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 Minutes of the Governing Body Meeting   
 held on Tuesday 29 March 2022 at 1.45 – 4.00pm 

 
By Teams Link 

 
Present: 
Dr Mark Dornan Chair 
Dr David Jones Assistant Clinical Chair 
Michael Burke Lay Member 
Mandy Coppin Lay Member 
Paul Gertig Lay Member 
Jeff Hurst Lay Member 
Margaret Stewart Lay Member 
Oliver Wood Lay Member 
Dr Elizabeth Moylett Member Practice Representative 
Sheinaz Stansfield Member Practice Representative 
Dr Peter Ward Member Practice Representative 
Jackie Cairns Director for Newcastle System 
Joe Corrigan  Chief Finance Officer/Chief Operating Officer 
Bill Cunliffe Secondary Care Clinician 
Lynn Wilson Director for the Gateshead System 
Julia Young Executive Director of Nursing, Patient Safety & Quality 
 
In Attendance:  
Neil Hawkins Head of Corporate Affairs 
Louise McAndrew Minute Taker 
 
 
2022/03/01 Presentation from Haref 
Christianne Ormston, Patient Public Involvement and Community Development Lead for the 
CCG, gave a presentation looking at what the Children & Young People team are doing in 
Newcastle and Gateshead. 
 
Christianne then introduced Jill Bauld who gave a presentation on the Work of the SEND 
Voice Team in Newcastle.  This includes a part time apprentice role which runs for a year 
and is a rolling programme and is a job carve, so they have Philip and Jack sharing the role 
who both bring different skills and lived experience of SEND Services.  Philip and Jack 
joined the meeting to talk about what they do. 
 
Sheinaz Stanfield, Member Practice Representative, congratulated Jack and Philip and 
added that when people talk about leadership you think about older people in suits but what  
they are doing by young people with young people is really good and they are inspirational 
leaders. 
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David Jones, Assistant Clinical Chair, thanked the group very much for the work they are 
doing to recognise the voices of children and young people. 
 
Jackie Cairns, Director for Newcastle System, congratulated Jack on his new job but 
wondered how we can benefit from his experiences even though he is moving on and how 
his mentorship could be used to support other young people and benefit from his learning.  
 
Mark Dornan thanked everyone involved and all the work going on behind the scenes. 
 
 
2022/03/02  Apologies for absence: 
Mark Adams Chief Officer 
Dr Dominic Slowie Medical Director 
 
 
2022/03/03 Declarations of Interest 
There were no additional declarations of interest made. 
 
 
2022/03/04 Quoracy 
It was confirmed that the meeting was quorate. 
 
 
2022/03/05 Minutes of previous meeting held on 25 January 2022 
The minutes were agreed as a true record.  
 
 
2022/03/06 Matters arising from the Minutes 
There were no matters arising that were not covered on the agenda. 
 
 
2022/03/07 Report from Chief Officer 
Mark Adams was not present to give his update but Joe Corrigan, Chief Finance 
Officer/Chief Operating Officer, reported that the first meeting of the shadow ICB Board is 
taking place this afternoon and there are still two posts to be appointed to - Director of 
Nursing and Director of Strategy.  The CCGs are the statutory organisations and holding 
the reigns until 1st July 2022. 
 
The ICB team are looking at an operating model and from the listening process they will 
produce a scheme of delegation.  
 
Teams are currently focusing on finalising the finances for the current year and planning. 

 
The CCG Governing Body NOTED the contents of the update. 
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2022/03/08 Patient and Public Involvement Updates 
 
8.1 CCG PPIE Update 
Paul Gertig, Lay Member, presented the paper which provides a summary of involvement 
and engagement programmes and projects across both Newcastle and Gateshead 
respectively as well as joint projects covering both areas. 
 
Julia Young, Executive Director of Nursing, Patient Safety & Quality, noted that one of the 
things she has seen in the new planning guidance is an increased focus on the 
personalisation agenda.  Lessons have been learnt from covid and we have a more person 
centred approach and we need to align pieces of work to make sure the focus is there.  
Sheinaz Stansfield noted that the new Primary Care Network (PCN) enhanced services are 
all about personalised care planning so this is very exciting.     
 

The CCG Governing Body NOTED the contents of the report. 
 
 

2022/03/09 Quality, Finance & Performance  
 
9.1 Quality, Finance & Performance Report 
Julia Young and Joe Corrigan presented the paper which gave an ICP view of Quality, 
Performance, Contracting and Finance across Newcastle Gateshead, North Tyneside and 
Northumberland CCGs.  The report aims to provide a high level view of performance quality 
and finance, as well as providing benchmarking performance data in the appendices. 
 
Executive Summary 
This report encompasses the recommendations of the Francis review and brings together 
quality and safety to be reviewed alongside performance, contracting and finance.  The 
CCG Assurance framework ensures a parallel view of quality performance, finance and 
leadership within an assessment which combines elements essential to ensure improved 
outcomes for patients.    
 
There are ongoing risks detailed below to sustainable delivery of the national and local 
performance standards, and mitigating actions are in place to address these risks.  
The key risks demonstrated in this report are compounded by the Covid 19 pandemic and 
all Trusts are working through the recovery with the following risks: 
 

• Infection control and social distancing risks 

• Capacity and workforce shortfalls  

• Bed availability and theatre sessions  
 
Despite such challenges, Newcastle Hospitals NHS FT, Northumbria Healthcare NHS FT 
and Northumberland Tyne and Wear NHS FT continue to be rated ‘Outstanding’, and 
Gateshead Health NHS FT “Good” by the CQC. 
 
Newcastle Gateshead and North Tyneside CCGs have been rated Outstanding, in the 
Improvement and Assessment Framework (IAF) and Northumberland CCG has a rating of 
Good. For 2019/20 the IAF has been superseded by the Oversight Framework and the 
initial dashboard is found in appendix 3. 
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System key Achievements to date for Newcastle Gateshead, North Tyneside and 
Northumberland  

• Patient satisfaction rates from the GP survey have shown recent improvements 

• Dementia Diagnosis is above the standard across the system 

• Early Intervention in Psychosis standards are being met across the system 

• All 3 North ICP CCGs are currently meeting the cancer 31 day standards for 
radiotherapy and surgery. 

• NEAS are currently meeting the national response times for Cat 1 and Cat 4 

• IAPT waiting times to first appointment 
 
The following standards are currently not being met across all 3 North ICP CCGs 

• Diagnostic delays at NUTH NHS FT impacting all 3 North ICP CCG diagnostic 
waiting time performance 

• Referral to Treatment waiting times 

• A&E Waiting times 

• Cancer waiting times 

• NHSI SI Framework: 60-day reporting 
 
Executive Summary Contents 
 
Quality and Safety   

• Summary Dashboard for North ICP CCGs - Newcastle Gateshead CCG, 
Northumberland CCG and North Tyneside CCG Summary Dashboard for all North 
ICP Providers - Gateshead Health NHS FT, Newcastle upon Tyne Hospitals NHS FT 
and Northumbria Healthcare NHS FT, Northumberland Tyne and Wear NHS FT, and 
NEAS 

• Quality and Safety Exceptions summary for the North ICP. 
 
Performance  

• NHS Constitution – CCG View for Newcastle Gateshead CCG, Northumberland 
CCG and North Tyneside CCG 

• NHS Constitution Foundation Trust View for North ICP Providers - Gateshead Health 
NHS FT, Newcastle upon Tyne Hospitals NHS FT and Northumbria Healthcare NHS 
FT 

• Performance Exceptions Summary for the North ICP 
 

Contracting  

• Following national guidance, usual contracting arrangements have been suspended 
and all providers have been placed on block contracts. A brief update on current 
arrangements is included from page 30. 
 

Finance  

• This section reports on the financial position for the full financial year 2021/22, as at 
Jan 2022. 

 
Appendices 

• Benchmarking Information giving a CCG and FT View across the Cumbria and North 
East region 
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• Quality Premium performance across Newcastle Gateshead CCG, North Tyneside 
CCG and Northumberland CCG 

• CCG Oversight Framework performance across North ICP CCGs 
 
It was noted that the staff sickness figures are much higher than in the report. 
 
Joe reported that we are looking to achieve our control total for the current year.  
 
Margaret Stewart, Lay Member, commented on the quality section and the fact that there 
had been no instances of MRSA was excellent.  Also good news was the successful NEAS 
recruitment and their plans to overrecruit.  Joe added that in the current planning round we 
are looking to prioritise support to NEAS in a number of areas.  Margaret noted that one 
concern would be the surgical never event as it sounds like the patient might have been 
harmed and is a reminder that these things do still happen. 
 
