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Minutes of the Governing Body
Wednesday 26 January 2022 at 9.30am via MS Teams
Present
Janet Guy
Prof. Marios Adamou
Mark Adams
Karen Bower
Tony Brown
Jon Connolly
Dr Robin Hudson
Annie Topping
Dr Chris Waite
Dr John Warrington

Deputy Lay Chair (Chair)
Governing Body Secondary Care Doctor
Accountable Officer
Lay Member Corporate Finance and Patient and Public
Involvement
Locality Director North (Managerial)
Chief Finance Officer
Medical Director
Executive Director of Nursing, Quality and Patient Safety
Locality Director North (Clinical)
Medical Director & Locality Director Central and Blyth Valley

In Attendance
Dr Paula Batsford
Andrea Brown
Claire Coyne
Richard Hay
Rachael Long
Gill O'Neill

Clinical Lead
Executive Assistant (Minutes)
Deputy Director of Quality and Safety
Head of Planning and Operations
Corporate Affairs Manager
Deputy Director of Public Health, Northumberland County
Council

The Chair confirmed that only one question had been received from a member of the public
which was directly related to secondary care and would, therefore, be referred to Northumbria
Healthcare NHS Foundation Trust for a direct response. The questioner would be informed.
NCCGGB/22/1 Agenda Item 1 Apologies for Absence
Apologies for absence were received from Dr Graham Syers, Siobhan Brown, Paul Turner, Dr
Ben Frankel and Steve Brazier. Liz Morgan also submitted apologies for absence and would
be represented by Gill O'Neill, Deputy Director of Public Health – Northumberland County
Council.
NCCGGB/22/2 Agenda Item 2 Declarations of Conflicts of Interest
There were no declarations of conflicts of interest.
NCCGGB/22/3 Agenda Item 3 Quoracy
The meeting was quorate.
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NCCGGB/22/4 Agenda Item 4.1 Minutes from the previous meeting
The minutes of the previous public meeting, held on 24 November 2021 were agreed as a
true and accurate record.
There were no matters arising.
NCCGGB/22/5 Agenda Item 4.2 Action Log
The action log was reviewed and the following agreed:NCCGGB/21/65/01: Comparison Data on NEAS 11 call abandonment rates against the
England national average and the proportion of calls received per head of population.
David Lea provided a written update to explain that the possibility of benchmarking had been
investigated. Each service model was different resulting in difficulties when trying to
undertake appropriate benchmarking. Rate per size of population also proved difficult as
each provider did not work in clearly defined boundaries to map to a population with mutual
aid offered to areas outside of the boundary. The explanation was accepted and the item
closed.
NCCGGB/21/68/01: Further information required on the actions taken by the CCG
against NHSE/I key actions for 2021/22 as set out in the draft LeDeR annual report
2020/21. Karen Bower confirmed that a meeting had taken place on 14 January 2022 with
Claire Coyne and Dr Kathy Petersen to discuss these points and was satisfied with the
progress made locally. Although national progress had been slow to-date, locally it was
moving forward well and therefore assurance received that the points raised within the report
were being addressed. Item closed.
NCCGGB/21/95/01: Further detailed information to be provided on the length of stays
in hospital due to a lack of discharge facilities. David Lea provided a written update to
confirm that this information would be incorporated into future Clinical Management Board
reports. Item closed.
NCCGGB/22/6 Agenda Item 5 Accountable and Chief Operating Officer’s Reports.
Mark Adams reported that the wider system remained very busy for many different reasons.
The COVID-19 infection rate appeared to be reducing although it remained busy in terms of
A&E care. The main challenges faced across the system surrounded staff and staff
availability with the secondary care sector facing considerable levels of sick leave and
increased self-isolation.
National coverage of pressures around North East Ambulance Service NHS Foundation Trust
(NEAS) had been inconsistent with other Trusts across the region but recovery in NEAS and
Urgent Emergency Care (UEC) across the whole system was starting to be observed and it
was hoped that this would continue.
In terms of the flow of patients through the system, this had not resulted in high levels of
COVID-19 patients in Intensive Treatment Units (ITU) but in hospital in general. This needed
to be improved although it was acknowledged that staff availability, as previously noted,
remained a key factor.
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Information was received on Christmas Eve to advise that the target date for transition to an
Integrated Care Board (ICB) would be delayed until 1 July 2022. It remained imperative to
have a robust system in place so that the transition could be a smooth as possible. Although
the delay would continue some of the uncertainty it would also provide an opportunity to do
more work in understanding the future details around ICBs.
The recruitment process had commenced for Executive Director posts within the ICB which
would continue in the North ICS area despite the transition delay. It was understood that
other areas may pause that recruitment in the interim, however. The closing date was 31
January 2022 for applications for the first four posts – Medical Director; Nurse Director;
Finance Director; and Director of System Strategy. The interviews would be held in February
2022.
**NOTE:

Mark Adams noted his conflict of interest in relation to the recruitment
process for Executive Director posts within the ICB.

Sam Allen, newly appointed Chief Executive Officer for the North ICB would commence her
role on 31 January 2022. It was expected that welcoming Sam into the system would provide
much more visible work in terms of how the ICB would look going forward.
Paula Batsford raised some concern that a number of different steering groups had been
established within the ICS but that the remit of these groups and where they sat within the
system was unclear and how communications to a Place level would be done to avoid
duplication. It was agreed to discuss this further outside of the meeting.
NCCGGB/22/7 Agenda Item 6 Finance Update
The report presented the reported financial position for the 2021-22 financial year as at 31
December 2021. The appendices provided the position broken down across the relevant
areas of expenditure and accounting statements and Key Performance Indicators (KPIs).
The report also provided an update on any developments in the temporary financial
arrangements put in place by Government in response to the COVID-19 pandemic and the
CCGs response to those arrangements.
Jon Connolly introduced the report reminding members that the North ICP system submitted
an overall plan within the system envelope resources for the North ICP which also included
ensuring a breakeven, or better, position for each of the individual organisations within the
system. This formed part of the wider ICB plan which had also been submitted as a balanced
plan overall.
Members were asked to refer to page 7 of the report which detailed the allocations for the
period to 31 December 2021 of £614.4m. In particular, the allocation for ICB ambulance
funding of £2.5m for Q3 and Q4 had been applied to the NEAS block payments and was a
passthrough to provide additional support to 111 across the whole of the North East.
The National Living Wage uplift for social care staff of £2.5m was also a passthrough to the
Local Authority.
Month 9 was the first reporting period where the full year variances versus plan had been
reported in detail through the ledger. Due to the imminent merger of CCGs into ICBs, and the
continuation of the COVID-19 temporary financial arrangements, CCGs were being asked to
report their best estimate on the expected year end position for Month 9 accounts to help
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inform the regional and national position. The CCG forecasts a year end surplus of £3.9m for
2021-22 financial year at Month 9. This was £3.2m better than the original plan.
Contributing factors included Continuing Healthcare (CHC), prescribing and the Ageing Well
non-recurrent SDF. Within prescribing, the CCG had reported a potential forecast
underspend at Month 9 of £0.9m which included the release of £0.5m of risk reservice for
prescribing fluctuations. Within CHC, although it was possible that there would still be
fluctuations to the forecast data over the remaining months of the year, the CCG was
comfortable to show an underspend of £0.7m.
For the Ageing Well non-recurrent SDF, the CCG has reported an underspend against this
allocation of £1.6m.
It was acknowledged that it was difficult to develop services, such as the Ageing Well
initiative, due to the current climate and this would prove problematic across the wider system
and the country.
Although this was not yet the final figure, it was hoped that money would be spent on services
where it was legitimately possible to do so before the year end. Should there be an additional
surplus, this would move into the accumulated surplus/deficit position for 2022/23.
Marios Adamou suggested that it was difficult to plan as the healthcare system overall was
not in a position to absorb short term funding. Jon Connolly acknowledged this point and
agreed that providers would be keen to invest in additional staff but that this would require
recurrent funding. As the position next year remained unclear, it would be unwise to invest in
that way at this time. Also, the limited workforce pool across the NHS may not support
additional staff even if the funding was available.
NCCGGB/22/8 Agenda Item 7 Clinical Management Board Report
This report details the Clinical Management Board (CMB) Performance and Quality Exception
Report and the Board Highlight report from the December 2021 and January 2022 meetings.
Some performance had been impacted due to COVID-19 and the national policy decisions
taken to suspend some services during phase one. However, Northumberland providers
perform very well overall in comparison to the national average.
Performance and Quality Headlines
• Timeliness of access continues to be the most common theme across the health
economy combined with pressures on a wide range of waiting lists;
• Wait times within the local A&E departments remained the strongest across the
country and, although there had been a period of deterioration;
• Ambulance performance and activity had remained volatile since the start of the
pandemic resulting in a wide range of performance from achieving all indicators to
failing near all; and
• The incidence of health acquired infections across the local health system continued to
be monitored by the CCG.
• Areas of particular focus included:o Accident and Emergency activity and performance;
o The deterioration of ambulance and 111 response times;
o 18 weeks referral to treatment waiting times and the increasing volume of 52week breaches;
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o
o
o
o
o

Diagnostic services;
Cancer services;
Dementia diagnosis;
Access to IAPT services; and
Review of HCAI performance against thresholds.

Highlight Report
• Two Hour Urgent Community Response (2hrUCR) service – the implementation of
these services is a national requirement and is for patients who are at high risk of
avoidable admission/readmission within the next 24 hours. Engagement with
stakeholders from across the Northumberland system was expected to ensure the
service was fit for purpose, however there remained challenges in ensuring that the
right people were involved in the discussions;
• Community Learning Disability Pathway – CMB received the findings of the review and
approved the recommendations made which would ensure continued integration of
health and social care services along the pathway;
• Supporting Spirometry Update – following the approval of a package of non-recurrent
funding to support the restart of spirometry and related testing in primary care,
discussions with PCNs had been positive with each PCN considering how the resource
could best be used within their populations. The CCGs clinical and commissioning
leads would continue to offer support to each PCN to understand and overcome any
challenges;
• Learning Disability and Autism – assurance was given that the CCG had established
processes in place to carry out the roles and responsibilities relating to host
commissioner guidance, safe and wellbeing checks and oversight visits;
• Contract extensions – a number of contract extensions relating to service contracts
which were due to expire on 31 March 2022 were approved. One year extensions
were proposed to the transition of commissioning responsibilities to the ICS.
Additionally, relevant single tender actions were approved to enable extensions to be
enacted prior to 1 April 2022; and
• Berwick Community Pilot Project – it was agreed that the service should continue to be
funded due to the benefits to residents of Berwick and to the wider health system.
In relation to skin cancer services, Karen Bower asked what impact the prognosis was having
on patients with only 53.7% meeting the required standard. Robin Hudson advised that
assurance had been received in relation to the skin cancer pathway. Routine pathways were
also continuing so the need for rapid assessment in that particular pathway was not such an
acute need and also received support through the teledermatology service therefore CMB
was assured by that.
Karen Bower asked for an explanation regarding the year to date (YTD) performance of
Northumbria Healthcare NHS Foundation Trust (NHCFT) in relation to the percentage of
cancer patients receiving subsequent treatment for cancer within 31 days – drugs. Robin
Hudson would provide detail after the meeting once this could be looked at further.
ACTION: NCCGGB/22/8/01: Robin Hudson to investigate the YTD performance of
cancer patients receiving subsequent treatment for cancer within 31 days – drugs at
Northumbria Healthcare NHS Foundation Trust.
In relation to dementia diagnosis, Marios Adamou asked if the month on month deterioration
in figures was a systemic issue. Robin Hudson agreed to look into this further to provide
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more granularity as it was thought this was likely to be multifactorial with a key staffing
element.
ACTION: NCCGGB/22/8/02: Robin Hudson to provide more granularity around the
figures in relation to Dementia diagnosis.
John Warrington explained that there was a huge push to improve dementia diagnosis times
and that GPs can diagnose as well as secondary care colleagues. It was suggested that a
reminder to primary care might be beneficial and, following discussion, agreed to raise this at
the next Clinical Management Board.
NCCGGB/22/9 Agenda Item 8.1 CCG Strategic and Operational Risk Registers
Richard Hay introduced the report which presented the revisions to the CCG's Strategic Risk
Register and Operational Risk Register. The current risk status of the CCG since the last
report to Governing in September 2021 was also included.
A presentation was given which provided a recap in relation to risk management, explaining
that the CCG risk registers were comprehensive documents with up to eight years of
accumulated risk and assurance resulting in a degree of overlap and repetition. As the risk
registers had become overcomplicated with an increased lack of clarity, it had been agreed
previously to provide a clear distinction between strategic risks and operational risks. It was
agreed at the development session in February 2021 to reshape the CCG's risk registers,
firstly considering those strategic risks most significant to the organisation.
It was a timely exercise given the imminent transition into the Integrated Care System (ICS)
and, using a similar approach to that used by Marie Kondo to arrange things by category, not
necessarily location and "retain only those things which speak to our current situation", had
resulted in this newly proposed set of strategic risks to the CCG.
Strategic risks were significant risks which had the potential to impact across the organisation
and would form the basis of the CCGs Corporate Risk Register. These would be monitored
by the Audit Committee and Governing Body.
Operational risks were the key risks which could impact on individual service areas and would
be managed by operational delivery teams and overseen by the Portfolio Management Office
(PMO) infrastructure. Operational risks with a score of 12 or more are escalated to the CCG's
Clinical Management Board and Governing Body for visibility.
A reminder of the escalation process for risks within the organisation was also provided.
Richard Hay took the opportunity to thank Rachael Long, Corporate Affairs Manager, and
Christine Dixon, PMO Project Co-ordinator, for the work undertaken to develop the new risk
register to accurately represent the current position.
Strategic Risks had been streamlined into 13 'new' risks rather than 29 within the previous
system. Six of the previous risk had been 'demoted' to operational risks (prescribing;
commissioning support services (NECS); joint commissioning with external partners; COVID19; Partnership Agreements; and CCG Transition to the ICS) and would continue to be
monitored and managed through the Operational Risk Register.
Detail of how the 'old' risks had been mapped across to the new Risk Register was provided
to provide assurance to Governing Body members that nothing had been lost in the transition.
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Governing Body was assured that this exercise would be repeated for all CCG Operational
Risks and work had commenced with delivery teams to review project and programme risks
using the same principles as the Strategic Risks.
The CCG risk management processes and procedures would also be embedded into the
PMO Tool (PM3) to enable seamless reporting and escalation/de-escalation.
This will enable a suite of Risk Management reports to be designed to facilitate discussions
within all levels of the CCG to reinforce the principles of risk management.
Preparation and contribution to the transfer of existing CCG risk management to the ICB
would continue, ensuring that mechanisms are in place to allow effective place-based risk
management to also continue.
Richard Hay then provided an update on the risks as they stand currently.
Strategic Risks – three are red – system resilience (as reflected within the Chief Officer's
update); allocation of resources and value for money; and financial management risk (both
reflected in the Chief Finance Officer's update).
Operational Risks – one risk is red and ten risks given a scoring of over 12. The red risk
referred to diagnosis and treatment (as a result of COVID-19) and was escalated to
Governing Body for consideration.
Janet Guy thanked the team, on behalf of Governing Body, for the considerable amount of
work undertaken to develop this new Risk Management process.
Karen Bower felt that this process was much tighter, rigorous and that the key points were
much clearer. It was noted that some of the scoring points within the report did not appear to
add up and asked that this be checked and amended, if needed. It was also asked, within the
operational risks, what the mitigations were for Healthcare Associated Infections (HCAI) and
how the risk levels could change if the data received showed no improvement. Paula
Batsford reported that the data received at the Clinical Management Board over recent
meetings had shown some improvement with assurance received nationally that the change
in benchmarking was being look into. Annie Topping agreed to review this area again and
provide an update at the next meeting.
ACTION: NCCGGB/22/9/01: Annie Topping to review the risk register and data in
relation to Healthcare Associated Infections (HCAI) and provide an update at the next
meeting.
When asked if it would be prudent to add a potential risk in terms of Place and how much
influence and input the CCG would have into that during the transition into the ICS, it was
explained that this was a risk but agreed that this was picked up, to a degree, under the
general financial management risk. This could, however, change as the transition programme
moved forward.
NCCGGB/22/10 Agenda Item 9.1 Public Health Update
Gill O'Neill, Deputy Director of Public Health at Northumberland County Council, introduced
the Public Health Update which provided an overview of the recommendations within the
Director of Public Health's Annual Report 2020/21.
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The recommendations included completion of a COVID-19 Inequalities Impact Assessment;
development of an integrated carbon reduction, equality and health inequality approach; build
strong community networks to ensure residents are central to design initiatives, services and
processes; and encourage residents to shop local, supporting local business to develop and
exploit the wider social value of the Northumberland pound.
Particular focus was given to Health Inequalities and the planned Health Inequalities Summit
to be held on Friday 4 March 2022. The principles around health inequalities were to move
forward with communities, building on the existing good work. It would also consider the long
term change at scale with systematic implementation whilst being ambitious but realistic. The
aim of the summit was to establish key goals within the health inequalities plan so that it can
be delivered in the coming years with the intention that it will start to reduce the gap in health
life expectancy.
The objectives agreed for the project were noted and members were assured that the current
direction of the health inequalities system-wide action plan would improve more coherent
working together.
NCCGGB/22/11 Agenda Item 9.2 Vaccination/COVID-19 Update
Gill O'Neill provided an update to Governing Body in relation to COVID-19 and advised that
case rates, nationally, were on the decline with 988 cases per 100k. In Northumberland, case
rates remained high with 1112 cases per 100k. Although moving towards an 'endemic',
Governing Body was advised that COVID-19 remains a 'pandemic'. For clarity, it was
explained that an endemic was when a certain level of harm was acceptable, for example with
milder symptoms but higher numbers in hospitals, etc. Endemic was not, however, harmless.
The dashboard showed that case rates within the Druridge Bay area were high but it was
explained that there was a current outbreak being managed within HMP Northumberland
which fell within that area. As a result of that outbreak, mass testing was being undertaken
which accounted for this area appearing like a significant outlier.
Although not tracked routinely, work continued alongside schools to manage their own risk
assessments who were undertaking this in an exemplary fashion. Although there were some
cases in schools reported with mild symptoms, regular testing continued to be promoted.
A higher number of outbreaks had been reported within care homes, particularly in residents.
A huge amount of work continued with providers and contractors in reducing the risk and
managing outbreaks.
Although Plan B restrictions were being lifted, this would mean reverting to Plan A. From 27
January 2022, COVID-19 passports would ease and no masks would be required in indoor
areas. From the end of March 2022, the requirement for self-isolation would cease. The
priorities would remain around the vaccination programme, hand hygiene, the coordination of
test and trace and to ensure that communities remain up-to-date and informed of any
changes by the continued use of comms.
Richard Hay gave an overview of the current position relating to vaccinations. In response to
the Omicron variant, the NHS had declared a Level 4 National Incident resulting in a need to
maximise capacity across acute and community settings.
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Partnership working with local authorities and organisations across the local system, including
hospices and care homes continued in order to release the maximum number of beds. To
enable this, daily meetings had taken place between NHS and LA colleagues. Hospitals were
also working to eliminate avoidable delays to discharging patients straight home without the
need for social care support. Also to make full use of non-acute beds in the local health and
care system including hospice, independent sector, community rehabilitation capacity and any
potential spare capacity form care homes.
Expansion of the use of virtual wards and hospital at home models had taken place. Focus
had also been on eliminating ambulance handover delays in order to ensure vehicles and
paramedic crews were available to respond to urgent 999 calls. Recruitment of 999 and 111
call handling capacity had been prioritised to ensure patients would receive rapid access into
urgent and emergency care services when needed.
Ensure that retention of community-based mental health services and learning disability and
autism services remained throughout the COVID-19 surge to ensure that those most
vulnerable can access treatment and care and avoid escalation to crisis point.
Review how critical care capacity can be expanded and how to manage potential surge in
COVID-19 admissions within critical care networks.
Continued delivery of elective care to ensure that the highest clinical priority patients
continued to be prioritised. This included patients on cancer pathways and those with the
longest waits.
As at 25 January 2021, national figures indicated that Northumberland had delivered 733,723
vaccines. The uptake in Northumberland for first and second doses remained the highest in
England at 90.1%, second doses was 85% and those having a booster or third dose of the
vaccine was at 70.3%. Overall, Northumberland remained in the top ten areas nationally for
vaccine delivery.
There was a particular push around the promotion of boosters as demand for this had slowed
down post-Christmas. It had also reduced due to the high rates of Omicron and the
requirement to wait 28 days after a negative test to have the booster.
Vaccinations for children and young people remained a complex area. The programme for
first dose vaccinations to healthy 12-15 year olds had been rolled out in schools September to
November 2021 alongside a wider offer for all 16-17 years olds (one dose) and vulnerable 1215 year olds (two doses) being delivered by PCNs.
The first dose uptake for 12-15 and 16-17 year olds in Northumberland were both within the
top ten UTLAs nationally. Invitations for second doses and boosters were being issued both
locally and nationally for 16-17 year olds as they become eligible.
Second doses for 12-15 year olds were being offered using a hybrid approach of in-school
clinics and wider access via the National Booking Service at selected PCN and pharmacy
sites.
'At Risk' 5-11 year olds are also being identified by PCNs and will be invited for a first dose
vaccination from early February 2022. This would be one third of a 'standard' Pfizer dose for
this cohort and would be delivered via a special paediatric preparation by PCNs in the first
instance.
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In regard to the unvaccinated element of population, an 'evergreen offer' of vaccination would
remain open to all eligible individuals as this cohort are at the highest risk from serious illness
or death from COVID-19. The Northumberland Vaccine Equity Board continued to monitor
vaccine uptake, identifying areas of inequity and identifying groups for targeted intervention,
for example pregnant women, BAME groups and indices of multiple deprivation.
Annie Topping provided assurance that the outbreak work within care homes had also
focussed on prevention to ensure that all staff and residents were sufficiently protected.
Governing Body agreed that a considerable amount of work had been undertaken to ensure
the vaccination rollout was a success, including the difficult task of working with many small
independent pharmacies and contractors to reach as many Northumberland residents as
possible. The gratitude of members was extended to Richard Hay and the team for ensuring
this rollout happened so quickly and efficiently.
NCCGGB/22/12 Agenda Item 9.3 2022/23 Operational Planning Guidance
Richard Hay introduced the report which provided an overview of the 2022/23 Operational
Planning Guidance and assurance on the work being undertaken within the CCG and across
the local Northumberland health and care system to develop and implement the guidance.
As the NHS was again operating within a Level 4 National Incident in response to the
emergence of the Omicron variant, the NHS was operating in a period of great uncertainty
both in terms of the potential impact of Omicron over the coming weeks and months and the
development of the pandemic when considering 2022/23. The objectives set out in the
Operational Planning Guidance were based on a scenario where COVID-19 returns to a low
level which would allow significant progress in the first part of 2022/23 in restoring services
and reducing COVID-19 backlogs.
To allow sufficient time for the remaining parliamentary stages of the Health and Care Bill,
which intended to put Integrated Care Systems (ICSs) on a statutory footing, a new target
date of 1 July 2022 has been agreed for new statutory arrangements to take effect and
Integrated Care Boards (ICBs) to be legally and operationally established.
The financial arrangements of the NHS for 2022/23 will continue to support a system-based
approach to planning and delivery and will align to the new ICS boundaries agreed during
2021/22.
NHS England/Improvement (NHSE/I) are asking local systems to focus on the following
priorities for 2022/23:• Invest in our workforce;
• Respond to COVID-19 ever more effectively;
• Deliver significantly more elective care;
• Improve the responsiveness of urgent and emergency care (UEC) and build
community care capacity;
• Improve timely access to primary care;
• Improve mental health services and services for people with a learning disability and/or
autistic people;
• Continue to develop our approach to population health management, prevent ill health
and address health inequalities;
• Exploit the potential of digital technologies to transform the delivery of care and patient
outcomes;
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•
•

Make the most effective use of our resources; and to
Establish ICBs and collaborative system working.

Operational plans within Northumberland have been well developed throughout the pandemic
and have been subject to continued monitoring and assurance via the CCG's Portfolio
Management Office (PMO) arrangements. Meetings have taken place, internally, with Senior
Heads of Commissioning to ensure that the operational delivery teams are focussed on the
planning guidance and all requirements within the guidance have been covered.
The timetable included in the report takes the CCG into April 2022 for the final plans to be
submitted. Due to the PMO system currently in place within the CCG, Northumberland was in
a strong position in Place as all workstreams are considered and updated throughout the
course of the year. There were, therefore, no real concerns within the guidance and the
ability of the CCG to contribute to the wider ICS.
Governing Body accepted the report and noted the progress on implementation which
appeared to be positive at this stage.
NCCGGB/22/13 Agenda Item 10 Locality Meeting Assurance/Key Points
•
•
•
•
•

Contract Extensions;
Risk Registers – new process;
Public Health Update;
Planning Guidance; and
Members' Meeting – planning in process for the next Members' Meeting to take place
in March 2022 (date to be confirmed).

NCCGGB/22/14 Agenda Item 11 Governing Body Forward Plan
The Governing Body Forward Plan was reviewed and agreed as presented.
NCCGGB/22/15 Agenda Item 12.1 Clinical Management Board Public Minutes
(November & December 2021)
The Clinical Management Board ratified minutes for November and December 2021 were
received for information.
NCCGGB/22/16 Agenda Item 12.2 Audit Committee Minutes (September 2021)
The Audit Committee ratified minutes for September 2021 were received for information.
Karen Bower asked for sight of the report, once available, of the audit referred to regarding
Primary Care Networks (PCNs). Janet Guy explained that this audit was being undertaken
across the whole patch, the aim of which was to consider whether the PCNs are resourced
sufficiently to take on the extra required following the transition into the ICS. It was hoped the
audit would prove useful to the PCNs by assisting them in moving forward.
NCCGGB/22/17 Agenda Item 12.3 Primary Care Commissioning Committee Public
Minutes (October 2021)
The Primary Care Commissioning Committee ratified minutes for October 2021 were received
for information.
NCCGGB/22/18 Agenda Item 13 Any Other Business
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There were no items of any other business raised.
Governing Body was asked to note that the next Members' Meeting was to be arranged in
March 2022 (date to be confirmed).
NCCGGB/22/19 Agenda Item 14 Date and Time of Next Meeting
Wednesday 23 March 2022 at 9.30am
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NHS Northumberland Clinical Commissioning Group
Governing Body - REGISTER OF ACTIONS
Log owner: Governing Body Chair
DATE: March 2022
Number

Agenda Item 4.2

Governing Body
Date
Identified

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

NCCGGB/22/8/01

26/01/2022

NCCGGB/22/8/02

26/01/2022

NCCGGB/22/9/01

26/01/2022

Target
Completion
Date
24/11/2021

Description and Comments

Owner

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

Robin Hudson to investigate the YTD performance of
cancer patients receiving subsequent treatment for cancer
23/03/2022
within 31 days - drugs at Northumbria Healthcare NHS
Foundation Trust
Robin Hudson to provide more granularity around the
23/03/2022
figures in relation to Dementia diagnosis.
Annie Topping to review the risk register and data in relation
23/03/2022 to Healthcare Associated Infections (HCAI) and provide an
update directly to Karen Bower.

Robin Hudson
Robin Hudson
Annie Topping

Status

Comment

26/01/2022: Karen Bower confirmed a meeting had taken place
with Claire Coyne and Dr Kathy Petersen to discuss these points
Complete
and had been satisfied with the progress made locally. Item
closed.
16/03/2022: Robin Hudson circulated further information to
Governing Body members, via email, in relation to the YTD
Complete
performance of cancers patient receiving subsequent treatment.
16/03/2022: Robin Hudson circulated further information, via
email, in relation to Dementia Diagnosis figures.
16/03/2022: Annie Topping provided an update directly to Karen
Complete Bower, as requested.
Complete
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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:
QIPP

None

Risks

Strategic Risk 946 – Financial Balance
Operational Risk 1799 – QIPP

Overall QIPP Programme delivery

Clinicians commissioning healthcare
for the people of Northumberland
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Resource implications

N/A

Consultation/engagement

N/A

Quality and Equality impact
assessment
Data Protection Impact
Assessment
Research

Complete report (pages 3 & 4).

