teacher. The Multi Agency Looked after Partnership (MALAP) form the 
governing body to the virtual school, of which the designated doctor and nurse for CLA are 
core members. 

 
 

12. Audit and governance: 
 
NHCFT provides quarterly assurance to the CCG via the designated professionals. The 
designated nurse attends the Trust’s Safeguarding Committee where assurance reports 
are discussed.  

 
An audit has not been undertaken of health assessments for children placed out of area 
during April 2020 – March 2021 as all out of area assessment were carried out virtually by 
the Children in Care Health team, due to the Covid pandemic. An audit will be 
recommenced if external health teams start to carry out health assessments on behalf of 
the Northumbria Children in Care Health Team during the coming year.  
Audit of health assessments for children placed in county are undertaken on a regular 
basis.  
 
The Audit and quality improvement project commenced in March 2021 with Primary Care 
Records will reported in a future report with the results and an action plan.   
 
 

13. Service development: 
 

During this period the Designated Doctor for CLA has continued to have a role with 
dedicated time within the CCG. The Designated Nurse for CLA role has become more 
established and this improved capacity should ensure the designated CLA functions can 
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continue to be better addressed in the year ahead. 
 
Cumbria, Northumberland Tyne & Wear Mental Health NHS Foundation Trust (CNTW) had 
committed to prioritise the needs of CLA through Northumberland’s Emotional Health and 
Well-being Strategy. Following publication of the Expert Working Group report - “Improving 
Mental Health support for our Children and Young People”, the Designated Doctor has 
participated in meetings regarding the reconfiguration of routes to access mental health 
services in Northumberland. Developments had been selectively disadvantaging those 
children with social workers and this situation was highlighted and the service 
developments to avoid this have been put in place.    
 
The CCG commissioned the mental health trust to appoint a Community Matron for Access 
and LAC during the year 2019 – 2020. The role has continued to have a very positive 
impact, improving both the profile of and accessibility to consultations & services for CLA. 
Attendance at the High-Level Resource Panel weekly has strengthened relationships with 
the local authority. It has been extremely helpful in assisting with placement decisions for 
YP and in progressing care planning.  
 

Data provided to MALAP is much clearer and informative and a good addition to 
understanding the pressure on all services and the barriers that arise with changes in 
children's placements and areas of residence. Access routes to CYPS (Children & Young 
People’s Service) are very clear & direct access to support is much improved. Plans are 
for the Designated CLA professionals to be involved in training for CYPS staff to ensure 
they understand the needs of looked after and adopted children and the processes around 
care planning. 
 
The designated professionals will work with providers to further develop profiling using their 
data collection, the CLA database and SystmOne.  
 
Speech and Language and Communication needs of Looked After population have been 
highlighted through work of the Royal College of Speech and Language therapist (SALT) 
and there were concerns that the service model in Northumberland was in danger of 
selectively disadvantaging this group of children inadvertently because of their mobility and 
situations. A base line assessment indicated only 22 children out of nearly 400 CLA were 
actively on the case load of SALT. Sarah we will look at this bit also 
 
 

14. User's views / impact of services: 
 
The views of service users in Northumberland are obtained through Voices Making 
Choices and liaison with the Northumberland County Council, Participation Team. There 
were previously two groups, for care leavers and those children & young people currently 
in care. However, the groups can be difficult to maintain due to the geography of the 
County and care leavers moving on with their lives. The designated nurse was planning to 
visit the care leaver group in 2020, however, this was postponed due to the Covid 
Pandemic and is yet to be rearranged due to the on-going Covid 19 situation. Contact is 
maintained through the Northumberland County Council, Participation Team. The 
designated nurse has agreed that once the Children in Care Counsel and Voices making 
choices groups are running again a visit will be arranged to seek the views of CLA in North 
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15.  Impact of Covid 19: 
 
During the first lockdown, face to face initial health assessments were stopped due to the 
strict covid policy, however from mid-May 2020 the Trust risk assessed each child/ young 
person's circumstances to offer face to face assessments in a clinic setting where 
appropriate.  
 
Review Health Assessments were offered virtually via telephone or occasionally by Attend 
Anywhere. Challenges associated with this included the restriction of free-flowing 
conversation with children and young people and picking up on non-verbal cues during 
conversation within the assessment. At this time many young people were also remote 
learning and appointments remotely added to the strain of "screen fatigue". 
 
All Review Health Assessments returned to being face to face once permitted towards 
the end of the year. During lockdowns the Health Team completed all RHA's for children 
and young people placed out of borough living further afield. These would usually be 
completed by the local health team where the child is placed and invoiced to the CCG; 
however, as no assessments were taking place face to face nationally, the team at 
NHCFT were able to contact all children living further away to complete the assessment 
by telephone. This enabled a better understanding of the health needs of the children in 
this cohort however there were some logistical difficulties navigating services to refer 
children to, as the nurses did not know the local areas or service contacts. 
 
Generally, these assessments are now back to local teams depending on individual 
cases. However, some areas are reporting significant backlogs in their services and OOB 
children will not be prioritised. This is something the Trust and CCG already monitor within 
the monthly dashboard.  

 
 

16. Conclusion: 
 
 The population of CLA in Northumberland has risen over the last 2 years and remained 
high during the last 12 months There is a need to evidence they are receiving the priority 
provision that their vulnerability merits. Going forward, quarterly assurance reports will 
continue to be presented by the provider to CCG. This should include information 
regarding the quality and timeliness of health assessments, including for those CLA placed 
out of area. It is expected that there will be evidence that risk of child sexual & criminal 
exploitation is considered in all health assessments.  
 
The designated professionals are working with the provider to refine the reports from the 
CLA database, which continues to develop, and there is a requirement to evidence that 
standards are being met. As the process of collecting information becomes more 
automated, data collation needs to be refined. This will promote the measurement of 
important outcomes for health and better analysis should allow prioritisation and future 
service development. The CCG (through the designated professionals) should ascertain 
on-going health priorities identified through the data collected and support the provider 
organisation to address them. 
   
As indicated in Principles of Good Health Care for Looked After Children DoH Document 
1999 ‘Children in the public care may need higher levels of parenting and health input ...to 
achieve the same health outcomes as other children in the same population.’ 
The provider has continued to look at a re-structuring process within the CLA health team, 
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relating to the differing ways in which the local authorities deliver public health and extra 
nursing capacity has been built into the Children in Care Health Team during this year.  
 
In a neighbouring authority, health visitors and public health nurses no longer deliver CLA 
health assessments. This has led to all health assessments now in that area being 
conducted by the central Children in Care health team and there is evidence of a level of 
inequity across the two local authority areas, for which it provides services.  
 
There have been recent changes within the provision of the 0 – 19 service in 
Northumberland. Assurance that health visitors and school nurses will continue to 
undertake review health assessments is awaited, and the length of time this may be for. 
This again requires monitoring over the next 12-month period to ensure that children in 
both areas receive a good service. 
 
The impact of the Covid pandemic has been significant for all services and for the well-
being of CLA in Northumberland. The Children in Care health Team have adapted to the 
situation and continued to provide a high-quality service despite these challenges.  

 
 

17.  Priorities for 2021-2022 
 

• Ensure robust process in place for monitoring the quality of all health assessments 
undertaken for all children, whether residing in Northumberland or placed out of area. 
This includes children placed into county by other local authorities. 

• Work collaboratively with NHCFT to ensure service provision across the Trust is 
equitable and good 

• The CCG should receive assurance that their health information is available to all 
young people leaving care. Designated professionals will seek evidence that all care 
leavers have had the opportunity to receive their health information, in a sensitive and 
appropriate manner.  

• Designated professionals will monitor the proposed development of the region -wide 
Care Leaver Health App and ensure there is co-production with YP and Named 
professionals 

• Designated professionals to continue to receive assurances that mental health access 
& provision for Northumberland LAC is good, including from CNTW, improved reporting 
regarding how they monitor provision of service for LAC, and the impact of the 
appointment of the Community Matron for Access and LAC. 

• All GPs should be aware of CLA on their practice caseload. Results from the completed 
GP records audit and subsequent action plan will be shared and completed. 

• With providers, develop profiling information regarding Northumberland CLA 
population and ensure their needs impact on services commissioned, positively 
impacting on outcomes, including dental health and nutritional needs in addition to 
mental and emotional health and physical needs. This should include ensuring service 
provision for UASC. 