Paul Gertig raised that on p28 of the report it talks about working with the LAs to support 
waiting list initiatives for the therapies agenda for children with SEND.  Lynn Wilson, 
Director for the Gateshead System, confirmed that in Gateshead there has been a SEND 
workshop and they have a proposed way forward which will be taken to the Executive 
Committee for agreement.  In Newcastle there is a review taking place to look at 
occupational therapy and physio services.   
 
David Jones asked if we have any sense of how staff in secondary care are coping and Bill 
Cunliffe, Secondary Care Clinician, reported that many are not seeking help but instead are 
leaving their roles, they are looking long and hard at their future in the health service which 
will have an impact on the waiting list initiatives and he cannot see the goals being 
achieved that we are being asked to do.  
  
Joe concluded that there will be challenging times ahead following the two years of the 
pandemic. 
 

The CCG Governing Body NOTED the contents of the report. 
 
 
2022/03/10 Director of Public Health Updates 
Michelle Stamp, Newcastle Public Health, and Andy Graham, Gateshead Public Health, 
were unable to join the meeting to give their updates. 
 
Lynn Wilson reported that Alice Wiseman, Gateshead Director of Public Health, is really 
worried about the covid numbers and how quickly they are rising and also the issues 
regarding testing and having to pay for tests.  
  
Sheinaz Stansfield noted that most staff who contract covid get it from outside 
environments but it impacts on work. 
 
Bill Cunliffe queried if our concerns could be passed to Sam Allen to feed back up the 
system and it was discussed that there is a lack of direction from the Centre.   
 
Elizabeth Moylett, Member Practice Representative, asked if practices are getting a supply 
of tests and it was confirmed that it is up to individual practices to discuss with their local 
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pharmacies.  Julia Young added that we are expecting guidance 'Living with Covid' today 
which we need before we can move forward.   
 
 
2022/03/11 Strategic Items 
 
11.1 Quarter 3 HR & OD Performance Report 
Joe Corrigan presented the report which gave an update of Workforce, Human Resource 
(HR) and Organisational Development (OD) information for NHS Newcastle Gateshead 
CCG for the third quarter of 2021/22 covering the period October to December 2021. 
  
Our workforce is our most valuable asset, therefore the way we develop our organisation 
and our staff is extremely important to us. Our focus must be on developing our capacity 
and capability to balance the challenges of providing high quality, safe services with the 
efficiencies necessary for re-investment in order to achieve our financial plans. 
 
During the Covid crisis, support for staff health and wellbeing has been of paramount 
importance and we have maintained our focus in Q3 with a range of activities and 
communications delivered and these are described in the report. 
 
Updates are provided regarding the establishment of the Integrated Care Board Executive 
Team. 
 

The Governing Body NOTED the contents of the report. 
 

11.2 2022/23 Priorities & Operational Planning Guidance 
Joe Corrigan presented the report which provided an update on progress in meeting the 
operational planning guidance published 24 December 2021. 
  
Strategic and operational plans for 2022/23 and beyond have been developed on an ICS 
footprint, with planning documents submitted at ICS level. 
 
A final submission of the planning documents will be submitted to NHS 
England/Improvement (NHSE/I) 14 April (local) and 28 April 2022 (national). The Governing 
Body will receive copies of the submissions for information in May 2022.  
 
Joe explained that we are behind the normal planning timetable due to lengthy discussions 
around the financial settlement and we are still planning as a CCG for the first quarter. 
 
Paul Gertig commented that he liked the slides around inequalities in the PCN areas and he 
asked if the CCG are developing any outcome measures/targets related to this?  Joe 
confirmed that work is progressing at all levels.  With the ICS coming together at such a 
scale hopefully this can make a difference to ensure the North East gets its share of the 
funding available as we have the biggest life expectancy gap.  It was discussed that the 
presentation at the beginning of the meeting is an example of how we can use monies for 
inequalities.     
 
Jeff Hurst, Lay Member, noted that regarding the apprentice posts they get the young 
persons minimum wage but are still expected to pay for travel, food etc so while it is a great 
scheme it also adds to the inequalities.  We need young people to add value to a business.  
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The Governing Body NOTED the contents of the report. 

 
 
2022/03/12  Assurance, Risk & Governance items 
 
12.1  Risk Register Report 
Neil Hawkins, Head of Corporate Affairs, presented the report which gave a risk 
management update for review and discussion, including a report on the CCG Assurance 
Framework and an update of any operational risks scored 12 or above. 
 
Neil shared the slides on the screen to show the main changes to the report and he noted 
that work has started to look at which risks can be delegated to place moving forward. 
 
Michael Burke, Lay Member, noted that there has been a lot of awareness recently around 
cyber security on IT systems and NHS England have issued strong guidance.  NECS have 
spent the last three months going through our systems following the guidance and a report 
has been to the Audit and QS&R committees and members were assured that they have 
done as much as they can do to help prevent future cyber attacks. 
 
Paul Gertig queried why the eating disorder had been included as it had just started and 
Neil agreed to feed this back.  Paul also asked if we need to start thinking of a risk 
regarding fatigue in the NHS and the amount of people who are/could be leaving the 
service and it was confirmed that there are risks around sustainability and performance 
figures so will make sure it is captured within these.  
 

The CCG Governing Body NOTED the Assurance Framework. 
 
 
2022/03/13 Committee Minutes/Reports to be received for information 
 
13.1(a) Minutes of the CCG Executive Committee meeting 11 January 2022 

The CCG Governing Body RECEIVED the minutes. 
  
(b) Minutes from the Quality, Safety & Risk Committee held on 6 January 2022 

The CCG Governing Body RECEIVED the minutes. 
 

(c) Minutes from the Audit, Finance & Performance Committee – there were no 
minutes to share at this time 

 
(d) Minutes from the Primary Care Commissioning Committee 30 November 

2021 and 25 January 2022 
The CCG Governing Body RECEIVED the minutes. 

 
(e) Northern CCG Joint Committee extracts from minutes of meetings held in 

private on 13 January and 10 February 2022. 
The CCG Governing Body RECEIVED the minutes. 
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Margaret Stewart wanted to bring to everyone's attention to the Q&SR minutes of 6 January 
where they drew up their top wishes and commend to those who will be carrying on the 
quality work. 
 
The meeting closed at 3.30 pm. 
 
 
2022/03/14 Date of Next Meeting  
Tuesday 24 May 2022 
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Patient, Public and Carer Involvement and Experience 
Update 

 
May 2022 

 
1. Introduction  
 
This paper summarises progress on Patient, Public and Carer, Involvement and     
Experience work across Newcastle and Gateshead since the last report in March 
2022. 
 
 
2. Gateshead Place activities:  
 
2.1 Long Term Conditions Group 

As well as public and patient members, the May meeting of the Long Term 
Conditions (LTC) Group was attended by Jane Conroy, Head of Quality and Patient 
Experience at the Queen Elizabeth hospital, in Gateshead. Jane explained about 
how she is looking to revitalise and expand patient involvement in service delivery at 
the Trust, and would like to utilise the the patient experience of our LTC Group 
members as part of this, especially in relation to specific service delivery 
improvements. David Hewitson, chair, welcomed her proposal and, on behalf of LTC 
members, looked forward to closer working with the Foundation Trust in future. In the 
subsequent discussion, members asked a range of questions around specific 
examples of patient experiences, both at the hospital site, and more broadly across 
service providers. 

2.2 Community Mental Health Transformation (CMHT) 

Following on from the successful recruitment drive around the Peer Support Worker 
initiative, including email promotion through community stakeholders in Gateshead, 
social media, our website, and articles in both the Evening Chronicle and also the 
Journal (https://www.chroniclelive.co.uk/news/north-east-news/mental-health-peer-
supporters-gateshead-23338739), a number of new NHS Peer Support Workers 
have been recruited across the Gateshead PCNs footprint. Training and support is 
now underway to support the people in these new roles.  

Separately, in April, we also promoted non-recurrant funding for a New Grant 
Scheme for community groups to support Gateshead residents' mental health. 
Grants of up to £10,000 were made available to voluntary, community, faith and 
social enterprise organisations across Gateshead, supporting smaller organisations 
with annual income of less than half a million pounds. Following extensive promotion 
of the scheme through social media, group emails and e-bulletin promotion and on 
our website, the scheme was also covered in the Evening Chronicle: 
https://www.chroniclelive.co.uk/news/health/mental-health-funding-gateshead-
charities-23685311 Applications closed at the end of April, and the applications are 
now being reviewed. 