Legal implications

CCG Statutory Financial Duties

Impact on carers

N/A

Sustainability implications

N/A
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QUALITY and EQUALITY IMPACT ASSESSMENT
1. Project Name

Finance Update

2. Project Lead

Director Lead
Chief Finance Officer

COVID-19 Financial
Arrangements

Finance Update

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

Project Lead

Clinical Lead

Impact Details

Pos/
Neg

C

L

Scores

Mitigation / Control

Impact Details

Pos/
Neg

C

L

Scores

Mitigation / Control

N/A
N/A
N/A

N/A

N/A

N/A
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7. Metrics

Impact Descriptors

Sensitive to the impacts or
risks on quality and
equality and can be used
for ongoing monitoring.
8. Completed By
Jon Connolly

Baseline Metrics

Signature
Jon Connolly

Target

Printed
Name
Jon Connolly

Date
10/03/2022

Additional Relevant Information:

8. Clinical Lead Approval by

Signature

Printed
Name

Date

Signature

Printed
Name

Date

Additional Relevant Information:

9. Reviewed By

Comments
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Governing Body
23 March 2022
Agenda Item: 6

Finance Update
Sponsor: Chief Finance Officer
Members of the Governing Body are asked to:
1. Consider NHS Northumberland Clinical Commissioning Groups financial position as
at 28 February 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 2021-22 financial year as at 28
February 2022. 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 recap 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 given system envelopes to manage within as part of
the wider Integrated care Boards (ICBs) for the period to the 30 September 2021 on the back
of these plans.
The envelopes comprised of CCG adjusted allocations, system top up funding and a Covid-19
fixed allocation, these were 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) and Spending Review
(SR) allocations.
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Funding outside of the system envelope for Hospital Discharge Programme (HDP) and
Elective Recovery Fund (ERF) were also available for systems to access.
The financial arrangements described above continued into H2, with the H2 ICB plan
submitted on 18 November 2021.
The North ICP system submitted an overall plan within the system envelope resources for the
North ICP system, which also includes ensuring a breakeven or better position for each of the
individual organisations within the North ICP. This also formed part of the wider ICB plan which
was also submitted as an overall balanced plan.
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 2021-22 financial year period to 31 March 2022. 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 11
along with forecasts for the full year period. The bottom section in grey adjusts for the NonRecurrent retrospective allocations still anticipated from NHSEI (at month 11 these are outside
of system funding for HDP, Additional Roles and Reimbursement (ARRS) posts, the Winter
Access fund (WAF) and any notified ERF delivery) in order to achieve the final reported
position, and it also shows the ‘in year’ and cumulative positions for the period ending 31
March 2022 (£4.0m in year surplus and £53.4m cumulative deficit respectively), it is now
expected that surplus made in this financial year will reduce the cumulative positions CCGs
take into next year and on into the cumulative ICB position.
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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 period to 28
February 2022 of £617m.
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 February the CCG received a total of £1.66m in non-recurrent allocations. The following
bullet points are a summarised version of the allocations shown in appendix 2 received in
month:
•
•
•
•
•

Quarter 3 Hospital discharge programme funding £0.76m
Elective recovery funding £0.53m
Winter Access Funding £0.24m
NEAS 111 Funding £0.05m
Other smaller allocations £0.08m

Financial Position Detail
The CCG has reported a surplus of £4.0m for 2021-22 financial year at month 11, this is
consistent with the reported positions in month 9 and 10 (£3.9m and £4.0m respectively).
The high-level summary in the table below shows the ledger position excluding the centrally
funded expenditure that is still to be received and then the position as it will be on the receipt of
the centrally funded expenditure:

YTD
Budget

YTD
Actual

YTD
Variance
(Under)/
Overspe
nd

553.3
6.4
5.8
0.6
566.1

551.9
7.0
4.8
0.0
563.8

(1.4)
0.7
(1.0)
(0.6)
(2.3)

603.4
6.6
6.3
0.7
617.0

602.7
7.7
5.2
0.0
615.6

(0.7)
1.1
(1.1)
(0.7)
(1.3)

0.0

(1.3)

(1.3)

0.0

(2.7)

(2.7)

£m

Commissioned services
System Covid expenditure
Running costs
Planned surplus
System funded reported position

Centrally funded expenditure
incurred
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Annual
Budget

Annual
Exp.

Annual
Variance
(Under)/
Overspend
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£m
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Overall CCG reported position

566.1

562.4

(3.6)

617.0

613.0

(4.0)

The CCGs overall ledger reported position for the 2021-22 financial year is a surplus of £1.3m,
this is due to the retrospective nature of HDP, ARRS, and WAF reimbursement flows.
The CCG at month 11 is anticipating £2.7m of the reported expenditure in the position to be
funded from centrally held resources outside the system envelope. This is broken down as
£1.1m HDP, £1.0m ARRS posts and 0.6m WAF.
Programme overview
The summary table above reports commissioned services (programme and delegated Primary
care) as an underspend of £0.7m, the following sections look at each of the contributing factors
to this reported position versus planned expectations.
Acute
With the continuation of the national block payment arrangements as part of the temporary
financial measures the CCG will pay NHS trusts on a block payment basis for the rest of the
2021-22 financial year, the values of which have been set nationally, inflated for growth, and
adjusted for: the Agenda for Change pay award, agreed SDF/ SR allocation transfers or local
agreements as part of the ICP/ICB system planning.
In the acute section of Appendix 1 there are only two lines which are not covered by the
temporary NHS block arrangements and are variable for the rest of this year.
In Acute contracts non-NHS there is a small variance of £3k, however within this figure there is
an overspend of £0.2m relating to the Independent sector after ERF income received up to
quarter 3 to offset the pressure. The CCG is yet to be notified of any other potential Q4 ERF
income that may reduce this position. Offsetting this pressure further are underspends in other
planned care areas including NHS borders.
In the Other Acute NCA line there is a pressure of £0.1m and this is due to increases seen in
non-contracted activity in Scottish providers and new ophthalmology provider (Optegra).
The ERF income the CCG receives to fund this IS increase in spend 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 the cost assumptions match up as a system.
The ICB wide assumption regarding the ERF at month 11 is to assume that the ICB will not
achieve any further ERF income in quarter 4, this is a possible fluctuation in the final reported
year end position in this area to be aware of.
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Mental Health & Learning Disabilities (MH&LD)
The CCG is reporting £0.5m underspend 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 that have been agreed.
Section 117 packages, which are a variable area of expenditure for the CCG has been
increased in month 11 for an additional high cost package but is still reporting an underspend
of £0.1m versus planned budget.
The Improving Access to Psychological Therapies (IAPT) contract with Talking Matters
Northumberland is reported breakeven. Note: The service has now transferred to CNTW and
therefore this line only covers the first 5 months of the year, the remaining part of the contract
is now reported under the CNTW contract line.
The mental health pooled budget (which forms part of the BCF minimum contribution) is a fixed
value paid to the local authority and will continue to be reported breakeven for this year.
Under the heading mental health other services, the CCG reports the remaining mental health
Service Development and Spending review funding from system planning.
Expenditure for 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.
Overall, there is a reported underspend at month 11 of £0.4m which relates to part year effects
of investments not fully made in year that were included in the H2 submitted plans.
Community
Most 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 non recurrent SDF allocations received this year for Ageing
well schemes. The CCG has reported an underspend against this allocation of £1.6m at month
11 as developments are unlikely to materialise until the next financial year.
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 10 forecast data (one month in arrears).

20220323 UC GB Agenda Item 6 Finance Update

9

OFFICIAL
Although it is possible that there will still be fluctuations to this forecast data over the remaining
months of the year the CCG are comfortable to show an underspend of £0.5m against the
planned budget for the CHC contract, this includes the release of a risk reserve £0.5m held
during planning for CHC that the latest data suggests the CCG will not now require this year.
In the other CHC line the CCG has also reported a small underspend of £0.01m, this is the
latest forecast of the Children's CHC budgets that the data suggests is coming in in line with
plan.
Prescribing and CCG funded Primary Care services
The Prescribing data the CCG receives from the BSA runs two months in arrears, therefore
December's data was available for Month 11 reporting. Extrapolating up the 9 months of data
for a full year forecast has indicated an underspend is still expected versus planned budget.
After considering several different profiling options on forecasting, the CCG has reported a
forecast underspend at month 11 of £0.5m (similarly with CHC this also includes the release of
£0.5m of risk reserve set aside in planning for Prescribing fluctuations).
December data was 0.4% more than in December the previous year (Regionally increased by
1.0% and Nationally 1.8%). Overall year to date Months 1-9 data was 1.06% higher than
Month 1-9 last year (regionally 0.58% and Nationally 1.72%)
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 national average, and importantly for the CCG position at a lower
rate than the CCG planned growth level, this is the other main contributing factor for an
underspend versus plan shown at month 11.
It should also continue to be noted that the CCG continue to have the lowest weighted per
capita prescribing spend in the North East and North Cumbria region.
The pressure areas reported throughout the last year continue, albeit at a less material value in
terms of annual increases this year.
Taking information from the Medicines optimisation monthly update this includes supply chain
issues, reflected in concessions and no cheaper stock obtainable (NCSO) changes and
pressure from items now off concession but back in the drug tariff at increased prices.
Areas of growth continue to include prescribing of oral anticoagulant agents, and anti-diabetic
medication (which includes agents used for heart failure and renal disease in additional to
blood glucose lowering) and use of freestyle libre flash blood glucose monitoring devices.
There has been a reduction in spend on analgesic medicines (particularly oxycodone,
morphine, codeine and paracetamol). This reflects a focus on ongoing quality work in long term
pain management.
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Although Sertraline is still priced significantly higher than it was in 2019-20, the costs for this
year are lower than in 2020-21 as the concession price adjusts downwards, which is also
helping to mitigate some of the cost growth mentioned above for this year.
Out of hours prescribing has increased lately and is being explored by the contract manager,
and 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 variance reported in primary care at month 11 is a £0.04m overspend in primary
care commissioned services which relates to the variable elements of the service specification.
The other areas in primary care are reported as breakeven, with the current expectation that
the out of hours contract, GP Forward view, primary care networks, primary care dressings
(part of NHS block) and Other primary care lines will all spend in line with planned budgets.
Primary Care Commissioning
The CCG has over the past two years flagged pressure issues with regards to the ring-fenced
allocation for delegated primary care. After the national indemnity defund process in the 201920 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 baseline allocation. The additional expenditure requirements are rising at a
higher rate than the annual uplift in allocation applied and are causing a growing recurrent
pressure to the CCG.
The underlying forecast pressure for 2021-22 is c£3.1m against published allocations.
However, for this financial year (as in last financial year) the CCG has received top up funding
from the system envelope to cover this pressure.
There is also now reporting requirements for the CCG to claim additional resource for
additional roles and reimbursement (ARRS) posts and the Winter Access fund (WAF).
For ARRS the CCG has been notified of what baseline value it has in its delegated budget for
ARRS, and the rest of this allocation is held centrally by NHSEI (Split around 60% to 40%).
CCGs report the expected forecast for ARRS against the full allocation (baseline plus centrally
held budget) in its ledger position and report any variance through the non ISFE.
The variance is then claimed back in retrospective allocations when actual costs become more
than the CCG baseline budget value.
For the WAF it is the same process with the allocation elements that haven’t been allocated to
CCGs being claimed for through another section in the non ISFE.
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Therefore, although the CCG is reporting a overspend ledger position for delegated primary
care in month 11 of £1.4m, the CCG is also reporting in expected allocations of £1.0m for
ARRS and £0.6m for WAF that will result in a forecast position of £0.2m underspend on receipt
of the central 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 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 £0.1m has been reported at month 11
relating to increased costs in IFR for diabetes equipment and increased activity in the BPAS
service.
Under the heading programme establishment costs the expenditure for the CCGs Clinical
leads and safeguarding team are now forecast and are reported with an underspend of £8k at
month 11.
Commissioning Reserves and contingency
Included in general reserves is funding set aside for specific investments that were expected
but not confirmed at the plan submission stage. There is a forecast of £0.9m reported, this is
mainly the in year estimated expenditure for property services subsidies as part of ongoing
discussions with GP practices of property service limited.
In the non-Recurrent allocations line this is specific non recurrent funding set aside for the
CCGs contribution to Talk Before You Walk, and the latest estimate of Population health
management spend to be transacted before year end. This is all currently expected to be
committed prior to the year end and will be played out into the main expenditure headings
when agreed.
The Balance to control line was introduced during planning and is set as the expected benefit
the CCG will see in the position outside of the setting of the H2 plan, i.e., it was expected that
non recurrent benefits / releases the CCG had from its H1 and prior year positions would be
played out in the full year position that meant the CCG required less from the system envelope
in H2.
The variance shown in this line is a pressure of £0.3m and this is in line with the negative
budget planned, with the offsetting sides of this pressure variance coming from the underspend
across the other areas reported in the make-up of the financial position.
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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.
Running costs
For month 11 the CCG is reporting an underspend of £1.1m, which is consistent with the
previous year's outturn and previous months positions reported. 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.
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 28 February 2022 that the
CCG includes as part of its monthly non ISFE return to NHSEI:

Spend Area
Hospital Discharge Programme (Scheme 2)

£000's

£000's

£000's

£000's

£000's

Continuing
Care
Services

Primary
Care
Services

Other
Programme

Running
Costs

Total

Additional costs for reducing inequalities
Funding claimed from national allocations
After care and support costs (community, mental
health, primary care)

3,945

3,945

11

11
3,945

Remote working for non-patient activities
Additional PTS costs
GP services - Covid expansion fund (share of
120m)

11

0

0

3,956

13

13

57

57
28

28

683

683

Funded by the system
Reported under running costs - Segregation of
patient pathways
Reported under delegated primary care - Long
Covid

0

Funded by the system

0

164

0

127

291

3,945

928

28

127

5,028

Total Covid Spend from non ISFE

753

28

0

781

127

127
164

164

To note, in appendix 1 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.
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Similarly, expenditure included under running costs is mainly ongoing rental costs for
Portakabin space (Hot Sites) and not shown under covid in appendix 1.
Hospital Discharge programme
The CCG receives the information to report under hospital discharge programme from its local
authority monthly.
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 full year 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

359,971

-4.2%

*October

ACTUAL

113,143
2,642,773

-68.6%

* October

ACTUAL

137,461

21.5%

November

ACTUAL

259,670

88.9%

December

ACTUAL

226,882

-12.6%

January

ACTUAL

379,157

67.1%

February

ACTUAL

310,058

-18.2%

March

ESTIMATE

33.9%

Total HDP H2

415,296
1,728,524

Total HDP Reported

4,371,298

Total HDP H1

•
•

•

The H1 HDP funding covers payments made in October for discharges made up to 30
September.
The H2 HDP funding is a separate funding stream to H1 (a separate ICB wide HDP allocation
was issued for H2) therefore H1 and H2 totals are shown separately as per non ISFE reporting,
although reported together as a full year for accounting purposes.
The Quarter 4 actuals have increased for a change in the guidance where the use of Personal
Health Budgets for short term discharge are available to be used over the remainder of this
year.
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•

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 cutoff date for monthly reporting to NHSEI, this is captured in the increased March estimate.

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 in the current covid environment.
Statement of Financial Position and Cashflow Forecast
Appendix 3 (Statement of Financial Position (SoFP)) shows the closing positions for 28
February 2022 in comparison to the last reported month which was 31 January 2022.
Current Assets have remained stable in month with a small movement of £0.1m, which is a
reduction in receivables offset with an increased cash balance at the end of the period.
Creditors have reduced by £3.5m in month, with the CCG paying the passthrough £2.5m living
wage allocation to the Local Authority in month, along with processing other NR investments
set aside in planning in month in line with reducing creditors for year end and for balancing
transitioning to ICB in the following year.
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 28 February 2022 was £198k which
equates to 0.40% of the February drawdown, and meets the target level.
Better Payment Practice Code for year to 28 February 2022
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 28 February was
99.99% as a percentage of invoice value and 99.18% by invoice count. The cumulative value
of Non-NHS invoices paid within 30 days as at 28 February was 99.40% as a percentage of
invoice value and 99.60% by invoice count.
Recommendation
The Governing Body is asked to consider the month 11 reported position and provide
comment.
Appendix 1:
Appendix 1a:
Appendix 2:
Appendix 3:

Income and expenditure report YTD
Alternative Income and expenditure report YTD
Allocation breakdown
Statement of financial position
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Appendix 4: Better payment practice code
Appendix 5: Cash flow forecast
Appendix 6: Delegated Primary care commissioning
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APPENDIX 1

INCOME & EXPENDITURE REPORT - YTD POSITION AS AT 28 FEBRUARY 2022

YTD Budget

YTD Actual

YTD Variance
(Under)/
Overspend

£000's

£000's

£000's

YTDVariance
(Under)/
Overspend Annual Budget
%

£000's

Forecast
Outturn

Forecast
Variance
(Under)/
Overspend

Forecast
Variance
(Under)/
Overspend

£000's

£000's

%

Resource
Programme Baseline
Primary Care Co Commissioning
Running Costs
Outside of System Funding
Total Resource

508,436
47,794
5,805
4,035
566,070

508,436
47,794
5,805
4,035
566,070

-

554,473
52,134
6,315
4,035
616,957

554,473
52,134
6,315
4,035
616,957

-

Expenditure
Acute Services
Northumbria Healthcare NHS FT
Newcastle Upon Tyne Hospitals NHS FT
North East Ambulance Service
Acute Contracts NHS
Acute Contracts Non NHS
Other Acute NCA
Other Acute Non Rec
Total Acute Services

191,285
65,083
16,876
3,270
3,867
955
554
281,890

191,285
65,083
16,876
3,270
3,870
1,081
554
282,018

2
126
128

208,674
71,000
18,410
3,568
4,170
1,042
604
307,467

208,674
71,000
18,410
3,568
4,173
1,181
604
307,609

3
139
141

Core Mental Health services
Cumbria Northumberland Tyne & Wear NHS Foundation Trust
Section 117's (LA)
Talking Matters Northumberland
Mental Health Pooled budget (LA)
Mental Health Other services
Total Core Mental Health

49,095
9,954
1,872
2,999
4,996
68,917

49,095
9,874
1,872
2,999
4,603
68,444

(80)
(393)
(473)

53,735
10,859
1,872
3,271
5,451
75,188

53,735
10,772
1,872
3,271
5,022
74,672

(87)
(429)
(516)

Community Services
Northumbria Healthcare NHS FT (Comm)
Newcastle Upon Tyne Hospitals NHS FT (Comm)
Other Community Contracts NHS
Community Contracts Non NHS
Total Community Services

28,297
322
676
3,882
33,176

28,297
322
676
2,388
31,683

(1,493)
(1,493)

30,869
351
737
4,234
36,192

30,869
351
737
2,605
34,563

(1,629)
(1,629)

Continuing Healthcare
Continuing Healthcare main contract
Other Continuing Healthcare
Total Continuing Healthcare

35,526
1,806
37,332

35,040
1,794
36,834

(485)
(12)
(497)

-1.37%
-0.65%

38,755
1,970
40,725

38,226
1,958
40,183

(530)
(12)
(542)

-1.37%
-0.63%

Prescribing and CCG Funded Primary Care Services
Prescribing
Out of Hours
Primary Care Commissioned Services
Primary Care Transformation
Primary Care Networks
Primary Care Dressings
Other Primary Care
Total Prescribing and CCG Funded Primary Care Services

53,882
2,019
2,616
2,400
466
1,595
2,525
65,503

53,471
2,019
2,652
2,400
466
1,595
2,526
65,129

(411)
36
(374)

-0.76%

58,780
2,202
2,854
2,508
509
1,740
2,749
71,342

58,332
2,202
2,893
2,508
509
1,740
2,749
70,933

(448)
39
(409)

-0.76%

Primary Care Commissioning (Appendix 6)

50,606

50,934

328

55,267

56,651

1,384

Other Programme Services
Core BCF (Social Care)
111 contract
Other Services
Programme Establishment Costs
Total Other Programme Services

12,260
3,562
2,490
759
19,071

12,260
3,562
2,594
752
19,167

103
(8)
95

13,374
3,885
2,716
797
20,773

13,374
3,885
2,862
788
20,911

146
(8)
138

Commissioning Reserves & Contingency
General Reserve
Non Recurrent Allocations
Balance to Control
Contingency
Total Commissioning Reserves

962
1,000
(5,157)
(3,195)

819
1,589
(4,689)
(2,281)

(143)
589
468
914

1,049
1,091
(5,692)
(3,552)

893
1,734
(5,433)
(2,806)

(156)
643
259
746

553,299
755
28
782

551,927
770
28
798

(1,373)
15
15

603,402
761
30
791

602,715
778
30
808

(687)
17
17

3,267
11
2,292
5,570

3,945
11
2,292
6,248

678
678

3,267
11
2,500
5,778

4,371
11
2,500
6,882

1,104
1,104

614

-

(614)

670

-

(670)

560,265

558,972

(1,294)

610,642

610,406

(236)

5,805

4,809

(996)

6,315

5,241

(1,074)

566,070

563,781

(2,289)

616,957

615,647

(1,310)

Total Commissioned Services (excluding COVID 19)
COVID 19 Expenditure
Primary care - COVID 19
Other Services - COVID 19
Total COVID 19 Expenditure
Outside of System Funding
Hospital Discharge Programme - COVID 19
Health Inequalities Flu Vaccines - COVID 19
National Living Wage Social Care Staff
Total to be Funded Outside of System
Planned Control Total
Commissioned Services
Running Costs
Total Expenditure

0.06%
13.18%

-0.80%

-7.87%

-38.47%

1.38%

4.17%
-1.00%

-14.90%
58.95%
-9.07%

2.03%

20.76%

-17.15%

Expected allocations

(1,343)

(2,653)

Revised YTD / Forecast Outturn

(3,633)

(3,963)

Add B/F Deficit

57,405

Cumulative Deficit

53,442

0.06%
13.31%

-0.80%

-7.87%

-38.47%

1.38%

5.38%
-1.02%

-14.90%
58.95%
-4.55%

2.20%

33.80%

-17.00%

APPENDIX 1a

INCOME & EXPENDITURE REPORT - YTD POSITION AS AT 28 FEBRUARY 2022

YTD Budget
£000's

YTD Variance
(Under)/
Overspend
£000's

YTD Actual
£000's

YTDVariance
(Under)/
Overspend
%

Annual Budget Forecast Outturn
£000's
£000's

Forecast
Variance
(Under)/
Overspend
£000's

Forecast
Variance
(Under)/
Overspend
%

Resource
Programme Baseline
Primary Care Co Commissioning
Running Costs
Outside of System Funding

508,436
47,794
5,805
4,035

508,436
47,794
5,805
4,035

0
0
0
0

554,473
52,134
6,315
4,035

554,473
52,134
6,315
4,035

0
0
0
0

Total Resource

566,070

566,070

0

616,957

616,957

0

Fixed System Expenditure
Northumbria Healthcare NHS FT
Newcastle Upon Tyne Hospitals NHS FT
Cumbria Northumberland Tyne & Wear NHS Foundation Trust
North East Ambulance Service
Gateshead Health NHS FT
ICP System Blocks

223,884
65,468
49,095
20,721
1,378
360,547

223,884
65,468
49,095
20,721
1,378
360,547

0
0
0
0
0
0

244,237
71,420
53,735
22,605
1,504
393,500

244,237
71,420
53,735
22,605
1,504
393,500

0
0
0
0
0
0

956
936
1,892

956
936
1,892

0
0
0

1,043
1,021
2,064

1,043
1,021
2,064

0
0
0

362,438

362,438

0

395,564

395,564

0

12,260
2,999
1,872
2,019
466
19,616

12,260
2,999
1,872
2,019
466
19,616

0
0
0
0
0
0

13,374
3,271
1,872
2,202
509
21,230

13,374
3,271
1,872
2,202
509
21,230

0
0
0
0
0
0

Total Fixed Expenditure

382,055

382,055

0

416,793

416,793

0

Variable Expenditure
Prescribing
Primary Care Commissioning (Appendix 6)
Continuing Healthcare Main Contract
Section 117's (LA)
Mental Health Other services
Other Continuing Healthcare
Acute Contracts Non NHS
Primary Care Commissioned Services
Primary Care Transformation
Other Primary Care
Community Contracts Non NHS
Other Services
Programme Establishment Costs
Non Recurrent Allocations
Other Acute NCA
General Reserve
Balance to Control
Contingency
Total Community Services

53,876
50,606
35,526
9,954
4,137
1,402
3,867
2,616
2,400
2,525
3,882
1,933
759
1,000
955
962
(5,157)
0
171,244

53,465
50,934
35,040
9,874
3,744
1,391
3,870
2,652
2,400
2,526
2,388
2,036
752
1,589
1,081
819
(4,689)
0
169,871

(411)
328
(485)
(80)
(393)
(12)
2
36
0
0
(1,493)
103
(8)
589
126
(143)
468
0
(1,373)

58,773
55,267
38,755
10,859
4,513
1,530
4,170
2,854
2,508
2,749
4,234
2,109
797
1,091
1,042
1,049
(5,692)
0
186,609

58,325
56,651
38,226
10,772
4,084
1,517
4,173
2,893
2,508
2,749
2,605
2,255
788
1,734
1,181
893
(5,433)
0
185,922

(448)
1,384
(530)
(87)
(429)
(12)
3
39
0
0
(1,629)
146
(8)
643
139
(156)
259
0
(687)

Total Commissioned Services (excluding COVID 19)

553,299

551,926

(1,373)

603,402

602,715

(687)

755
28
782

770
28
798

15
0
15

2.03%

761
30
791

778
30
808

17
0
17

2.20%

3,267
11
2,292
5,570

3,945
11
2,292
6,248

678
0
0
678

20.76%

3,267
11
2,500
5,778

4,371
11
2,500
6,882

1,104
0
0
1,104

33.80%

(670)

North Cumbria Integrated Care NHS FT
South Tyneside and Sunderland NHS FT
Other ICS System Blocks
Total System Blocks
Other Fixed Expenditure
Core BCF (Social Care)
Mental Health Pooled budget (LA)
Talking Matters Northumberland
Out of Hours
Primary Care Networks
Total Other Fixed Expenditure

COVID 19 Expenditure
Primary care - COVID 19
Other Services - COVID 19
Total Covid Expenditure
Outside of System Funding
Hospital Discharge Programme - COVID-19
Health Inequalities Flu Vac - COVID 19
National Living Wage Social Care Staff
Total to be Funded Outside of System

-0.76%
0.65%
-1.37%
-0.80%
-9.50%
-0.84%
0.06%
1.38%

-38.47%
5.32%
-1.00%
58.95%
13.18%
-14.90%
-9.07%

Planned Deficit Control Total

614

0

(614)

670

0

Total Commissioned Services

560,265

558,972

(1,294)

610,642

610,406

(236)

5,805

4,809

(996)

6,315

5,241

(1,074)

566,070

563,781

(2,290)

616,957

615,647

(1,310)

Running Costs
Total Expenditure

-17.15%

Expected allocations

(1,343)

(2,653)

Revised Forecast Outturn

(3,633)

(3,963)