• Monitor work to address speech and language and communication needs in CLA 
population. Ascertain if training delivered during the previous year has made a 
difference in ensuring the SLCN of looked after children are addressed.  

• Evidence that Children and Young people are contributing to their Education, Health 
and Care plans (EHCPs) and health assessments should continue to be sought. The 
voice of children (including those with disabilities) should be included in service 
developments. 

• Monitor the impact of the Covid pandemic on Children, young people and care leavers 



 

15 

 

through provider quality assurance reports and supporting information. 

• Continue to monitor and seek assurance regarding Out Of Area placements and health 
assessments being completed in a timely manner and to high standards, also keeping 
in mind the Covid recovery and health assessments moving from virtual to face to face.  
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Appendix 1 

Quarterly Data from Northumbria Healthcare NHS Foundation Trust Children in Care Health Team 

 

2020 - 2021 Q1 Q2 Q3 Q4  

Number of CLA 440 436 437 438  

IHAs required within 20 working days (of child 
coming into care) 

39 45 35 43 162 

IHAs completed within 20 working days (of child 
coming into care) 

39 33 26 40 138 

% IHAs completed within 20 working days (of child 
coming into care) 

100% 73% 74% 93% 85% 

      

IHAs distributed within 10 working days to CSC, 
IRO, GP 

36 35 28 33 132 

% IHAs distributed within 10 working days to CSC, 
IRO, GP 

92% 78% 80% 77% 81% 

      

RHAs required/Due within 6 months or 1 year of 
coming into care depending on age (timescale) 

87 128 109 111 435 

RHAs completed in timescale 84 117 100 99 400 

% RHAs completed in timescale 97% 91% 92% 89% 92% 

      

% up to date with Imms (at Health Assessment) 87.5% 94% 76% 77% 84% 

Number of CLA with EdHCP/Identified SEND/SEN 
Support 

81 86 82 81  

RHAs for CLA placed in Northumberland by other 
LAs 

9 6 3 7 25 

IHAs/RHAs received & quality assured for 
Northumberland LAC placed out of area 

0 0 0 0 0 

IHAs/RHAs received within timescale from out of 
area 

0 0 0 0 0 

      

Unaccompanied Asylum-Seeking Children (UASC) 0 0 2 0 2 

      

Care Leaver Health Passports due  11 6 12 7 36 

Care Leaver Health Passports Competed & Shared 4 6 7 1 18 

% Care Leaver Health Passports Competed & 
Shared 

36% 100% 58% 14% 50% 

 

Abbreviations: 

LAC – Looked After Child (or Young Person) 

CLA – Children Looked After 

Imms - Immunisations 

EdHCP – Education Health & Care Plan  

SEND/SEN – Special Educational Needs & Disability 

IHA – Initial health Assessment  

RHA – Review Health Assessment  

LA – Local Authority  

CSC – Children’s Social Care 

IRO – Independent Reviewing officer 

GP – General Practitioner 
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2006 as amended by the 
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2012), for example health 
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N/A      
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Governing Body  
24 November 2021 
Agenda Item: 10.1   
Winter Planning 
Sponsor: Chief Operating Officer  

 

Members of the Governing Body are asked to:  
 
1. Consider the approach to winter planning 
2. Acknowledge plans will continue to be updated to reflect further actions as 

winter progresses  

 
Purpose 
 
The purpose of this report is to inform Governing Body (GB) of the approach to 
Winter Planning. 
 
The report provides an update on the process and the plans that have been 
developed in order to ensure system resilience, ensure patient safety and to support 
operational delivery performance.   
 
As the system remains under significant pressure, transitioning from the 
unprecedented summer pressures into the winter months, plans will continue to be 
updated to reflect further actions from system partners as winter and the pandemic 
progresses. 
 
The process considers NHS England/Improvement (NHSE/I) planning guidance and 
the recommendations from the NHSE/I Urgent and Emergency Care (UEC) 
Recovery 10-point action plan.   
 
Background 
 
The intention of the planning process is to maintain collaborative ways of working 
and to ensure that health and care systems can continue to deliver services to meet 
the needs of the local population in line with local and national priorities. 
 
There have been various system events to support the development of winter plans, 
considering escalation processes, mutual aid, and best practice across the 
Integrated Care System (ICS).  
 

• Annual Winter Debrief held 17 March 2021  

• Testing of the Plans held 18 August 2021 

• Preparing for Winter & Systems Resilience held 22 September 2021 
 

All Integrated Care Partnerships (ICPs) were represented, along with colleagues 
from NHSE/I, Local Authority, Mental Health and Acute Trusts, Out of Hours 
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Services, independent organisations and the three ambulance services (North East 
Ambulance Service NHS Foundation Trust, Yorkshire Ambulance Service NHS Trust 
and North West Ambulance Service NHS Trust).   
 
A Northumberland/North Tyneside Winter event was held 2 November 2021 where 
each organisation was asked to present key highlights from their winter plan 
including challenges/risks and how these will be overcome. 
  
Active discussion during the event led to further refinement of plans and a range of 
actions were agreed (appendix 1). 
 
Winter Plans  
 
Winter plans provide an overview on how providers will manage the challenges in 
the months ahead. It is acknowledged that management of winter will require 
flexibility, with services and teams continuing to adapt in order to effectively react to 
further surges which our local health and care economies may experience. System 
partners across all sectors of the North ICP continue to meet twice weekly, utilising 
the Surge Management Group to facilitate mutual aid, awareness and agree 
mitigating actions in order to effectively manage surge or periods of sustained 
pressures across the ICP. 
 
Winter plans recognise increased demand for all services and highlight significant 
workforce issues and capacity constraints.  Workforce remains the most challenged 
area with both COVID-19 and non COVID-19 related sickness absences and 
significant recruitment challenges contributing to the ability to maintain effective flow 
through the entire system. The workforce is also exhausted and whilst services are 
being maintained staff need to take their annual leave, further compounding 
problems.  
 
Winter plans have now been developed by providers within each place based 
system supported by commissioners.   
 
All plans acknowledge the key system risks 
 

• Workforce capacity and resilience is reduced further as staff face another 
pressurised winter, and absence levels remain high 

• Primary care capacity to respond to urgent care is compromised by further 
work on a vaccination booster programme 

• Social care capacity is compromised by increasing opportunities in the 
seasonal and hospitality sectors 

• Early onset seasonal flu, RSV and norovirus place pressure on services 
before winter mitigation has been put in place 

• COVID-19 levels impacting inpatient and critical care admissions 

• Infection, Prevention and Control (IPC) measures and staffing levels impact 
on overall reported bed capacity  

• Elective recovery is further stalled in the context of increasing winter 
pressures.  
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A summary of these plans can be found in the North Tyneside and Northumberland 
Winter Plan Event presentation pack (to be circulated separately). 
 
Conclusion  
 
Winter plans are better, more refined than in previous years.  They reflect learnings 
and the potential to be different this time. 
 
Whilst there is a clear need to manage the immediate pressures the system is 
facing, the system will continue to work collectively on longer term solutions, 
particularly around workforce to address recruitment challenges that are impacting 
delivery of services and provide timely and effective care.   
 
The North ICP UEC Delivery Team will continue focus on priority areas for 
transformation across all parts of the Urgent and Emergency Care system to 
enhance patient flow, improve patient outcomes and safety as well as ensure 
effective and integrated delivery of health, community and social care services 
during the most challenging period the health and social care sector has ever 
experienced. 
 
 
 
 
Appendix 1 – Winter Planning Actions 



Northumberland and North Tyneside Winter Planning Event 

2 November 2021 

Key Actions 

Description  

TBYW CAS 

Explore different options of using TBYW CAS. 

111 

Explore movement between in and out of hours with 111 and Vocare to support Primary Care 
particularly dealing with frailty, mental health and respiratory via a single route across the system.   
 

Explore how to fully utilise the service once pressures are relieved and call handlers have been 
recruited and trained. 
 

Investigate Healthcare Professional guidance for 111 access and identify alternative options eg. calls 
from care homes and blood results. 
 

Identify alternative options for patients requiring face to face appointments when there is no capacity. 
 

Mental Health 

Understand what role and support can be offered to Acute Trusts from Mental Health providers 
(CNTW).  
 

Explore use of Mental Health rapid response vehicles. 
 