 

https://www.chroniclelive.co.uk/news/north-east-news/mental-health-peer-supporters-gateshead-23338739
https://www.chroniclelive.co.uk/news/north-east-news/mental-health-peer-supporters-gateshead-23338739
https://www.chroniclelive.co.uk/news/health/mental-health-funding-gateshead-charities-23685311
https://www.chroniclelive.co.uk/news/health/mental-health-funding-gateshead-charities-23685311
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2.3 Teenage Health Resource 

Following ongoing work by the CYPF team to develop a Teenage Resource 
containing advice and information around topics such as mental health, body image, 
weight difficulties, bullying, smoking, sexual exploitation, drugs & alcohol for young 
people aged 13 – 25, we have been working with Involve North East (INE) to help 
coproduce the final products with young people from Gateshead. Six focus groups 
with young people, as well as a public survey have been undertaken, to get their 
input on the design, style, content, branding and name of the new products.  

2.4 RISE Gateshead schools consultation 
 
RISE is part of the NHS Newcastle Gateshead Clinical Commissioning Group and 
Department For Education Mental Health in Schools programme. Working with the 
Children's Society, it offers free services to primary and secondary schools and 
colleges in Gateshead to support young people with mild to moderate mental health 
needs. Currently, a "whole school" approach is taken, supporting students and staff, 
running group sessions, and helping teachers shape lesson plans or assemblies. 
 
In order to evaluate the offer and make sure it is meeting the needs of children, 
teachers and support staff, we are currently surveying teachers, mental health leads 
and pastoral leads on their experiences of the service. Questions cover both the 
service on offer through RISE, and other mental health support that schools can 
access. Once the survey is complete, a report on feedback will be developed and 
available from June 2022. 
 

3. Newcastle Place Activities 
 
3.1. Newcastle Patient Public and Carer Forum Development 
 
Further work has taken place to broaden the participation of the forum through 
meeting with community leaders. A positive outcome of a meeting with Angelou 
Centre leaders was to increase links between the Newcastle Forum and their Health 
and Wellbeing Project Worker, which will be built upon to increase participation and 
diversity within work of the the Forum going forward. This will include regular 
participation in the Forum. Additional work will look to develop links around workforce 
development and training opportunities. 
 
3.2 Collaborative Newcastle Dementia Partnership 

The Collaborative Newcastle Dementia Partnership has been set up to explore how 
services in Newcastle for those with dementia and their carers can be improved, 
working as a system-wide partnership. This group initially met on Thursday 28 April 
to identify priorities, and will begin to explore how engagement can effectively 
support this work over the coming months.  
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3.3. Newcastle Special Educational Needs and Disability (SEND)  
 

3.3.1 Happiness Survey Engagement 

The SEND Voice team have recently concluded their ‘Happiness Survey’ which has 
been delivered through workshops in primary schools, and circulated to all 
secondary schools and post 16 education providers. The findings of this report will 
be available shortly and reported to the Newcastle Patient, Public and Carer 
Engagement Forum. 

3.3.2 Newcastle Teen Resource 

The SEND Voice Trainees have been working on the Teen Health resource for 
Newcastle and have made it into a public Wiki. A wiki is like a mini web site which 
involves clicking on simple headings and pictures to find out about a certain area of 
health.  The resource has been developed working in co-production with young 
people, including young people with SEND.  

It is anticipated that the Teen Resource will go live in September once some further 
co-production with other SEND young people has concluded. 

It will include a section for Newcastle SEND young people to update about the things 
they get involved in that are fun and make them happy. This section will be 
constantly added to as more people use it and add their ideas. This will make it a 
very local and constantly evolving place-based resource.  

3.4 Future events and activities 
 
3.4.1.Newcastle Patient, Public, Carer and Partner Engagement Forum 
 
The next Patient, Public, Carer and Partner Online Engagement Forum for 
Newcastle Place will take place on Monday 13 June, 10-12pm. 

 A presentation is planned by Jill Bauld, SEND Voice Coordinator about the SEND 
Voice Team's engagement work with children and young people across Newcastle, 
including introducing the role of the SEND Voice Trainees.  

A presentation is to be given by Paul Sams, Feedback and Outcomes Lead, 
Commissioning & Quality Assurance Team, Cumbria, Northumberland, Tyne & Wear 
NHS Foundation Trust (CNTW) on organisational engagement initiatives. A further 
update will be given on the progress of the Integrated Care System (ICS) and 
Integrated Care Board (ICB), along with opportunities for feedback and discussion 
with the Forum members. The finalised agenda will be available shortly.  

3.4.2  Improving Newcastle Practice Patient Group (PPG) Engagement  

A key recommendation from Involve North East's recent report into Practice 
Participation Groups was to provide advice to practices on developing PPGs and 
promote a toolkit to support this. In response to this recommendation, and to help 
address issues emerging from this report, sessions are to be ran at the next 
Newcastle Time In Time Out (TITO) event on 17 May. Involve North East will be 
running these sessions to help practice staff consider how they may best support 
their PPG development and to advise on how to use the toolkit to support this work.  
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4. Joint Newcastle-Gateshead activities: 
 
4.1 ICS Engagement Strategy Development 

Towards the end of January, following a request from the ICS Engagement Working 
Group, the Gateshead and Newcastle Place Engagement Leads developed and 
circulated a briefing and invitation for feedback on the draft ICS engagement 
principles, aimed at VCS groups, public and patient groups, as well as local 
councillors and MPs from both Gateshead and Newcastle. 

The ICS strategic engagement group has now evaluated the feedback received, to 
ensure that the developing draft engagement strategy has patient engagement and 
involvement at its heart.  

A special meeting of the Newcastle Patient Public Carer and Partner Forum and the 
Gateshead Public Forum was held on 8th March to hear about how the NENC ICS 
approach to engagement was being developed and to provide an opportunity for 
participants to feed in their thoughts on what engagement should look like at a 
regional level and a place-based level. Further written feedback was invited and 
collated by Involve NorthEast for submission to the NENC ICS Strategic 
Engagement working group.  

Following the receipt of a good range of responses from Newcastle and Gateshead, 
the working group has been working in partnership across all the CCGs in the NE 
and North Cumbria, to use the feedback to help influence into the next iteration of 
the draft ICS Engagement Strategy document.  

A draft text has now been developed which features examples of engagement 
highlights from both Gateshead and Newcastle, and will be further reviewed by the 
ICS engagement team before being submitted for approval in June.  

Separately, consultations have begun with a small, representative group of 
stakeholders from across NE & NC about the potential for creating a new ICS-wide 
Citizens' Panel. If initial feedback proves positive- and if adopted- the ICS Citizen's 
Panel could potentially provide an independent view and feedback from stakeholders 
on matters relating to the ICS. 

4.2 Reimagining Engagement Support 

Due to the changes happening at the Integrated Care System (ICS) and the 
establishment of the Integrated Care Board (ICB), it is felt that it is an appropriate 
time to consider the redesign of how we engage as a system in both Newcastle 
Place and Gateshead Place. 

The post-pandemic period; new online ways of working; the abolition of CCGs and 
the move to Place-based working within the new ICS structures; a widening digital-
access divide; as well as a renewed commitment to tackling health inequalities at 
place - are just some of the opportunities and challenges for reimagining how we 
deliver engagement in Gateshead and Newcastle. All of this has taken place within 
the parameters of a challenging engagement resource envelope. 
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Due to this fundamental change of landscape and recognising that we need to be 
more ambitious and innovative in how we deliver engagement at Place, we have 
decided to reconsider how this could be done.  
 
Work is now being developed in Newcastle Place and Gateshead Place to consider 
how we can do this in partnership with our respective system level collaborators to 
ensure the opportunity is taken to reduce duplication, increase quality and ensure 
value for money.   
 
4.3 Community Forum 

Following a discussion at the last Community Forum meeting on 5 April 2022 around 
the future of the Forum, a further discussion has taken place to take stock of the 
Forum and consider how we take it forward.  

It has been agreed that due to the imminent changes happening at the Integrated 
Care System (ICS) and the establishment of the Integrated Care Board (ICB), the 
best course of action will be to pause the Forum for the time being, to allow time for 
consideration and review.  

The resource used to support the Forum will be used in the interim to support our 
work to reimagine engagement (see 4.2). We plan to involve Community Forum 
members in helping us think about how we consider the community voice in how we 
engage as a system in both Newcastle Place and Gateshead Place. 

We wish to take this opportunity to thank all the Community Forum members across 
the years for their time, participation, and passion that they have brought to the 
Forum. As we start to develop a system-wide place-based approach to engagement, 
we will be back in touch with Forum members to ensure that they have an 
opportunity to influence and engage with future developments.  