Add B/F Deficit

57,405

Cumulative Deficit

53,442

-0.76%
2.50%
-1.37%
-0.80%
-9.51%
-0.81%
0.06%
1.38%

-38.47%
6.93%
-1.02%
58.95%
13.31%
-14.90%
-4.55%

-17.00%

APPENDIX 2

NHS ENGLAND IN YEAR ALLOCATIONS

ASSIGNMENT & APPROVAL STATUS

Recurrent

Non Recurrent

Total

£000's

£000's

£000's

Commissioning Manager Lead

Narrative

April
H1 Running Costs
H1 Delegated Co-commissioning
H1 Core Allocation
CCG Top-up - From H1 Plans
CCG Covid allocation - From H1 Plans
Total NHS England Allocation April 2021
May
Primary Care: GP IT Infrastructure and Resilience
Primary Care: Improving Access
Mental Health: SDF: CYP community and crisis
Mental Health: SDF: 18-25 young adults
Mental Health: SDF: MHST 18/10009 Trailblazers
Mental Health: SDF: MHST 20/21 sites wave 3&4
Mental Health: SDF: Suicide Prevention
Mental Health: SDF: Suicide Bereavement
Mental Health: SR: Children & Young People's Eating Disorders (CYPED)
Mental Health: SR: CYP community and crisis
Mental Health: SR: Adult Mental Health Community
Mental Health: SR: Adult Mental Health Crisis
Mental Health: SR: Improving Access to Psychological Therapies
Mental Health: SR: 18-25 young adults
Mental Health: SR: Memory assessment services and recovery of the dementia diagnosis rate
Mental Health: SR: Discharge
Mental Health: SR: Physical health outreach and remote delivery of checks (PH Checks)
Maternity: LTP - SBL Pre-term Birth
Emergency & Elective Care: 111First
Primary Care: Improving Access
SDF transfer taken from system plans

3,072
25,399
257,600

286,071

11,497
1,220

3,072
25,399
257,600
11,497
1,220

12,717

298,788

18
5
189
56
240
140
197
128
34
127
164
37
91
37
63
246
34
31
481
5
525

18
5
189
56
240
140
197
128
34
127
164
37
91
37
63
246
34
31
481
5
525

2,848

2,848

(197)
(128)
(296)
683
57
160
467

(197)
(128)
(296)
683
57
160
467

746

746

18
(525)
(30)
49
98
376
12
93
1,353

18
(525)
(30)
49
98
376
12
93
1,353

1,444

1,444

(31)
851
35
86
20
47
13
11
28
67
1,354
163
25

(31)
851
35
86
20
47
13
11
28
67
1,354
163
25

Total NHS England Allocation May 2021
June
Mental Health: SDF: Suicide Prevention
Mental Health: SDF: Suicide Bereavement
Primary Care SDF Defund – Host CCG Rebate 21/22
Primary Care: Primary Care - COVID Support
LD Transformation - LD & Autism: Community investment/reduce admissions
NHS111 First Month 4 2021/22
2.5 4 Week Wait Sites (4WW)

0

Total NHS England Allocation June 2021
July
Primary Care: GP IT Infrastructure and Resilience
Maternity SDF from system Plans
Maternity: LTP - SBL Pre-term Birth
Diabetes Programme Transformation Fund H1
SDF: Mental Health Crisis (AMH Crisis) 21/22 H1
SDF: Mental Health Community (AMH Community) 21/22 H1
PEoLC Match Funding - 1st tranche payment - 2021/22
ERF Transfer From Lead - Non-NHS Related ERF (April and 90% May)
Hospital Discharge Programme

0

Total NHS England Allocation July 2021
August
Pre-term births
Ageing Well: Transforming Community Services
Primary Care: Workforce: Training Hubs
Primary Care: Primary Care Networks - development and support systems
Primary Care: Practice resilience programme - local
Primary Care: Online consultation software systems (local)
SR: Waiting List Initiative
SR: Short Breaks and Respite
SR: CYP Autism Diagnostic & Pathway
SR: Adult Autism Diagnostic & Pathway lead for ICS
NHS 111 - months 5 and 6 capacity and home working support. Contact michelle.young15@nhs.net
Primary Care for Long Covid
ERF Transfer From Lead - Non-NHS Related ERF - April and May Payment Refresh + 90% June

0

Total NHS England Allocation August 2021
September
Cancer Smear Test
CVD-R Respiratory - Pulmonary rehabilitation
Carry Forward Historic surplus - 2019/20
ERF Transfer From Lead - Non-NHS Related ERF - Spectember ERF
Total NHS England Allocation September 2021

0

2,669

2,669

0

13
34
(57,405)
105
(57,253)

13
34
(57,405)
105
(57,253)

Initial H1 allocation - Running Costs
Initial H1 allocation - Primary Care Co Commissioning
Initial H1 allocation - Programme
Baseline H1 Adjustment (Planning)
Baseline H1 Adjustment (Planning)

Technical Adjustment
Technical Adjustment
Technical Adjustment
Technical Adjustment
Technical Adjustment
Technical Adjustment
Technical Adjustment
Technical Adjustment
Technical Adjustment
Technical Adjustment
Technical Adjustment
Technical Adjustment
Technical Adjustment
Technical Adjustment
Technical Adjustment
Technical Adjustment
Technical Adjustment
Technical Adjustment
Technical Adjustment
Technical Adjustment
Technical Adjustment

Kate O'Brien
Kate O'Brien

Tara Twigg

Kate O'Brien

Alan Bell
Pamela Phelps
Pamela Phelps
Pamela Phelps
Pamela Phelps

Kate O'Brien
Pamela Phelps

Tara Twigg
Alan Bell

Technical Adjustment
Technical Adjustment
Technical Adjustment
Technical Adjustment
Mental Health & LD
Technical Adjustment
Trailblazer

Technical Adjustment
Technical Adjustment
Technical Adjustment
Diabetes
Technical Adjustment
Technical Adjustment
Mental Health & LD
Technical Adjustment
Technical Adjustment

Technical Adjustment
Ageing Well
Primary Care Transformation
Primary Care Transformation
Primary Care Transformation
Primary Care Transformation
Technical Adjustment
Technical Adjustment
Technical Adjustment
Technical Adjustment
Trailblazer
Long Covid
Technical Adjustment

Cancer
Pulmonary Rehab
Technical Adjustment
Technical Adjustment

Board
Approval
(Y/N)

Board
Approval
Date

APPENDIX 2

NHS ENGLAND IN YEAR ALLOCATIONS

ASSIGNMENT & APPROVAL STATUS

Recurrent

Non Recurrent

Total

£000's

£000's

£000's

Commissioning Manager Lead

Narrative

October
H2 Delegated Co-commissioning
H2 Running Costs
H2 Core Allocation
Primary Care: Funding to support PCN leadership and management
Primary Care: GP IT Infrastructure and Resilience
Primary Care: Improving Access
Mental Health: SDF: CYP community and crisis
Mental Health: SDF: 18-25 young adults
Mental Health: SDF: MHST 18/19 Trailblazers
Mental Health: SDF: MHST 20/21 sites wave 3&4
Mental Health: SDF: Suicide Prevention
Mental Health: SDF: Suicide Bereavement
Mental Health: CYP MH teams in schools & 4 WW
Mental Health: SR: Children & Young People's Eating Disorders (CYPED)
Mental Health: SR: CYP community and crisis
Mental Health: SR: Adult Mental Health Community (AMH Community)
Mental Health: SR: Adult Mental Health Crisis (AMH Crisis)
Mental Health: SR: Memory assessment services and recovery of the dementia diagnosis rate (Memory/Dementia)
Mental Health: SR: Improving Access to Psychological Therapies - adult and older adult (IAPT)
Mental Health: SR: 18-25 young adults (18-25)
Mental Health: SR: Discharge
Mental Health: SR: Physical health outreach and remote delivery of checks (PH Checks)
Maternity: LTP - SBL Pre-term Birth
Emergency & Elective Care: NHS111 H2 Capacity Funding
COVID-19 vaccination costs - Additional costs for reducing inequalities - Q2
Hospital Discharge Programme - Q2
Total NHS England Allocation October 2021
November
Cervical Screening Programme - audit funding for practices - Phase 1
DPC FY allocations at system level IIF part 2
Winter pressures
Northumbria Healthcare NHS Foundation Trust - Volunteering Services Fund 2021
North East Ambulance Service NHS Trust - Volunteering Services Fund 2021
Access Improvement Programme
Winter pressures
Mental Health SDF H2 - Suicide Prevention
Mental Health SDF H2 - Suicide Bereavement
Northern Cancer Alliance - H2
Primary Care Transformation - Digital First Support - Tranche 1 - Part 2
GP Mentorship Scheme
CCG Growth Funding
PCT Local GP Retention
SDF: Adult Mental Health Crisis (AMH Crisis)
SDF: Adult Mental Health Community (AMH Community)
Northumberland EIP
H1 & H2 CETR
H2 LD & Autism Transformation Funding
H1 & H2 LeDeR
H2 Autism Funding EOI
H2 Autism Adults Diagnosis
Winter pressures

25,399
3,072
264,473

292,944

Total NHS England Allocation November 2021
December
Emergency & Elective Care: Additional 21/22 Ambulance Funding (number not rounded to match planning)
Emergency & Elective Care: Additional 21/22 Ambulance Funding (number not rounded to match planning)
Tobacco Monies 21/22
Primary care SDF Defund - CCG Host Rebate H2 21/22
Pre Term Births H2
Ageing Well: Transforming Community Services
Primary Care: PCT Fellowships
Primary Care: Workforce: Training Hubs
Primary Care: Primary Care Networks
Primary Care: Practice resilience programme
Primary Care: Online consultation software systems
H2 diabetes treatment & care
PCT PCN LEADERSHIP AND MANAGEMENT
LD&A RA Flag leah.mullins@nhs.net
Personalised Care Clinical Lead for 2 PA's 1 Day Per Week - 21-22 - Cumbria and North East STP
Complex Case Allocation (Bid 32 NHCT TCP)
Complex Case Allocation (Bid 33 NENC TCP)
Complex Case Allocation (Bid 34 NENC TCP)
National Living Wage Social Care Staff

0

Total NHS England Allocation December 2021
January
Suicide prevention funding
Primary Care - Covid Support Mth 7
PCT Winter Access Funding - Initial allocation share
PCT Local GP Retention
PCT Fellowships
Cyber Security Resource Funding
Supporting people at home - MSK
Medical Exemption Reviews (MARs) Covid Exemption Assessments - December 2021
NHS England Armed Forces reimbursement for CCG OOH service for military personnel

0

234
36
11
189
56
240
140
197
128
467
34
127
164
36
62
90
36
410
34
31
470
11
1,159

25,399
3,072
264,473
234
36
11
189
56
240
140
197
128
467
34
127
164
36
62
90
36
410
34
31
470
11
1,159

4,362

297,306

2
557
107
21
25
13
107
(197)
(128)
(30)
207
2
3,407
45
98
376
25
5
57
6
23
67
(107)

2
557
107
21
25
13
107
(197)
(128)
(30)
207
2
3,407
45
98
376
25
5
57
6
23
67
(107)

4,688

4,688

1,416
1,112
(126)
(296)
(31)
878
4
35
70
25
47
49
5
45
6
25
25
25
2,500

1,416
1,112
(126)
(296)
(31)
878
4
35
70
25
47
49
5
45
6
25
25
25
2,500

5,814

5,814

24
57
317
26
13
20
200
1
7

24
57
317
26
13
20
200
1
7

Initial H2 allocation - Primary Care Co Commissioning
Initial H2 allocation - Running Costs
Initial H2 allocation - Programme
Technical Adjustment
Technical Adjustment
Technical Adjustment
Technical Adjustment
Technical Adjustment
Technical Adjustment
Technical Adjustment
Technical Adjustment
Technical Adjustment
Technical Adjustment
Technical Adjustment
Technical Adjustment
Technical Adjustment
Technical Adjustment
Technical Adjustment
Technical Adjustment
Technical Adjustment
Technical Adjustment
Technical Adjustment
Technical Adjustment
Technical Adjustment
Technical Adjustment
Technical Adjustment

Tara Twigg
Pamela Phelps
Kate O'Brien

Kate O'Brien

Alan Bell
Pamela Phelps
Pamela Phelps

Kate O'Brien
Kate O'Brien
Kate O'Brien
Kate O'Brien
Kate O'Brien
Kate O'Brien
Kate O'Brien

Alan Bell
Pamela Phelps
Pamela Phelps
Pamela Phelps
Pamela Phelps
Pamela Phelps
Tara Twigg
Pamela Phelps
Kate O'Brien
Paul Turner
Kate O'Brien
Kate O'Brien
Kate O'Brien

Kate O'Brien
Pamela Phelps
Pamela Phelps
Pamela Phelps
Alan Bell
Pamela Phelps
Laurie Robson

Cancer
Impact & Investment Fund
Mental Health & LD
Pass Through
Pass Through
Technical Adjustment
Mental Health & LD
Technical Adjustment
Technical Adjustment
Technical Adjustment
Digital First
Primary Care Transformation
Technical Adjustment
Primary Care Transformation
Technical Adjustment
Technical Adjustment
Mental Health & LD
Mental Health & LD
Mental Health & LD
Mental Health & LD
Mental Health & LD
Mental Health & LD
Mental Health & LD

Technical Adjustment
Technical Adjustment
Technical Adjustment
Technical Adjustment
Technical Adjustment
Ageing Well
Primary Care Transformation
Primary Care Transformation
Primary Care Transformation
Primary Care Transformation
Primary Care Transformation
Diabetes
Primary Care Transformation
Mental Health & LD
Continuing Care
Mental Health & LD
Mental Health & LD
Mental Health & LD
Technical Adjustment

Mental Health & LD
Technical Adjustment
Winter Access Funding
Primary Care Transformation
Primary Care Transformation
Information Technology
Pass through allocation to Northumbria HC FT
Delegated Co-Commissioning
OOH

Board
Approval
(Y/N)

Board
Approval
Date

APPENDIX 2

NHS ENGLAND IN YEAR ALLOCATIONS

ASSIGNMENT & APPROVAL STATUS

Recurrent

Non Recurrent

Total

£000's

£000's

£000's

HSCN funding
Pension (6.3% uplift ) based on Mth09 BSA data and forecast for full year
Total NHS England Allocation January 2022
February
PCT - Supporting menorship scheme
PCT - Fellowships
How Fit in Sheltered Housing
PODAC funding - 111-UDC project - NEAS
COVID Reimbursement Q3 - HDP
Respiratory network - spirometry funding
NEAS - SVCC NHS 111 Provider funds
Maslow Retention Fund
Medical Exemption Reviews (MARs) Covid Exemption Assessments -Jan-22
Winter Access Fund
Match Funding General Scheme
Critical care investment for clinical educators in 21/22
ERF Transfer From Lead - H2 Non-NHS Related ERF IS - February ERF
Total NHS England Allocation February 2022
Total YTD Confirmed NHS England Allocation 2021-22
Cumulative In Year Allocation 2021-22

0

0
579,015

Commissioning Manager Lead

6
171

6
171

842

842

3
6
40
2
755
4
50
3
1
240
12
9
534

3
6
40
2
755
4
50
3
1
240
12
9
534

1,659
(19,464)

1,659
559,552
616,957

Narrative

Technical Adjustment
Technical Adjustment

Pamela Phelps
Pamela Phelps

Pamela Phelps
Pamela Phelps

Primary Care Transformation
Primary Care Transformation
Technical Adjustment
Technical Adjustment
Technical Adjustment
Technical Adjustment
Technical Adjustment
Technical Adjustment
Delegated Co-Commissioning
Winter Access Funding
Technical Adjustment
Technical Adjustment
Technical Adjustment

Board
Approval
(Y/N)

Board
Approval
Date

APPENDIX 3

STATEMENT OF FINANCIAL POSITION

February 2022
£000's

Non Current Assets

Property, plant and equipment
Intangible Assets
Other Financial Assets

January 2022
£000's

Movement
£000's

294
0
0
294

344
0
0
344

(50)
0
0
(50)

Total Current Assets

37
857
198
1,092

206
850
42
1,098

(169)
7
156
(7)

Total Assets

1,385

1,442

(57)

Total Current Liabilities

(37,800)
0
0
0
(37,800)

(41,292)
0
0
0
(41,292)

3,492
0
0
0
3,492

Non-Current Assets plus/less Net Current Assets/Liabilities

(36,415)

(39,850)

3,435

Total Non-Current Liabilities

0
0
0
0

0
0
0
0

0
0
0
0

TOTAL ASSETS EMPLOYED

(36,415)

(39,850)

3,435

(36,415)
0
0

(39,850)
0
0

3,435
0
0

(36,415)

(39,850)

3,435

Total Non Current Assets
Current Assets

Current Liabilities

Non-Current liabilities

Financed by Taxpayers Equity
Capital & Reserves

TOTAL TAXPAYERS EQUITY

Trade and other Receivables
Prepayments & Accrued Income
Cash and cash equivalents

Trade and other payables
Other liabilities
Provisions
Borrowings

Other liabilities
Provisions
Borrowings

General Fund
Revaluation Reserve
Other reserves

APPENDIX 4

BETTER PAYMENT PRACTICE CODE
FOR THE ELEVEN MONTHS TO 28 FEBRUARY 2022
Better Payment Practice Code - 30 Days

NUMBER

£000's

Non-NHS
Total Non-NHS trade invoices paid in the year
Total Non-NHS trade invoices paid within target
Percentage of CCG non-NHS trade invoices paid within target

6,969
6,941
99.60%

135,411
134,599
99.40%

NHS Payables: CCG
Total NHS trade invoices paid in the year
Total NHS trade invoices paid within target
Percentage of CCG NHS trade invoices paid within target

245
243
99.18%

365,889
365,887
99.99%

APPENDIX 5

CASHFLOW FORECAST - FEBRUARY 2022

Income
Balance bfwd
DOH Income
Supplementary /Cash Return
Prescribing/Home Oxygen Therapy Charge to Cash Limit
Pension Uplift 6.3%
Add back PCSE System Error
CHC Risk Pool
Better Care Fund
Other Income
Total Income
Expenditure
Pay
NHS Payments including contracts
Other Payments - BACS/CHAPS/CHQS
Prescribing/Home Oxygen Therapy
Pension Uplift 6.3%
Add back PCSE System Error
Delegated Co-Commissioning
Better Care Fund
Other
Total Expenditure
BALANCE CFWD

Actual

Actual

Actual

Actual

Actual

Actual

Actual

Actual

Actual

Actual

Actual

Forecast

April
£000's

May
£000's

June
£000's

July
£000's

August
£000's

September
£000's

October
£000's

November
£000's

December
£000's

January
£000's

February
£000's

March
£000's

378
45,500
0
4,413
0
0
0
0
400
50,691

383
43,900
0
4,701
0
0
0
0
25
49,009

281
44,600
0
4,734
0
(161)
0
0
47
49,501

163
44,200
0
4,470
0
0
0
0
78
48,911

266
47,200
0
4,736
0
0
0
0
293
52,495

541
44,300
0
4,756
0
36
0
0
225
49,858

58
49,400
0
4,563
0
0
0
0
225
54,246

326
45,400
0
7,538
0
0
0
0
272
53,536

256
47,500
0
4,855
0
0
0
0
447
53,058

91
45,000
0
4,674
171
0
0
0
61
49,997

42
49,800
0
4,839
0
0
0
0
175
54,856

198
51,700
0
4,514
0
0
0
0
100
56,512

(319)
(31,540)
(8,115)
(4,413)

(314)
(32,002)
(4,567)
(4,701)

(317)
(31,814)
(4,359)
(4,734)

(336)
(32,325)
(5,250)
(4,470)

(335)
(31,693)
(9,390)
(4,736)

(346)
(34,853)
(5,176)
(4,756)

(349)
(34,898)
(6,212)
(4,563)

(328)
(34,620)
(5,176)
(7,538)

(330)
(33,303)
(6,922)
(4,855)

0
(4,396)
(1,324)
(201)
(50,308)

0
(5,379)
(1,401)
(364)
(48,728)

161
(6,481)
(1,401)
(393)
(49,338)

0
(4,662)
(1,401)
(201)
(48,645)

0
(4,169)
(1,401)
(230)
(51,954)

(36)
(4,434)
0
(199)
(49,800)

0
(4,913)
(2,797)
(188)
(53,920)

0
(5,236)
0
(382)
(53,280)

0
(4,766)
(2,791)
0
(52,967)

(325)
(34,069)
(5,647)
(4,674)
(171)
0
(4,840)
0
(229)
(49,955)

(320)
(34,609)
(6,520)
(4,839)
0
0
(5,362)
(2,791)
(217)
(54,658)

(348)
(33,734)
(11,661)
(4,514)
0
0
(4,614)
(1,401)
(189)
(56,462)

383

281

163

266

541

58

326

256

91

42

198

50

APPENDIX 6

DELEGATED PRIMARY CARE COMMISSIONING - YTD & FOT POSITION AS AT 28 FEBRUARY 22

General Practice - GMS
General Practice - PMS
QOF
Enhanced Services
Premises Cost Reimbursement
Dispensing/Prescribing Drs
Other GP Services
PC Networks
Grand Total

Annual Budget
£000's
10,773
24,096
5,931
2,068
4,674
1,679
788
5,257
55,267

YTD Budget
£000's
9,875
22,080
5,437
1,896
4,284
1,539
727
4,767
50,606

YTD Actual
£000's
9,950
22,133
5,343
1,402
4,172
1,408
707
5,818
50,934

YTD Variance
(Under)/
Overspend
£000's
75
53
(93)
(494)
(112)
(131)
(20)
1,050
328

Full Year
Forecast
£000's
10,860
24,150
5,829
2,553
4,511
1,549
822
6,378
56,651

Full Year
Forecast
Variance
(Under)/
Overspend
£000's
87
54
(102)
485
(163)
(130)
34
1,120
1,384
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Governing Body
23 March 2022
Agenda Item: 7

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 February and March 2022 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 continues to
remain significantly below the national standards. During January 2022 there has been
improvement seen both at place and across the region compared to previous months. There
has also been some continuous improvement against the range of 111 metrics because of the
impact of further investment in staffing which will continue to be seen during 2022. The
performance of the local acute trusts against the 4 hours accident and emergency threshold
continues to be below the national standard.
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 which are starting to reflect
in performance improvement.
The performance against the range of the cancer indicators continues to be volatile with
Northumberland underperforming against many of the thresholds.
From a mental health perspective, there has been a slight deterioration in the dementia
diagnosis rate within Northumberland.
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From a healthcare associated infections perspective, Northumberland and Northumbria
performed below their respective monthly thresholds for C. Difficile. No further MRSA cases
have been reported either at place or within the local provider organisations.
All the local provider organisations exceeded the national England average absence rate of
4%. A summary of the serious incidents along with the findings and actions from the root cause
analysis undertaken by the local providers is summarised within the report.
There were no formal complaints or concerns raised relating to the CCG. One complaint and
two concerns were raised in relation to local providers during January 2022.
Highlight Report
Rothbury Hospital – Proposed New Model of Care
CMB received a presentation and considered a report from colleagues at Northumbria
Healthcare NHS Foundation Trust (NHCFT) on a proposed New Model of Care for Rothbury
Hospital. The proposals offer a solution to enable the people of Rothbury to access local beds
for end of life care, respite and support for frail elderly patients and their carers to stay locally.
NHCFT have re-established a steering group, which includes members of the Rothbury
Hospital Campaign Group and the local councillor. The group have met twice and to date both
the campaign group and the local councillor have been supportive of the model.
Communications to wider stakeholders and residents of Rothbury have also been shared.
CMB members scrutinised the plans ahead of consideration by the CCG Governing Body
meeting.
Specialist Dementia Facility
CMB received a report on a proposal to jointly commission a specialist dementia facility in
Northumberland with the Local Authority. This would provide a local service with the aim of
improving the quality of care afforded to people with very challenging behaviours.
This proposal has been shared with the specialist clinical dementia teams within Cumbria,
Northumberland and Tyne and Wear NHS Trust who agreed it would be a very positive
addition to the provision of care home placements in Northumberland.
It was recommended that CMB approve the proposal to invest recurrently in this facility and
track the quality of care / costs savings via the CCG's quality assurance process.
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Funded Nursing Care
CMB considered a report on the provision of Nursing Care placements. Since February 2020
there has been a reduction in nursing placements in Northumberland Care homes which
appears to be the result of the covid pandemic. This has resulted in a loss of income that has
disproportionately affected some nursing homes in Northumberland and CMB considered
options to alleviate some of these difficulties whilst the demand for placements recovered.
Tier 3 Adult Weight Management (Food for Thought)
CMB considered a report on the current position of the tier 3 adult weight management service
provided by Northumbria Healthcare, historically known as Food For Thought. Given the need
for the Trust to prioritise the pandemic response this has created a gap in full service for
almost 2 years, creating a significant backlog, with a current waiting list of c.300 patients. The
service recently resumed with an updated model from Food for Thought. Approval from CMB
for additional funding was approved to increase capacity and also fill the gaps in provision that
prevent the current service from meeting NICE standards for tier 3 adult weight management
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:
• Ambulance 999 and 111 response times
• Accident and Emergency activity and performance
• 18 weeks referral to treatment waiting times and the increasing volume of 52
weeks breaches
• Cancer services
• JMAPS
• IAPT services
• Dementia diagnosis
• SMI Mental 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
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take to generate capacity to resource the treatment of COVID-19 patients along with
the pressures associated with workforce shortages.
Wait times within the local accident and emergency departments remain the
strongest across the country despite a period of deterioration
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. In January 2022 however
there has been improvements shown as a result of additional non recurrent funding
been made available earlier in the financial year.
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. Whilst the E.Coli reported incidence are within trajectory, C.Diff
incidence continue to breach the agreed trajectories.