Comms and Projects 

Communicate and raise awareness of projects and new initiatives which can be accessed by all 
providers – include Comms in the overall action plan. 
 

Ensure constant dialogue and attend surge calls to understand system pressures. 
 

Option to participate in NHS Urgent Community Response (UCR) Two-Hour Crisis Response and 
Ambulance Services: 100 Day Challenge  

Transport 

Additional private provision of transport to support PTS.   
Scope out transport service requests, cohorts, level of care required to produce a lead provider model  
 

Increase ambulance crew capacity via additional third parties 
 

Monitor private transport provider service at front entrance of EDs in County Durham and Darlington  
 

Workforce 

Ensure workforce plans are agile  
  

Explore staff incentives and share staff health and wellbeing plans 
 

Discharge 

Work with Councils to find options in addition to bridging to reduce homecare packages  
 

 



OFFICIAL  

1 
20210901 UC Agenda Item 4 CMB draft minutes September 2021  
 

 
Minutes of Clinical Management Board meeting    
Wednesday 1 September 2021 
Held via MS Teams 
 
Present: 
 
Dr Robin Hudson Medical Director (Chair) 
Siobhan Brown (SB) 
Graham Syers (GS) 
Dr Chris Waite (CW) 

Chief Operating Officer 
Clinical Chair 
Locality Director (North) 

Jon Connolly (JC) Chief Finance Officer 
Annie Topping (AT) Executive Director of Nursing, Quality and Patient Safety 
Richard Turnbull (RT) Deputy Chief Finance Officer 
Paul Turner (PT) Executive Director of Commissioning, Contracting and 

Corporate Governance 
Dr John Warrington (JW) 
Pam Lee (PL) 

Medical Director and Locality Director - Central  
Public Health Consultant 

 
In attendance: 
 
Claire Coyne (CC) Deputy Director of Nursing, Quality and Patient Safety 
Richard Hay (RHa) Head of Planning and Operations 
David Lea (DL) Head of Performance and Assurance 
Rachael Long (RL) 
Dr Christopher Davies  

Corporate Affairs Manager 
Valens GP and Clinical Fellow in Leadership (Observer) 

Allison Everard (AE) Business Support Team Administrator  

CMB/21/105 Agenda Item 1 Apologies  
 
Apologies were received from Dr Paula Batsford, Clinical Lead, Tony Brown, Locality Director 
North (Managerial), Dr Ben Frankel, Locality Director – West, Dr Jim Brown, Public Health 
Consultant 
 

CMB/21/106 Agenda Item 2 Declarations of Conflicts of Interest  
 
No conflicts of interest were declared. 

CMB/21/107 Agenda Item 3 Quoracy 
 
The meeting was quorate.  

CMB/21/108 Agenda Item 4 Minutes of the previous meeting and matters arising  
 
The minutes of the previous meeting (4 August 2021) were agreed as a true and accurate 
record.  

CMB/21/109 Agenda Item 5 Actions Register  
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The action log was reviewed and updated. 
 
CMB/21/110 Agenda Item 6.1 Finance Report 
 
JC presented the report, starting with a recap of 2021 – 2022 interim financial arrangements.   
 
The Integrated Care System (ICS) plans for H1 of the 21-22 financial year were submitted on 
6 May 2021, and NHS Northumberland Clinical Commissioning Group (CCG) contributed to 
this plan as part of the North Integrated Care Provider (ICP) system. 
 
The financial envelopes have been issued at ICP level and included adjustment of CCG 
allocations, system top ups, together with growth and COVID-19 fixed allocation.   
 
There was a requirement for the Integrated Care System (ICS) to submit a balanced finance 
plan overall, the North ICP contribution to the ICS breakeven plan was a surplus of £2.2m with 
the CCG's share of this surplus being £0.7m. 
 
The main risk to the H1 system relates to the elective recovery fund (ERF). To secure the ERF 
income, it will require ICS wide delivery of activity trajectories, therefore the ICP North could 
incur expenditure to deliver extra activity, but then not receive the full ERF income to offset this 
cost, if targets are not met elsewhere in the ICS. 
 
Arrangements for H2 are likely to be similar to H1, but with an increased efficiency requirement. 
The system envelopes are expected to be released on 16 September, with planning submission 
for H2 due on 11 November. The planning guidance for 2022/23 is expected in the early part 
of next year, January 2022 
 
The Month 4 position is in line with the submitted plan, with a surplus of £0.7m.  More data is 
expected for the new year to fully inform H1 outturn for the variable areas of Continuing Health 
Care (CHC), Prescribing and Acute spend.  There is a longer-term risk around future financial 
sustainability and the establishment of the ICS. 
  
PT said that there is the possibility of some non-recurrent money becoming available and 
suggested the commissioning team make a list detailing how this money could be spent 
should it be made available.  JC agreed with this suggestion and said it would be good to be 
in a position to use this money usefully with the issues around backlog.  
 
SB asked about the comprehensive spending review from the Government and asked if the 
timings are related to this.  JC clarified that he did not think the comprehensive spending 
review would affect the allocations in the H2 guidance, although ongoing conversations 
between the Treasury, Department of Health and NHS England still need to be concluded by 
16 September 2021. 
 
CMB/21/111 Agenda Item 6.2   Joint Performance and Quality Report 
 
DL presented the Joint Performance and Quality Report.   
 
Urgent and emergency care - the performance remains challenged at both Newcastle 
Hospitals Foundation Trust (NHFT) and Northumbria Health Foundation Trust (NHFT) with both 
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organisations failing the 95% target.  One of the pressure areas relates to an increase in 
Respiratory Syncytial Virus (RSV) admissions especially involving children combined with bed 
flow pressures. 
 
111 - the proportion of calls that have been abandoned remains a concern.  Official figures 
indicate there was a 49% abandonment rate reported in July. The expected average time to 
answer 111 calls is 20 seconds, but in July this were in excess of 25 minutes. Additional funding 
has now been approved for call handlers both for 111 and 999, and another area of focus is to 
strengthen the Clinical Advisory Service to reduce the potential emergency activity going 
through the Accident & Emergency Departments.      
 
Ambulance response time - within Northumberland performance has deteriorated again. 
Category 3 is of particular concern, against the two hours threshold the local place-based 
performance for July was reported at 3 hours 41 mins, with the overall North East Ambulance 
Service (NEAS) performance reported at 6 hours 40 minutes, with Sunderland taking 8 hours 
30 mins to respond.   
 
Planned care - DL reported that there has been an encouraging slight improvement month on 
month in performance.   
   
Waiting list profiles - DL said that the volume of patients on the waiting lists is increasing.  
There is concern around the increased volume of patieints for diagnostic tests, and this is 
partially due to staffing shortages to clear  the backlog.  Staff are being attracted to agency 
work rather than working on waiting  list initative clinics. 
 
Cancer - continues to remain high priority. There still appears to be some resistance with 
patients to have treatment, even with the reduced risks from the pandemic. There remains a 
high number of specialties breaching the 62-day treatment from referral.  
 
Joint musculoskeletal and Pain Service (JMAPS) -The high demand for this service 
continues and was above the expected levels when the contract was established.  DNA levels 
are lower than expected, there is a very low level of service users needing to be referred to 
secondary care, or returning to the service, and all patients have a care plan in place. Patient 
feedback is encouraging with 91% of patients reporting a positive experience on the patient 
satisfaction questionnaires. However, areas of performance concern relate to the waiting 
times for the initial appointment and difficulty in contacting the service. 90% of patients should 
have access to a Physioline within 5 days, however, at the end of July only 8% of patients 
gained access to the service within that timeframe. It was noted that the survey response rate 
was only 33%. 
 
As a priority, the CCG continues to work closer with the JMAPs team. The CCG is reviewing 
this business case proposal received from the service to recruit administrative staff and locums 
to increase capacity. The new model relies on a potential investment of £142,000 on a non- 
recurring basis, and this will be considered should additional funding becomes available to the 
CCG. 
 
Mental Health and dementia - there is continuing concern with the identification of the 
proportion of patients diagnosed with dementia.  Staff shortages are affecting the waiting times 
which have increased recently from 8 weeks to 12-14 weeks. There is  another potential 
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pressure relating to the access to MRI scanning with pressures on diagnostic services, although 
as yet this has not affected the diagnostic rate. 
 