4.4 Severe Mental Illness (SMI) Physical Health Checks 

Working with Dr Helen Ryan, GP practices and Involve North East, we have been 
promoting a survey of both patient and practitioner experiences of the annual 
physical health checks made available to SMI patients.  Work is ongoing to promote 
the take up of the survey, particularly in light of the increased numbers of physical 
healthchecks being undertaken by GP practices across Newcastle and Gateshead. 
The results of this survey will be fed back to GP practices on a regular basis to 
consider the process by which these health checks are carried out, to help inform 
how the service is tailored to best match the needs and expectations of patients and 
their support networks. 
 
4.5  Severe Mental Illness (SMI) Financial Tool 

Work is ongoing to evaluate the impact of a financial tool that the Money and 
Pensions Service (an arms-length body sponsored by the Department for Work and 
Pensions) has developed. The tool, which is designed to provide support to people 
with SMIs to better manage their finances, is currently being piloted by Cumbria, 
Northumberland, Tyne and Wear NHS Foundation Trust (CNTW). CNTW have 
advised that their staff are completing the tool with service users in meetings, but 
due to a low response rate to the evaluation, the deadline for completing the 
SurveyMonkey has been extended until the required number of responses has been 
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reached along with a push to increase responses. This intends to ensure sufficient 
responses to be collated before the tool is evaluated.We are currently working 
through Involve North East to encourage greater take-up of the evaluations. 
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This report encompasses the recommendations of the Francis review and brings together quality and safety to be reviewed 

alongside performance, contracting and finance.  The CCG Assurance framework (appendix 3) ensures a parallel view of quality 

performance, finance and leadership within an assessment which combines elements essential to ensure improved outcomes for 

patients.    

There are ongoing risks detailed below to sustainable delivery of the national and local performance standards, and mitigating 

actions are in place to address these risks.  

The key risks demonstrated in this report are compounded by the Covid 19 pandemic and all Trusts are working through the 
recovery with the following risks: 
 

• Infection control and social distancing risks 

• Capacity and workforce shortfalls  

• Bed availability and theatre sessions  
 
Despite such challenges, Newcastle Hospitals NHS FT, Northumbria Healthcare NHS FT and Northumberland Tyne and Wear 
NHS FT continue to be rated ‘Outstanding’, and Gateshead Health NHS FT “Good” by the CQC. 
 
Newcastle Gateshead and North Tyneside CCGs have been rated Outstanding, in the Improvement and Assessment Framework 
(IAF) and Northumberland CCG has a rating of Good. For 2019/20 the IAF has been superseded by the Oversight Framework and 
the initial dashboard is found in appendix 3. 
 
System key Achievements to date for Newcastle Gateshead, North Tyneside and Northumberland  

• Patient satisfaction rates from the GP survey have shown recent improvements 

• Dementia Diagnosis is above the standard across the system 

• Early Intervention in Psychosis standards are being met across the system 

• All 3 North ICP CCGs are currently meeting the cancer 31 day standards for radiotherapy and surgery. 

• NEAS are currently meeting the national response times for Cat 1 and Cat 4 

• IAPT waiting times to first appointment 

Executive Summary 
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The following standards are currently not being met across all 3 North ICP CCGs 

• Diagnostic delays at NUTH NHS FT impacting all 3 North ICP CCG diagnostic waiting time performance 

• Referral to Treatment waiting times 

• A&E Waiting times 

• Cancer waiting times 

• NHSI SI Framework: 60-day reporting 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Executive Summary 
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Quality and Safety   
 

• Summary Dashboard for North ICP CCGs - Newcastle Gateshead CCG, Northumberland CCG and North Tyneside CCG 

Summary Dashboard for all North ICP Providers - Gateshead Health NHS FT, Newcastle upon Tyne Hospitals NHS FT and 

Northumbria Healthcare NHS FT, Northumberland Tyne and Wear NHS FT, and NEAS 

• Quality and Safety Exceptions summary for the North ICP. 

Performance  

• NHS Constitution – CCG View for Newcastle Gateshead CCG, Northumberland CCG and North Tyneside CCG 

• NHS Constitution Foundation Trust View for North ICP Providers - Gateshead Health NHS FT, Newcastle upon Tyne 

Hospitals NHS FT and Northumbria Healthcare NHS FT 

• Performance Exceptions Summary for the North ICP 

Contracting  

• Following national guidance, usual contracting arrangements have been suspended and all providers have been placed on 
block contracts. A brief update on current arrangements is included from page 28. 
 

Finance  

• This section reports on the financial position for the full financial year 2021/22 at March 22, subject to audit. 
 
Appendices 

 

• Benchmarking Information giving a CCG and FT View across the Cumbria and North East region 

• Quality Premium performance across Newcastle Gateshead CCG, North Tyneside CCG and Northumberland CCG 

• CCG Oversight Framework performance across North ICP CCGs 

Executive Summary: Contents 
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Safe Quality Indicators Overview

Key

Performance

Area

Indicator Period Threshold
CCG 

Actual

YTD 

Actual
Movement Threshold

CCG 

Actual

YTD 

Actual
Movement Threshold

CCG 

Actual

YTD 

Actual
Movement

MRSA Assignment Following PIR Process Feb-22 0 1 4 0 0 1 0 0 1

C Difficile Feb-22 11.0 12 168 4.0 4 44 5.0 5 87

C Difficile Community Cases Feb-22 N/A 4 75 N/A 1 22 N/A 2 56

MSSA Feb-22 N/A 12 140 N/A 6 51 N/A 6 96

E Coli Feb-22 36.0 35 392 17.0 13 176 28.0 17 248

Never Events (i.e., number involving CCG's patients) Mar-22 0 1 1 0 0 3 0 0 5

Serious Incidents - NHS Providers Mar-22 N/A 23 259 N/A 4 61 N/A 12 87

Serious Incidents - Primary Care Mar-22 N/A 0 0 N/A 0 0 N/A 0 0

Safeguard Incident Risk Management (SIRMS) Mar-22 N/A 120 1175 N/A 14 171 N/A 30 256

Reciprocal Incidents (i.e., incidents reported by secondary care 

about primary care)
Mar-22 N/A 9 91 N/A 5 29 N/A 3 40

Caring Quality Indicators Overview

Key

Performance

Area

Indicator Period Threshold
CCG 

Actual

YTD 

Actual
Movement Threshold

CCG 

Actual

YTD 

Actual
Movement Threshold

CCG 

Actual

YTD 

Actual
Movement

Overall experience of GP practice
Jul-21 

publication
83.0% 84.0% 83.0% 87.0% 83.0% 88.0%

Ease of use of online services (excludes "Haven't tried" 

responses)

Jul-21 

publication
75.0% 74.0% 75.0% 76.0% 75.0% 81.0%

Overall experience of making an appointment
Jul-21 

publication
71.0% 72.0% 71.0% 75.0% 71.0% 75.0%

Overall experience of services when GP practice is 

closed 

Jul-21 

publication
66.0% 68.0% 66.0% 67.0% 66.0% 72.0%

Responsive and Well - Led Quality Indicators Overview

Key

Performance

Area

Indicator Period Threshold
CCG 

Actual

YTD 

Actual
Movement Threshold

CCG 

Actual

YTD 

Actual
Movement Threshold

CCG 

Actual

YTD 

Actual
Movement

Formal Complaint Mar-22 N/A 3.0 11.0 N/A 0.0 8.0 N/A 0.0 2.0

Concern/Advice/Other Mar-22 N/A 1.0 18.0 N/A 0.0 18.0 N/A 1.0 3.0

Freedom of Information Requests Mar-22 N/A 17.0 175.0 N/A 20.0 180.0 N/A 19.0 194.0

Newcastle Gateshead CCG North Tyneside CCG Northumberland CCG

HCAI

Newcastle Gateshead CCG North Tyneside CCG Northumberland CCG

Incidents

GP Patient Survey

Newcastle Gateshead CCG North Tyneside CCG Northumberland CCG

Responsive

Quality Dashboard - CCG Summary 
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Safe Quality Indicators Overview

Key

Performance

Area

Indicator Period Threshold GHFT Movement NHCFT Movement NuTHFT Movement CNTWFT Movement NEASFT Movement