Northumberland CCG wide performance
1.1 Urgent Care
1.1.1. Ambulance response times
North East Ambulance Service NHS Foundation Trust (NEAS)
Clinical Effectiveness
CCG

Indicator Description

Latest Data
Period

Trust Position

NHS Northumberland CCG

England
Benchmark

NEAS

Monthly
trend

Threshold

Actual

YTD

Threshold

Actual

YTD

Actual

Category 1 Response times (7 Minutes average)

7 minutes

00:07:33

00:08:16

7 minutes

00:06:48

00:06:57

00:08:31

Category 2 Response times (18 minutes average)

18 minutes

00:25:10

00:31:57

18 minutes

00:31:22

00:37:47

00:38:04

Category 1 Response times (90th centile)

15 minutes

00:14:15

00:15:13

15 minutes

00:11:45

00:12:14

00:15:05

Category 2 Response times (90th centile)

40 minutes

00:52:09

01:06:38

40 minutes

01:06:35

01:19:38

01:23:35

Category 3 Response times (90th centile)

2 hours

01:50:53

03:10:06

2 hours

03:16:10

05:06:14

04:47:18

Category 4 Response times (90th centile)

3 hours

02:01:01

02:43:41

3 hours

02:40:42

03:42:55

05:52:28

Jan-22

The above table shows that in January 2022 the CCG and the ambulance service
achieved three out of the six targets overall. This represents an improvement on the
December position when only one out of the six targets were achieved.
Activity decreased compared with the previous month, however the profile appears
to follow the same trend as last year.
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Northumberland CCG 999 Incidents
2020/21 v 2021/22
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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.
Calls offered
2020/21 - 2021/22
140000
120000
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40000
20000
0

April
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July August Sept
2021/22

Oct

Nov

Dec

Jan

Feb

Mar

2020/21

The chart below shows the proportion of calls abandoned by users of the service
against the 3% threshold.
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% Calls abandoned - 111
2020/21 -2021/22
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Maximum threshold

In recent months again there has been a deterioration of performance to an
abandonment rate of 60% reported in October 2021.As a result of further investment
in staffing the performance has started to improve with the January position reported
at 34%. Although captured on a daily basis the performance can be volatile, recent
daily sitreps has reported unvalidated performance as low as 4%. This will be
validated and presented in the next report to members. There has also been a
recent improvement in the average speed to answer calls as shown in the chart
below.
Average speed to answer calls - 111 - (seconds)
2020/21 - 2021/22
2500
2000
1500
1000
500
0

April

May

2021/22
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August Sept
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Nov

Average threshold 20 seconds

Dec
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Mar

95th percentile threshold

If individuals choose to abandon 111 telephone services, there is a risk that they will
attend accident and emergency without being triaged first. Alternatively, people use
the 111 on-line service which is now outsourced to Vocare to create additional
capacity for NEAS to manage live calls.
Key actions
As outlined in recent reports, 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
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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.
Some of the recent initiatives include providing additional funding for 111 and 999
call handlers to generate greater resilience for the winter period. 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 continues to be used to recruit to
additional posts both in relation to 999/ 111 call handlers and to increase the clinical
triage of calls. The recruitment process is well under way and the impact of the
additional staff is starting to be seen now that some of the training has been
completed.
In December the NEAS Board approved the business case to develop a second call
centre in the South of the region. This will increase resilience and enable a focused
recruitment campaign that is now underway to draw applicants from a new untapped
area.
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.
The additional use of Emergency department consultants to support the triage and
provide advice to the ambulance service is having limited impact. During October
only eight hours support was provided followed by four hours in November and
December. No hours were delivered in January.
The roll out of working at home kits for sessional GPs to work on an agency basis
continues. GPs provided a total of 362 hours support during January against a
planned level of 498 hours.
The CCG negotiated with Vocare to provide the support to the online triage of 111
activity to release capacity of NEAS staff who currently provide the service to enable
the resource to be rediverted to live calls. The service started during December
2021. This new service took 2,024 calls in January compared with 849 in December
which previously would be additional pressure on NEAS.
Work is ongoing to improve handover delays at accident and emergency
departments to release ambulance crews earlier. A task and finish group has been
established. NEAS is focussing upon reducing handover to clear and in recent
months the average time has been reduced as illustrated on the chart below.
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Aver age Handover To Clear
Average handover to clear

Target (00:15:00)

00:21:36
00:20:10
00:18:43
00:17:17
00:15:50
00:14:24
00:12:58
00:11:31

NEAS is consistently achieving an overall average of less than 15 minutes across
the region with the January 2022 performance reported at 13 minutes and 54
seconds. The recent re-establishment of the Quality and Performance desk has
assisted in this which is an additional resource to trouble shoot blockages and issues
that occur in the pathway.
The proportion and volume of hear and treat has also increased over recent months
along with a slight reduction in the transport to hospital for 999 responses both within
Northumberland and across the region. The hear and treat rate has risen from 8% in
April 2021 to 13% and has been strong since October 2021. January 2022
performance was however reported at 11% however the improvement in the 111' call
answer time performance will have contributed towards this slight reduction.
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.
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1.1.3. Accident and Emergency 4 hour waits
Standard 95% of patient should either be treated or admitted within 4 hours

100%
98%
96%
94%
92%
90%
88%
86%
84%
82%
80%
78%
76%
74%
72%
70%

Comparative A&E performance
Local acute providers and England average comparison 2019/20 - 2021/22

Apr

May

June

July

Aug

Sept

Northumbria Healthcare 21-22
England 21-22
Northumbria Healthcare 20-21
England 20-21
Newcastle upon Tyne Hospitals 19-20

Oct

Nov

Dec

Jan

Feb

Mar

Newcastle upon Tyne Hospitals 21-22
95% Target
Newcastle upon Tyne Hospitals 20-21
Northumbria Healthcare 19-20

Whilst both local acute trusts failed to achieve the 95% standard during January
2022 the performance continued to remain strong within both trusts compared with
the overall the overall England performance.
Northumbria Healthcare NHS Foundation Trust's performance was reported at
94.1% compared with 91.0% reported in the previous month.
Key actions
The Trust has set up a Task and Finish group which will look at incidental findings –
for example, non-admitted patients who have been seen in ED but where findings
are reported after the patient has left ED. The group will look to establish a clear
process, flow chart and accountabilities for incidental findings and it is expected that
this will be completed soon. The guidance will include principles from the Royal
College of Emergency Medicine best practice 'discharge to general practice' which
was published in December 2021.
Newcastle upon Tyne NHS Foundation Trust (NUTH) performance was reported
at 84.8% compared with 85.3% in the previous month.
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Key actions
NUTH faced increasing difficulties with staffing levels and bed availability due to the
growing level of COVID transmission among both staff and inpatients. Multiple wards
have converted elective to non-elective beds to accommodate growth in emergency
admissions and COVID-19 inpatients expected during winter. Expanding this type of
bed capacity reduces elective capacity and this impacts on the RTT
performance. Trustwide Urgent and Emergency Care (UEC) action plan has been
developed corresponding to the national UEC 10-point plan. There is a focus on
increasing staffing in the short and long term and expanding the opening hours of
Same Day Emergency care.
A new clinical streaming app has been introduced at the entrance to the ED to
electronically triage patients, ensuring they are directed to the right place for care.
Initial data received shows this has enhanced patient care and experience.
Winter plan funding has been used to improve patient flow by implementing
discharge lounges on both the RVI and Freeman sites – opening 12 hours per day.
Bed Occupancy – long stay patients
An additional ward has been converted to Medicine beds to meet demand. On a
positive note, there have been no beds closed due to Norovirus since October.
Staffing shortages, particularly amongst nursing staff closed an average of 62 beds
per day during December. These closures have impacted surgical capacity,
particularly within Urology and Neurosurgery.
Actions have been taken including:
• Regular senior management review of staffing position
• Nurses being redeployed towards from non-ward- based roles
• Ongoing nursing staff recruitment throughout winter
A consistently high level of medical boarders taking up a higher proportion of bed
occupancy has led the Trust to reviewing a plan to accommodate some medical
boarders at the Freeman site in order to support the RVI.
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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
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Northumberland incomplete 18 weeks pathway performance
2019/20 - 2021/22
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Northumberland 2021/22

England 2021/22

Target

Northumberland 2019/20

Dec

Jan

Feb

Mar

Northumberland 2020/21

Source NHSE national reports

There continues to be a deteriorating trend in performance for the proportion of
patients waiting under 18 weeks overall against the 92% standard. The performance
has been reported at 76.5% for December compared with 77.6% in November 2021.
Provisional January performance indicates a further slight deterioration to 76.2%
The chart below shows the volume of patients waiting on an increasing trend month
on month within Northumberland.
Northumberland comparative incomplete 18 weeks pathway
2019/20 - 2021/22
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December 2021 CCG 18 weeks performance at specialty level.

Treatment Function

General Surgery Service
Urology Service
Trauma and Orthopaedic Service
Ear Nose and Throat Service
Ophthalmology Service
Oral Surgery Service
Neurosurgical Service
Plastic Surgery Service
Cardiothoracic Surgery Service
General Internal Medicine Service
Gastroenterology Service
Cardiology Service
Dermatology Service
Respiratory Medicine Service
Neurology Service
Rheumatology Service
Elderly Medicine Service
Gynaecology Service
Other - Medical Services
Other - Mental Health Services
Other - Paediatric Services
Other - Surgical Services
Other - Other Services
Total

Total number
of incomplete
pathways

Total within 18
weeks

4,067
2,137
3,164
1,841
5,658
1
86
856
2
661
906
1,295
1,749
1,269
542
608
500
2,009
866
73
849
772
2,300
32,211

3,682
1,548
2,399
1,419
2,780
1
53
582
2
641
836
1,215
1,092
1,205
410
487
479
1,725
742
56
684
555
2,054
24,647

Treatment Function

Total 52 plus
weeks

General Surgery Service
Urology Service
Trauma and Orthopaedic Service
Ear Nose and Throat Service
Ophthalmology Service
Oral Surgery Service
Neurosurgical Service
Plastic Surgery Service
Cardiothoracic Surgery Service
General Internal Medicine Service
Gastroenterology Service
Cardiology Service
Dermatology Service
Respiratory Medicine Service
Neurology Service
Rheumatology Service
Elderly Medicine Service
Gynaecology Service
Other - Medical Services
Other - Mental Health Services
Other - Paediatric Services
Other - Surgical Services
Other - Other Services
Total

2
79
74
13
618
0
6
25
0
0
0
3
63
0
0
0
0
11
3
0
16
18
2
933

Average
(median)
waiting time
(in weeks)

% within 18
weeks
90.5%
72.4%
75.8%
77.1%
49.1%
100.0%
61.6%
68.0%
100.0%
97.0%
92.3%
93.8%
62.4%
95.0%
75.6%
80.1%
95.8%
85.9%
85.7%
76.7%
80.6%
71.9%
89.3%
76.5%

92nd
percentile
waiting time
(in weeks)

8.9
11.6
9.9
9.7
18.5
11.6
12.7
7.0
7.6
7.6
13.2
8.4
11.5
9.5
6.8
8.8
8.8
9.2
8.7
10.9
8.1
10.1

20.3
36.1
30.5
29.7
56.9
50.1
39.9
16.2
17.9
17.4
38.0
17.0
30.2
26.4
15.8
23.0
24.3
22.8
29.8
34.3
20.3
34.3

Total 78 plus Total 104 plus
weeks
weeks
-

7
31
112
1
9
1
22
1
5
189

11
20
1
2
34

The tables above show the significant waits by specialty using the December 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
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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 December 2021 performance data indicates that Northumberland had 933
patients waiting in excess of 52 weeks, a decrease of 98 patients compared with the
previous month. The provisional January data indicates a further decrease of 141
patients to 792.
In December there was a total of 34 104 week breaches involving Northumberland
patients across four specialties compared with 38 in the previous month and 41
based upon the January provisional position.
The overall average waiting time for all patients waiting for treatment was 10.1
weeks in Northumberland a slight deterioration in December compared with the
previous months reported at 9.3 weeks, the 92nd percentile waiting time also
increased and was reported at 34.3 weeks compared with 33.6 weeks in November
2021.
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 241 in December compared with 227 in November, 34 of which were
Northumberland patients.
As a part of the national planning guidance, providers are expected to treat all
patients who have been waiting more than 104 weeks and reduce the volume of
patients waiting more than 52 weeks by the end of 2021/22. This poses a significant
pressure to the trust as its current plans will place 197 patients at risk by the end of
the year from breaching the 104 weeks threshold. Based upon the December
position the trust has a total of 4,276 52 weeks breaches which an improvement on
the previous month of 4,595.
Northumbria however is focussing upon treating all patients who have been waiting
for over 52 weeks by the end of the financial year and is taking a particular interest in
treating patients who are currently waiting for over 40 weeks.
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 77 patients breaching 104 weeks at NUTH of which
20 were Northumberland patients in December which represents a slight
improvement compared with the previous month.
Work is continuing the development of the 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.
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The impact of these actions particularly the expansion of the cataract service, is
starting to reflect in the CCG's waiting times for ophthalmology. The average waiting
time in April 2021 was reported at 22.1 weeks compared with 20.6 weeks in
December 2021. The 92nd percentile peaked during July 2021 at 71.5 weeks
compared to 57.3 weeks reported in December 2021.
Plastic surgery – There were 9 patients breaching 104 weeks at NUTH none of
which were Northumberland patients in December.
Trauma and Orthopaedics There were141 patients breaching 104 weeks at NUTH
of which11 were Northumberland patients in December. The trust has started to
develop a business case to build a new elective day care centre off site. The new
centre will comprise of four operating theatres that will create additional capacity for
orthopaedic and urology work including spinal injections. The facility is expected to
be operational during the summer of 2022.
The local ICP has re-established the complex spinal board 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.
There are several workstreams that are under the remit of this newly established
board including capacity planning, management of long waiters and neurosurgery. It
will also link into the regional spinal network. The focus of the group is to promote
collaborative working between the five large trusts across the North East including
the two tertiary centres - based in Newcastle and South Tees. The focus will be how
to optimise the use of resources and staff in the delivery of the services recognising
that there is currently insufficient capacity to treat current demand.
Future monitoring
NHS England published a delivery plan for tackling the COVID-19 backlog in elective
care. It identified a series of thresholds that should be achieved going forward to
both reduce waiting times and achieve the NHS Constitution targets. Outlined below
are the thresholds and the dates that the long waits need to be eliminated along with
the current performance of both Northumberland at place and the local providers as
at December 2021. Future reports will track ongoing performance against these
thresholds.

December 2021
out turn
Northumberland CCG
Northumbria HCFT
Newcastle hospitals

18 weeks RTT
52 weeks
78 Weeks
0 by March
0 by April
2025
2023
933
28
4,276

189
0
1,178

104 weeks
0 by July
2022

Diagnostics
<5% March 2025

34
0
241

12.2%
4.2%
24.0%

20220323 UC Agenda Item 7 CMB Update report Appendix 1

12

OFFICIAL
There is also the expectation by March 2024 that the volume of patients on the
planned care waiting lists will reduce. To date both the CCG and the local acute
providers waiting lists continue to increase month on month.
1.2.2 Cancer
Northumberland CCG 2 week wait performance activity and breaches by specialty –
December 2021
Tumour Type
Breast
Lung
Gynaecological
Upper Gastrointestinal
Lower Gastrointestinal
Urological (Excluding Testicular)
Testicular
Haematological (Excluding Acute Leukaemia)
Head and Neck
Skin
Other
Total

Target
93%
93%
93%
93%
93%
93%
93%
93%
93%
93%
93%
93%

Treated
in Time
174
24
147
105
271
146
4
13
64
224
1
1173

Total
Treated
214
24
153
109
285
147
4
13
68
346
1
1364

Breaches
40
0
6
4
14
1
0
0
4
122
0
191

% Meeting
Standard
81.3%
100%
96.1%
96.3%
95.1%
99.3%
100%
100%
94.1%
64.7%
100%
86.0%

Northumberland CCG 62 days referral to treatment performance, activity and
breaches – December 2021
Tumour Type
Breast
Lung
Gynaecological
Upper Gastrointestinal
Lower Gastrointestinal
Urological (Excluding Testicular)
Haematological (Excluding Acute Leukaemia)
Head and Neck
Skin
Sarcoma
Total

Target
85%
85%
85%
85%
85%
85%
85%
85%
85%
85%
85%

Treated
in Time
17
0
2
7
8
17
3
2
13
1
70

Total
Treated

19
3
5
11
15
24
6
3
21
1
108

Breaches
2
3
3
4
7
7
3
1
8
0
38

% Meeting
Standard
89.5%
0
40.0%
63.6%
53.3%
70.8%
50.0%
66.7%
61.9%
100%
64.8%
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Northumberland 62 day cancer performance
2018/19 to 2021/22
95%
90%
85%
80%
75%
70%
65%
60%
55%

Northumberland 21-22

National target

Northumberland 19-20

Northumberland 20-21

Northumberland 18-19

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 December performance reported at
86.0% against the 93% target. Most of the 191 breaches occurred within the
dermatology specialty (122). Soft intelligence has since indicated that due to a wide
range of actions this specialty is now seeing patients within 2 weeks after addressing
the significant backlog.
The CCG also failed to achieve the overall 62 days standard of 85% with an overall
average performance of 64.8% compared with 64.0% reported in the previous
month. The major reasons behind the delays related to either complex diagnosis or
limited capacity. There were four Northumberland patients waiting for over 104 days
for cancer treatment compared with 14 in the previous month. The 104 days
breaches were within the urology, breast, lower and upper gastrointestinal pathways.
Key actions
The focus continues to ensure consistency and adherence to the new pathways
introduced concerning tele-dermatology and FiT testing. Weekend Waiting List
initiatives and additional digital clinics have also increased capacity.
There are numerous initiatives underway to develop the lower and upper GI
pathways including FIT testing by GPs before referral, straight to test, nurse led
triage and endoscopy pathway improvements. FIT testing has showed a reduction in
colonoscopy demand.
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The Breast service has secured additional capacity to see risk stratified patients
through a Young Persons Breast Clinic.
A Urology deep dive that started in January will explore options for improving
performance including streamlining links.
Chemotherapy capacity has expanded through the implementation of 7 day working.
Plans are also being explored to increase community chemotherapy capacity at
Cramlington Manor Walks and within Lloyd's pharmacies.
Future monitoring
As a part of the elective care recovery COVID-19 programme, there is the
expectation that 75% of patients on a cancer pathway will be diagnosed within 28
days by March 2024 and the NHS Constitution target of 85% will be achieved by
March 2023. The current performance as at December 2021 is outlined below.
Cancer
December 2021
out turn

28 days to diagnosis
March 2024 >75%

Northumberland CCG
Northumbria HCFT
Newcastle hospitals

70.6%
75.1%
68.8%

62 days >85%
March 2023
64.8%
82.4%
49.0%

Although the data is as yet provisional, outlined below is the recent performance of
Northumberland at place in relation to the 28 days cancer diagnostic standard.
Faster diagnosis standard 2ww wait referrals diagnosed within 28 days
Northumberland 2021/22 (provisional)

90%
80%
70%
60%
50%
40%

Northumberland 21-22

March 2024 Target
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1.2.3 JMAPS
JMAPS Referrals and Appointments
2020/21 - 2021/22
8000
7000
6000
5000
4000
3000
2000
1000
0

Referrals 2021/22

Appointments 2021/22

Referrals 2020/21

Appointments 2020/21

The above chart shows the growth in referral and appointment activity into the
service compared to the previous year.
JMAPS Offered appointment within contract thresholds
2020/21 - 2021/22
100%
90%
80%
70%
60%
50%
40%
30%
20%
10%
0%

Physioline < 5 days 2021/22

Appointment <15 days 2021/22

Physioline < 5 days 2020/21

Appointment <15 days 2020/21

Target

The above chart shows the month on month improvement in performance for both
the physioline and appointment service with the physioline service now achieving
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the 90% threshold within 5 days. This is as a result of the additional non-recurent
fudning awarded to the providers of the service at the end of last year.
Key actions
A further investment was made to the service to sustain the strong delivery until the
end of the current financial year. A further review of the workforce is currently
underway to ensure that the performance is sustainable going forward.
1.2 Mental Health
1.3.1 Improving Access to Psychological Therapies (IAPT)
Recovery rate Standard: 50% of clients should achieve recovery
Current position
Northumberland IAPT recovery rate
2021/22 comparison with previous years performance

65%
60%
55%
50%
45%
40%
35%
30%

Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

2021/22(local)

2021/22 published

2020/21 (published)

2019/20 (published)

Dec

Jan

Feb

Mar

Target

In recent months the performance has deteriorated leading to under performance
against the national target for recovery.
In addition, due to the low levels of activity into the service, the access rate is not
being achieved with the month on month performance underperforming against the
trajectory, as shown in the chart below
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People who have depression or anxiety who receive psychological therapy
2021/22 - performance against trajectory and previous years performance
25%
20%
15%
10%
5%
0%

Apr

May

Jun

Jul

2021/22

Aug

Sep

2019/20

Oct

Nov

Trajectory

Dec

Jan

Feb

Mar

2020/21

Key actions
Whilst there is a significant pressure relating to the support of Step 3 clients due to
the national shortage of suitably qualified staff and the challenges of recruitment into
the service, further investigations identified two further areas for improving recovery
rates.
Further training has been undertaken particularly focusing on more recently
employed staff on the importance of using a wider range of tools and methods to
assess improvements because of therapy – this was identified as an issue a few
years ago at the start of the first contract held between the CCG and TMN.
Secondly, to ensure that all the fields on the national data entry system are
completed accurately. There have been occasions when recovery has been
achieved however due to inaccuracies in data entry the credit has not been
recognised in the performance figures.
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1.3.2 Dementia diagnosis
Standard: 66.7% of people with dementia should have a diagnosis
Northumberland Dementia diagnosis rate
2019/20 - 2021/22
70%
68%
66%
64%
62%
60%
58%

Northumberland 2021/22

England 2021/22

National target 66.7%

Northumberland 2020/21

Northumberland 2019/20

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
As outlined in the last report presented to members, 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. Two Consultants however are about to retire which places additional pressure
on the service. The CCG is working with the trust on a detailed recovery plan with
the view to agreeing a trajectory for future recovery. Northumberland continues to be
a significant outlier compared to local CCGs within the ICS
.
1.3.3 Early intervention into Psychosis
Exceptionally the CCG did not achieve the 50% threshold aginst the Early
Intervention into Psychosis target during December. This is due to one patient
breaching the two weeks wait threshold in the month. Future performance is
expected to improve to achieve the threshold in future.
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1.3.4 Serious Mental Ilness (SMI) Health Checks
Standard: At least 60% of the eligible population should receive an annual health
check
CCG SMI Health checks
2019/20 - 2021/22

65%
60%
55%
50%
45%
40%
35%
30%
25%
20%

Q2
19/20

Q3
19/20

Q4
19/20

Q1
20/21

Q2
20/21

Performance

Q3
20/21

Q4
20/21

Q1
21/22

Q2
21/22

Q3
21/22

Target

The above chart shows a slight improvement in the performance against the
expected 60% threshold for this indicator. Practice level performance varies between
13.2% and 76.7%, 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 76.7% 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. The CCG has contacted NHS England to advise that due to pressures
within primary care the annual target is under considerable threat of not being
achieved.
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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
17 cases were reported in January compared to 27 cases reported in December
relating to the CCG against the monthly threshold of 28. January year to date there
have been a total of 231 cases reported against a trajectory of 283.
Northumbria reported 108 cases year to date and Newcastle Hospitals 174 cases.
1.4.3 C. Difficile
Five cases were reported in January for the CCG which equated to the monthly
threshold. Year to date there have been 82 cases reported against a trajectory of 56.
Northumbria reported five cases in January which exceeded its monthly threshold of
three. Year to date the trust has reported 48 cases against a trajectory of 36.
Newcastle Hospitals reported nine cases in January against a trajectory of eight.
Year to date the trust has reported 141 cases against a trajectory of 82.
.
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Appendix 1 - CCG and provider performance scorecard
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Meeting title

Governing Body

Date

23 March 2022

Agenda item

8

Report title

Rothbury Community Hospital – New Model of Care

Report author

Service Director of Transformation and Integrated Care

Sponsor

Chief Operating Officer

Private or Public agenda

Public

NHS classification
Purpose (tick one only)

Official
Information only

Links to Corporate Objectives

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

Development/Discussion

()

Decision/Action

()

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.

()

This has been discussed
with the Rothbury engagement steering group and Clinical
Management Board
NA
NA
Information included in the report

Clinicians commissioning healthcare
for the people of Northumberland
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Consultation/engagement
Quality and Equality impact
assessment
Data Protection Impact
Assessment
Research
Legal implications
Impact on carers
Sustainability implications

The model has been discussed with the Rothbury engagement
steering group
See below
NA
NA
NA
NA
NA
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QUALITY and EQUALITY IMPACT ASSESSMENT
1. Project Name

Rothbury Hospital - New model of care

2. Project Lead

Director Lead
Project Lead
Clinical Lead
Service Director
Deputy Director
Clinical Director –
Transformation and
Community Services Community Services
Integrated care
NHCFT
Business Unit - NHCFT
To understand a new model of care to be delivered in Rothbury and to agree the
recommendations suggested in the report.

3. Project Overview &
Objective
4. Quality Impact
Assessment
Patient Safety

Clinical Effectiveness

Patient Experience

Others including
reputation, information
governance and etc.
5.Equality Impact
Assessment
What is the impact on
people who have one of the
protected characteristics as
defined in the Equality Act
2010?
What is the impact on
health inequalities in terms
of access to services and
outcomes achieved for the
population of
Northumberland?
(which is in line with the
legal duties defined in the
National Health Service Act
2006 as amended by the
Health and Social Care Act

Impact Details
Opportunities
to
enhance patient safety,
by
provided
an
alternative to being
cared for at home.
Clear operational plans
in place to ensure
clinical effectiveness of
the service offered
Opportunity to provide a
local option to support
care needs – especially
valued around end-oflife care.
Provides an opportunity
to support a rural
community with a new
model of care.
Impact Details
Provides a new model
of care, supporting care
closer to home.
Provides a new model
of care, and local beds
for a rural community.

Pos/
Neg
Pos

C

L

Scores

Mitigation / Control

C

L

Scores

Mitigation / Control

Pos

Pos

Pos

Pos/
Neg
Pos

Pos
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2012), for example health
inequalities due to
differences in
socioeconomic
circumstances?
6. Research
Reference to relevant local
and national research as
appropriate.
7. Metrics
Sensitive to the impacts or
risks on quality and equality
and can be used for
ongoing monitoring.
8. Completed By

NA

Impact Descriptors

Baseline Metrics

Signature

Service Director of transformation and Integrated
Care

Target

Printed
Name
Rachel
Mitcheson

Date
16th
February
2022

Additional Relevant Information:
This model has been developed and led by NHCFT
community business unit.
8. Clinical Lead Approval by

Signature

Printed
Name

Date

Signature

Printed
Name

Date

Additional Relevant Information:

9. Reviewed By

Comments
Full QEIA to be completed for March GB
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Governing Body
23 March 2022
Agenda Item: 8

Rothbury Community Hospital – New Model of Care
Sponsor: Chief Operating Officer
Members of the Governing Body are asked to:
1. Provide comment on Northumbria Healthcare NHS Trust's proposal to work in
partnership with People First Care (PFC) to provide a new model of care in Rothbury
Community Hospital.
2. Approve the new model of care for Rothbury Community Hospital subject to the
following conditions recommended by Clinical management Board:
o The new model costing no more than current model funded by the CCG and
additional discussions on the detail of the model costs should take place within the
annual contracting round.
o As part of the NHS standard contract requirements, ensure that PFC are listed as a
material sub-contractor within the CCG's contract with NHCFT, and NHCFT should
have an appropriate sub-contract in place with PFC
o A CCG clinical Lead or director being part of the evaluation process, providing a
primary care perspective.
o An evaluation report being prepared for consideration at the appropriate committee
within the Integrated Care System, once completed.
o Engagement continuing through the steering group to ensure information is shared
regarding the operationalising of the new model.
Purpose
This covering report provides information to members of Governing Body to make an informed
assessment of the proposal to be presented by Northumbria Healthcare NHS Foundation Trust
(NHCFT), which is detailed in their presentation in appendix 1.
NHCFT presented the new model of care to Clinical Management Board (CMB) on the 2 March
2022. The presentation provides an updated position, outcome of further data analysis,
learning from the COVID 19 pandemic and introduces the new model from this learning. The
new model of care includes a partner organisation called People First Care (PFC). PFC are
an independent care provider, who will work in partnership with NHCFT to utilise the 12
available beds in a different way.
CMB approved the model of care with the above listed conditions.
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Summary and assessment of the NHCFT report
The model
NHCFT carried out some data analysis over an 18 month period, to establish who could have
been cared for within Rothbury Community Hospital. This along with a significant reduction in
length of stay supports the hypothesis that the number of health beds required at Rothbury
Community hospital has significantly reduced.
This finding led NHCFT to enter a partnership with PFC who will be the main user of the beds,
although the partnership enables NHCFT to access a flexible number, for patients with specific
health needs.
The number of beds required has not been stated, to enable flexibility. The proposed patient
groups likely to access the health beds are patients with palliative care needs or at end-of-life,
frail elderly patients who may need recuperation or slow stream rehabilitation following
recovery from acute illness / hospital admission. Northumbria Primary Care (NPC) will provide
the GP support, to the new model.
PFC are also exploring options around day care.
Engagement
NHCFT have re-established a steering group, which includes members of the Rothbury
Hospital Campaign Group and the local councillor. The group have met twice and to date both
the campaign group and the local councillor have been supportive of the model.
Communication to wider stakeholders and residents of Rothbury have also been shared.
NHCFT and PFC have discussed some details around the different approach, but they are still
in the process of developing the operating model for a possible start in the summer.
The proposal will also be subject to the Health and Wellbeing Overview and Scrutiny Board in
late March 2022.
Finance and Contracting
NHCFT are currently operating within a block contract arrangement, put in place as part of the
response to the COVID19 pandemic. The suggested model however is a significant reduction
in beds from the original 15, therefore the cost needs to be no more than the original
allocation. In addition, clarity regarding the sub-contract arrangements with PFC need to be
established, as this is a requirement of the standard contract and PFC should be listed as a
material sub-contractor within the CCG's contract with NHCFT. Both are recommendations as
conditions for approval, following CMB.
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Evaluation
Crucial to any new model will be an evaluation and NHCFT have established an operational
group, with a proposal to evaluate the model after 6 months including the following information:
• Number of admissions to health beds
• Reason for admission
• Length of stay
• Number of patients unable to access health beds, including reasons for admission.
• Patient satisfaction questionnaire
• Staff satisfaction questionnaire
• Clinical review of all admissions
The ongoing and formal evaluation of the model will inform whether the number of health beds
are appropriate to meet the needs of the Rothbury patients who require end of life care,
recuperation, or slow stream rehabilitation.
Conclusion
NHCFT and their partnership with PFC, have provided a solution to enable the people of
Rothbury to access local beds. The campaign group and local councillor very strongly
supported, end of life care, respite and support for frail elderly patients and their carers to stay
locally. This solution does provide this ability within an integrated health and social care
model, enabling the flexibility needed for health activity, as stated in the data analysis in
appendix 1 as well as accommodate wider social care needs fulfilled by the independent
provider.
An evaluation has been suggested with clear areas to explore, in addition it would be key to
understand the role of Primary care. NPC have been approached to support, around MDTs
and medication, the addition of a CCG clinical lead, as part of the evaluation process, to
enable a primary care perspective, has been recommended by CMB.
No detailed financial information has been provided, CMB recommended the proposed model
will need to be funded within the current block contract arrangements and further discussions
on the detail will need to take place within the annual contracting round, ensuring no financial
pressure to the CCG from this change.
Recommendations
Governing Body are asked to support the new model of care to utilise 12 beds within Rothbury
Community Hospital, subject to conditions recommended by CMB, which will mainly be
provided by the independent sector provider PFC with NHCFT able to access a flexible
number of beds for health needs.
Overall, this provides local beds, to support patients for example, needing slow stream
rehabilitation and end of life care as well as meet social care needs via existing social care
assessments and or through private arrangements.
20220323 UC Agenda Item 8 Rothbury Community Hospital – New Model of Care
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Appendices
Appendix 1 – Northumbria Healthcare NHS Foundation Trust Presentation
Rothbury Update March 2022
Appendix 2 – Quality and Equality Impact Assessment
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Rothbury update March 2022
Dr Paul Paes: Business Unit Director
Marion Dickson: Executive Director of Nursing, Midwifery and AHPs
Teresa Creighton: Deputy Director