HCAIs - the first MRSA case was reported in June affecting a Northumberland patient. 
Following investigation there were no gaps in service identified and the appropriate treatment 
was given. The C.Diff trajectory continues to be breached within Northumberland.   
 
Topics for escalation to Governing Body: 
 
Urgent care: 
 

o 999 and 111 performance 
o Risks associated with RSV surge over future months 

 
Planned care: 
 

o Ongoing delivery of action plans by providers to reduce wait times. 
o Reduction in 52 waiters and long waiters within diagnostic services. 
o Under performance against cancer targets. 
o Delays in accessing JMAPS. 

 
Mental Health 
 

o Dementia diagnosis 
 
Quality & Safety 
 

o MRSA incident attributed to Northumberland.  
o HCAI performance and breach of thresholds. 

 
 
AT said that at the HCAI meetings work was ongoing in trying to understand the increase in 
C.Diff and E.coli. The increase is in line with the rest of the country during COVID-19. 
 
JW agreed that JMAPS needs to be looked at for non-recurrent funding, as they have had 
issues with recruiting physios into their service and are in direct competition with the Primary 
Care Networks (PCNs).  At the PCNS Leads meeting, it was suggested that PCNs could offer 
access to musculoskeletal MRIs to JMAPS Physiotherapists. 
 
CMB/21/111/01 Action: JW to discuss the issue of PCNs offering muscular-skeletal 
MRIs to JMAPS physiotherapists with Alistair Blair and Carolyn Clark. 
 
GS felt that patients should be contacted from Physioline within a few days, and that it was 
not effective for patients to wait a month for a call to start interventions. 
 
AT expressed concern that the wait for JMAP appointments will widen the health and 
inequality gap, as patients who can afford it will seek private physio treatment, where others 
will be left waiting. In summary RH said that the link between JMAPS and referrals to Versus 
Arthritis is working well.  
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There was a suggestion to clean the ambulances while waiting for patents to be handed over, 
to reduce NEAS waiting times. Initiatives to free up paramedic time by deploying other staff to 
restock and clean ambulances were noted 
 
The SIRMs report was found to be very helpful and interesting reading. 
 
DL commented on Northumbria's performance on diagnostic incidents, which has been at the 
highest level for the last three years. DL said that he is looking at new ways to present future 
reports, with in depth reviews focusing on the trends.  NHFT have submitted their Planned 
Care clearance plans, this shows that they continue to have 104 weeks breaches, although 
the trajectory for the recovery of these patients shows that it is likely the volume of patients 
will increase towards Christmas, but then reduce towards March 2022.  
  
SB said that the CCG are the Ambulance Commissioners for the whole ICS and that she felt 
there was an issue with the operating model, funding, demand and targets, because every 
service in the country is currently failing. However, the Board were assured that this situation 
is being closely monitored. 
 
CMB/21/112 Agenda item 7.1 Executive Management Group (EMG)  
 
SB informed the Board that the key areas of work for EMG are currently: 
 

o Integrated Care System 
o Placed based governance 
o Joint working with the Council 
o Focus on staff with appraisals 
 

CMB/21/113 Agenda Item 7.2 Portfolio Management Group (PMG) 
 
PT informed the Board that the major areas of work for the PMG are currently: 
 

o PMO Tool and staff training 
 
CMB/21/114 Agenda item 8 Locality Messaging 
 

o Topics for escalation to the GB. 
o JMAPS – awareness of pressures within the system, with reassurance that these are 

being addressed. 
 
CMB/21/115 Agenda item 11 Any other business 
 
There was no further business to discuss. 
 
 
CMB/21/116 Agenda Item 12 Date and time of next CMB 
 
Wednesday 6 October 2021 at 9.30hrs 
Via MS Teams 
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Minutes of Clinical Management Board meeting    
Wednesday 6 October 2021 
Held via MS Teams 
 
Present: 
 
Dr Robin Hudson Medical Director (Chair) 
Siobhan Brown (SB) 
Dr Graham Syers (GS) 
Dr Chris Waite (CW) 
Dr Ben Frankel (BF) 
Dr Paula Batsford  (PB)                                                                 

Chief Operating Officer 
Clinical Chair 
Locality Director (North) 
Locality Director (West) 
Locality Director (Blyth) 
 

Jon Connolly (JC) Chief Finance Officer 
Annie Topping (AT) Executive Director of Nursing, Quality and Patient Safety 

Paul Turner (PT) 
 
Rachel Mitcheson (RM) 

Executive Director of Commissioning, Contracting and 
Corporate Governance 
Service Director Transformation and Integrated Care 

Dr John Warrington (JW) 
Dr Jim Brown (JB) 

Medical Director and Locality Director - Central  
Public Health Consultant 

 
In attendance: 
 
Claire Coyne (CC) Deputy Director of Nursing, Quality and Patient Safety 
Richard Hay (RHa) Head of Planning and Operations 
David Lea (DL) Head of Performance and Assurance 
Laurie Robson (LR)                    Head of Contracting & Senior Head of Commissioning for 

agenda item 6.4 only 
Allison Everard (AE) Business Support Team Administrator  

CMB/21/117 Agenda Item 1 Apologies  
 
No apologies were received. 

CMB/21/118 Agenda Item 2 Declarations of Conflicts of Interest  
 
No conflicts of interest were declared. 

CMB/21/119 Agenda Item 3 Quoracy 
 
The meeting was quorate.  

CMB/21/120 Agenda Item 4 Minutes of the previous meeting and matters arising  
 
The minutes of the previous meeting (1 September 2021) were agreed as a true and accurate 
record.  
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CMB/21/121 Agenda Item 5 Actions Register  
 
The action log was reviewed. Action CMB/21/111/01 to be closed. 
 
CMB/21/122 Agenda Item 6.1 Finance Report 
 
JC gave a recap of the planning for H1 and an update on H2. 
 
JC informed CMB that the Integrated Care System (ICS) plans for H1 of the 21-22 financial 
year were submitted on 6th May, and the CCG contributed to this plan as part of the North ICP 
system. 
 
The financial envelopes were issued at Integrated Care Partnerships (ICP) level and 
comprised of adjusted CCG allocations, system top ups, growth and a Covid-19 fixed 
allocation. All based upon outturns in H2 20-21. 
 
JC said that guidance for H2 was yet to be issued but reported some highlights of what was 
expected in the guidance. There will be additional funding to support 999 and 111 services, 
which is very welcome.  The Hospital Discharge Programme (HDP) will continue but is 
expected to end on 31st March 2022. 
 
JC also reported that eliminating 104 week waits will be a key feature of the guidance. The 
Elective Recovery Fund (ERF) will continue with the threshold reduced to 89%. To earn this 
funding we need to achieve this threshold as an ICS. The main risk to the H1 system plans 
relates to the ERF and to secure ERF income this would require ICS wide delivery of activity 
trajectories, therefore the ICP North could incur expenditure to deliver extra activity but then 
not receive the full ERF income to offset this cost if targets were not met elsewhere in the 
ICS. 
 

JB asked about the planning guidance, and that the data showed that more people from the 
most deprived areas are on the waiting lists and said that health and inequalities need to be 
considered through elective recovery plans.  
 
JC confirmed that inequality runs through the general planning guidance, although there is no 
link to funding to reflect this.  
 
The Target Investment Fund (TIF) has £500 million to spend on capital to reduce elective 
waiting time, with 40% being spent on technological solutions. 
 
There was a requirement for the ICS system to submit a balanced finance plan overall, the 
North ICP contribution to the ICS breakeven plan was a surplus of £2.2m with 
Northumberland CCGs share of this surplus being £0.7m. 
 
Arrangements for H2 are likely to be similar to H1 but with an increased efficiency 
requirement. 
 
Draft Timetables suggest that the system envelopes are to be released on 16 September with 
planning submission for H2 due 11 November (however these are subject to change). 
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Likely that H2 will be a more difficult financial environment than what has previously been 
seen. 
 
2021-22 Financial Position 
 
JC reported that the Month 5 Position is £0.1m above the submitted plan and reported a 
forecast surplus of £0.8m. 
 
Continuing Health Care (CHC) and Prescribing data is looking positive against plan, i.e. less 
growth seen in actuals versus planned growth, data is in arrears (1 month CHC and 2 months 
prescribing) so still subject to change. 
 