MRSA Assignment Following PIR Process Feb-22 0 0 0

C Difficile Feb-22 0 1 16

MSSA Feb-22 3 5 4

E Coli Feb-22 7 8 13

Never Events Mar-22 0 0 0 2 0 0

Serious Incidents Mar-22 N/A 6 11 27 7 0

NHSI SI Framework: 2 Day Reporting Q4 21/22 95% 75.0% 100.0% 95.0% 100.0% Nil

NHSI SI Framework: 60 Day Reporting Q4 21/22 95% 29.0% 50.0% 61.0% 68.0% Nil

Safeguard Incident Risk Management (SIRMS) Mar-22 N/A 32 17 34 9 17

Staffing Absence rate Nov-21 5.59% 5.89% 5.99% 6.36% 7.71% 10.21%

Alerts Patient safety alerts open past deadline Feb-22 0 2 0 0

HCAI

Incidents

Quality Dashboard Foundation Trusts - Safe  
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NB The threshold for staff recommending their organisation for care and work differ for mental health and ambulance trusts to that 
shown in the table.  Mental Health Trust - Care =70.4% and Work= 67.7%.  Ambulance Trusts - Care=76.0% Work=58.1%  
 

 

 

 

 

 

Effective Quality Indicators Overview
Key

Performance

Area

Indicator Period Threshold GHFT Movement NHCFT Movement NuTHFT Movement CNTWFT Movement NEASFT Movement

Summary Hospital-level Mortality Indicator (SHMI) Oct-21 1.0 1.0 1.0

Hospital Standardised Mortalbity Ratio (HSMR) Dec-20 112.0 107.0 97.0

VTE VTE Risk Assessment Dec-19 99.0% 95.1% 97.4%

Caring Quality Indicators Overview
Key

Performance

Area

Indicator Period Threshold GHFT Movement NHCFT Movement NuTHFT Movement CNTWFT Movement NEASFT Movement

FFT - A&E Recommended score Feb-22 77.0% 83.0% 84.0% 93.0%

FFT - Inpatient Recommendation Rate Feb-22 94.0% 91.0% 94.0% 98.0%

FFT - Oupatient Recommendation Rate Feb-22 93.0% 93.0% 94.0% 96.0%

FFT - Mental Health Recommendation Rate Feb-22 86.0% Nil 89.0% 90.0%

FFT - Patient Transfer Service Recommendation Rate Feb-22 88.0% 92.0%

FFT - Staff: Recommended for Care
Staff Survey 

2021
66.9% 75.1% 83.8% 85.4% 67.0% 66.0%

FFT - Staff: Recommended for Work
Staff Survey 

2021
58.4% 64.7% 77.6% 65.0% 64.0% 38.3%

Responsive and Well - Led Quality Indicators Overview

Key Performance Area Indicator Period Achievement

Well - Led CQUIN - Restart 2022/23

Mortality

Friends and Family

Quality Dashboard – Effective, Responsive and Well-Led 
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Quality Exceptions 
 
Health Care Acquired Infections (HCAI):  
 
MRSA:  NGCCG reported 1 (published) case in February 2022 bringing the CCG's YTD total to 4 (published) cases. 
 
C Difficile Infection (CDI):  NuTHFT reported 16 (published) cases in February 2022, exceeding their monthly trajectory of 8 cases.  
YTD the Trust has had 157 (published) cases exceeding their 2021/22 threshold of 98.  The Trust reports that the increase is 
multifactorial, including high acuity of patients, the suspension of multidisciplinary post infection review meetings and suspension of 
antimicrobial audits.  A review of the PIR meetings is underway to establish an effective way to engage with the clinical teams to 
identify best practice and support any identified learning.  Antimicrobial audits were planned to be reinstated from April 2022.  NGCCG 
reported 12 (published) cases in February 2022 exceeding their monthly trajectory of 11 bringing the CCG's YTD total to 168 
(published) cases. 
 
MSSA:  NuTHFT reported 4 (published) cases in February 2022 and continues to be the highest reporter in the region.  The Trust 
set an internal trajectory of <90 cases for 2021/22; between April and February 2022 the Trust had 97 (published) cases.  The Trust 
continues to review themes to improve performance and individual directorate action plans are in place with improvement objectives.  
The Infection Prevention and Control Team offers targeted support and training to reinforce and ensure compliance with standard 
IPC practice. 
 
E. coli:  NuTHFT reported 13 (published) cases in February 2022 and continues to be the highest reporter in the region.  YTD the 
Trust has had 187 (published) cases against their 2021/22 threshold of 228.  The Trust reports that, whilst acknowledging that the 
high and increasing acuity, dependency and complexity of patients continues to be a contributing factor, Quality Improvement projects 
are underway to support a reduction in cases.  Progress on these has been influenced by workforce issues in key clinical areas. 
 
Serious Incidents:  
 
In March 2022: 
 
GHFT reported 6 SIs (4 falls, 1 sub-optimal care of a deteriorating patient, 1 surgical/invasive procedure) 4 related to NGCCG 
patients.  This demonstrates a decrease on the same period last year (n=10 reported).   
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NuTHFT reported 27 SIs (15 pressure ulcers, 3 treatment delays, 2 surgical/invasive procedures, 2 HCAI COVID-19, 2 falls, 1 
diagnostic, 1 maternity, 1 sub-optimal care of a deteriorating patient) 17 related to NGCCG patients.  This is an increase on the 
same period last year (n=17 reported).   
 
CNTWFT reported 7 SIs (all unexpected deaths) 2 related to NGCCG patients.  This demonstrates a decrease on the same period 
last year (n=9 reported).   
 
NEASFT reported no SIs.  This demonstrates no change on the same period last year (n=0). 
 
Never Events:  During March 2022 NuTHFT reported two never events; one related to a retained swab in a patient who had 
undergone cardiothoracic surgery which was identified on x-ray four days later and a wrong side nerve block administered in a patient 
undergoing emergency orthopaedic surgery. This brings the total number of never events reported during 2021-22 to 6. The 
investigations are ongoing and will be managed in line with the CCG serious incident reporting processes. 
 
NGCCG Serious Incident Panel:  In March 2022 the CCG SI panel considered 16 new cases; 13 were closed, 2 remain open 
pending further assurance and 1 was delogged.  The panel also considered 14 SIs from the action log, 2 were closed and 12 remain 
open pending receipt of additional assurance from the providers and will be carried forward to the next panel.  
 
NHS Sickness Absence Rates:  GHFT, NuTHFT, CNTWFT and NEASFT were above the England average for November 2021 
(5.59%).  The Trusts reported significant workforce pressures due to sickness absence and vacancies; some improvement has been 
seen.  A range of measures are in place to ensure operational challenges are managed, safe staffing levels are in place and support 
is being offered to staff to maintain their health and wellbeing. 
 
NGCCG Complaints:  In March 2022, the CCG received 3 formal complaints and 1 concern.  1 complaint and 6 concerns relating to 
NHS providers were also received and have been forwarded to the relevant organisation, with the appropriate consent.  
 
Patient Safety Alerts:  GHFT continues to have 2 outstanding alerts.  NatPSA/2021/003/NHSPS - Eliminating the risk of inadvertent 
connection to medical air via a flowmeter (Deadline 16 Nov 2021) and NatPSA/2021/009/NHSPS - Infection risk when using FFP3 
respirators with valves or Powered Air Purifying Respirators during surgical and invasive procedures (Deadline 25 Nov 2021).  The 
Trust anticipates that alert NatPSA/2021/003/NHSPS will be closed by the end of the financial year.  The Trust continues to provide 
assurance on their compliance with patient safety alerts at the QRG via their integrated oversight report. 
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Primary Care Quality:   
 

• Three GP practices were rated as requires improvement following recent CQC inspections.  The CCG wrote to each practice 
to request a copy of their CQC improvement plan, and they were offered a support visit from the medical director.  All three 
practices have now submitted their improvement plan, which will be shared and discussed at the next primary care quality 
meeting.  As of yet none of the practices have taken up the offer of a support visit.   
 

• In the Q2 quality dashboard two Gateshead practices were risk rated as 'red' based on the CCG risk allocation scoring.  
Practices who are risk rated as 'red' are contacted by the CCG and a support visit arranged to discuss the quality data and 
any improvements needed. One of these practices was first risk rated as 'red' in  the Q1 data and a support visit took place in 
December 2021.   A visit to the second practice took place in March 2022 and the findings of the quality dashboard was 
discussed with the senior partner and practice manager.  A letter has been sent to the practice confirming the discussions and 
an improvement plan has been requested.   