1

To recap…
• Decision to temporarily close inpatient beds in Rothbury in 2016
where public engagement and then consultation took place
• Recommendation to permanently close the inpatient beds to
Northumberland overview and scrutiny committee (OSC) referred to the Independent Reconfiguration Panel (IRP)
• IRP made recommendations to relook at the decision and do all
things possible to re introduce the beds
• Presentation to the OSC re new model including flexible bed
model accepted
• Work to make this happen commenced…..COVID hit
2

Our initial ambition
• To implement an integrated nurse / therapist led 24-hour community
care facility, with medical cover and a flexible bed base, at Rothbury
Community Hospital
• Patient care to be interchangeable either in their home or in a hospital
bed depending on clinical need
• The team would be separate and additional to the current teams who
provide care for the local population
• Estate work to be completed and flexible bed model to be operational
from April 2020
• Ambition shared with the local community and OSC - supportive of the
model and positive about the progress made

3

Challenges…
• Recruiting the team – clinical lead recruited, who is now supporting the
community, but struggled to recruit to other posts
• Financial model
• Medical cover and clinical governance
And then Covid-19 happened… further developments put on hold

4

What we have learnt from Covid
• We need flexibility to cope with future challenges – beds, staffing,
infection control…
• Focus should not just be about hospital beds but about delivering
healthcare in community settings
• Medically fit people should not be in hospital beds
• Data audit to identify the number of patients who would have been
appropriate to be in a bed at Rothbury supports the hypothesis of the
need for flexible bed model

5

Our proposed solution
• Northumbria will work in partnership with People First Care
• The Trust will commit to purchasing NHS beds within the
facility - this will flex depending on need
• This aligns to some of our work in other parts of
Northumberland and North Tyneside which works really
well
• This not only delivers the flexible bed model as promised
but also adds in additional residential care beds for the
community - this is unique and we are committed to making
this work
6

Residential Care Model
The model will include:
• Residential care facility – staffed in accordance with CQC
registration
• District nurses will undertake shared care for end of life clients
• Joint training and learning opportunities for PFC staff and NHCT
staff
• Refurbishment of existing rooms
• PFC registered provider
• PFC recruits and manages staff
• The unit will provide full laundry and catering facilities for all
clients.
• Includes the opportunity for a day centre
7

NHS Bed Model:
•
•
•
•
•

End of Life Care
Recuperation
Slow stream rehabilitation
Clinical support from Community Teams
Admission criteria and clinical management of access to
beds
• GP support for NHS beds
• Flexible model

8

Review and evaluation
Three and six month evaluation to include:
• Number of admissions to health beds
• Reason for admission
• Length of stay
• Number of patients unable to access health beds, including
reasons for admission.
• Patient satisfaction questionnaire
• Staff satisfaction questionnaire
• Clinical review of all admissions

9

Benefits of this model
The Trust and PFC partners believe the benefits of this model
includes:
• Utilisation of the vacant beds at Rothbury in a purposeful way
• Provision of an out-of-hospital bed-based facility in an area that
does not currently have a care home establishment
• Value for money to the public and NCCG
• Provision of a bed-based end of life care model in the Rothbury
area
• A new employer in the Rothbury area, bringing opportunities to
the local population.
10

What next?
• We have already established a Rothbury Board and
Operational Group
• Presentation to CCG Clinical Management Board
• Presentation to OSC on 5th April
• Plans are developing for the refurbishment of the rooms
• We have a detailed communications plan
• Together with a commitment to continue to keep local
residents and stakeholders updated with progress.

11

Any questions

12

Quality and Equality Impact Assessment
New model of Care – Rothbury Community Hospital
Purpose
The report considers the impact of a proposed new model of care for Rothbury
Community Hospital, within a new partnership between Northumbria Healthcare
Foundation Trust (NHCFT) and an independent provider People First Care(PFC)
Background to proposed change
In December 2019 a new model of care was developed, to provide a bed model for
the Rothbury community, delivering care in the community and in beds in a flexible
way. The model had a community focus with a community matron being the lead
providing both care in the community and the beds. The model was supported by
local people, the campaign group and local councillor and was presented to the
health and wellbeing overview and scrutiny group on the 7th January. To support this
work NHCFT created a strategic board and operational group to oversee the project
and evaluate.
The onset of COVID 19 prevented the progression of the model and it was put on
hold.
In the summer of 2021 NHCFT reviewed the model and undertook some data
analysis to identify need and numbers of patients who were appropriate to be in a
bed.
Over an 18 month period, there were 81 patients admitted to hospital who could
have been cared for within Rothbury Community Hospital. This number of patients
along with a significant reduction in length of stay supports the hypothesis that the
number of health beds required at Rothbury Community Hospital has significantly
reduced.
NHCFT and PFC, an independent provider, have formed a partnership to provide a
new model enabling both residential care beds, respite and health beds. This
partnership enables a bed model to return to Rothbury, providing a wider range of
support broader than a health need.
Understanding the characteristics.
Rothbury Medical practice has a list size of 5,992 patients registered as of January
2022. According to ONS electoral ward population 2017, Northumberland has a
higher proportion of its population in the oldest age groups than England and Wales.
Rothbury itself has a higher proportion of its population in the older age brackets
than both the Northumberland and national distribution. The below diagram shows
the population of Rothbury split be age groups.

There is nothing of material note in relation to demographic split by gender, however,
we do note that there is a higher proportion of females than males in the higher age
brackets, with Rothbury more evenly split between men and women than either
Northumberland or England and Wales as a whole.
This new model of care is a positive impact overall in providing a bed-based model
of care in a rural community, which currently does not have any local health or social
care beds. Regarding protected characteristics no negative impact is expected
however, will be part of the evaluation to understand further the patient groups most
likely to access the health beds within the new model of care.
Quality Impact Assessment
Patient Safety – Positive
Positive impact on patients offering the ability to provide end of life care and
rehabilitation while receiving 24 hour care. Any nursing needs will be provided by
the community nurses, who are based within the building and are already linked into
the primary care team who will support medical care needs.
The care can then be provided closer to home, which also enables family and carers
to visit and if required the ability to stay overnight.
All care will be provided in individual ensuite rooms, to ensure privacy and dignity.
Clinical Effectiveness – Positive
The service will have care provided by an experienced care provider, PFC alongside
the health care services provided by NHCFT, community nursing teams and
Northumbria Primary Care – Rothbury Medical practice.

PFC have another local care home locally which is rated Good by the Care Quality
Commission (CQC) in February 2020.
The Community Nursing team and GPs are based within the same building and will
support and lead Multidisciplinary Team discussions and coordinate the care required
to meet the patient's needs in the health beds.
Patient Experience – Positive
The service is yet to begin however the feedback from the engagement group has
been positive and they have been involved in the discussions around the new model.
Equally the new model has been shared in local newsletters and on social media,
which has been positively received.
In addition, Community nursing staff report high levels of satisfaction with the new
model as does the Primary care team.
The new model provides a local service, to a rural community, reducing the need to
travel, for patients and carers.
Evaluation
The new model will be evaluated and NHCFT who have already set up operational
and strategic groups to support the development of the evaluation once the full
operational model is finalised.
The evaluation will include –
• Number of admissions to health beds
• Reason for admission
• Length of stay
• Number of patients unable to access health beds, including reasons for
admission.
• Patient satisfaction questionnaire
• Staff satisfaction questionnaire
• Clinical review of all admissions
In addition, the following metrics will also be included.
Metrics

Impact Descriptors
2 Mins of your time survey
– based on friends and
family test
Patient complaint
SIRMS and serious
incidents reported.
Other quality indicators
routinely monitored at QRG
and contract meetings.

Baseline Metrics
Use before and after
comparison data.

Target
No change or increase in
patient satisfaction.

Use before and after
comparison data.
Use before and after
comparison data.
Use before and after
comparison data.

No complaints
No increase
No change or better

Equality Impact Assessment - Positive
The impact of the new model is positive providing a new local service enabling a
local bed to be provided for end of life care and or some rehabilitation needs.
It will reduce the need to travel for patients and carers if admitted to this local
service.
The new model provides a local service to a rural community, wider than health care.
The partnership also enables social care needs to be met locally, enabling people to
stay within the community in which they have chosen to live.
Further opportunities such as day care are also possible in the future, enabling older
people a local alternative, to meet social / care needs
No negative impacts are anticipated for the Equalities Groups and Health Inclusion
Groups, as shown in the below table. The new model has been discussed within an
engagement group, including the local campaign group, local counsellor,
Healthwatch. All have communicated it within local newsletters and on social media,
and feedback regarding the new model has been well received and positive.
Equality Characteristic and impact
Age
No negative impact anticipated for this equality group.
Disability
No negative impact anticipated for this equality group.
Gender reassignment
No negative impact anticipated for this equality group.
Marriage and civil partnership
No negative impact anticipated for this equality group.
Pregnancy and maternity
No negative impact anticipated for this equality group.
Race
No negative impact anticipated for this equality group.
Religion or belief
No negative impact anticipated for this equality group.
Sex or gender
No negative impact anticipated for this equality group.
Sexual orientation
No negative impact anticipated for this equality group.
Health inclusion groups and impact
Alcohol and/ or drug misusers
No negative impact anticipated for this health inclusion group.
Asylum seekers and/or refugees
No negative impact anticipated for this health inclusion group.

Carers
No negative impact anticipated for this health inclusion group. Expected positive
impact to providing a local solution, reducing the need for travel as well as enabling
carers to stay overnight if requested.
Ex-service personnel/veterans
No negative impact anticipated for this health inclusion group.
Those who have experienced Female Genital Mutilation (FGM)
No negative impact anticipated for this health inclusion group.
Gypsies, Roma and Travellers
No negative impact anticipated for this health inclusion group.
Homeless people and rough sleepers
No negative impact anticipated for this health inclusion group.
Those who have experienced human trafficking or modern slavery
No negative impact anticipated for this health inclusion group.
Those living with mental health issues
No negative impact anticipated for this health inclusion group.
Sex workers
No negative impact anticipated for this health inclusion group.
Trans people or other members of the non-binary community
No negative impact anticipated for this health inclusion group.
The overlapping impact on different groups who face health inequalities
No negative impact anticipated for this health inclusion group.
Conclusion
Based on the quality and equality impact assessments it is concluded that the
proposed new model of care for Rothbury Community Hospital will have a positive
impact on patients. It is not anticipated that people with protected characteristics
will be affected negatively by the proposed change and provides a local solution, to
bed based care in a rural community. The new model will be evaluated, and
findings reported back to the relevant committee within the new Integrated Care
System. NHCFT and PFC will continue to engage with the local community to share
information and progress.

Reviewed by: Annie Topping, Executive Director of Nursing, Quality & Patient
Safety.
Date:

16/3/2022
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Official
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Decision/Action



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
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Quality and Equality impact
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Research
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Impact on carers
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NA
NA
NA
NA
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QUALITY and EQUALITY IMPACT ASSESSMENT
1. Project Name

CCG Strategic and Operational Risks

2. Project Lead

Director Lead
Executive Director of
Commissioning,
Contracting and
Corporate
Governance

3. Project Overview &
Objective

Risk Register

4. Quality Impact
Assessment
Patient Safety
Clinical Effectiveness
Patient Experience
Others including
reputation, information
governance and etc.
5.Equality Impact
Assessment
What is the impact on
people who have one of
the protected
characteristics as
defined in the Equality
Act 2010?
What is the impact on
health inequalities in
terms of access to
services and outcomes
achieved for the
population of
Northumberland?
(which is in line with the
legal duties defined in
the National Health
Service Act 2006 as
amended by the Health
and Social Care Act
2012), for example
health inequalities due to
differences in
socioeconomic
circumstances?

Impact Details

Project Lead
Head of Planning and Operations

Pos/ Neg

C

L

Scores

Mitigation /
Control

Pos/ Neg

C

L

Scores

Mitigation /
Control

NA
NA
NA
NA
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Clinical Lead
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Governing Body
23 March 2022
Agenda Item: 9.1

CCG Strategic and Operational Risks
Sponsor: Executive Director of Commissioning, Contracting and Corporate Governance
Members of the Governing Body are asked to:
1. Consider and comment on the revisions to NHS Northumberland Clinical
Commissioning Group’s Strategic Risk Register.
2. Consider and comment on the Operational Risk Register.
Purpose
To present the revisions to NHS Northumberland Clinical Commissioning Group’s (CCG)
Strategic Risk Register and the Operational Risk Register.
Introduction
This report provides the current risk status of the CCG since the last report to the private
Governing Body meeting in January 2022, where a revised Strategic Risk Register was
proposed and approved.
Governing Body responsibility
GB is responsible for assuring the CCG that risks are appropriately managed and
consequently consider the assurance framework and operational risk register on a quarterly
basis (it is also a quarterly standing agenda item at the Audit Committee). Members are
required to consider all strategic risks together with operational risks on the operational risk
register above the GB Risk Tolerance Line (RTL) (set at a risk rating of 12 and above).
The revised Strategic Risk Register presented in Appendix 1 is the culmination of a piece of
work that commenced in February 2021 at a Development session where the Governing Body
considered how to improve upon the focus, scrutiny, and appropriateness of the CCGs
strategic and operational risk management.
There has been a tendency for the CCG's Risk Register(s) to become overcomplicated and as
a result, key risks were duplicated and diluted across multiple entries. An important distinction
that has been made is between those strategic risks, that we must be cognisant of as a Board,
which represent threats to the CCGs ability to discharge its statutory duties appropriately
versus those operational risks which are more concerned with the day-to-day running of the
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CCG, and of less significant threats to the CCGs strategic objectives, and should be managed
as such, only being escalated for the attention of Governing Body when there is a significant
increase in likelihood which may impact on one of the strategic risks.
The revised Strategic Risk Register was presented to, and approved, by the private Governing
Body meeting in January 2022 and has been updated since to reflect the current risk
environment the CCG finds itself in as our local health and care system continues to respond
to, and recover from, the consequences of the COVID-19 pandemic, and as it stands on the
cusp on the transition towards the transition of statutory responsibilities to the North East and
North Cumbria Integrated Care System.
Audit Committee responsibility
The Audit Committee (AC) is required, under its terms of reference, to report to GB annually on
its work in support of the Annual Governance Statement, specifically commenting on the
fitness for purpose of the Strategic Risks, the completeness and embeddedness of risk
management in the organisation and the integration of governance arrangements. AC consider
risk quarterly after GB and are presented with the GB report.
The risk report contains both strategic and operational risks scored 12 or above (the CCG’s
risk tolerance threshold), because both can impact the day-to-day delivery of the operational
plan and strategic objectives. Appendix 1 is the revised Strategic Risk Register, which has
been updated since being approved by Governing Body in January 2022 and considered by
the Clinical Management Board in March 2022. Appendix 2 is the updated Operational Risk
Register, and Appendix 3, the Risk Matrix is included for reference only when discussing risks.
Clinical Management Board Responsibility
CMB is responsible for ensuring the CCG delivers its operational plan and strategic objectives,
and also meets its statutory requirements. The Board considered the updated risk registers at
the meeting held on 3 March 2022.
Strategic Risks
The Strategic risk register incorporates the CCG’s strategic plan and corporate objectives. Its
purpose is to:
•
•
•

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

The strategic risk register drives the internal audit plan and associated outcomes are detailed
in the relevant section of both the strategic risk register and the operational risk register.
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Risk Title
Mental Health Investment Standard

Financial Management

Capacity and Capability
Allocation of Resources – VFM
Ensure services are High Quality and Safe

Population Health

Integrated Working

Communications and Engagement

Effectiveness of Commissioning

Risk Description
There is a risk that the CCG has poor
internal financial control, poor planning or
due to external factors insufficient funding
and is unable to meet the MHIS
There is a risk that the CCG does not
manage its financial allocation appropriately,
including the delivery of QIPP, and annual
expenditure is greater than available
resources (admin and programme)
There is a risk that the CCG does not
establish the required human resource to
deliver its functions
There is a risk that the CCG does not
allocate resources effectively to achieve the
best patient outcomes and value for money.
There is a risk that the CCG fails to identify
the right services, and ensure that they are of
high quality and safety, to meet the needs
and improve the health of the population
There is a risk that the CCG will not be able
to access the insight and intelligence
necessary to make informed decisions on
population health needs based on evidence
and fails to deliver a reduction in health
inequalities
There is a risk that current ICS / ICP
structures do not further the CCG's strategic
aims, or the CCG does not fully integrate
itself into these. Caused by lack of
communication and/or co-operation across
the system, lack of clarity on roles and
responsibilities, lack of shared vision and
commitment.
There is a risk that there is poor
engagement, input, and buy-in for key
service changes and population health
management initiatives from across system
partners and members of the public resulting
in sub-optimal service delivery and patient
experience.
There is a risk that the CCG fails in its duties
to commission services which improve the
health and wellbeing of the local population,
improve patient experience, deliver value for
money and efficiencies, address healthcare
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System Resilience

Safeguarding

Effectiveness of Corporate Governance

CCG Operating Resilience (Business
Continuity)

inequalities and increase the engagement
and wellbeing of the workforce.
There is a risk that a lack of robust planning
for surges in demand for frontline services
throughout the year, mean that urgent and
emergency care pressures increase,
resulting in rises in A&E activity and multiple
demands on ambulance, community, acute
and primary care services.
There is a risk that failure to comply with
good clinical practice, policies and
procedures, ineffective multi-agency and
multi-disciplinary working and not
implementing Case Review action plans will
result in vulnerable people's safety being
compromised and non-compliance with
statutory regulations.
There is a risk that the CCG fails to apply
principles of sound corporate governance
meaning the Governing Body and Executive
Team are not kept informed of risks and
assurances which might adversely influence
decision making.
There is a risk that external or internal events
could occur which could impact on the
CCG's ability to conduct routine business
(property or IT infrastructure, staffing levels)
which lead to capacity or operational delivery
gaps.

Following Governing Body approval in January, work is now underway to upload the revised
Strategic Risks to the CCGs cloud-based project management system (PM3) once the system
is ready. A few small changes to the configuration of the tool are being made between now
and March to improve accessibility and increase visibility of risk.
Development work on the tool is due to complete during March 2022. In the meantime, a
master version will be maintained via MS Excel until such time as PM3 is ready and the CCG
will work with colleagues at NECS to ensure that any previous CCG strategic risks registers
which are no longer relevant are reviewed, amended and are either properly closed down or
articulated elsewhere in the CCGs operational risk register(s).
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The revised strategic risk profile is shown below:
Risk Profile

Red
Amber
Yellow
Green
Total risks

Number of risks
1
4
6
2
13

Operational Risks
The operational risk register (Appendix 2) lists operational risks 12 and above and is regularly
reviewed by the risk owners. The complete risk register is reviewed by the Head of Planning
and Operations, the Corporate Affairs Manager and risk owners as required, on a monthly
basis. A comprehensive review of operational risk across all CCG delivery teams and functions
will form the next part of the wider exercise. This will include a similar focus on removing
duplication and increasing clarity of impact and action. The risk profile is shown below:
Risk Profile
Red
Amber
Total risks

Number of risks
1
10
11

Next Steps
Once the strategic risks have been uploaded to the Project Management System, the process
of reviewing and mapping across our operational risks will follow. This will involve using the
CCG's PMO structure to facilitate a review of project, programme, and portfolio risk, how they
feed into overall operational risks, and establishing a golden thread of clear, succinct, robust
risk management throughout all levels of the CCG.
Recommendation
GB is asked to consider and comment on the new Strategic Risk Register. GB is also asked to
consider the updated Operational Risk Register.
Appendix 1 - Strategic Risk Register
Appendix 2 - Operational Risk Register
Appendix 3 - Risk Scoring Matrix
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Strategic Risks
Initial
Ref

Director
Details
Csq
Risk owner
2. Ensure Paul Turner System Resilience
5
The
As a result of a lack of robust planning for surges in
Delivery
Laurie
demand for frontline services throughout the year,
Of Safe, Robson
there is a risk that urgent and emergency care
High
pressures increase and A&E activity levels rise,
Quality
which may result in multiple demands on
Services
ambulance, community, acute and primary care
That
services. This may lead to impact on organisational
Deliver
performance at provider level, reputational impact on
The Best
the CCG, and a threat to the delivery of safe, high
Outcomes
quality services.
Objective

Lkl
4

Current
Score Controls
20

Gaps in control

North ICP Strategic A&E Board and North
ICP A&E Operation Board now configured

Internal assurance

External assurance

Gaps in assurance

All CCG boards receive regular updates.
Management of demand and then
escalation as required across the system.
CCG COO and Senior Head of
Commissioning leading the workstream on
Urgent and Emergency care within the ICS.

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

A&E demand pressures in
Summer and risk for Winter
UEC performance overall

Minutes from meeting and actions

Staff sickness continues to
add to the pressure of
services. Overtime and
incentives have been offered
to staff where applicable. In
addition NEAS has a
significant recruitment plan
underway including developing
an alliance arrangement with a
national 111 provider.

Winter plans agreed by North ICP
Operational Board and shared at
regional/ICS level

Post COVID-19 Recovery Plan &
Commissioning plan

UEC Delivery Programme Group. Primary TBYW Board Membership
Care Committee & CMB oversight of plans
and implementation

Csq
5

Lkl

Acceptable
Score

4

20

Action

Owner

Target date

The NICP continues to meet daily
acknowledging continued pressures
and to support surge planning.
Various initiatives linked to 10 point
plan and reducing pressures on A&E
and ambulance services are
underway putting us in a stronger
position as we move in to summer
months.

Csq

Lkl

Score

5

2

10

Regional and national meetings to
address discharges and staffing
continue. Data quality linked to this
continues to be improved.
Alternative dispositions continue to be
developed via Service
finder/Pathfinder and 2UCR reducing
demand on A&E

Clarity on recurrent funding
Capacity - impact of variant on
staff absence

Direct booking in to Specialty and
SDEC is being explored
Significant work underway with 111 to
improve access and the patient
experience.
Task and finish groups to address the
Acute part of the pathway are being
established
Confirmation of national funding to
support sustainability of services has
been confirmed for both 111 and 999.
This has allowed NEAS to recruit to
permanent post and implement
various longer term improvements.

1. Ensure Jon
Allocation of Resources VFM.
That The Connolly
Risk that the CCG does not allocate resources
CCG
effectively to achieve the best patient outcomes.
Makes
Paul Turner This may result in a derogation of patient care,
Best Use
failure to deliver statutory duties and associated
Of All
reputational damage to the CCG, litigation and
Available
financial pressures.
Resource
s

4

2. Ensure Annie
The
Topping
Delivery
Of Safe, Paul Turner
High
Quality
Services
That
Deliver
The Best
Outcomes

4

2. Ensure Siobhan
The
Brown
Delivery
Of Safe, Paul Turner
High
Quality
Services
That
Deliver
The Best
Outcomes

Ensure Services are high quality and safe.
As a result of increased patient demand and limited
resources (workforce and funding/finance) in the
local health and care system and early stage
development of PCNs, there is a risk that the CCG is
not able to commission the right services at the right
time across different settings (acute, community,
primary care, mental health and out of hospital) to
meet the needs and improve the health of the
population . This could result in poor patient
outcomes, potentially unsafe services, failure of
statutory obligations and reputational damage to the
CCG.

Integrated Working
As a result of the NHS entering the transition phase
of CCG closedown and the move into statutory ICSs
there is a risk of lack of communication and/or
cooperation across and between system partners,
lack of clarity on roles and responsibilities and a lack
of shared vision and commitment. This could result
in delayed decision making, derogation of patient
care, increased financial costs and poor value for
money, reputational damage to the CCG or failure to
meet statutory duties.

4

5

4

4

20

16

16

Corporate Finance Committee
Contracting Meetings
PMO Programme
Population Health Management

CFC receives regular updates
Regular updates
PMO processes in place

Northumberland has fully delegated
responsibility for primary care
commissioning. This is discharged through
Northumberland Primary Care
Commissioning Committee which reports
and makes decisions on the primary care
workforce programme, sustainability
programme and quality assurance and
improvement programme

Governing Body receive minutes

NHS England, LMC and HealthWatch are
committee members of PCCC.

Robust processes in place to monitor
Mental Health commissioning including the
ICS/ICP MH Workstream and performance
matrix against deliverables of Long Term
Plans, the Mental Health strategic meeting
chaired by NECS and CNTW monthly
contracting meetings and Quality Review
Groups.

Feedback from ICS workforce workstream
System Transformation Board
Information in the ICS matrix is collated and
quality assured by complex care portfolio
team
Exceptions to escalate to CCG Quality &
Safety Group

HWBB
NHS England quarterly assurance meeting
Workforce planning from NHS E and
providers
NENC Quality Surveillance Group

Robust processes in place in partnership
with the LA to monitor the quality of CHC
commissioning, including visits to
providers, reviews of complaints and
quality indicators at Joint Management
Group meeting, and review of care
packages.

Clinical Management Board and Corporate
Finance Committee Reporting
Exceptions to escalate to CCG Quality and
Safety Group
Quality assurance panel of reviews of care
packages

CNE Regional CHC Network Group
Meeting allows benchmarking of
performance and sharing of good
practices.
NHSE/I assurance meeting

System Transformation Board reports to
H&WBB quarterly
ICS and ICP working arrangements fully
determined and CCG decision making
interests fully protected

Governing Body, CMB

HWBB

Governing Body
Internal ICS Workstream Workshops
CCG Transition to ICS Due Diligence
Process

Internal Audit, NHS E/I
Joint CCG Committee
ICS Workstream Workshops - whole
system

Fluctuating environment and
the ability to deliver change in
a pressured environment with
risk of future COVID outbreaks

Governing Body

North ICP:
AO/ COO Meetings
Medical Director Meetings
AO/ Clinical Chair meetings

None

North ICP Working Together across a
range of professions and clinical portfolios

4

3

12

4

3

12

4

3

12

4

2

8

4

3

12

4

2

8

System transformation board

Lack of detailed operating model
and finalised Schemes of
Delegation and Governance
Handbook

Place Based Working Developments
and Workshops planned as part of
future ICS - reliant on ICS operating
model for timing

Siobhan
Brown

30-Jun-22

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

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

Jon
Connolly
Richard
Turnbull

Safeguarding
As a result of failure to comply with good clinical
practice, policies and procedures, there is a risk that
the CCG is not able to manage safeguarding duties
appropriately, including deprivation of liberty
safeguards, liberty protection safeguards and
delivery of the learning disabilities transformation
programme.
This could result in vulnerable people's safety being
compromised, a derogation of patient care, and legal
challenge resulting in both reputational and financial
damage to the CCG.

Financial Management.
Risk that the CCG does not manage its finances
effectively, resulting in a breach in the CCG's
statutory responsibilities, reputational damage, non
achievement of VFM and/or inappropriate allocation
of resources across services.