Risk 
 
There is a risk around how H2 will be funded and what the efficiency requirement will be for 
the CCG to deliver in order to remain with the Integrated Care Partnerships (ICP) and 
Integrated Care System (ICS) envelopes as a whole. Planning will be concluded in 
November. 
 
There is a longer-term risk around future financial sustainability and the establishment of the 
ICB/ICS. 
 
CMB/21/123 Agenda Item 6.2   Joint Performance and Quality Report 
 
DL presented the performance and quality report.  
 
Ambulance response times – performance within Northumberland remains significantly 
below the national standards during August 2021 compared to previous months within 
Northumberland. There was however a slight improvement against the range of 111 metrics.  
DL has agreed additional indicators to access the progress of the use and application of the 
funding. The three areas of focus relate to appropriate activity to the right place, challenges 
with the workforce, and the pathways becoming more efficient to maintain patient safety. 
North East Ambulance Service (NEAS) is still having problems recruiting staff however, it is 
planning to increase training capacity, reviewing clinical risks and supporting crews to clear 
blockages at hospitals. Three ED Consultants have been recruited, although the intention is 
to recruit six to help triage patients. Additionally, 2 GPS are expected to be recruited to offer 8 
appointments per hour, and this service is expected to go live from 1st November to start with 
North Tyneside and then expand to the North ICP and the ICS. 
 
Planned Care - The profile of the waiting list along with the volume of patients waiting over 52 
weeks remain a concern although the local providers have recovery plans in place. 104 week 
waits are now included, with the planning guidance expecting all organisations to be working 
to eliminate all 104 week waiters by the end of this financial year and reduce patients who are 
waiting in excess of 52 weeks. Increases in waiting times in excess of 6 weeks have been 
seen within diagnostic services recently, owing to an increase in outpatient clinics, staff 
shortages along with the challenges of recruiting to posts.  
 
Dermatology – a positive impact from training around digital work has been recognised. 
Plastic surgery has been helping out, but now has lost its specialist wards to covid patients. 
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Cancer - The performance against the range of the cancer indicators is volatile with 
Northumberland underperforming against all the thresholds. The progress will continue to be 
monitored to resolve any issues.  

JMAPS – recruitment and retention continue to be an area of ongoing pressure. A non -
recurring business case has now been approved, and a system is in place to monitor the roll 
out of the application of this money. 

Mental Health - From a mental health perspective, within Northumberland both the access 
and the recovery rate targets were underachieved in August. Cumbria, Northumberland Tyne 
& Wear Mental Health Trust (CNTW) is managing this contract from 1st September, and the 
performance and recovery will continue to be monitored. 
 
Health care associated infections (HCAIs) - From a healthcare associated infections 
perspective, Northumberland and the local acute providers exceeded their respective monthly 
thresholds for C. Difficile. Northumbria Healthcare NHS Foundation Trust (NHCFT) also 
reported a further MRSA case in July which involved an elderly Northumberland resident, and 
a report will follow once the information has been officially published and the root cause 
analysis becomes available.  

 
Summary of topics to be escalated to Governing Body:  
 

• The impact on waiting lists as consequences of providers generating capacity to manage 
COVID-19 at the start of the pandemic, these include having an impact on waiting times 
over the forthcoming months affecting18 weeks referral to treatment waiting times and the 
increasing volume of 52 weeks and diagnostic breaches. 

• The performance of the ambulance service both against the emergency 999 and 111 
service metrics.  

• Details of the MRSA case that occurred in July 2021 will also be shared once the root 
cause analysis has been carried out. 

 
PB asked for clarification on the 111 abandoned call rates, and whether patients are informed 
that this is a free call and is there an indicative wait time given at the start of the call.  DL said 
that he did not think that patients were given an indicative time when they call, but will 
investigate further.  
 
PB asked whether patients were having problems getting transport to attend ophthalmology 
outpatient appointments.  DL said that there is a proposal to relocate some of the services 
currently provided at the RVI back into the community to local opticians for pre and post-
operative care. 
 
PB asked how the new target number for EColi is decided, as the reports states that the CCG 
have not breached this, and that nothing is recorded from the CCG.  AT confirmed that the 
targets are given centrally and said that she will ask for clarity on why the targets have 
changed.  
 
 
ACTION: CMB/21/123/01: AT to clarify why the EColi targets have changed. 
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SB asked when the urgent and emergency matrix are due.  DL said that this had been put on 
hold due to COVID-19 but agreed to look into this and feedback. 
 
ACTION: CMB/21/123/02: DL to check when the new urgent and emergency 
performance framework matrix is due. 
 
CMB/21/124 Quarterly SEND update 
 
RM presented the SEND update and reported a real improvement overall but especially within 
the collaborative commissioning aspect of the strategy.   
 
An awayday was held this week to focus on the next three years, which is a welcomed 
position following the success of the inspection.   
 
The Parent/Carer Forum has been very proactive and has provided a lot of insight which has 
helped. Kate O'Brien is working one day a week with the local authority, helping with the 
complex cases.   

 
RM reported that the quality of the Educational Healthcare Plan is overall improving, however, 
there is an ongoing need to focus on this area to ensure it is maintained.   
 
BF commented that five people are waiting on the ASD pathway.  He asked how long the 
waits are for this pathway and for more context around this.  RM agreed to investigate this. 
 
ACTION: CMB/21/124/01: RM to investigate the wait times for the ASD pathway and 
feedback. 
 
CMB/21/125 Winter Preparation 

LR presented the system wide approach to winter planning. 

Regional events started in March 2021, with representation from Primary Care, Local 
Authority, Acute, Ambulance and Mental Health Trusts.   

The key risks identified are reduced workforce capacity, primary care workforce further 
compromised due to covid vaccination programme, social care capacity reduced due to 
increasing job opportunities. Recognised early signs of seasonal flu, RSV and Norovirus and 
an increase in covid levels, IPC measures impacting on bed capacity and the possibility of the 
ERP being further compromised. 

The Primary Care Team continue to work with PCNs to understand local pressures, service 
delivery and vaccination planning.  

Work is ongoing on winter planning. The ICS focus plan will be on four key areas:      

1) Workforce 
2) 111 Clinical Advice Service 
3) Public communications and messaging 
4) ICS winter plans 
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BF asked for clarification on the Kiosks and asked if there had been any reduction in patients 
attending A & E due to winter planning or risk of catching covid.  LR confirmed that the ED 
Kiosks are delivered via an ipad device.  They will be offered to patients appropriately. 
Patients will be triaged via the device and if a more appropriate service is available it will be 
offered.  

CMB/21/126 Agenda item 7.1 Executive Management Group (EMG)  
 
SB informed the Board that the key areas of work for EMG are currently: 
 

o Design work for ICS 
o Safe transition 
o Stabilisation 
o Evolving in the new system 
 

CMB/21/127 Agenda Item 7.2 Portfolio Management Group (PMG) 
 
PT informed the Board that the major area of work in addition to those areas noted by 
Siobhan for the PMG is currently: 
 
o Complex Care 

 
CMB/21/128 Agenda Item 8 Locality Messaging 
 
No messages were identified to be reported to the localities. 
 
CMB/21/129 Agenda item 9.1 Access and Choice Policy and Serious Incident 
Management Policy 
 
Access and Choice Policy 
 
RHa highlighted the changes to this policy. 
 
DECISION: CMB/21/129/01: Clinical Management Board approved the Access & Choice 
Policy. 
 
Serious Incident Policy 
 
AT said that the Terms of Reference (TOR) for the SI Panel within the policy needed 
updating.CC said that they will be discussed at the next SI Panel. 
 
DECISION: CMB/21/129/01: Clinical Management Board approved the Serious Incident 
Policy subject to the Terms of Reference for the SI panel being updated. 
 
ACTION: CMB/21/129/01: Rachael Long to coordinate amending the ToRs for the SI 
Panel with CC. 
 
CMB/21/130 Agenda item 9.2 Human Resources Policies 
 
The Board were asked to consider the changes to the HR policy and provide comment.   
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CMB/21/130 Decision: Clinical Management Board approved the following Policies: 
 

• HR09 Flexible Working  

• HR19 Other Leave  
 
CMB/21/131 Agenda item 9.3 Information Governance Annual Report 2020/21 
 
RHa presented the Information Governance Annual Report. 
 