 

• In March 2022 the Q2 quality dashboards were shared with every practice in Newcastle and Gateshead. A small number of 
queries were received, which were responded to by the quality team.  The Q2 PCN quality summaries were also shared with 
the clinical leads and in line with this year's PEP scheme CCG representatives were asked to attend PCN meetings to discuss 
the quality data and answer any queries.  Q3 dashboards will be shared with practices and PCNs in April/May 2022.
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Actual YTD Risk Actual YTD Risk Actual YTD Risk Actual

% patients spending 4 hrs or less in A&E or minor injury unit Mar-22 95.0% 80.5% 84.6% 87.8% 90.8% 88.6% 91.5% 71.6%

Category 1 Response times (7 Mins ave) 07:00 00:06:22 00:06:06 00:06:37 00:06:47 00:07:58 00:08:11 00:09:35

Category 2 Response times (18mins ave) 18:00 00:32:14 00:34:47 00:30:03 00:31:47 00:29:38 00:31:09 01:01:03

Category 1 Response times (90th centile) 15mins 00:12:46 00:11:37 00:12:54 00:12:38 00:17:27 00:18:23 00:16:50

Category 2 Response times (90th centile) 40mins 01:06:31 01:13:36 01:00:10 01:05:35 01:01:21 01:04:58 02:17:10

Category 3 Response times (90th centile) 2hrs 04:54:34 05:08:37 04:14:38 04:22:49 02:55:52 03:01:21 08:36:33

Category 4 Response times (90th centile) 3hrs 03:36:03 03:05:35 02:58:33 03:13:01 02:28:03 02:40:12 09:56:03

% patients waiting for initial treatment on incomplete pathways within 18 weeks 92.0% 70.0% 72.0% 75.1% 76.5% 75.8% 77.2% 62.6%

Number of patients waiting more than 52 weeks for treatment 0 1,722 24,175 627 9,256 744 12,083 299,478

MSA Mixed Sex accommodation - number of unjustified breaches Feb-22 0 0 0 0 0 0 0 2,796

Diagnostics % patients waiting less than 6 weeks for the 15 diagnostics tests (including audiology) Feb-22 99.0% 81.0% 76.1% 91.4% 89.4% 85.8% 86.2% 76.0%

% of patients seen within 2 weeks of an urgent GP referral for suspected cancer 93.0% 90.2% 73.4% 94.4% 83.2% 96.3% 83.8% 80.7%

% of patients seen within 2 weeks of an urgent referral for breast symptoms 93.0% 44.8% 35.3% 71.2% 74.4% 86.9% 86.0% 56.5%

% of patients treated within 62 days of an urgent GP referral for suspected cancer 85.0% 51.4% 64.2% 62.0% 70.9% 58.4% 68.1% 62.1%

% of patients treated within 62 days of an urgent GP referral from an NHS Cancer Screening Service 90.0% 72.7% 73.4% 42.9% 58.3% 83.3% 77.6% 64.5%

% of patients treated for cancer within 62 days of consultant decision to upgrade status N/A 88.9% 66.3% 85.7% 67.1% 42.9% 53.4% 75.9%

% of patients treated within 31 days of a cancer diagnosis 96.0% 89.8% 93.6% 87.4% 92.6% 91.2% 93.2% 93.7%

% of patients receiving subsequent treatment for cancer within 31 days - surgery 94.0% 75.6% 78.0% 87.5% 81.6% 85.7% 77.1% 84.3%

% of patients receiving subsequent treatment for cancer within 31 days - drugs 98.0% 98.2% 98.6% 97.0% 96.8% 97.9% 98.3% 99.0%

% of patients receiving subsequent treatment for cancer within 31 days - radiotherapy 94.0% 98.8% 96.8% 100.0% 97.7% 94.4% 96.9% 94.4%

6 Week wait IAPT treatment (People Completing Therapy) Jan-22 75% 96.7% 95.4% 98.1% 96.0% 75.7% 92.4% 89.7%

18 Week wait IAPT treatment (People Completing Therapy) Jan-22 95% 99.8% 99.9% 99.4% 98.6% 99.6% 99.7% 98.4%

% people with anxiety  disorders and depression who access psychological therapies (IAPT) Jan-22 20.2% 1.33% 13.64% 1.24% 12.22% 1.31% 12.37%

% complete treatment who are moving to recovery Jan-22 50% 50.8% 49.0% 57.82% 57.53% 50.00% 51.37% 49.7%

Early intervention in psychosis - % with 1st episode treated within 2 weeks Feb-22 60% 100.0% 87.3% 100.0% 79.3% 66.7% 87.0%

Waiting times for routine referral to CYP Eating Disorder Services - Within 4 weeks 71.6% 75.4% 88.0% 88.3% 85.6% 87.2%

Waiting times for Urgent referrals to CYP Eating Disorder Services - within 1 week 100.0% 95.9% 92.9% 93.3% 100.0% 100.0%

Inappropriate OAPs active at period end Dec-21 <0 5 15 0 10 5 20 700

Improve diagnosis rate for people with dementia Mar-22 70.0% 73.3% 71.6% 64.4% 64.4% 60.0% 60.0% 61.7%

RTT Feb-22

Q4 2020-21 & Q1-

3 2021-22

Cancer Feb-22

Mental Health

England 

Benchmark

Ambulance Mar-22

North Tyneside CCG Northumberland CCG

Threshold

Indicators Indicator Description
Latest Data 

Period

Newcastle Gateshead CCG

Front Door

Performance Dashboard – NHS Constitution CCG View 
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Performance Dashboard – CCG Trends 
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Actual YTD Risk Actual YTD Risk Actual YTD Risk Actual YTD Risk

% patients spending 4 hrs or less in A&E or minor injury unit 95.0% 82.2% 86.2% 77.3% 81.5% 90.0% 92.6%

Over 12 hour trolley waits <0 0 3 5 24 0 0

Turn around time - Arrive Hospital to Clear <= 30% 55.8% 43.78% 57.9% 45.07% 39.0% 35.25%

Ambulance handovers 30 mins - 60 mins <0 125 1265 56 583 531 4,042

Ambulance handovers => 60 mins <0 0 22.0 10 231 174 1,046

Ambulance handovers =>120mins <0 0 0 1 44 10 68

Category 1 Response times (7 Mins ave) 07:00 00:06:56 00:06:56

Category 2 Response times (18mins ave) 18:00 00:33:32 00:36:39

Category 1 Response times (90th centile) 15mins 00:13:48 00:14:27

Category 2 Response times (90th centile) 40mins 01:09:24 01:17:13

Category 3 Response times (90th centile) 2hrs 04:34:02 04:51:08

Category 4 Response times (90th centile) 3hrs 03:37:10 03:37:55

*Delayed Days - Acute 694 7,214 309 2,862 56 540

*Delayed Days - Non-Acute 207 1567 0 0 42 442

% patients waiting for initial treatment on incomplete pathways within 18 

weeks
92.0% 70.0% 71.4% 75.5% 79.0% 86.7% 88.0%

Number of patients waiting more than 52 weeks for treatment 0 3,730 53,652 50 508 40 781

Number of patients waiting >26 weeks on incomplete pathway 18,641 1,324 1,738

Mixed Sex accommodation - number of unjustified breaches Feb-22 0 0 0 0 0 0 0

*Cancelled Ops Q3 2019/20 95.0% 95.8% 93.6% 91.4% 89.5% 94.8% 91.7%

Diagnostics % patients waiting less than 6 weeks for the 15 diagnostics tests (including 

audiology)
Feb-22 99.0% 80.6% 78.7% 76.9% 69.8% 93.4% 92.2%

% of patients seen within 2 weeks of an urgent GP referral for suspected 

cancer
93.0% 92.0% 63.9% 88.5% 82.0% 96.8% 94.6%

% of patients seen within 2 weeks of an urgent referral for breast symptoms
93.0% 37.2% 32.1% 100.0% 95.8% 92.4% 90.6%

% of patients treated within 62 days of an urgent GP referral for suspected 

cancer
85.0% 50.2% 58.9% 58.0% 63.5% 63.9% 77.1%

% of patients treated within 62 days of an urgent GP referral from an NHS 

Cancer Screening Service
90.0% 71.4% 76.8% 80.5% 85.4% 71.4% 57.3%

% of patients treated for cancer within 62 days of consultant decision to 

upgrade status
N/A 60.4% 57.8% 0.0% 44.0% 78.9% 67.7%

% of patients treated within 31 days of a cancer diagnosis
96.0% 85.2% 91.0% 100.0% 96.1% 96.5% 97.3%

% of patients receiving subsequent treatment for cancer within 31 days - 

surgery
94.0% 73.6% 75.4% 96.6% 95.1% 100.0% 93.8%

% of patients receiving subsequent treatment for cancer within 31 days - 

drugs
98.0% 96.8% 97.4% 100.0% 99.2% 100.0% 95.9%

% of patients receiving subsequent treatment for cancer within 31 days - 

radiotherapy
94.0% 97.9% 97.4% 100.0% 100.0% - 100.0%

***Non-clinically justifiable 104 day delays
0.0%

Front Door

Mar-22

Ambulance

Mar-22

Indicators Indicator Description Latest Data 

Period

Threshold

Cancer

Jan-22

NEAS

DTOC
Feb-20

Newcastle Hospitals NHS FT Gateshead Health NHS FT Northumbria Healthcare NHS FT

RTT

Feb-22

Mar-22

Performance Dashboard – NHS Constitution NHS Foundation Trust View 
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Performance Dashboard – NHS Foundation Trust Trends 
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GATESHEAD HEALTH NHS FOUNDATION TRUST