4

4

16

Quality Safeguarding Group established as
a sub committee of Clinical Management
Board to provide oversight and assurance
of CCG safeguarding procedures.

QSG minutes reviewed at Clinical
Management Board for assurance

4

3

12

4

2

8

5

2

10

5

2

10

3

3

9

Investment decisions have been
approved by CMB around the
allocation of NHIS, SDF and SR
monies which are in the process of
being implemented

Kate
O'Brien

31/03/2022

3

2

6

4

2

8

CCG Executive and Clinical
Involvement in all major workstreams
in preparation for ICS Establishment
of the revised date of 1 July 2022

Siobhan
Brown

June 2022 with
monthly
checkpoints

4

2

8

4

2

8

4

2

8

4

2

8

4

2

8

Quarterly submission to NHSE (SCAT)in
relation to adherence to Safeguarding
guidance

5

5

25

Robust Safeguarding Children/adult
Policies and Procedures in place in the
CCG and provider organisations and other
agencies.
Robust process in place for the
identification of potential cases of
deprivation of liberty that require further
investigation from the Court of Protection.

Annual safeguarding Children and adult
reports reviewed by the safeguarding
group, CMB and GB for assurance.

Quarterly performance dashboard from
providers.

CCG representation at the quarterly NSAB
Performance and Governance sub group
meetings, assurance sought from LA re
current position of judicial DOL's.

Local implementation group manages the None
transforming care programme through a
project plan with defined risk management
and agreed actions
Corporate Finance Committee (CFC)
established as a sub committee of
Governing Body (GB) to provide oversight
and assurance of CCG financial
management
Robust processes embedded across the
CCG including monthly financial close
down with review of position against
budgets, regular meetings with budget
managers and comprehensive monthly
board reports.

Representatives from providers on
Transforming care group

Quarterly CHC reports and
commissioning/quality and safeguarding
teams monitoring and assurance.
Dashboard for recording COP DOL'S in
place.
Minutes from the meeting, action tracker
and project plan

Financial input into all CCG strategies (e.g.
estates, workforce, digital) to ensure VFM
is a key consideration of all planned activity

Finance team structure includes named
individuals aligned to functional delivery
teams e.g primary care, mental health etc.
with oversight from CCG PMO.
Standards of Business Conduct Policy has
been updated to include reference to the
Bribery Act 2010, Annual Review of
Declaration of Interests Register by the
CCG Audit Committee.

Robust financial governance in place
across CCG and its member practices
including standards of business conduct,
conflict of interest management, Anti-fraud
arrangements in place

Detailed review of financial position and
forecasts taken place with CFO or deputy
every month (pre month end meeting).
Detailed validation work and testing of
ledger transactions is undertaken each
month by financial management team.
Working papers updated each month in
detail for Programme and running costs.

Internal Audit review - contract monitoring
(March 2020 - substantial assurance).
Internal Audit review - key financial controls
(March 2021 - substantial assurance).

Internal Audit review on conflicts of interest
- March 2021 good assurance that the
CCG is generally compliant with the
requirements of the Health & Social Care
Act 2012 in relation to declarations of
interest.

QIPP programme and PMO
1. Ensure
That The
CCG
Makes
Best Use
Of All
Available
Resource
s
1. Ensure
That The
CCG
Makes
Best Use
Of All
Available
Resource
s

1. Ensure
That The
CCG
Makes
Best Use
Of All
2. Ensure
The
Delivery
Of Safe,
High
Quality
Services
That
Deliver
The Best
Outcomes

Jon
Connolly

Mental Health Investment Standard.
Risk that the CCG has insufficient funding and is
unable to meet the MHIS.
Paul Turner This could result in under resourced mental health
services, increased scrutiny from NHS England and
Reputational Damage.

3

Siobhan
Brown

4

CCG Operating Resilience
As a result of major external or internal events
occurring there is a risk that they could lead to the
Richard Hay CCG's ability to conduct routine business (e.g. loss
of property or IT infrastructure, global pandemic,
NHS organisational restructure) being compromised
which may result in capacity or operational delivery
gaps. This could lead to reduced operational output,
a failure to deliver against statutory duties, damage
to the CCG's reputation.

Siobhan
Brown
Jon
Connolly
Siobhan
Brown
Rachel
Mitcheson

Capacity and Capability
The CCG may have insufficient human resource or
allocate human resource ineffectively across the
CCG teams to deliver its functions.
This may result in the CCG not delivering its
functions effectively; regulatory action from NHS
Communications and Engagement.
As a result of a lack of effective engagement with
CCG members, stakeholders and members of the
public there is a risk of reduced input and buy-in for
key service changes and population health
management initiatives from across the system.
This may result in sub-optimal service design and
delivery and poor patient experience.

4

3

12

12

Corporate Finance Committee and Audit
Committee
Monthly contracts management meeting
with CNTW
ICS/ICP MH workstream

Business Continuity Plan approved by
Governing Body Annually

CCG Boards receive regular updates.

Feedback from ICS workforce workstream

BC arrangements and BIAs continue to be
reviewed and updated in line with COVID
19 changing requirements

HWBB
NHS England quarterly assurance
meeting
Workforce planning from NHS E and
providers
EPRR returns are submitted to NHS
England for assurance on an annual
basis
Internal Audit - Business Continuity
Planning and Emergency Preparedness March 2019, rated Good

4

4

4

4

All CCG staff are equipped for full remote
working. Regional IT resilience group set
up as required.

CCG staff work closely with local and
NECS support via IT Disaster Recovery
regional staff to support join working in the Planning arrangements and addressing
event of any IT issues
Tool Kit requirements
Addition IT requirements supported by
NECS IT team due to COVID 19 new
working arrangements

Regional EPRR teams and LADB; also ICS Comprehensive Transition plan
Workstreams managing transition from
from CCG to ICS; lack of
CCG to ICS
operating model for the ICS

Governance Lead attends regional EPRR
meetings and has regular contact with
EPRR leads
Links established with ICP and COVID 19
working groups to ensure consistent
approach to working practice

16

Corporate Finance Committee

16

OD programmes and appraisal processes
in place
PMO Programme
Establishment control
Robust Communications and engagement
strategies embedded within the CCG's
ways of working including plans for
engagement with CCG members,
stakeholders and members of the public.

CFC receives regular updates on HR/OD
issues
Regular updates on OD programmes
provided to CFC and GB
PMO processes in place
Internal Audit of key controls
Communications and engagement strategy
approved by GB in October 2020.
Governing Body to monitor progress
against strategy

Active involvement in the Health and
Wellbeing Board and the System
Transformation Board
Primary Care Networks are established
across the CCG, with regular meetings in
place, as a means to promote and further
enhance key messages and two way
communications

Local Regional lead ensure good
communication and that any updates are
cascaded across NE & C; Due Diligence
Process for CCG to ICS Transition

Governing Body

Internal Audit

Regular meetings are held supported by
the CCG Senior staff to ensure PCNs are
well informed

CCG leads ensure national guidance and
developments are shared with PCNs in a
timely manner

Lack of detail to provide full
assurance of CGG to ICS
Transition - will improve when
operational model published
and understood

1

2. Ensure Siobhan
The
Brown
Delivery
Of Safe, Alan Bell
High
Quality
Services
That
Deliver
The Best
Outcomes

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

Population Health and Inequalities
As a result of the complex and fragmented nature of
health and social care data there is a risk that the
CCG will not be able to access the insight and
intelligence necessary to make informed decisions
on population health needs based on evidence.
This may result in a widening of existing health
inequalities and unmet need within our patient and
population communities.

Effectiveness of Commissioning.
As a result of the CCG failing in its duties to
commission services which improve the health and
wellbeing of the local population, there is a risk of
subsequent failure to improve patient experience,
deliver value for money and efficiencies, address
healthcare inequalities and increase the
engagement and wellbeing of patients and the
workforce
This may result in a derogation of patient care,
failure to deliver statutory duties and associated
reputational damage to the CCG, litigation and
financial pressures.

4

5

4

3

16

15

Population Health Management
Programme that delivers extensive PHM
gains to the population at personal,
neighbourhood, community and system
levels

Information Governance in
relation to sharing information

PHM Team and Strategic Group in CCG
reporting to PMG

Health Improvement Group - membership
from whole system

Strong links with NECS &System Business Access to public health data,
Intelligence that oversees a fully integrated practices releasing information,
data intelligence hub with live data sources access to robust information
from all partners that informs PHM actions

NECS IT Support and Axiom Data
Repository Pilot reporting to HIG

CCG Member of ICS PHM Steering Group
overseeing all PHM activity for NENC

System Transformation Board will senior
partners from the whole system that drives
strategic change and oversees delivery
that closes gaps in inequalities and
improves outcomes
NHS England CCG Assurance
Framework.
Annual Commissioning Plan in place

Quarterly Reporting to CMB

Quarterly reporting to STB

Planning submissions to NHSEI.
NHSEI assurance meetings.

Effectiveness of corporate governance
As a result of the CCG failing to apply principles of
good corporate governance including information
governance, management of conflicts of interest,
and compliant procurement, there is a risk that the
CCG Governing Body and Executive Team are not
fully informed of risks and assurances which may
adversely influence decision making.
This May result in the CCG failing in its statutory and
public duties which may lead to litigation and
consequent financial and reputational risk to the
CCG.

Health inequalities is a key
theme within planning guidance.
Regular planning meetings
within the CCG help to
coordinate activity and evidence
for assurance.

4

3

12

Approved constitution in place - updated
constitution including Governance
Handbook (including Committee TOR)
approved by GB in January 2020,
published on CCG website

2

8

One Governance Structure
that oversees all PHM activity
within the system

Agenda planned at STB to decide the
one Governance Structure for all PHM
Activity within Northumberland - likely
to be part of future ICS ways of
working at Place once operating
model confirmed.
Data architecture workgroup with the
task of consolidating all data. sources
into Axiom - a data repository;
alongside data sharing agreements
and use of data.
Summit planned for the whole system
on Health Inequalities in March 2022

Siobhan
Brown

31-Mar-22

Siobhan
Brown

31-Mar-22

Siobhan
Brown

31-Mar-22

4

1

4

5

1

5

5

1

5

4

1

4

4

1

4

Commissioning plan
progress reported to
governing body
Full project management process and
associated meeting and reporting
infrastructure in place
Regular reporting to CMB and Governing
Body.

Joint Strategic Needs
Assessment (JSNA) and
Wellbeing for Life Strategy.
Public Heath Colleagues attend Governing
Body
1. Ensure Paul Turner
That The
CCG
Richard Hay
Makes
Best Use
Of All
Available
Resource
s

4

JSNA embedded in all planning processes Health and Wellbeing Board

None

N CCG Constitution reviewed an updated
in line with any changes required

Internal audit: Governance Structures and
Risk Management Arrangements - January
2021 (substantial assurance)
NHSE & NI approved CCG constitution
changes and updates

Robust and coherent
Information governance framework in place
which includes policies and Information
Governance Strategy

Reporting to Clinical Management Board

NHS Digital Data Security and Protection
Self Assessment Toolkit.
NECs Service Auditor Report 2020/21
Data Security Toolkit IA June 2021 Substantial Assurance

Robust governance in place across CCG
and its member practices including
standards of business conduct, conflict of
interest management, Anti-fraud
arrangements in place

Standards of Business Conduct Policy has
been updated to include reference to the
latest legislation, Annual Review of
Declaration of Interests Register by the
CCG Audit Committee.

Internal Audit review on conflicts of interest
- March 2021 good assurance that the
CCG is generally compliant with the
requirements of the Health & Social Care
Act 2012 in relation to declarations of
interest.

Robust and coherent
governance and assurance
framework

Risk Management Strategy, Risk
assurance framework
and risk registers.

Internal audit: Governance Structures and
Risk Management Arrangements - January
2021 (substantial assurance)

NHS Northumberland CCG
Operational Risks with current score 12 or above
09/03/2022
Date
Risk Ref

Corp Obj

Director
Risk title
Risk Owner

Risk description

Risk effect

Initial risk
C

16/12/2019
2229

19/07/2013
451

Paul
2. Ensure
The Delivery Turner
Of Safe, High
David Lea
Quality
Services
That Deliver
The Best
Outcomes

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

Jon
Connolly
Paul
Turner

Performance
access targets for
diagnosis and
treatment

Provider Delivery

Failure to deliver
key performance
targets for
diagnosis and
treatment including
18 week Referral to
treatment, 6 weeks
for diagnostics and
wide range of
cancer targets

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

Patients health
suffers or they have
poor experience,
the CCG breaches
its Outcomes
Framework, or
suffers reputational
damage.

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

4

4

L
5

4

Controls

Gaps in controls

Score
20

16

Current risk
C

Monthly contract and performance
meetings between commissioner and
provider
ICP RTT group which includes local
CCGs and providers to share information
and common areas of concern with the
intention to propose change and improve
performance on an ICP footprint
Monthly internal RTT and performance
subgroup which disusses CCG local
priorities and actions to address under
performance against the relevant access
targets
ICP Cancer group which has local CCG
clinical and managerial representation to
enable areas of performance concern to
discussed and joint actions to be taken
across the ICP. This enables a
consistent approach to tackling under
performance with the local providers.
Internal cancer commissioning group
exists to enable sharing of information
across a range of specialities across the
CCG to enable a common approach to be
taken with local providers to improve
current performance and quality of
service provided.
Impact of COVID-19 on all planned care
diagnostics, waits and cancer

Monthly internal strategic review group
established to review performance,
waiting times, contracting and quality
implications of increasing waiting times on
the services provided to the population of
Northumberland
CCG is releasing non- recurrent funding
to support the clearance of backlogs
enabling the providers to either outsource
work or take on additional agency / locum
staff
Signed contracts in place with all
providers.
NECS provide a monthly report for
smaller providers covering finance and
performance.
Monthly performance reports to CMB and
exception reports to GB. Also monthly
analysis of activity against plan on
release of SLAM and SUS data
NHS England quarterly assurance
meetings & weekly financial recovery
meetings, highlighting risks the CCG is
facing.
18 week and 52 week targets in place

4

L
5

Actions

Score
20

CCG is equal partner within the
ICP group, may not have
exclusive control over final
decisions taken in the group
Relatively newly formed group
established due to
underperformance in key areas
around 18 weeks and diagnostics

Action
responsibility
Target date

Regular review of
patient impact and
experience
culminating in 6
monthly reports to
CMB and GB.

David Lea

Waiting list review by
providers focussing
on long in excess of
40 weeks

David Lea

Ongoing review of
cancer staging and
assessing impact of
COVID

David Lea

Review of primary
care activity and
data

David Lea

Robust action plans
in place in areas of
concern such as
spinal, Cancer and
other specialties.
Working with FT for
triggers, early
warning and
solutions to the
issues including
cross FT to FT
pathways

Siobhan
Brown

Acceptable
risk
C

L

Score

4

3

12

4

2

8

31/03/2022

31/03/2022

31/03/2022

31/03/2022

Uncertain financial environment
Capacity in FTs (NUTH in
particular) to meet recovery
trajectories

Independent sector and local
providers are having difficulty
recruiting staff whether temporary
/ agency or substantive due to
national workforce shortages.
4

4

16

31/03/2022

Breaches in targets - review
monitoring arrangements to
ensure future breaches do not
occur. Due to COVID-19, a large
range of planned care targets are
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NHS Northumberland CCG
Operational Risks with current score 12 or above
09/03/2022
Date
Risk Ref

Corp Obj

Director
Risk title
Risk Owner

Risk description

Risk effect

Initial risk
C

L

Controls

Gaps in controls

Score

C

negligent.

28/01/2015
1181

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

Chris
Waite

Prescribing

Rachel
Mitcheson

There is a risk that
inconsistent
adherance to
guidelines or
formulary may be at
risk of poor quality
prescribing or drug
shortages could
lead to patient
safety and
experience issues
and unnecessary
precribing costs.

This could
ultimately result in
reputational
damage, legal
challenge and
unsustainable
prescribing cost
growth to the CCG.

4

4

16

Current risk

National agreement on use of the
independent sector to augment FT
capacity
NECS horizon scanning documents and
cost growth projections.

L

Actions

Score

breaching inclduing Cancer 62
days/2ww performance
underperforming against NHS
constitution targets; and also
other specialties which have not
breached ever before.
Patient choice and behaviour
Amount of local independent
providers in geographical area
The Department of Health
4
sometimes consults with the
Pharmaceutical Services
Negotiating Committee to adjust
the amount commissioners pay to
pharmacies. This can result in
adjustment of Category M
(generic drugs) prices the CCG
pay which can negatively impact
drug spend. These changes are
difficult to anticipate.

4

16

5

3

15

Action
responsibility
Target date

Acceptable
risk
C

L

Score

4

2

8

5

2

10

4

2

8

QIPP precribing planning.
NECS Medicine Management Function
OptimiseRx quality and safety message
system

18/08/2015
1390

04/02/2021
2431

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

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

Siobhan
Brown
Laurie
Robson

Siobhan
Brown
Richard
Hay

North East
Ambulance Service
(NEAS) (Strategic
Risk 407 refers)

Potential
Organisational
Change Impacting
Staffing Levels

There is a risk that
NEAS contract
under performance
impact other
aspects of urgent
and emergency
care including
Patient Transport
Service and
hospital admissions
and discharges.
Caused by pathway
implementation in
relation to CAS,
staff and vehicle
shortages,
communication and
training to NEAS,
and geographic
spread.
There is a risk that
uncertainty about
the future
configuration of
commissioning
organisations within
the NHS could lead
to staff seeking to
leave the
organisation and/or

Poor patient
outcomes and
experience,
adverse impacts on
the wider system,
reputational
damage to the CCG
and increased
financial pressure.

Increased staff
sickness levels,
loss of corporate
knowledge and a
reduction in
operational output
and performance
with consequent
damage to the
CCG's professional

5

4

4

4

20

16

Quarterly prescribing report: Overarching
Report, High Cost Drugs Report,
Controlled Drugs Report, Antimicrobial
Report.
Practice Medicines Management
workplan achievement data
Signed contract with NEAS (managed by
NECS)
Monitoring NEAS performance targets performance clinics to manage delivery of
performance
Project workstreams of urgent and
emergency care (e.g. 111, NEAS, patient
transport service, 999 project etc)
Local A&E Delivery Board
The CCG has agreed to coordinate work
on NEAS performance at an ICP level
working closely with the ICS. This will be
a similar approach to creating a RADB
and will oversee the delivery of all
ongoing projects.

Absence Management Policy in Place
HR policies including recruitment and
selection, flexible working and appraisal
in place
Organisational Development Plan including staff communications regarding
the changes.
Implementation of Changes

111 First TBYW
Implementation

Laurie
Robson
29/04/2022

ICP Ambulance
Surge programme

Laurie
Robson
29/04/2022

111 Further Faster

Laurie
Robson
01/04/2022

Host Commissioner

Laurie
Robson
01/04/2022

4

3

12

Senior Management
are engaging in key
system meetings to
try and influence the
development of the
proposals.

Siobhan
Brown
31/03/2022

The lack of a clear plan of how
the changes will be implemented
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NHS Northumberland CCG
Operational Risks with current score 12 or above
09/03/2022
Date
Risk Ref

Corp Obj

Director
Risk title
Risk Owner

Risk description

Risk effect

Initial risk
C

L

Controls

Gaps in controls

Score

Current risk
C

L

Actions

Score

Action
responsibility
Target date

Acceptable
risk
C

L

Score

5

2

10

negatively impact
reputation.
staff morale which
could lead to
increased sickness
levels.
01/05/2014
945

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

Jon
Connolly
Richard
Turnbull

Contract over
performance

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

This would result in
increased CCG
financial pressure
and reputational
damage to the
CCG.

5

5

25

1. Monthly monitoring of contracts in year
and raising any issues with the FT's in
accordance with our agreed timetable as
part of contract meetings, -or via
commissioning arrangements as
associate. - On Hold until March 22 at
earliest due to continuation of system
blocks in place on back of temporary
financial arrangements introduced due to
covid-19. awaiting guidance for 2022-23.
2. Monthly internal Budget manager
review meetings for the 3 main work
streams (Mental Health, Learning
Disabilities and Children, Planned care
and Community services, and Primary
and Urgent care involving heads of
commissioning and locality managers.
Outcome of which feeds into provider
contract monitoring meetings and
financial position.
3. Signed Service Level Agreements in
place with all providers which specify
finance and activity plans.
4. Monthly monitoring and reporting;
Bi Monthly Corporate finance committee,
Activity Planning Assumptions, contract
analysis of larger and smaller contracts to
feed into budget manager meetings.
5. Agreement of a blended tariff approach
for emergency care as per the planning
guidance. - On Hold until March 22 at
earliest due to continuation of system
blocks in place on back of temporary
financial arrangements introduced due to
covid-19.
6. Financial Recovery plan developed to
get the CCG to a sustainable in year
position. - On Hold until March 22 at
earliest due to continuation of system
blocks in place on back of temporary
financial arrangements introduced due to
covid-19.
7. Project management office in place to
help implement financial recovery plan
required savings and schemes. Report on
risks and mitigation to NHS England.- On
Hold until March 22 at earliest due to
continuation of system blocks in place on
back of temporary financial arrangements
introduced due to covid-19.
8. Risk 2299 covers the temporary
financial arrangements that are linked to
this risk. With block contracts nationally
set to 31 March 2022, contract meetings
have been stood down and system

4

3

12

To understand the
new underlying
activity baseline cost
of the main providers
for the CCG on
moving to an ICS.

Richard
Turnbull
31/03/2022
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NHS Northumberland CCG
Operational Risks with current score 12 or above
09/03/2022
Date
Risk Ref

Corp Obj

Director
Risk title
Risk Owner

Risk description

Risk effect

Initial risk
C

L

Controls

Gaps in controls

Score

Current risk
C

L

Score

Actions

Action
responsibility
Target date

Acceptable
risk
C

L

Score

collaboration and planning has replaced
this. Therefore there will be no variation
to these block amounts which removes
over performance risk.
16/04/2020
2299

03/04/2020
2296

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

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

Jon
Connolly
Richard
Turnbull

Siobhan
Brown
Richard
Hay

COVID19 medium
to long-term
financial uncertainty
for the CCG
(ongoing provider
costs or recurrent
allocation funding
changes)

Coronavirus
(Covid-19)

Financial
Potential COVID
uncertainty for the expenditure not
CCG after the
reimbursed or the
current COVID
CCG returning to in
financial provisions year deficit as a
end, caused by
result of COVID
increased surges in impact and system
activity (e.g.
wide management
providers clear
of positions.
backlogs on a
return to PbR
basis), costs are
materially different
from historic
forecasts (e.g.
transformation of
services results in
the underlying
baseline activity
and future capacity
of hospitals and
primary care
changing),
uncertainty over
future CHC costs
following CHC
Hospital Discharge
Programme, and
uncertainty whether
non-recurring
allocations are
included in current
block contract
arrangements.
There is potential
Impacts to staff
for the coronavirus welfare, impacts to
outbreak to interrupt patient welfare,
the business of the increased costs
CCG or its
providers, either
due to increased
staff sickness or
potential disruption
to supply chain.
This could result in
large work
backlogs, impacts
to staff welfare,
impacts to patient
welfare, increased
costs

5

5

4

5

20

25

Financial procedure established and in
place to ensure expenditure is approved
by the CCG CFO, and if applicable the
CCGs Executive team and clinical
management board prior to being incurred
to ensure expenditure is allowable within
NHS England and NHS Improvement
guidance.
Block contracts agreed with all NHS trust
providers during the 2020-21 financial
year. this has now been extended for all
of 2021-22.
Review and application of all NHS
England Covid and financial planning
guidance.
Monthly financial return to NHSEI for
reimbursement of centrally covered
COVID costs and other variations to plans
agreed as systems.

None identified

ICP level co-ordinated response
Command and control centre within the
CCG
Business continuity plans documented
and reviewed and updated to identify
critical activities to continue and those to
de-prioritise
Clinical staff identified and re-deployed
where necessary
Governance procedures in place to
continue due diligence around
decision-making and financial governance
Access to national, regional and local
actual Data and Early warning system
data
impact of pandemic picked up in all major
items of business - performance, PMO,
staff health and wellbeing, finance and
quality. Work ongoing to mitigate effect is
embedded in those reports.
Member of H&WBB which has oversight

None
None

4

3

12

4

2

8

4

3

12

Multiple actions
Richard
4
being picked up by
Hay
individual teams as
31/03/2022
part of ongoing
pandemic response
including
coordination and
oversight of the
COVID 19
vaccination
programme.
As of Feb 2022 the
NHS remains in a
Level 4 Incident and
continues to respond
to the ongoing
pandemic situation in
co-operation with
local, regional, and
national NHS teams
and wider system
partners.

1

4

None

No gap for the rest of this financial
year.
None

None

None
None
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NHS Northumberland CCG
Operational Risks with current score 12 or above
09/03/2022
Date
Risk Ref

Corp Obj

Director
Risk title
Risk Owner

Risk description

Risk effect

Initial risk
C

L

Controls

Gaps in controls

Score

Current risk
C

L

Score

of COVID-19 for the system
Member of Health Protection Board with
promised access to COVID-19 dashboard
Daily COVID-19 report on prevalance

19/01/2017
1800

15/05/2018
1983

3. Create
Joined Up
Pathways
Within And
Across
Organisatio
ns To Deliver
Seamless
Care

Siobhan
Brown

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

Jon
Connolly

Paul
Turner

Richard
Turnbull

Joint
Commissioning with
the local authority
and other partners

Joint
The CCG does not
commissioning
deliver better health
arrangements with outcomes for
the local authority patients, increased
and other relevant financial costs or a
partners are
breach of statutory
inadequate or do
requirements.
not meet the
desired outcomes.
Caused by lack of
clarity and
agreement on roles
and responsibilities
or poor
communication.
Primary Care
There is a risk that This will result in
delegated allocation the primary care
increased financial
(Strategic risk 946) delegated
pressure and
allocations are not reputational
sufficient to contain damage to the CCG
the national growth
increase in GP
contracts and
ARRS requirements
and therefore
create additional
financial pressure to
the CCG.

4

5

20

3

4

12

CCG represented at the Health and
Wellbeing Board
Effective Joint Commissioning
Governance Structure
Register of partnership agreement
Formal S75 agreements in place as
necessary
Joint working as Section 117s and other
complex care packages
Permanent appts with LA - SEND DCO,
Children's Commissioner. New joint pot
in place for the CCG and LA - Service
Director Transformation and Integrated
Care
Monthly primary care co commissioning
budget reporting through the PCOG and
PCCC monthly meetings.

This risk is linked to risk 2299 for Covid.
This risk for the first 6 months of the
20-21 year is picked up in the temporary
financial arrangements.

18/01/2017
1799

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

Jon
Connolly
Richard
Turnbull

QIPP (Strategic
Risk 946 refers)

There is a risk that
QIPP plan targets
for the CCGs hit its
recurrent position
targets are under
delivered, and
sufficient pipeline
schemes aren't
identified to offset in
year under delivery.

This will result in
increased financial
pressure and
reputational
damage to the
CCG.

4

5

20

1. QIPP tracker monitoring and QIPP
assurance reported to Corporate Finance
Committee and Governing Body. Currently not required due to system
plans in place on back of temporary
financial arrangements introduced for
covid-19.
2. Development of detailed QIPP
including project milestones. - Currently
not required due to system blocks in
place on back of temporary financial
arrangements introduced for covid-19.
3. PMO and portfolio management in
CCG structure. New PM3 software
introduced to give real time view of
projects.
4. Risk 2299 for covid is inter linked with
this risk. Due to the revised financial
arrangements QIPP reporting was not

Actions

Action
responsibility
Target date

Acceptable
risk
C

L

Score

4

2

8

3

2

6

4

2

8

The CCG response
will be reviewed in
line with the
publication of the UK
Government's plan
for Spring 2022.
4

3

12

Changes to GP indemnity
3
arrangements and the
subsequent national defund from
the delegated primary care
allocation, along with inflation
increases in GP contracts and the
additional roles requirements of
primary care networks increasing
at a faster rate than growth in the
delegated allocation. This has
created a pressure against the
allocation and likely to increase in
future years unless funding is
changed.
Temporary funding arrangements
need to be reviewed for H2 to see
if the CCG can continue get
system envelope support for to
cover the pressure to 31 March
2022.
4

4

12

3

12

Work with NHSEI
and Primary Care for
ways to mitigate this
pressure in year and
in future years,
taking into account
the temporary
financial
arrangements for
Covid.