DECISION:CMB/21/131: Clinical Management Board approved the Information 
Governance Annual Report 2020/21. 
 
 
CMB/21/132 Agenda item 10 Any other business 
 
There was no further business to discuss. 
 
 
CMB/21/133 Agenda Item 12 Date and time of next CMB 
 
Wednesday 3 November 2021 at 9.30hrs 
Via MS Teams 
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Minutes of the Audit Committee meeting    
Thursday 29 July 2021 at 09:30hrs 
Held via MS Teams 
 
Members present:  
 

 

Steve Brazier (SBr) Lay Member - Audit and Conflicts of Interest (Chair) 
Janet Guy (JG) Deputy Lay Chair - Governance and Strategy 
  
In attendance:  
 

 

Carl Best (CB) Internal Audit, AuditOne 
Rachael Long (RL) Corporate Affairs Manager 
Karen Murray (KM) Partner, Mazars 
Richard Turnbull (RT) Deputy Chief Finance Officer 
Gillian Robson (GR)  Internal Audit, AuditOne 
Gillian Sheppard (GSh) Senior Administrator (minutes) 

 
The Audit Committee (AC) meeting is being recorded for minuting purposes. AC members 
were asked if they wanted to opt out of the recording. AC members agreed to the recording of 
the meeting. 

AC/21/57 Agenda Item 1 Apologies  
 
Apologies were received from Jon Connolly Jim Dafter, Michael Forster, Richard Hay, 
Cameron Waddell.   

AC/21/58 Agenda Item 2 Declarations of interest  
 
There were no conflicts of interest declared. 

AC/21/59 Agenda Item 3 Quoracy 
 

The meeting was quorate. 

AC/21/60 Agenda Item 4.1 Minutes of the previous meeting and matters arising  
 
The minutes of the previous meeting (10 June 2021) were agreed as a true and accurate 
record. 
 
There were no matters arising.   
 
SBr asked for confirmation that everything had gone to plan with the annual accounts, 
specifically an email from Michael Forster regarding late adjustments on budget notes.  RT 
assured the committee that all had gone to plan.  
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AC/21/61 Agenda Item 4.2 Review of action log  
 
The following actions were agreed as complete and removed from the action log: 
AC/21/52/01 and AC/21/52/02. 

AC/21/62 Agenda Item 4.3 Revised committee timetable  
 
The revised committee timetable was reviewed, and the following amendments agreed:  
 
SBr asked if there was still a requirement for the NHSE Quarterly Conflicts of Interest Self-
Assessment checklists to be completed.  RL confirmed the requirement had been paused 
throughout the pandemic and no further information on reinstatement date had been received, 
agreed to remain on the timetable until further clarity from NHS England (NHSE) is received. 
 
SBr asked for views on the Audit Committee self-assessment process, RL said a previously 
we had used Survey Monkey.  RL agreed to consider survey monkey and coordinate 
questions with SBr before sending out to Committee members. 
 
ACTION AC/21/62/01: RL to confirm questions for self-assessment survey with SBr and 
circulate to committee members.  Results to be discussed at September meeting. 

AC/21/63 Agenda Item 5 Chief Finance Officer’s report  
 
RT presented NHS Northumberland Clinical Commissioning Group’s (CCG) performance 
against its statutory financial duties and running costs allowance for the three months up to 30 
June 2021 and reported the exceptions only. 
 
The CCG can report a position in line with the current plan for the first 3 months of the year 
for H1 (April to September 2021) of the 2021/22 financial year.  This is as a result of 
temporary financial arrangements put in place by the Government throughout the pandemic 
and the continued block arrangements in place for NHS organisations and fixed expenditure, 
MHIS requirements and large variable elements to Continuing Healthcare (CHC) and 
prescribing.     
 
The reported financial overspend position was highlighted but it will be adjusted back to plan 
on anticipated income reimbursement for Hospital Discharge Programme (HDP) and Elective 
Recovery Fund (ERF).   HDP funding is an Integrated Care System (ICS) capped allocation 
this year and the CCG is within its fair share of this allocation; therefore, reimbursement is 
expected and there is no current risk to reimbursement.   
 
There is a slightly higher risk with the ERF but recognised this is more likely to have a 
material impact on Trusts rather than the CCG.   It was noted the ICS has to deliver targets 
overall and it is not done on an individual organisation basis.   NHS England/Improvement 
(NHSE/I) has increased the target of activity in Q2 from 85% to 95%, although this makes 
achievement harder to deliver, due to the impact of staff having to isolate in this period the 
increased cost of activity is not as high so there is less risk in not meeting the income target.    
 
There are no issues for the outstanding debts.  There is some delay getting validated data for 
services that have recently transferred from the local authority to the Trust.   
 



OFFICIAL  

3 
Draft Audit Committee Minutes July 2021  

There is an expectation that H2 will be based on H1 with a greater efficiency applied to the 
system envelope.  The notification of the financial envelopes and guidance for the allocation 
of funding for the H2 period has not yet been received, this is anticipated to be in September 
2021, with planning taking place from November 2021.   Planning for the 2022/23 financial 
year will commence in Q4, further guidance is needed to understand whether planning will be 
done at a Place, ICS or ICP level.   
 
SBr requested that a consistent reporting of COVID-19 expenditure is maintained across all 
committees, so it is as transparent as possible.  RT confirmed this would be on the appendix 
reports.   
 
SBr asked for assurance that the running cost reclassification and internal budget allocation 
baseline that was carried out last year was correct and to the rules, as the CCG still shows a 
significant running cost underspend.    
 
RT said that compared to last year the CCG has received more allocation for running costs, 
and therefore is showing a larger underspend than it did in the previous financial year in this 
area. The allocation for this year now reflects the CCG published allocations whereas last 
year this was only the case for the second half of the year.  The reclassification work was 
done prior to this to bring the CCGs reporting in line with other CCGs within the region and 
does not impact this movement in reported variance this year.  SBr said he was assured by 
this.   

AC/21/64 Agenda Item 6.1 External Audit update 
 
KM presented a brief verbal update for External Audit.   
 
An audit completion certificate has not been issued as the Value for Money (VfM) work is in 
progress, though work is substantially complete.  There are a few remaining queries before 
the commentary can be drafted, once complete the draft will be circulated to the Chief 
Finance Officer in the next few weeks.  The National Audit Office (NAO) has given discretion 
this year recognising the challenges to organisations due to COVID-19 and the commentary 
will be issued by the deadline of 20 September 2021. 

AC/21/65 Agenda Item 7.1 Internal Audit Progress Report 
 
GR provided an update on the progress against the CCG's 2021/22 internal audit plan and 
the current position. 
 
There have been 2 final reports issued with a substantial assurance level which completes 
the 2020/21 internal audit plan, this was for Implementing Phase 3 of the Response to 
COVID-19 and the Data Security and Protection (DSP) Toolkit 2021/22, following receipt of 
additional evidence.  There are no outstanding issues to report to Audit Committee at this 
point in time and all recommendations implemented since the last committee meeting.   
 
The internal audit plan for 2021/22 was briefly summarised and there have been no requests 
for changes received.   
 
JG noted that it is usually a slower start to the internal audit plan and asked if AuditOne would 
catch up in terms of timescales for completion.  GR confirmed the audit in progress will be on 
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a cyclical basis for CHC payments, with the APM being issued on 6 July 2021.  She 
acknowledged that the plan is heavily weighted towards the end of the financial year, with the 
2021/22 financial regime still unclear and the NHSE framework just being released, effort will 
be needed in Q3 and Q4 to complete the work required. 
 
CB reiterated that work had commenced with CHC payments, there are ongoing 
conversations to scope the areas of work for the Primary Care commissioning and Primary 
Care Networks.  He acknowledged the work was weighted more heavily towards Q3 and Q4 
for completion but was confident this was a good position for completion of the internal audit 
plan.    
 
SBr asked if there were any new requirements emerging for CCG officers that would indicate 
using the 6 non allocated days.  CB confirmed there was no requirements as yet and will 
notify the CCG as the year progresses when there is a call for time and responsive support as 
the ICS develops.   