Total Waits Mar-21 Apr-21 May-21 Jun-21 Jul-21 Aug-21 Sep-21 Oct-21 Nov-21 Dec-21 Jan-22 Feb-22

0->18 6,860       6,892       7,529       7,510       7,314       7,504       7,835       8,112       8,108 8,034 8,122      7,949       

19->26 1,081       967           823           781           915           1,098       1,176       1,113       1,080       1,183 1,144      1,250       

27>40 734           803           749           704           575           608           702           723           773           896 971          1,022       

41>52 170           213           210           189           181           166           168           129           146           178 217          252           

52 plus 166           107           64             45             37             44             29             26             27             27 51            50             

Performance Dashboard – RTT Incomplete – Gateshead Health NHS FT 



18 
 

 
 

Executive Summary Quality Performance ContractingContracting Finance Appendices

 

 

  

NEWCASTLE HOSPITALS NHS FOUNDATION TRUST

Total Waits Mar-21 Apr-21 May-21 Jun-21 Jul-21 Aug-21 Sep-21 Oct-21 Nov-21 Dec-21 Jan-22 Feb-22

0->18 54,221     57,072     61,112     64,218     65,524     65,906     65,863     65,610     65,486     64,680 65,550 68,039     

19->26 7,766       7,356       6,379       6,701       7,850       8,986       10,512     10,982     10,920     10,660 10,250 10,580     

27>40 6,908       7,475       7,933       6,979       6,564       6,732       7,023       8,170       8,552       10,225 10,925 10,702     

41>52 1,462       2,223       3,120       3,335       3,825       3,916       3,714       3,081       3,004       3,502 3,933 4,209       

52 plus 6,795       6,409       5,524       4,977       5,074       5,050       5,113       5,069       4,595       4,276 3,829 3,730       

Performance Dashboard – RTT Incomplete – NuTH NHS FT 
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NORTHUMBRIA HEALTHCARE NHS FOUNDATION TRUST

Total Waits Mar-21 Apr-21 May-21 Jun-21 Jul-21 Aug-21 Sep-21 Oct-21 Nov-21 Dec-21 Jan-22 Feb-22

0->18 19,822     20,262     21,561     22,273     22,700     22,228     22,203     23,040     23,624     23,904 25,024 25,832

19->26 1,543       1,419       1,180       1,255       1,327       1,509       1,724       1,815       1,556       1,722 1,931 2,242

27>40 1,377       1,339       1,268       1,058       930           908           929           1,124       1,071       1,224 1,294 1,395

41>52 222           346           383           381           339           325           284           225           193           224 259 303

52 plus 178           131           99             89             89             79             80             63             46             28 35 40

Performance Dashboard – RTT Incomplete Northumbria Healthcare NHS 

FT  
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Performance Dashboard – Provider Summary RTT Incomplete  
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Performance Dashboard - Mental Health  
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• A robust information system is in development at NUTH NHS FT to record accurate waiting times information for wheelchairs 

• Wheelchair data for Q3 has been submitted for Gateshead 

• Data quality issues are being reviewed in relation to wheelchair data  

Actual YTD Risk Actual YTD Risk Actual YTD Risk

AHCs delivered by GPs for 

patients on the Learning 

Disability Register

Patients aged 14 or over on the GPs  Learning 

Disability Register receiving a health check within 

the quarter 

Mar-22
82% 

(2782)

82% 

(2782)

72%

(1111)

72%

(1111)

66%

(1498)

66%

(1498)

Personal Health budgets Number of PHBs in place Q3 2021/22 340 498 141 223 505 780

Children waiting more than 

18 weeks for a wheelchair

% of children whose episode of care was closed 

within the reporting period where equipment was 

delivered in 18 weeks or less of being referred to the 

service

Q3 2021/22 92.0% 70% 68% 92.0% 93.5% 96.7% 92.0% 100.0% 100.0%

Children waiting more than 

18 weeks for a wheelchair

NHS Planning Guidance includes wheelchairs. It is 

expected that CCGs will achieve 92%  in relation to 

the 18-week Referral to Treatment (RTT) standard 

waiting time for children. This has been reduced from 

the previous 100% following feedback from key 

stakeholders and a review of the target.

Actual - Total Number of people with an open 

Personal Health Budget on the first day of the 

Quarter

YTD - Cumulative Personal Health Budgets Year To 

Date (YTD)

Personal Health budgets

Indicators Indicator Description
Latest Data 

Period Threshold

Newcastle Gateshead CCG North Tyneside CCG Northumberland CCG

Threshold Threshold

CCG Performance Dashboard – Other Commitments 
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• A Task and finish group has been established and an action plan in place for the Learning Disabilities Clinical lead to work 

with practices in Newcastle and Gateshead and North Tyneside to increase the uptake of annual health checks. 

 

 

 

 

 

 

 

 

Data as of 26 November 2020 

Note there are some data issues with a new version of the SEND data. The data above relates to only Newcastle upon Tyne 

children. An updated version including all children for Newcastle Gateshead CCG will be available shortly.   

CCG Performance Dashboard – Special educational needs and disability 

(SEND) 

Children’s 

Occupational 

Therapy Children’s Physio

Speech & Language 

Therapy

Average wait from referral to treatment – Children receiving SEND Support 60 weeks 19 weeks 25 weeks

Percentage of children waiting more than 18 week between referral and 

treatment – Children receiving SEND Support 91% 29% 57%

Average wait from referral to treatment – Children with an EHCP. 32 weeks 10 weeks 15 weeks

Percentage of children waiting more than 18 week between referral and 

treatment – Children with an EHCP. 48% 0% 24%
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A&E: 95% 4 Hour standard – North ICP 

• Demand has significantly increased moving into the winter period, coupled with the increasing wave of Covid-19 infections 

creating bed pressures, and performance at Northumbria Healthcare, Newcastle Hospitals NHS FT and Gateshead Health 

NHS FT has fallen below the standard. 

• Actions - Integrated A&E improvement plans which incorporate initiatives such as ED staffing, specialty assessment, early 

discharge and stranded patients, long length of stay audit, all which contribute to sustainable improvement, are in effect. 

• Action plans are in line with winter planning to factor in the operational challenges over the winter months.  

• A&E Delivery Boards are established which are working on transformation of urgent care in order to continue to deliver 

improvements in performance.   

 

Cancer Waiting times: North ICP 

• NUTH NHS FT and Gateshead Health are currently not meeting the Cancer 62 day standard due to continued pressures, 

particularly in relation to the Urology pathway and significant pressures in endoscopy.  Social distancing and isolation pre 

diagnostics and surgery has added significant days to the 62-day pathway.  Dermatology at NUTH is a particular pressure 

and the North ICP is implementing a digital dermatology pathway to help ease pressures as well as additional clinics of a 

weekend. 

 

• NGCCG is implementing work across the North ICP FTs to standardise the approach to endoscopy. All FTs in the ICP have 

had a recent strong focus on improving the endoscopy pressures, and urgent referrals have now improved through triage, 

increased outsourcing, DNA reminders, FIT testing triage, straight to test, and advice to GPs.  This has been further 

extended throughout the pandemic. 

 

Performance Exceptions: North ICP  
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• A North ICP improvement programme led by the Northern Cancer Alliance is underway to streamline pathways and embed 

rapid diagnostics initiatives.  National funding has been distributed to ICPs to compliment this process as well as assist with 

recovery backlogs. 

 

• There are currently significant pressures facing Breast services across the North East, with Durham, Newcastle and 

Northumbria all expressing concern about the sustainability of their capacity. Planning work is underway through a managed 

clinical network to develop options for future expansion of breast capacity to meet this future growth, but this is against an 

acute shortage of breast radiologists.  Gateshead Health NHS FT are currently providing support to Durham with additional 

weekend sessions to clear the backlog.  

 

Referral to Treatment (RTT) – North ICP 

• All Trusts are underway with the recovery following the suspension of all routine surgery and diagnostics which have 
significantly impacted RTT pathways.  An elective recovery group has been formed across the ICS of which North ICP feeds 
into.  
 

• There has been a significant increase in long waiters across the patch, including over 52 week waiters and 104 week waiters 

at NUTH.  Long waits exist particularly in spinal surgery, Ophthalmology and Dermatology at NUTH 

 

• A North ICP RTT meeting between FTs and CCGs continues on a bi-monthly basis to consider pressures and patient flows 
across the North ICP.  Action plans are being developed across pressured specialties in relation to waiting times and waiting 
list growth.   
 