Richard
Turnbull
30/03/2022

Page 5 of 7

NHS Northumberland CCG
Operational Risks with current score 12 or above
09/03/2022
Date
Risk Ref

Corp Obj

Director
Risk title
Risk Owner

Risk description

Risk effect

Initial risk
C

L

Controls

Gaps in controls

Score

Current risk
C

L

Score

Actions

Action
responsibility
Target date

Acceptable
risk
C

L

Score

4

2

8

possible for the 2020-21 financial year,
and for H1 of 2021-22. H2 of 2021-22
year has efficiency requirement and this
has been delivered as part of ICP plans
submitted for H2.
16/04/2020
2300

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

Annie
Topping
Claire
Coyne

Safeguarding
Vulnerable People
during and after
COVID

As a result of the
This may result in
COVID-19
sick children and
pandemic and
adults not seeking
restrictions on
medical attention
normal service
due to a fear of
delivery across all catching COVID at
clinical and
healthcare
non-clinical
premises.
settings, there was Restriction in
national evidence of service access also
rising hidden patient means that
harm and
healthcare
safeguarding
professionals do not
incidents. While
have the same
national lockdown access to people
has been eased
who are sick or
and services are
vulnerable in all
slowing back to
settings, and
normal, the risk of therefore unable to
hidden patient harm take proactive
and rising incidents actions to prevent
remains. New ways avoidable harm.
of service delivery Some vulnerable
post COVID (e.g.
groups of residents
remote consultation e.g. SEND, LAC are
and IT driven) will
still in isolation, and
pose different kind this potentially has
of challenge to
a negative impact
safeguard
on the CCG's ability
vulnerable children to fully discharge its
and families and
statutory
assure service
responsibilities.
quality. There is
The CCG may not
also a lack of
able to assure
'normal' data and
services due to a
systems to assure limited amount of
quality in all
performance and
settings.
quality data.

4

4

16

Regular video/teleconferencing with
external key partners
Regular network calls to highlight and
respond to emerging risks/challenges
Weekly CCG director and team video
conferencing to discuss issues identified
and agree actions to respond accordingly
Two monthly CCG Quality and Safety
group meeting to seek assurance from
commissioning and clinical leads, and
agree actions for exception areas.
CCG to work with GP practices and
Northumberland County Council and other
stakeholders to support the shielded
patients and residents in the care homes
and their own homes.

CCG safeguarding team designated
professionals continue to provide
specialist advice and support to primary
care team and work with key partners to
ensure statutory key committees are
functioning as usual - MAPPA, MARAC,
MASH, CCN etc.
'Phase 3' implementation plans to be
developed by commissioning leads to
accelerate the return to near-normal
levels of non-Covid health services to
meet the health needs of patients.
CCG comms team to work with national
and regional teams to promote public
health messages and encourage people
who are unwell to seek help from their
GPs and/or hospitals if needed.
Capture soft intelligence to strengthen
available performance and quality data for
assurance

None

4

3

12

None

Only exception reporting from
providers during COVID and
QRGs and other regular reporting
are just beginning to resume.
Some weakness of a single
coherent response / plan to
co-ordinate all efforts across
Northumberland to support the
residents in the care sector
(Nursing and Care Homes,
Domiciliary Care, Supported
Independent Living and Sheltered
Accommodation)
None

Plans are in development.

Strong mechanism in place in
primary care but the system for
acute and other settings can be
further developed.
Executive Director of Nursing, Quality and None
Patient Safety is leading on the
management and control of COVID in
care homes, and is chairing the weekly
MDT outbreak meeting.
Safeguarding team have plan sessions
None
with GP practices delivering training to
GP/PNs at network events
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NHS Northumberland CCG
Operational Risks with current score 12 or above
09/03/2022
Date
Risk Ref

Corp Obj

Director
Risk title
Risk Owner

Risk description

Risk effect

Initial risk
C

05/11/2013
733

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

Annie
Topping
Claire
Coyne

Healthcare
Associated
Infections

The numbers of
healthcare
associated
infections e.g. c.diff,
MRSA, Norovirus
and Gram -ve blood
stream infection
particularly in the
community,
continue to
increase. This
would also lead to a
failure in meeting
the national
ambition.

Adverse impact on
patient care and
service quality
Potential risk to
other patients
Failing to meet
quality standards
Failing to secure
financial incentives
(Strategic Risk 407
refers)

4

L
4

Controls

Gaps in controls

Score
16

Current risk
C

Bi-monthly HCAI Workstream meeting
allowing focused discussion with acute
trusts' clinicians and microbiologists and
medicine optimisation leads. Onward
reporting to the Quality and Safety Group
(QSG) and CMB.
Bi-monthly monitoring and scrutiny
through QRGs, and ad hoc deep dive.
Monitoring amd evaluation of antibiotic
prescribing data (monthly at CCG level
and quarterly at practice level) by NECS
pharmacist and feed into HCAI
workstream meetings.
RCAs for all MRSA and C.Diff incidents
and reviewed at bi monthly HCAI
Worstream to identify lessons to be learnt
and monitor progress.
Collaborative working and share learning
at North of Tyne level through the HCAI
Reduction Partnership.
WInter SITREP reports to monitor
incidents and identify potential outbreaks
for futher actions
Delivery of annual HCAI workplan
Northumberland GNBSI action plan.
No robust evidence base on
reduction of GNBSI.
Monitoring and sharing learning at CNE
Limited system wide actions
level through the HCAI Improvement
agreed.
Board (formerly the GNBSI Collaborative
Board)

4

L
3

Score
12

Actions

Action
responsibility
Target date

Acceptable
risk
C

L

Score

4

2

8
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Risk Matrix
C/L

1

2

3

4

5

5

5

10

15

20

25

4

4

8

12

16

20

3

3

6

9

12

15

2

2

4

6

8

10

1

1

2

3

4

5

Consequence descriptors

Impact score (consequence/severity levels) and examples of descriptors
1
Descriptor
Operational

Negligible
(very low)
Minor reduction in
quality of treatment or
service.

2
Minor (low)

3
Moderate (low)

4

5

Moderate (high)

High

Single failure to meet
national standards of
quality of treatment or
service.

Repeated failure to
meet national
standards of quality
of treatment or
service.

Ongoing noncompliance with
national standards of
quality of treatment or
service.

Gross failure to
meet national
standards with
totally unacceptable
levels of quality of
treatment or
service.

No or minimal effect
for patients /
customers

Low effect for small
numbers of patients /
customers

Moderate effect for
multiple patients /
customers if
unresolved.

Significant effect for
numerous patients /
customers if
unresolved.

Very significant
effect for a large
number of patients
if unresolved.

Loss/interruption >1
hour.

Loss/interruption
>8hour.

Loss/interruption >1
day.

Loss/interruption >1
week.

Prolonged loss of
service or facility.

Reputational

Not relevant to
mandate priorities.

Minor impact on
achieving mandate
priorities.

Moderate impact on
achieving mandate
priorities.

High impact on
achieving mandate
priorities.

Mandate priorities
will not be achieved.

No adverse media
coverage.

Low level of adverse
media coverage.

Moderate amount of
adverse media
coverage.

High level of adverse
media coverage > 3
days.

National adverse
media coverage > 3
days.

Recognition from the
public.

Small amount of
negative public
interest.

Moderate amount of
negative public
interest.

Negative impact on
public confidence.

Total loss of patient
/ customer
confidence.

Short term damage
with stakeholders.

Significant effect on
staff morale.

Widespread
stakeholder damage.

Minor effect on staff
morale.
Known or expected
risk between £750k
and £1.5m

Longer term damage
with individual
stakeholders.
Known or expected
risk between £1.5m
and £3m

Sustained and
widespread
stakeholder
damage.

Known or expected
risk between £3m and
£6m

Known or expected
risk over £6m

Unforeseen risk
between £250k and
£500k

Unforeseen risk
between £500k and
£1m

Unforeseen risk
between £1.5m and
£3m

Impact up to £1.5m
p/a.

Impact up to £3m p/a.

Impact over £3m
p/a.

Rumours

Financial

Known or expected
risk up to £750k
Unforeseen risk up to
£250k

Inspectional
/ Audit

Staffing and
Skill Mix

Injury
Patient
Experience

Unforeseen risk
over £3m

Impact up to £250k
p/a.

Impact up to £500k
p/a.

Minor
Recommendations

Recommendations
given

Reduced rating.
Challenging
recommendations.

Enforcement action
Critical report and low
rating

Prosecution.
Zero Rating.

Minor noncompliance with
standard and/or
policies
Short term low
staffing level
temporarily reducing
service quality <1
day.
Minor injury not
requiring first aid.

Non-compliance with
standards and/or
policies.

Non-compliance with
core standards
and/or policies

Major non-compliance
with core standard
and/or policies.

Severely critical
report.

Ongoing low staffing
level reducing service
quality.

Late delivery of key
objective/service due
to lack of staff.
Ongoing unsafe
staffing.
RIDDOR/ Agency
needed.

Uncertain delivery of
key objective/service
due to lack of staff.

Non-delivery of key
objective/service
due to lack of staff.

Major injuries or long
term
incapacity/disability.
Serious
mismanagement of
patient care.

Death or major
permanent capacity.

Unsatisfactory patient
experience not
directly related to
patient care.

Minor injury or illness,
first aid treatment
needed.
Unsatisfactory patient
experience- readily
resolvable.

Serious
mismanagement of
patient care.

Totally
unsatisfactory
patient outcome or
experience.

Likelihood descriptors
Score
5
4
3
2
1

Likelihood
Very likely
Likely
Possible
Unlikely
Rare

Proximity of risk materialising
Expected to occur in the next 3 months
Will probably occur in the next 3-6 months
Could occur in the next 6-12 months
Could occur at sometime within 1 to 5 years
Only occurs in exceptional circumstances, > 5 year period
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Governing Body - Forward Plan 2022/23
Standing items
•
•
•
•
•
•
•

Accountable Officer and Chief Operating Officer’s Report
Finance Report
Clinical Management Board (including Quality & Performance exceptions)
Public Clinical Management Board minutes
Audit Committee minutes
Public Primary Care Commissioning Committee minutes
Governing Body Forward Plan

Lead
Mark Adams/Siobhan Brown
Jon Connolly
Robin Hudson
Paul Turner
Paul Turner
Paul Turner
Graham Syers/Siobhan Brown

25 May 2022
•
•
•

COVID-19/Vaccinations Update
Joint CCG Committee Meeting Feedback
Primary Care Capacity and Demand
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Siobhan Brown
Mark Adams/Graham Syers
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DRAFT Minutes of Clinical Management Board meeting
Wednesday 12 January 2022
Held via MS Teams
Present:
Dr Robin Hudson
Siobhan Brown (SB)
Dr Graham Syers (GS)
Dr Chris Waite (CW)
Dr Ben Frankel (BF)
Tony Brown (TB)
Jon Connolly (JC)
Annie Topping (AT)
Paul Turner (PT)
Pam Lee (PL)
Rachel Mitcheson (RM)
Dr John Warrington (JW)

Medical Director (Chair)
Chief Operating Officer
Clinical Chair
Locality Director (North)
Locality Director (West)
Locality Director North (Managerial)
Chief Finance Officer
Executive Director of Nursing, Quality and Patient Safety
Executive Director of Commissioning, Contracting and
Corporate Governance
Public Health
Service Director Transformation and Integrated Care
Public Health
Medical Director and Locality Director (Central/Blyth Valley)

In attendance:
Claire Coyne (CC)
Dr Paula Batsford (PB)
Richard Hay (RHa)
David Lea (DL)
Rachael Long (RL)
Samantha Barron (SBa)
Allison Everard (AE)
Dr Nicole Mclean (NM)

Deputy Director of Quality and Patient Safety
NENC Diabetes Primary Care Clinical Lead
Head of Planning and Operations
Head of Performance and Assurance
Corporate Affairs Manager
Strategic Lead for SEND for agenda item 6.3 only
Business Support Team Administrator
Clinical Lead, Urgent Care

CMB/22/01 Agenda Item 1 Apologies
There were no apologies received.
CMB/22/02 Agenda Item 2 Declarations of Conflicts of Interest
No conflicts of interest were declared.
CMB/22/03 Agenda Item 3 Quoracy
The meeting was quorate.
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CMB/22/04 Agenda Item 4 Minutes of the previous meeting and matters arising
The minutes of the previous meeting (1 December 2021) were agreed as a true and accurate
record.
CMB/22/05 Agenda Item 5 Actions Register
The action log was reviewed and updated.
CMB/22/06 Agenda Item 6.1 Finance Report
JC presented the 2021-11 Financial Position Plan. Month 8 is the first month that the full year
budget has been reported against, and the reported position is £0.7m surplus. This is in line
with NHSEI expectations.
There is an independent sector pressure of £600,000 which is mainly cataract activity, and
elective recovery fund money is not expected, because of the position across the Integrated
Care System (ICS).
This has been compensated for lower than expected costs in Prescribing and Continuing
Healthcare (CHC) and moving forward with the Government development funding schemes
due to COVID-19.
2022-23 Financial Planning Guidance
JC highlighted the key points:
The guidance signals a move from the interim emergency arrangements towards a more
population based approach. This has to be done while moving to an Integrated Care Board
(ICB). Although, it was noted that CCGs will still be operating for the first quarter of the year.
Planning guidance will be kept under review due to the COVID-19 situation. The elective
target is set at 104% of the previous activity prior to the pandemic.
There will be a "Glidepath" – the allocation is based on H2 + growth – convergence
adjustment, which is the move back to population base with a reduction in funding.
There are local arrangements for providers, moving away from nationally calculated block
payments, with a variable element method for elective recovery. Further is expected around
this. There will be a reduced COVID-19 allocation with an overall growth of 3.6%. Growth is
expected to be less for the North East and North Cumbria because of a higher than average
convergence adjustment.
Flat cash has been identified for ICB running costs, however the National Insurance increase
will be covered. There will be new funding for Virtual Wards and Community Diagnostic
Centres. There will be no NHS income loss funding.
BF asked JC if he could summarise his finance report to enable reporting to locality meetings.
JC said the CCG had been operating with emergency arrangements, but the establishment of
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ICBs and the current situation with COVID-19 makes it very difficult, and it will be some time
before there is a clear picture.
CMB/22/07 Agenda Item 6.2 Joint Performance and Quality Report
DL presented the performance and quality report and highlighted the key areas showing
where the action plans have made an impact on performance.
North East Ambulance Service (NEAS) – The response times metrics are now high-level
indicators, and whilst there is ongoing work to improve the response times there is currently a
focus on other metrics to address the overall response time improvement. There are still
pressures on staffing, with issues with both recruiting and retaining staff. Some improvement
is expected in January 2022 from the impact of the non-recurrent funding.
111 service response – elements of improvement now being seen compared with the
previous month's performance has been noted. The abandonment rate has been as low as
14% as reported on the recent SITREPS. Processes are in place to improve the future
performance.
A& E performance– both local providers are under the 95% threshold. Newcastle and
Northumbria performance has improved in November compared to October compared with
the overall England position which continues to decline.
Waiting list update – although the average waiting time has recently been increasing, the
waiting times for long waiters is starting to reduce.
Newcastle Upon Tyne NHS Foundation Trust (NUTH) has recently reported a 30% sickness
level absence amongst nursing staff, all planned procedures have been temporarily
suspended apart from cancer and P2s, although some of the P2's are being re-scheduled.
NUTH is validating waiting lists and is contacting 40,000 patients to see if their treatment is
still needed.
Northumbria Healthcare NHS Foundation Trust (NHCFT) has not cancelled any planned
procedures and currently has 33 patients waiting in excess of 52 weeks. It is expected to
have 35 by the end of the year for elective surgery. Orthopaedic capacity is currently reduced
due to refurbishing the theatres at Wansbeck Hospital.
Cataract procedures are continuing as planned due to the service has relocating to an
independent site. A glaucoma consultant is currently on long term sick which is affecting this
part of the service.
Cancer - The performance is quite volatile, and for November the performance has
deteriorated further. This is due to the impact of the high volume of patients on the skin
pathway particularly relating to two weeks waits performance. Dermatology was unsuccessful
in its recent recruitment for a Locum.
Complex Spinal (relating to deformity) – At the start of the pandemic a Northumberland
patient had just breached the one-year threshold, however because of the high infection risk
the Trust is reluctant to undertake this procedure. At the end of January, this patient will have
been waiting in excess of 3 years.
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Diagnostic waiting time performance continues to improve.
Joint Musculoskeletal Pain Service (JMAPS) – starting to see the impact of the nonrecurrent funding. The areas of concern continue to relate to accessing both the physio line
and appointments following triage. DL has been working with the provider at developing the
performance scorecards to reflect the impact the initiatives that are in place to improve future
performance.
Health care Associated Infections (HCAIs)
There have been no reported cases of MRSA.
E. coli -There were 19 confirmed cases reported related to Northumberland patients in
October 2021, which is below the monthly target trajectory of 28.
C Diff - Newcastle upon Tyne Hospitals NHS Foundation Trust ((NUTHFT) related to
Northumberland Patients reported 9 cases in October 2021 exceeding their monthly trajectory
of 6.
Improving Access to Psychological Therapy (IAPT) It is reported that recovery had
deteriorated recently. Focussed work is ongoing in improving the quality of the coding to more
effectively activity undertaken. A focus is also upon ensuring therapists are using a broader
enough range of assessment tools to measure recovery effectively.
Serious Incidents
NHCFT reported four serious incidents in November 2021 all related to Northumberland CCG
registered patients. This is a decrease on the same period last year when six were reported.
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 affecting 18 weeks referral to treatment
waiting times and the increasing volume of 52 and 104 weeks and diagnostic
breaches.
The performance of the ambulance service both against the emergency 999 service
metrics and the 111 service.

BF said that Dermatology has now recovered its 2 week waits for cancer referrals with
patients being seen within the threshold period.Text reminders have been recommended to
be sent out to patients to reduce DNAs.
AT commented on urgent care quality issues and five priorities have been highlighted:
•
•
•
•
•

Alternative to conveyancing
Focus on discharge
Zero tolerance to excessive waits and handover delays
Place level
Better intelligence of data sharing in relation to patient harm and patient outcomes
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AT asked if there were any good practices that could be shared as NHCFT did not have to
cancel their elective surgeries. GS pointed out there are differences between the two trusts
and how they manage their elective lists.
AT discussed the handover delay, with NHCFT having delays over 30 minutes, compared to
NUTH and asked if DL had any insight on this. DL reported that NUTH is the strongest
performing trust in the North East in terms of arrival to handover performance being achieved
within 15 minutes. This was partially due to many patients not having the need to go through
A & E and are taken straight to the wards.
CMB/22/08 Agenda item 6.3 Quarterly SEND update
SBa gave an update on the SEND strategy and the four priorities:
These include working together, delivering the right support at the right time, inclusive
education and success for all learners, effectively preparing children and young people for
adulthood, particularly as children transition into adulthood.
The strategic action plan includes increasing support available for Children and Young people
with Autism and/or Mental Health, improving quality of Education Health and Care Plans
(EDCPs), a graduated approach – speech, language and communication and sensory
processing needs, to provide the right support at the right time.
BF asked about graduated support and how this is expanded to the kind of environment that
people will come into contact with eg. A & E. SBa clarified that this work will be focused
around school, children centres, health visitors and public health and working with the speech
and language therapy teams within hospital settings. BF replied that minimising harm was the
focus, he felt this happened in acute busy units that could not modify their approach to the
persons needs.
GS said that learning is needed in listening to families regarding their lived experiences,
autistic children could be diagnosed in the National Patient Safety Improvement Programmes
(SIPS) and then discharged back in school system, with no one service having an overall
picture and there is a need to link up these services. `
CMB/22/09 Agenda Item 6.4 Sexual Needs Health Assessment
This agenda item has been deferred until February's meeting
CMB/22/10 Agenda Item 6.5 System Oversight Framework and Organisational ratings
DL reported on the System Oversight framework and organisational ratings.
In the past CCGs have received an annual assessment from NHS England via the CCG
Improvement and Assessment Framework (IAF). In the last round of assessment this has
been replaced with an oversight framework, designed to integrate the measures to cover both
commissioning and provider organisations.
The NHS System Oversight Framework reflects an approach to oversight that reinforces
system-led delivery of integrated care, in line with the vision set out in the NHS Long Term
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Plan, the White Paper – Integration and innovation: Working together to improve health and
social care for all, and aligns with the priorities set out in the 2021/22 Operational Planning
Guidance. This framework applies to all Integrated Care Systems (ICSs), Clinical
Commissioning Groups (CCGs), NHS trusts and foundation trusts.
In reviewing the performance both at Northumberland place level and on a wider ICS footprint
there are a lot of areas of strong performance. Commissioners have been aware of the issues
that are contributing to many of the areas of under-performance and are continuing to work
with the providers to improve pathways and health service provision. The framework, despite
the certain limitations highlighted, will prove to be a valuable tool to provide an insight into
how the local health system is performing and inform future collaborative commissioning
decisions.
The Board noted and supported the areas for improvement against the framework.
CMB/22/11 Agenda Item 7.1 Executive Management Group (EMG)
CMB/22/12 Agenda Item 7.2 Portfolio Management Group (PMG)
JC informed the Board that the key areas of work for EMG and PMG are:
•
•
•

Infection rates with staffing. Discharge and use of beds.
How we work with other CCGs in ICP area.
Planning guidance.

CMB/22/13 Agenda Item 8 Locality Messaging
Areas of escalation to Governing Body.
CMB/22/14 Agenda Item 9 Any other business
There were no items of any other business raised.
CMB/22/15 Agenda item 10 Date and time of next meeting
Wednesday 2 February 2022 at 9.30am
Via MS Teams
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DRAFT Minutes of Clinical Management Board meeting
Wednesday 2 February 2022
Held via MS Teams
Present:
Dr Robin Hudson (RH)
Dr Graham Syers (GS)
Dr Chris Waite (CW)
Jon Connolly (JC)
Annie Topping (AT)
Paul Turner (PT)
Rachel Mitcheson (RM)
Dr John Warrington (JW)

Medical Director (Chair)
Clinical Chair
Locality Director (North)
Chief Finance Officer
Executive Director of Nursing, Quality and Patient Safety
Executive Director of Commissioning, Contracting and
Corporate Governance
Service Director Transformation and Integrated Care
Public Health
Medical Director and Locality Director (Central/Blyth Valley)

In attendance:
Claire Coyne (CC)
Dr Paula Batsford (PB)
Richard Hay (RHa)
David Lea (DL)
Allison Everard (AE)

Deputy Director of Quality and Patient Safety
NENC Diabetes Primary Care Clinical Lead
Head of Planning and Operations
Head of Performance and Assurance
Business Support Team Administrator

CMB/22/16 Agenda Item 1 Apologies
Apologies received from Siobhan Brown, Chief Operating Officer, Dr Ben Frankel, Locality
Director and Tony Brown, Locality Director North (Managerial)
CMB/22/17 Agenda Item 2 Declarations of Conflicts of Interest
No conflicts of interest were declared.
CMB/22/18 Agenda Item 3 Quoracy
The meeting was quorate.
CMB/22/19 Agenda Item 4 Minutes of the previous meeting and matters arising
The minutes of the previous meeting (12 January 2022) were agreed as a true and accurate
record.
CMB/22/20 Agenda Item 5 Actions Register
The action log was reviewed and updated.
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CMB/22/21 Agenda Item 6.1 Finance Report
JC presented the 2021-22 Financial Position Plan. NHS England (NHSEI) requested a report
as to the best estimate of expected year end positions in Month 9 forecasts. The Clinical
Commissioning Group (CCG) forecasted a surplus of £3.9m at the year end. The main reasons
for this underspend were lower than planned spends against both Continuing Healthcare (CHC)
and prescribing. Slippage was reported in the spending of non-recurrent System Development
Funding (SDF) allocations.
JC explained that the financial planning guidance 22/23 moves the CCG back towards
population-based allocations at ICB level.
Contracts are to be signed with NHS Providers with a variable element for electives. There is
flat cash for Integrated Care Board (ICB) running costs, but there is an increase in National
Insurance contributions. There is new funding for Virtual Wards and Community Diagnostic
Centres, but there has not been any more non-NHS income loss funding.
RH asked for assurance that the underspend on CHC is not having a detrimental effect on
residents. JC confirmed that this did not appear to be the case and that the underspend was
more due to the impact of the Hospital Discharge Programme. A risk reserve had been included
to cover a potential increase in CHC cases, but this had not been required.
GS enquired about the ICB running costs and asked if additional funding would be received for
the transition phase. JC replied that additional staff are being recruited but there is no additional
income. There is ongoing work around how additional costs will be funded.
CMB/22/22 Agenda Item 6.2 Joint Performance and Quality Report
DL presented the performance and quality report which outlines NHS Northumberland Clinical
Commissioning Groups (CCG) key providers performance against the NHS Constitution
metrics and safety metrics.
North East Ambulance Service (NEAS) - DL reported that the impact of the additional
funding made available to urgent care has been used to improve the workforce and more
effective triage. The average handover to clear time has reduced to around 14 minutes and
the call abandonment rate is also reducing. In December 2021, the CCG and NEAS achieved
one out of the six ambulance response time targets. Activity increased compared with the
previous month, however the profile appears to follow the same trend as last year.
999 calls - there has been a reported improvement in the proportion of Hear and Treat
responses with a reduction in the number of patients transported to A & E. The recruitment
campaign is continuing to attract call handlers and recently recruited staff are now coming into
post.
111 service response - In recent months there has been a deterioration of performance to
an abandonment rate of 60% reported in October 2021. As a result of further investment in
staffing the performance has started to improve with the December position reported at 42%.
A& E performance - the performance against the 4 hours threshold continues to improve
although both local providers remain under the 95% threshold.
20220202 UC Agenda Item 4 CMB draft minutes February 2022
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Northumbria Health care NHS Foundation Trust (NHCFT) performance was reported at
91.0% which was the same as reported in the previous month. Newcastle upon Tyne NHS
Foundation Trust (NUTH) performance was reported at 85.3% compared with 84.8% in
November.
Planned Care waiting lists - the average waiting time is reducing month and month,
including the cataract service within the Ophthalmology specialty.
Within Newcastle NHS Foundation Trust (NUTH) the 104 and 52 weeks waiters continue to
reduce, and the plan is to eliminate the 104 week waiters by the end of the financial year. 200
patients are now breaching the 104 weeks threshold, and this is due to both patient
availability and available resources to treat them.
Cancer -The CCG failed to achieve the 2 weeks wait with November performance reported at
85.5% against the 93% target. The main reason for the breaches 251 out of 303 breaches
related to inadequate out-patient capacity. Most of the breaches occurred within the
Dermatology specialty. Soft intelligence has since indicated that due to a wide range of
actions this specialty is now seeing patients within 2 weeks after addressing the significant
backlog. Urology 2-week waits are also now achieving the two weeks threshold.
Dementia diagnosis - Northumberland continues to underperform against the 66.7%
threshold, and 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.
Cumbria, Northumberland, Tyne and Wear NHS Mental Health Trust (CNTW) has organised
a Locum Consultant to cover a vacancy in the West locality until a substantive Consultant
comes into post later in 2022. The Locum is now in post and this is likely to impact on future
performance.
Serious Mental Illness (SMI) Health checks – there has been a slight improvement in the
performance against the 60% threshold for this indicator. Practice level performance varies
between 13.2% and 76.7%, 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.
Health care Associated Infections (HCAIs)
There have been no reported cases of MRSA.
C Difficile - NHCFT reported 2 cases in November 2021 within their monthly trajectory of 3.
The Trust has had 40 cases against their threshold of 42. NuTHFT reported 7 cases in
November 2021 within their monthly trajectory of 8. In comparison to last year, the CCG totals
have increased significantly, with 76 reported at the end of November 2021 compared to 43 in
October 2020.
E.Coli- NHCFT reported 9 cases in November 2021 and was the joint third highest reporter in
the region. The Trust has had 91 cases against their 2021/22 threshold of 136. NuTHFT
reported 15 cases in November 2021. Northumberland CCG reported 21 cases in November
2021 which is below the monthly target trajectory of 28.
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Serious Incidents - NHCFT reported 5 serious incidents in December 2021. This is a
decrease on the same period last year. 4 of these incidents related to Northumberland CCG
patients:
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 affecting 18 weeks referral to treatment
waiting times and the increasing volume of 52 and 104 weeks and diagnostic
breaches.
The performance of the ambulance service both against the emergency 999 service
metrics and the 111 service.