AC/21/66 Agenda Item 7.2 Review of Data Security Protection Toolkit 
 
CB outlined the issues that occurred progressing the Data Security Protection (DSP) toolkit 
throughout 2020/21.  He confirmed that lessons have been learned internally, part of which is 
to engage with client leads much earlier in the process to ensure this audit will run more 
smoothly in 2021/22.  He acknowledged that this audit was logistically challenging for 
AuditOne, given the 135 tests applied to the toolkit by NHS Digital which increased workload 
in a short period of time and was much more onerous exercise than previously.  
 
There is an NHS Digital workshop taking place on 24 August 2021 which will provide clarity 
on the depth of evidence required for each control area and what this will mean for sample 
testing.  Further understanding of the evidence required through North of England 
Commissioning Support (NECS) internal audit work carried out by Mazars is also needed. 
 
There is consideration for a client workshop to run in late Autumn 2021 to increase 
engagement with audit and requirements needed for the DSP toolkit audit.   
 
JG queried the delay in AuditOne receiving the required evidence from NECS and the CCG in 
2020/21 and whether this was due to the volume of evidence required in a short space of time 
or whether it was unclear what evidence was required to complete the DSP toolkit audit. 
 
CB said that AuditOne needs a greater depth of evidence than previously required to 
understand the controls are working effectively. Learning through experience from last year 
will ensure a smoother process in 2021/22 and avoid the delays.  
 
RL reflected that for the 2021/22 submission the IT evidence for the controls should be given 
an earlier focus. 

AC/21/67 Agenda Item 8 Governance Assurance Report Q1 2021/22 
 
RL presented the NECS Governance Assurance Report for Quarter 1 covering all North of 
England CCGs.  The key points at amber or red were summarised for assurance and the 
following highlighted: 
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• Policy management remains at amber due to capacity issues during 2020/21, this is 
currently being worked through and will be submitted to CMB for approval in due 
course.   

• Risk reporting and management policy remains at amber, this is being updated and 
moving to a new system in Autumn 2021. 

• The workstation assessments remain at amber as CCG staff are still working from 
home, this will be completed once staff have returned to the office.   

• The Equality Strategy has been approved by CMB, but notification had not been 
submitted to the Governance team to update the Governance Assurance Report 
(GAR) report, this will be actioned for the Q2 report. 

• The Equality Objective Action Plan remains at amber, there is ongoing work with the 
NECS Governance team in place.   

 
SBr commented on the high number of Freedom of Information (FOI) requests received by 
the CCG in April 2021 and asked whether there was any underlying factor.  RL confirmed a 
number of FOIs received related to CHC and GP practices, but confirmed it was not an 
unusually high amount received.  
 
JG confirmed that the number of FOIs generated from the work at Felton general practice has 
been raised in PCCC.  She suggested that the topic of FOIs continues to be monitored to 
ensure the CCG is being open and transparent and whether improvements to the information 
published on the CCG website is required.   

AC/21/68 Agenda Item 9.1 Conflicts of Interest Action Register 2020/21  
 
RL presented the Conflicts of Interest action register for the 2020/21 financial year.  Most of 
the conflicts raised are from Clinical Management Board (CMB) and Primary Care 
Commissioning Committee (PCCC) due to the attendance of clinicians and members that are 
patients of practices that are being discussed.   

AC/21/69 Agenda Item 9.2 Conflicts of Interest Action Register 2021/22 
 
RL presented the Conflicts of Interest action register to date for the 2021/22 financial year.  
The registers will continue to be updated throughout the year and will be presented at AC 
every 6 months. 
 
Audit Committee members reviewed the declared interests at meetings and resulting actions 
and were content in all instances. 
 

AC/21/70 Agenda Item 10 Governing Body CMB Exception Report July 2021 
 
The CMB Exception Report (July 2021) and performance and quality headlines was received 
for information only. 
 
JG summarised the ongoing performance issues with North East Ambulance Service (NEAS) 
which was raised at Governing Body on 28 July 2021.  She assured the committee that the 
CCG have a coordinated approach with partners in place providing ongoing support to 
improve NEAS performance with focused actions and outcomes.  The CCG has recently 
taken on the management of the NEAS contract and will continue monitoring the situation. 
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AC/21/71 Agenda Item 11.1 Chair's Briefing  
 
SBr is to brief the CCG Clinical Chair on the following: 
 

• CFO brief six single tender actions all of small value and committee content proper 
process followed 

• External Audit - Mazars are expecting a good assessment this will be formally notified 
at the end of September. 

• Internal Audit - normal slow start to work but no concerns on delivering programme in 
21/22. 

• Data Security Protection Toolkit - All parties talking and AuditOne, the CCG and 
NECS are sitting down on 24 August 2021 to discuss lessons learnt and 21/22 
handling  

• Conflict of Interest - committee review of the declared interests at meetings and 
resulting actions and were content in all instances 

• NEC’s quarterly assurance report - content with reported position, considering 
keeping abreast of issues raised in FOI’s 

AC/21/72 Agenda Item 11.2 Any other business 
 
There was no further business discussed. 

AC/21/73 Agenda Item 12 Date and time of next meeting  
 
Thursday 23 September 2021 at 09:30hrs – 11:00hrs via MS Teams. 



   

 

 
Minutes of the Public Meeting of NHS Northumberland Primary Care Commissioning 
Committee, held on 11 August 2021, via Teams  
 
Members Present (on-line) 
 
Janet Guy (JG)  Chair and Lay Member, NHS Northumberland CCG  
Karen Bower (KB) Lay Member – Corporate Finance and Patient and Public   

Involvement, NHS Northumberland CCG 
Jon Connolly (JC) Chief Finance Officer, NHS Northumberland CCG 
Rachel Mitcheson (RM) Service Director for Integration and Transformation, NHS 
    Northumberland CCG 
Annie Topping  (AT)  Executive Director of Nursing, Quality and Patient Safety, NHS 
    Northumberland CCG 
  
In attendance (on-line) 
 
David Thompson (DT) Healthwatch Northumberland 
Adam Foster (AF)   NHS England/Improvement 
David Steel (DS)             NHS England/Improvement 
Pamela Phelps (PP)       NHS Northumberland CCG 
Robin Hudson (RH)  NHS Northumberland CCG 
Claire Lynch (CL)  NHS Northumberland CCG 
Diane Gonsalez (DG)  NHS Northumberland CCG 
Barbara Edmundson (BE) NHS Northumberland CCG 
David Lea (DL)  NHS Northumberland CCG 
Emma Robertson (ER) NHS Northumberland CCG 
Allison Everard (AE)  NHS Northumberland CCG  
 
Minutes written by Barbara Allsopp via audio recording 
 
NPCCC/21/29 Agenda Item 1.1 Welcome and questions on agenda items from the public  
 
JG welcomed attendees to the Northumberland Primary Care Commissioning Committee 
(PCCC) and informed the committee that the meeting would be recorded for use in the 
production of the minutes and the recording destroyed following their ratification. JG also 
confirmed the meeting would be video recorded and the recording placed on the website. 
Members did not raise any objections. 
 
NPCCC/21/30 Agenda Item 1.2 Apologies for absence 
 
Apologies were received from:  
 
Chris Black (CB)   NHS England/Improvement  
Richard Glennie (RG)  Local Medical Committee 
Jane Lothian (JL)  Local Medical Committee 
Siobhan Brown (SB)  Northumberland CCG  
Paul Turner (PT)  Northumberland CCG  
Jamie Mitchell (JM)  Northumberland CCG  
 
NPCCC/21/31 Agenda Item 1.3 Declaration of conflicts of interest 
 
There were no declarations of conflicts of interest received. 
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NPCCC/21/32 Agenda Item 1.4 Quoracy 
 
The meeting was quorate. 
 
NPCCC/21/33 Agenda Item 2.1 Previous Minutes – Public May 2021 
 
The minutes of the previous meeting held in May 2021 were reviewed and confirmed as a true 
record. 
 
NPCCC/21/34 Agenda item 2.2 Public Action Log – February 2021 
 
The action log was reviewed and outstanding actions discussed. The action log was 
subsequently updated with the additional comments and information. 
 
NPCCC/21/35 Agenda Item 3.1 Finance Update 
 
JC highlighted the key points within the month 3 financial report. This detailed the financial 
position for primary care that was reported through the CCG accounts for the 2021/22 
financial year as at 30 June 2021. PCCC was asked to consider the CCGs primary care 
financial position under the current temporary financial arrangements for the period 1 April 
2021 to 30 Sept 2021 and consider the key financial risks identified. 
 