AT said that NEAS had reported an improvement in handover times and were meeting all
Category 1 calls and Category 2 calls within 19 minutes at regional level.
AT commented that there was some delay in reporting C.Diff cases, and that the figures for
the CCG were incorrect.
CMB/22/23 Agenda item 7 Executive Management Group (EMG) update
CMB/22/24 Agenda item 8 Portfolio Management Group (PMO) update
JC informed the Board that the key areas of work for EMG and PMG are:
o Performance issues
o Winter access funding in Primary Care
CMB/22/25 Agenda Item 8 Locality Messaging
Areas of escalation to Governing Body.
CMB/22/26 Agenda Item 9 Any other business
There were no items of any other business raised.
CMB/22/27 Agenda item 10 Date and time of next meeting
Wednesday 2 March 2022 at 9.30am
Via MS Teams
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Minutes of the Audit Committee meeting
Thursday 25 November 2021 at 09:30hrs
Held via MS Teams
Members present:
Steve Brazier (SBr)
Carl Best (CB)
Jon Connolly (JC)
Jim Dafter (JD)
Michael Forster (MF)
Janet Guy (JG)
Richard Hay (RH)
Gillian Robson (GR)

Lay Member - Audit and Conflicts of Interest (Chair)
Internal Audit, AuditOne
Chief Finance Officer
External Audit, Mazars LLP
Management Accountant
Deputy Lay Chair - Governance and Strategy
Head of Planning and Operations
Internal Audit, AuditOne

In attendance:
Gillian Sheppard (GS)

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/21/93 Agenda Item 1 Apologies
Apologies were received from Richard Turnbull and Cameron Waddell
AC/21/94 Agenda Item 2 Declarations of interest
There were no conflicts of interest declared.
AC/21/95Agenda Item 3 Quoracy
The meeting was quorate.
AC/21/96 Agenda Item 4.1 Minutes of the previous meeting and matters arising
The minutes of the previous meeting (23 September 2021) were agreed as a true and
accurate record.
There were no matters arising.
AC/21/97 Agenda Item 4.2 Review of action log
The following actions was agreed as complete and removed from the action log: AC/21/80/01
and AC/21/88/01.
AC/21/98 Agenda Item 4.3 Revised committee timetable
The revised committee timetable was reviewed and the following amendments agreed:
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Items be removed from the timetable:
•
•
•

VfM Training
NHSE Quarterly Self Assessment Checklist
Review of Terms of Reference

New standing agenda items to be added to the timetable:
•

ICS transition and Closedown of Accounts

AC/21/99 Agenda Item 5 Chief Finance Officer’s report
JC presented an update on Northumberland Clinical Commissioning Group's (CCG)
performance against its statutory financial duties and running costs allowance for the H1
period of the 2021-22 financial year as at 30 September 2021.
The CCG reported a Year to Date (YTD) surplus position of £93K for the H1 period of
2021/22. This was less than original planned due to some adjustments in funding
distribution. As an Integrated Care Partnership (ICP) / Integrated Care System (ICS)
delivered in excess of its target of £2.2m plan.
There we no losses and special payments incurred by the CCG up to 30 September 2021.
Outstanding debts remain low with three invoices in excess of £5K, totalling £48K are
outstanding past their payment due date. JG referred to the outstanding aged debts and
asked what action was taken to routinely chase payment. MF gave assurance that all
invoices' payments were monitored and chased where necessary.
There have been three single tender actions approved in line with the delegated approval
limits, further information and rationale is detailed in the appendices.
The financial envelopes and guidance for the H2 period was released on 30 September 2021
with similar arrangements to the H1 guidance and make up of system envelope, though
adjusted for inflation, efficiency requirements and policy priorities. There is continued focus
on the restoration and recovery of services in the system and the beginning of recovering
finances to a sustainable footing.
There is an ICP fixed funding envelope to cover any growth, top up and COVID-19
funding. There is further emphasis in the guidance on return of underlying run rates and the
Year End position. The position is difficult to determine without knowing the income for
2022/23.
On the 3 November 2021 a draft ICP plan was submitted, early indications are that there is
sufficient funding in the system. There are further conversations needed across the system
as to how the non-recurrent money can be spent effectively, the main challenge is more about
capacity to deliver performance issues due to workforce shortages. issues are around
staffing resource.
The Integrated Care Board (ICB) continues to develop and has now appointed a Chief
Executive Officer, Sam Allen. There are a number of finance workstreams underway to
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support the implementation of the ICB from 1 April 2022, with the financial planning
workstream being a priority.
The CCG are expecting national guidance and financial allocations by mid-December 2021.
AC/21/100 Agenda Item 6.1 External Audit Progress Report
JD provided a brief update on the external audit progress report for the CCG.
The planning of audit will commence in December 2021 with interim/virtual visits to the CCG
taking place in January 2022 which will focus on IT controls and testing transactions. Upon
completion of the initial planning and risk assessment the Audit Strategy Memorandum will be
presented to AC in January 2022 for consideration.
The dates for submission of the draft and final audit accounts has been received, the CCG
will be required to submit the draft accounts by 26 April 2022, with Mazars due to provide the
audit opinion by 22 June 2022.
SBr asked if a M9 dry run of accounts would take place in December 2021 to agree balances
as in previous years ahead of the draft submission deadline. MF said that there would be an
Agreement of Balances (AoB) exercise, and also the CCG would submit M09 accounts
template to NHS England/Improvement (NHSE/I). However, much of the data, especially with
regards AoB would not be available until towards the end of January after the ledger had
closed. The process is consistent with that of previous years.
AC/21/101 Agenda Item 6.2 External Audit Engagement Letter 2021/22
JD presented the External Audit Engagement letter for information only; this details the
provision of live services from August 2021 to July 2022 for the CCG. The fee of £48.3K
(plus VAT) remains the same as agreed in previous year.
SBr noted the incorrect year was recorded in section 2.1 of the letter, this will be amended to
31 March 2022 for the audit of the CCG.
AC/21/102 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.
The internal plan for 2021/22 was briefly summarised with the majority of audits now scoped
and a start date scheduled. The following updates were highlighted:
The Continuing Healthcare and Funded Nursing Care work is undergoing a final quality
review prior to the draft report being issued.
• The Primary Care Network Development review is continuing, this involves working
alongside audits of 2 other CCGs to provide a comparison.
• Key financial control audit is commencing, the delay is due to staff absence within
AuditOne, an auditor has now been reassigned to this area of work.
• AuditOne has agreed representation on the ICS working group that is overseeing the
due diligence process.
•
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JG reiterated her concerns that have been raised in previous meetings regarding the number
of audits not yet commenced and asked for assurance that internal audit work would be
completed in year.
CB said it was a challenging time regarding workforce and recruitment but confirmed that the
focus would be on core delivery audit work to be completed by financial year end and an
informed internal audit opinion for the March 2022 committee would be submitted.
SBr noted that the report did not include outstanding actions in terms of recommendations
and asked this be included in future to support the transfer of risks to the ICS.
AC/21/103 Agenda Item 8 Data Security Protection Toolkit 2021/22
RH presented the report outlining the advice issued to CCGs and ICBs by NHS Digital with
regards to completion and submission of a Data Security and Protection (DSP) Toolkit for
2021/22.
As part of the North East and North Cumbria Integrated Care System (NENC ICS) transition,
the CCG is represented on the Integrated Governance workstream. To ensure consistency
across all CCGs in NENC, the governance leads and CCGs have met recently and agreed in
principle that the CCGs will not complete a DSP Toolkit submission for 2021/22 and no
internal audit activity relating to the DSP Toolkit will take place in 2021/22. This is subject to
approval from all CCGs Audit Committees.
In place of this, the CCGs are working with North of England Commissioning Support (NECS)
colleagues to undertake a light touch exercise gathering evidence to submit a DSP toolkit on
behalf of the ICB in June 2022. The CCG has clarified with NHSE/I that the ICB submission
in June will cover the arrangements in place for the first three months of the financial year and
not for CCGs in the previous year. If the ICBs are not established, then the CCG will be
required to publish a toolkit assessment before 30 June 2022. The preparation work that
CCGs are undertaking with NECS will enable this to be completed should the ICB not be able
to be formally established on 1 April 2022.
CB said this proposal was the right approach to take as it lessens the burden for internal audit
to allow a focus on the due diligence work, and further information on the information
expected would be of help. RH confirmed that NHSE/I has published a revised version of the
due diligence spreadsheet which now includes a DSP toolkit tab.
ACTION AC/21/103/01: RH to share revised version of NHSE/I due diligence
spreadsheet with AuditOne and detail on the information required for the light touch
evidence gathering.
SBr asked whether a risk assessment was carried out on the proposal not to carry out the
DSP toolkit audit as an individual CCG. RH confirmed that a verbal risk assessment was
agreed as a group within the ICS Governance workstream. Any risk would impact on all
CCGs as the same IT provider for data security is shared by all.

DECISION AC/21/103/01: Audit Committee members agree the CCG will not submit a
DSP toolkit for the 2021/22 period, nor engage in an internal audit of the DSP Toolkit,
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and instead works with ICS colleagues to prepare for submission of a DSP Toolkit by
the NENC ICB in June 2022.
AC/21/104 Agenda Item 9 CCG Closedown and ICS Transition
RH provided a brief summary of the progress to date on the close down of the CCG and ICS
transition.
A recap of the work carried out to date was summarised, including the establishment of a
subgroup which will report into the ICS governance workstreams to provide assurance on the
due diligence work being undertaken.
Amy Tunney, NECS has been appointed to discuss the approach and reporting principles for
due diligence with each CCG. She has agreed to attend Audit Committee at a future meeting
to provide a more detailed update on due diligence.
In terms of Human Resources (HR), there is an HR workstream attended by Siobhan Brown
which is reviewing all information available on staff such as contracts and job descriptions to
assure the employment commitment is met from CCG closedown.
The draft ICB constitution has been received and further detail on place-based staffing
arrangements and scheme of delegation is eagerly awaited. In a general discussion, concern
was expressed on the tight timescale and amount of work outstanding to ensure the ICS is in
place by 1 April 2022 but acknowledged this is a national issue which cannot be resolved
locally.
With regards to governance post 31 March 2022, conversations have taken place with lay
members for their continued involvement beyond this date to support the 2021/22 final
accounts sign off for the CCG. After this date the ICB will be responsible for final accounts
sign off, thefore the CCG Audit Committees final meeting will be on 24 March 2022.
ACTION AC/21/104/01: A structured agenda to be agreed for the remaining Audit
Committee meetings, this will include CCG closedown and ICS transition to be a
standard agenda item.
AC/21/105 Agenda Item 10 Governance Assurance Report Q2 2021/22
RH presented the NECS Governance Assurance Report for Quarter 2 covering all North of
England CCGs. The key points at amber or red were summarised for assurance and the
following highlighted:
•
•

•

Policy Management expired policies is at amber status until approved at Clinical
Management Board next month, once approved this will move to green.
Risk Reporting and Management is at red status as work continues on the new
strategic risk register, this has been delayed until there is more clarity on redrafting the
corporate risk register. The current risk register arrangements are still in place to
monitor.
Fire Drill remains at red status as staff continue to work from home. The fire alarm is
tested each Monday and once staff are formally back working in the office a full drill will
be carried out.
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•

Statutory and mandatory training – there continues to be issues with the ESR system
assigning random courses to individuals. Work is ongoing with NECS HR to ensure
there is accurate reporting on the statutory and mandatory courses for staff.

JG queried the red status for Risk Reporting and Management given that the CCG have an
existing approved risk management policy and Standard Operating Procedure in place with a
well-maintained risk register. RH said this is a procedural issue with NECS that is approved
in year.
ACTION AC/21/105/01: RH to contact NECS and request a review of the risk
assessment for the Risk Reporting and Management.
AC/21/106 Agenda Item 11 Governing Body CMB Exception Report
The CMB Exception Report (November 2021) and performance and quality headlines was
received for information only.
JG said there is an underlying performance issue with the North of England Ambulance
Service but is assured that there are a number of ongoing transformation projects to improve
the performance.
AC/21/107 Agenda Item 12.1 Chair's Briefing
SBr is to brief the CCG Clinical Chair on the following:
•
•
•
•
•

Chief Finance Officer's report
Audit Committees endorsed decision of DSPT
External Audit – issues re post balance sheet events with movement to ICS, shared
across all CCGs.
Internal Audit – staffing issues highlighted, and work is behind schedule.
ICS transition - concerns about the tight timescale to meet and the lack of numbers on
the proposed ICB with a background in either commissioning or clinical.

AC/21/108 Agenda Item 12.2 Any other business
There was no further business discussed.
AC/21/109 Agenda Item 12 Date and time of next meeting
Thursday 27 January 2022 at 09:30hrs – 11:00hrs via MS Teams.
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Minutes of the Public Meeting of NHS Northumberland Primary Care Commissioning
Committee, held on 8 December 2021, via Teams
Members Present (on-line)
Janet Guy (JG)
Karen Bower (KB)
Jon Connolly (JC)
Rachel Mitcheson (RM)
Annie Topping (AT)
In attendance (on-line)
David Thompson (DT)
Chris Black (CB)
Adam Foster (AF)
Jane Lothian (JL)
Diane Gonsalez (DG)
Pamela Phelps (PP)
Robin Hudson (RH)
David Lea (DL)
Jamie Mitchell (JM)
Emma Robertson (ER)
Barbara Allsopp (BA)

Chair and Lay Member, NHS Northumberland CCG
Lay Member – Corporate Finance and Patient and Public
Involvement, NHS Northumberland CCG
Chief Finance Officer, NHS Northumberland CCG
Service Director for Integration and Transformation, NHS
Northumberland CCG
Executive Director of Nursing, Quality and Patient Safety, NHS
Northumberland CCG
Healthwatch Northumberland
NHS England/Improvement
NHS England/Improvement
Local Medical Committee (LMC)
NHS Northumberland CCG
NHS Northumberland CCG
NHS Northumberland CCG
NHS Northumberland CCG
NHS Northumberland CCG
NHS Northumberland CCG
NHS Northumberland CCG (Minutes)

NPCCC/21/54 Agenda Item 1.1 Welcome
JG welcomed attendees to the Northumberland Primary Care Commissioning Committee
(PCCC) and informed the committee that the meeting would be sound 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 video placed on to the public website for
information. There were no questions received prior to the meeting from members of the public.
NPCCC/21/55 Agenda Item 1.2 Apologies
Apologies were received from:
Siobhan Brown (SB)
Richard Glennie (RG)
Paul Turner (PT)
Claire Lynch (CL)
NPCCC/21/56 Agenda Item 1.3 Declarations of conflicts of interest
No declarations of conflicts of interest were received.
NPCCC/21/57 Agenda Item 1.4 Quoracy
The meeting was quorate.
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NPCCC/21/58 Agenda Item 2.1 Previous Minutes – Public October 2021
The minutes of the previous meeting held in October 2021 were reviewed.
KB and JG confirmed both had provided comment on agenda item NPCCC/21/48 regarding the
increase in the weighted patient list size for the Valens Medical Partnership due to the new
patient premium being applied after the merger of the practices (page 3), and asked for an
amendment to be made to the minutes to reflect this.
NPCCC/21/58/01 ACTION: BA to amend agenda item NPCCC/21/48 to reflect both JG and
KB providing comment in relation to the increase in the weighted patient list size for the
Valens Medical Partnership due to the new patient premium being applied after the merger
of the practices.
The rest of the minutes were examined and confirmed as a true record.
NPCCC/21/59 Agenda Item 2.2 Public Action Log – October 2021
The action log was reviewed, and outstanding actions discussed. The action log was
subsequently updated with additional comments. One key point was raised:
NPCCC/20/42/01 – District valuation in relation to Rothbury surgery: JG confirmed this action
had remained on the action log at each PCCC meeting since it was raised in August 2020 and
expressed further significant disappointment at the time taken to resolve. JG asked for her
concerns to be passed on to those agencies involved in the process.
NPCCC/21/60 Agenda Item 3.1 Finance Update
JC presented the half year financial position for Primary Care for the 2021-22 financial year as at
30 September 2021. The report also provided an update on the temporary financial
arrangements put in place by the government in response to the COVID-19 outbreak. Interim
arrangements have divided the CCG funding for general practices into two half years. Whilst the
reporting on this does not directly affect the general practice positions, they are stated for H1
(half year 1) and H2 (half year 2) and were noted as being close to a break-even position.
From a finance perspective, an overall low risk was reported with sufficient funding to deliver the
contract and planned services for the rest of the year. JC highlighted that performance issues
being faced in the NHS, given system pressures on workforce and recruitment, are a greater risk
at the present time. Likewise, the establishment of the Integrated Care Board (ICB), its progress
and how the development of the Integrated Care System (ICS) will impact the commissioning of
general practice is unknown. Therefore, decision making at this time does present risks in the
transition to a new organisation.
KB requested the master copy of the report be amended to include the wording that the
committee 'is asked to note' in the initial instruction box on page 5 of the report.
JL asked JC if there was a timeline to amalgamate the ICS organisations relating to general
practice budgets, for which JC stated there was no information at this time. JL asked about the
risk therefore associated with only 4 months remaining of the current financial year and the CCG
as an organisation. JC agreed with JL as to this risk. JL asked the committee to note this issue
and uncertainty given the large amount of work undertaken to date to stabilise system providers.
JG summed up the report and highlighted the three elements of risk outlined by JC.
Finance – a low risk for the current financial year, including contract changes that has resulted in
an overall, recurrent accruing deficit on general practice budgets associated with this which
needs to be addressed.
2

Performance – risks as a result of COVID-19 performance challenges and winter pressures.
ICS / ICB – a major risk as there is only one further PCCC as part of the current organisational
structure.
JG stated that performance can be maintained in the interest of patients, an orderly handover
managed, and a focus maintained on business as usual and the delivery of safe and stable
services to our population. However, it was noted that PCCC were conscious that GPs do not
know where their commissioning and contracting structure will be after April 2022. A risk
therefore exists and a standing item has been added to the private section of PCCC to maintain a
focus on progress made in the ICS development. Nothing is available to report on at present,
therefore no information can be provided to the public agenda at present.
Members were satisfied that the position had been noted and were satisfied those risks identified
will continue to be monitored and mitigations addressed where appropriate.
NPCCC/21/60/01 ACTION: BA to update the master Finance report paper with the words 'is
asked to note' which were missing from the initial instruction box on page 5.
NPCCC/21/61 Agenda Item 3.2 Quarterly Performance Assurance Report
DL presented the 2021/22 Q1 quality assurance update which consisted of the review outcomes
by the Primary Care Quality and Sustainability Panel and findings of the Care Quality (CQC)
inspections. A summary of the work undertaken was given including the continuation of the
sustainability visits with practices, the development of Primary Care Networks (PCNs) and a
focus on workforce. A review of quantitive data had highlighted 5 practices to focus upon. There
were no clinical concerns, and a follow-up review was made with each. All had responded
constructively about being under pressure. PCCC were satisfied to see performance and
sustainability work had continued throughout the pandemic.
RH highlighted the areas of pressure that practices are currently facing including demand, and
blood bottle shortages and asked PCCC to recognise and commend their work, and
engagement, with the CCG, on managing the very difficult position they are in manoeuvring
through these challenges. JG agreed and asked RH to feedback thanks to practices for their
ongoing effort and their focus on quality of care for the population.
DT thanked members for the report and the reassurance provided in a number of areas. One
area was raised by DT with regards to the serious mental illness health checks and the
significant variation across practices in delivering this element. The consequences on the effects
on patients' mental health can be detrimental. DT asked what was being done to rectify and
address this variation. DL outlined the work to support practices and deliver targeted training to
improve the performance in this area, as well as highlighting that the performance is measured
over a 12-month rolling data capture and therefore, with the support of the recovery programme,
an improvement should be seen in the next report. JG highlighted the targets and ambitions
associated with this area of work.
KB commended the engagement with the CCG from practices and particularly making time for
sustainability visits; a huge achievement has been made under the current circumstances. KB
also noted that the role of the practice link nurse seems to be having a very positive impact to
date on safeguarding and supporting the ongoing progress on quality. JG asked DL to feed back
these positive comments on the progress made on behalf of PCCC.
AT added for completeness that the practice link nurse role is in place to develop the learners
and the nursing team as well as providing overall practice support.
DT asked about the level of engagement with patient participation groups (PPGs). PP outlined
that there is a full, targeted programme of work in place to improve and develop this area of
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engagement which will include PPGs. ER added that Derry Nugent, Northumberland
Healthwatch, is a member of a working group which is focussing on establishing an engagement
and communication framework.
AT highlighted that the Local Quality and Safety Group consider CQC information and other
elements of engagement focus including the Healthwatch reports, as part of the oversight and
cross referencing with areas of quality.
PCCC confirmed the report had been considered and comment provided.
NPCCC/21/62 Agenda Item 4.1 Winter Access Fund
PP presented an overview of the Winter Access Fund (WAF) and Joint Committee on
Vaccination and Immunisation (JCVI) guidance. The report was given to PCCC for information,
and an update and outcome report will be provided to PCCC at a future date.
The Winter Access Fund guidance outlined the plan for improving access for patients and
supporting general practice. In the 5 months November 2021 to March 2022, £250m Winter
Access Fund will help patients with urgent care needs to get seen when they need to, on the
same day, taking account of their preferences, instead of going to hospital.
JCVI advice is set in response to the emergency of the Omicron variant of COVID-19 and advise
an acceleration of COVID-19 vaccination to increase protection ahead of any wave of infection
and to help reduce the impact of the Omicron variant.
No questions were received, and JG thanked PP for the information provided.
NPCCC/21/63 Agenda Item 5 Any Other Business
No items were raised.
NPCCC/21/64 Agenda Item 6 Date and Time of Next Meeting
The next meeting will be held on Wednesday 9 February 2022 at 10:00 am
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CCG members
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David Gallagher
David Jones
Neil O'Brien

MD
DG
DJ
NO'B

Boleslaw Posmyk
Jon Rush (Chair)
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NHS Newcastle Gateshead CCG
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Sam Allen
Stephen Childs
Kate Hudson (representing CCG
Directors of Finance)
Dan Jackson
Gillian Stanger
Lay members (non voting)
Jeff Hurst
Michelle Thompson

JH
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01 Welcome, apologies and declarations of interest in relation to the agenda
The Chair welcomed Sam Allen to the meeting and introductions were made.
Apologies were received from Mark Adams (NHS Newcastle Gateshead, North Cumbria, North
Tyneside and Northumberland CCGs, Amanda Bloor (NHS North Yorkshire CCG), Alan Foster
(NENC Integrated Care System), Charles Parker (NHS North Yorkshire CCG), Ian Pattison
(NHS Sunderland CCG), Jonathan Smith (NHS County Durham CCG) and Ali Wilson (NENC
Integrated Care System)
The Committee’s Register of Interests was received.
02 Minutes of previous meetings
02.1 The minutes of the private meeting held on 10th December 2021 were accepted as an
accurate record.
02.2 Extracts from Minutes of meetings held in private between May and December 2021.
Decision: to approve these for submission to CCG Governing Bodies and publication on
CCG websites.
03 Matters arising from the previous meetings and action log
There were no matters arising from the minutes.
The action log was updated.
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Any other business
1 Register of Interests
The Chair reminded members to update the register and notify GSt of any changes.
2 Future meetings
Decision: to continue to hold meetings of the Committee from April to June 2022.
3 Performance issues
MD raised concerns at current poor performance and operational quality issues across the
provider sector and asked whether the committee should be discussing these as a system. It
was noted that the quality aspects of performance were addressed through the Quality
Surveillance Group but that there may be scope for discussion on general themes and sharing
local initiatives.
Action: DG, MA and NO'B to discuss a possible way forward to enhance on what is
already in place and feed this back to the Chair/next meeting.
Date and time of next meetings:
10th February 2022
10th March 2022
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01 Welcome, apologies and declarations of interest in relation to the agenda
Apologies were received from Amanda Bloor (NHS North Yorkshire CCG), Kate Hudson (NHS
South Tyneside CCG), Dan Jackson (NENC Integrated Care System), Jonathan Smith (NHS
County Durham CCG) and Michelle Thompson (lay member).
The Committee’s Register of Interests was received.
02 Minutes of previous meeting
02.1 The minutes of the private meeting held on 13th January 2022 were accepted as an
accurate record.
03 Matters arising from the previous meetings and action log
03.1 Provider performance issues
DG noted it should be possible to bring a report from the provider performance workstream to
the Committee.
The action log was updated.
04 Value Based Clinical Commissioning Policy (VBCC) – Confirmed Updates to Regional
Policy – April 2022 Refresh
MW presented the report which noted that the Regional VBCC Steering Group had continued its
work in relation to updating regional policies and discussing issues which had been raised
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through the group in relation to clinical commissioning policies and any relevant clinical changes
that needed to be reflected within the regional policy position.
A significant piece of work had been carried out during the second half of 2021 which resulted in
the publication of a refreshed Regional VBCC Policy in October 2021, ensuring the policy
document was as up to date as possible following the period of pause due to the Coronavirus
pandemic.
As a result, the proposed policy refresh for April 2022 contained a greatly reduced number of
updates or amendments and re-aligns the VBCC Groups intentions of where possible, working
on the basis of a single annual refresh of policy.
The established process for proposing and considering all policy updates and engaging with
local health systems had subsequently taken place, with feedback received and considered by
the Regional Steering Group.
The Steering Group had considered and discussed the feedback received and recommended for
approval the revised Regional VBCC Policy document which included all confirmed updates
following the engagement process carried out.
In response to a question as to whether the policy was comparable to that in other regions, MW
noted checks were undertaken which had not found there to be any potential contentious areas
of concern.
In relation to procedures / interventions which might potentially result in patient appeals, it was
noted these could include wigs and hair pieces (an issue of inequality which could be addressed
in the future) and the removal / replacement of breast implants. The VBCC Steering Group
would be happy to provide support in the event that issues should arise.
Decision: to approve the confirmed updates for inclusion in the updated Value Based
Clinical Commissioning Policy from 1st April 2022 on behalf of all CCG members.
05 Individual Funding Request (IFR) Policy / Standard Operating Procedures (SOP) /
Terms of Reference (ToR) - Update
MW presented the report which noted that following a review of the IFR system during 2019, it
had been agreed to produce a new IFR Policy (including the revision of the IFR SOPs and IFR
Panel ToR) that was consistent with the principles and definitions set out in the equivalent policy
produced by NHS England.
At that time, the new IFR Policy was reviewed by all members of the 3 IFR Panels within North
East and North Cumbria CCGs. However, once the policy was drafted, further work in its
development was halted due to the potential introduction of a new IFR system and then the
Covid situation delayed the development further.
This work was recommenced when the VBC Steering Group meetings were reinstated and
subsequently the VBC Steering Group has now reviewed and agreed the updated policy.
Decision: to approve the new IFR Policy ahead of the introduction of the new ICB
statutory organisation to ensure there is a clear and accurate IFR Policy in place that
reflects the current service provision.
The Chair, on behalf of the Joint Committee, thanked MW for all the work he had undertaken in
relation to VBCC and IFR matters.
Any other business
1 Climate Change
MD noted the ICS had now appointed a climate change lead (Claire Winter) who had produced a
toolkit for use in primary care.
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2 Covid Medicines Delivery Units (CMDUs)
NO'B noted current high levels of activity in CMDUs and it may be necessary to look at
commissioning a longer term sustainable model
Date and time of next meetings:
10th March 2022

14th April 2022
12th May 2022
9th June 2022
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