Nothing significant had changed with the temporary financial arrangements since the last 
report to PCCC and a break-even position was reported. The underlying pressure on the 
allocation was also once again noted; a gap of £2.7m has grown and will continue to grow. 
The gap is covered in the CCG's position for H1 but is likely to be a future issue. The CCG is 
currently engaged in work to address this shortfall as well as looking at the commissioning 
framework to see how this can be addressed going forward.  
 
JG confirmed this growing gap in the national requirements and national funding had been 
discussed at length with Corporate Finance Committee and Governing Body. A mitigating 
factor is that this is not confined just to Northumberland CCG and, as a result of this, Finance 
Directors are actively pursuing this with Integrated Care Systems (ICS) and NHS 
England/Improvement (NHSE/I), for support and advice.  
 
KB confirmed that the CCG reports deficit in allocations at the Corporate Finance Committee 
(CFC) and the pressures are factored into the CCG overall position, so as to not pass on any 
pressures to practices and to ensure the contracted agreements are honoured and paid under 
CCG national requirements. 
 
It was confirmed by JG that PCCC had considered the financial position and key risks.   
 
NPCCC/21/36 Agenda Item 3.2 Quality Assurance Report  
 
RH presented the Q4 20/21 general practice Quality Assurance Report and summarised the 
process undertaken as well as explaining the rationale how the CCG are approaching and 
analysing data within the Local Quality Group (LQG). DL was thanked for his hard work in 
analysing the volume of data and summarising for the LQG. 
 
General practice is focussing on recovery from the pandemic and getting back to business as 
usual. This has been challenging with staff absences continuing, due to self-isolating.  
Standards and areas of focus remain the same overall, but priority areas for service delivery 
have been built in and applied in the pandemic, which have formed good markers of quality 
and patient safety. The areas of focus are: 
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o Performance indicators for Medicine management, childhood immunisation, cervical 
screening and Serious Mental Illness (SMI) health checks  

o Clinical indicators within the NHSE / CCG indicator set - including long term conditions 
management 

o 2020/21 Primary Care Quality Outcome Framework (QOF) out turn 
o GP patient experience results 2021 
o Serious Incidents and SIRMS issued by providers 
o Safeguarding 
o Care Quality Commission inspections 
o Contract breaches 
o Practice sustainability visits and outcomes  

 
In summary, RH reported that despite the pressures in general practice, the results from the 
national GP access survey were encouraging and provided a good outcome for 
Northumberland. However, although positive, it was recognised that further improvement is 
the focus. 
 
Practice sustainability visits continue to be held and the themes from these were noted in the 
report. No practices had been identified with any serious concerns. Discussions have 
commenced with Primary Care Networks (PCNs) to expand these visits to network level. The 
CCG is seeking assurance that PCNs are maturing and developing into this role in readiness 
for the forthcoming national changes and the development of ICSs. 
 
JG summarised that it was reassuring to know that the quality review of general practice has 
been ongoing throughout the pandemic. It was also reassuring that the CCG was considering 
engagement with patients when reviewing the digital changes to access and knowing the 
development of the PCNs would progress over the coming months. 
 
KB asked how Healthwatch, and Patient Participation Group intelligence fed into CCG 
monitoring. RH explained that these elements feed into the soft intelligence review of 
practices, and also from a strategic perspective, when considering themes and service 
developments. AT added that Healthwatch's report is a standing agenda item on the Quality 
Safety Group (QSG) meetings at which a primary care team representative attends to ensure 
alignment for operational delivery and reflections. DT said he felt assured knowing that the 
Healthwatch report and engagement is feeding into the soft intelligence and strategic 
development to support quality assurance.  
 
JG commented on the positive patient survey results and suggested that the CCG should 
ensure opportunities, to share best practice and news between practices, are built upon. 
 
NPCCC/21/37 Agenda Item 4.1 Recovery of General Practice following COVID-19 
 
PP outlined the approach to monitoring the recovery of general practice in line with the wider 
monitoring by the CCG of the health and care system across the county. PCCC were asked to 
consider the details provided and comment on the process undertaken by the CCG. 
 
National funding has been received to support the expansion of capacity and management of 
recovery for general practice. A framework and template have subsequently been issued to 
practices to enable them to report their progress, their performance, and areas of priority by 
September 2021. A review of the information will be held after the deadline. 
 
KB asked how GP surgeries and PCNs have responded to the new requirements, whether 
they have found the reporting manageable and whether the CCG has been able to gain 
assurance from the information provided. PP informed that the reporting requirements are 
aligned to those used in general practice for the Quality and Outcomes Framework (QOF) and 
are already in place.  Many practices in Northumberland had a focus on the key areas of 
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priority throughout the pandemic, but the return to business as usual whilst still focusing on 
vaccinations and pressures of the pandemic continues to cause difficulties, especially given 
the workforce impact and isolation factors. 
 
AT asked whether this work would align to all local assurance processes, addressing the 
pressure points in Northumberland. PP confirmed that whilst there is a focus on some of the 
national priorities, this was very much part of the local quality and performance framework, 
reported earlier by RH. 
 
JG highlighted that GPs can decline appraisals and asked if the CCG had a system that would 
feed into the soft intelligence as to the level of the performance of individual practitioners. RH 
explained that this linked to NHSE/I overseeing this process and the requirement for annual 
appraisals; the CCG does not have any input into this. However, any GPs not engaging 
correctly are reviewed under the regional Performers Advisory Group (PAG). The CCG was 
not aware of any current issues. RH agreed to seek further information on the GP appraisal 
process for PCCC for clarification. 
 
NPCCC/21/37/01 ACTION: RH to seek further information on the GP appraisal process 
and feedback the information to PCCC 
 
NPCCC/21/38 Agenda Item 4.2 System Development Funding 

 
PP presented the report to provide PCCC with an outline of the system development funding 
available in 2021/22 and the recommended spend on each element. The Integrated Care 
System (ICS) Primary Care Strategy Board had asked that all PCCCs sign off the plan for 
expenditure for governance purposes, reporting the outcome of the plan back to the ICS by the 
end of August 2021. The main focus is on: 
 

- Training hubs (workforce) 
- Online consultation software (digital and access) to fund ongoing and future 

requirements as well as work on access to GP 
- PCN development to support PCN maturity to be ready for the future ICS changes 
- Practice resilience a roll over from GP forward view transformation 

 
KB enquired how cross sector working would be managed with different terms and conditions 
of employment. PP explained that joint working and development between PCNs and the 
Local Authority was put in place to ensure the roles for social prescribers complimented the 
existing infrastructure for social prescribing, ie support planners etc.  The Additional Roles 
Reimbursement Scheme (ARRS) funding follows the agenda for change requirements and 
attempts to align the pay scales with similar roles in the local authority, but this cannot always 
be assured. 
 
Decision: PCCC were asked to note the allocation of resources for 2021/22 and approve 
the CCG plan for expenditure and to carry out a survey with practices related to the 
Practice Resilience funding.  JG confirmed PCCC were satisfied and agreed with these 
recommendations and gave the subsequent approval. 
 
NPCCC/21/39 Agenda item 4.3 Primary Care Commissioning Services (PCCS) update 
 
PP presented this report which set out the process which has been taken to review and 
commission local services from general practice in 2021/22. The report outlined how the 
process to review and develop those services to be commissioned was undertaken in the 
current environment of a COVID-19 pandemic in line with national guidance and subject to the 
impact of national changes to core contracting agreements. 
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PP gave an update on services commissioned outside the core contract. The new service was 
due to start in Q2 however, NHSE/I had asked Local Commissioners to consider the burden 
on general practice due to the vaccination programme, the focus on the recovery to back to 
business as usual and the ongoing pressures from the pandemic. There was a 
recommendation to pause the PCCC development until Q3 and continue to monitor the 
progress of practices recovery. 
 
PCCC were asked to consider the update provided and provide comment on the process which 
has been undertaken for the review and commissioning of services from primary care in 
2021/22. No comments were received as the report content was as expected. It was confirmed 
that PCCC had considered and noted the update provided. 
 
NPCCC/21/40 Agenda Item 5 Any other business 
 
No other issues were raised. 
 
NPCCC/21/41 Agenda item 6 Date and Time of Next Meeting 
 
The next meeting will be held on Wednesday 13 October 2021 at 10am via Teams. 
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