• A working group continues for Ophthalmology- and Dermatology and the following actions are noted:  Newcastle Westgate 
Cataract Centre service has been open since the beginning of April 2021, utilisation of the Independent sector, additional 
WLIs and consideration of digital pathways. 
 

• Harm reviews are being undertaken for long waiters 

Performance Exceptions: North ICP continued 
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• A national programme for the clinical validation of waiting lists is underway to keep the patients informed throughout the 
pandemic.  
 

• An inequalities plan has been developed to ensure services are restored inclusively. 
 
 

NEAS Response times  

• Response times remain a pressure across the ICP, vehicle configuration and increased demand the main issues affecting 
performance. 

• CCGs across CNE agreed 4-year investment plan from 2018/19 in response to the Operational Research in Health (ORH) 
report which will see significant investment in NEAS over the coming years and significant changes which will lead to 
performance improvements and delivery of the standards.   

• Specific actions include: Additional recruitment of paramedics; Re-rostering of shifts to match the demands of the service; 
Change in front line skill mix to 60:40 paramedics to emergency care assistants 

• Risk to performance remains as the 4-year investment plan is rolled out. 
 
 

Diagnostics 99% Standard 

• Trust frameworks developed for OP, RTT and Diagnostics 

• Utilisation of the Independent sector 

• Work to increase diagnostics capacity with the FTs is underway with a particular focus on endoscopy at all Trusts which has 

been impacted particularly by social distancing.  

 
 

Improving Access to Psychological Therapies (IAPT)  

• Pressures continue within the Newcastle service and moving to recovery rates and access rates have dropped below the 
standard.  Both the Newcastle, North Tyneside and Northumberland services are not meeting the 2018/19 requirement for 
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19% access which remains a challenge, although North Tyneside and Northumberland CCGs are meeting the 50% moving 
to recovery standard.   
  

• The North Tyneside service is linking in with Universities and Colleges, looking to provide wellbeing courses for students and 
targeting companies at Cobalt Business Park in order to maximise access.   

 

• A waiting list initiative is underway in Newcastle to address the long waiters.  Work is underway to improve the core IAPT 
service. 

 
 

 

Better Care Fund  

An update on Better Care Fund will be provided in due course.  

System Performance Exceptions  

Performance Exceptions: North ICP continued 
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Contracting 
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The interim contracting arrangements which were implemented last financial year in response to the pandemic have been 

continued into 2021/22 with all contracts with NHS providers remaining on a block arrangement. Consequently the usual contract 

negotiation round was suspended and demand plans for individual contracts were not developed.  

Therefore, to ensure more meaningful understanding of current activity levels the above tables include a comparison with two 

baselines as follows: 

• Activity plan 21/22 – reflects the 19/20 outturn which has been phased in twelfths across the 21/22 financial year. 

• Actual activity 19/20 – reflects the actual activity undertaken in the same period during the 19/20 financial year.  

It can be noted that Newcastle Hospitals and GHNHSFT are, in total, delivering marginally lower levels of activity than in the same 

period in 2019/20 although elective activity at both providers remains more significantly lower than the same period in 2019/20 with 

the impact of the omicron variant of the coronovirus being seen in February. Non face to face activity, particularly in relation to 

review out patients continues to increase in line with the transformation of pathways resulting from the pandemic. A&E pressures 

continue at Newcastle Hospitals. 

POD Group
Activity Plan

21/22

Activity 

Actual

21/22

Activity 

Variance

21/22

Variance %
Activity as % 

of 19/20

Activity Plan

21/22

Activity Actual

21/22

Activity 

Variance

21/22

Variance %
Activity as % 

of 19/20

Activity Plan

21/22

Activity 

Actual

21/22

Activity 

Variance

21/22

Variance %
Activity as % 

of 19/20

AandE 5,269 5,216 (53) -1% 97% 98,118 104,560 6,442 7% 105% 86,954 69,036 (17,918) -21% 78%

Ambulatory Care 717 802 85 12% 110% 4,907 8,182 3,275 67% 164% 5,791 2,472 (3,319) -57% 42%

Critical Care 108 90 (18) -17% 83% 5,416 6,211 795 15% 115% 2,809 1,837 (972) -35% 65%

Elective 568 332 (236) -42% 57% 38,477 32,796 (5,681) -15% 84% 17,709 16,510 (1,199) -7% 91%

Excess Beddays 118 80 (38) -32% 62% 11,687 9,517 (2,170) -19% 81% 3,640 4,656 1,016 28% 134%

Maternity Pathways 325 233 (92) -28% 78% 8,945 8,749 (196) -2% 157% 4,651 4,609 (42) -1% 133%

Mental Health 32 69 37 115% 0% 2,440 1,836 (604) -25% 115% 11,478 10,645 (833) -7% 94%

Non Elective 523 491 (32) -6% 88% 34,630 28,993 (5,637) -16% 74% 17,618 22,259 4,641 26% 115%

Other Services 421 426 5 1% 103% 2,038,644 2,001,089 (37,555) -2% 96% 117,037 105,273 (11,764) -10% 88%

Outpatient Diagnostics 574 551 (23) -4% 94% 39,752 40,550 798 2% 100% 26,236 25,206 (1,030) -4% 94%

Outpatient First 961 1,032 71 7% 105% 83,253 84,042 789 1% 100% 29,536 25,300 (4,236) -14% 84%

Outpatient First NF2F 357 600 243 68% 164% 498 11,502 11,004 2211% 2799% 1,013 9,601 8,588 848% 1111%

Outpatient Follow Up 3,199 1,944 (1,255) -39% 59% 161,127 146,077 (15,050) -9% 90% 78,038 68,975 (9,063) -12% 87%

Outpatient Follow Up NF2F 143 958 815 570% 949% 4,575 27,133 22,558 493% 616% 930 26,883 25,953 2789% 10501%

Outpatient Procedures 259 269 10 4% 104% 69,472 58,755 (10,717) -15% 83% 7,493 5,492 (2,001) -27% 72%

Grand Total 13,576 13,093 (483) -4% 95% 2,601,941 2,569,992 (31,949) -1% 96% 410,933 398,754 (12,179) -3% 95%

Northumbria Healthcare NHS Foundation Trust Newcastle Hospitals NHS Foundation Trust Gateshead Health NHS Foundation Trust

NHS Newcastle Gateshead CCG - Month 11 YTD

CCG Contract Finance & Activity Dashboard – Newcastle Gateshead 

CCG CCGCCGCCCCCCCGCCG 
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As part of the elective recovery programme NHSEI implemented the Elective Recovery Scheme with effect from 1st April 2021. This 

was intended to incentivise providers to maximise their elective activity in order to help tackle the significant waiting list backlog. 

The threshold levels were set allowing for workforce recovery and negative productivity impacts of the pandemic through 2021/22. 

For April 2021 it was set at 70% of the value of 2019/20, rising by 5 percentage points in subsequent months to 85% from July. 

Activity between the monthly threshold and 85% of 2019/20 activity value would be paid at 100% of the tariff value and any activity 

above 85% would be paid at 120% of the tariff value. In addition to this, systems were required to demonstrate they have met five 

elective recovery "gateways" relating to clinical validation of long waiters, health inequalities, transforming outpatients, system led 

recovery and people recovery.  

 

Subsequently NHSEI issued revised guidance adjusting the payment thresholds for July to 100% tariff above a 95% threshold and 

120% tariff for exceeding 100% of 2019/20 activity.  

 

The following table is included for information purposes only to give an indication of current activity levels across our ICP and 

includes diagnostics which are not part of the ERF.  

 

Ambition

Activity 

Actual

21/22

Activity 

Actual

19/20

Activity 

Variance

Year on Year

Activity as % 

of 19/20
ERF threshold

Electives & Outpatient Procedures 19,781 26,153 (6,372) 76% 95%

MRI 2,244 2,072 172 108% n/a

CT 4,113 3,836 277 107% n/a

Endoscopy 1,452 1,739 (287) 83% n/a

Outpatient activity (FA &FUP total) 81,534 73,951 7,583 110% 95%

Outpatient NF2F total % 21%   National benchmark is 25% including 60% of all follow ups

Note: this is the contract data set (CDS) and nationally the TNR dataset will be used to monitor performance at

provider level including all  commissioners
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Finance 
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YTD Forecast YTD Forecast YTD Forecast

Financial Position - (underspend) / deficit (18,773) (17,814) (4,224) (4,224) (2,052) (2,052)

Commisioning Spend - (underspend) / deficit (17,456) (16,589) (3,713) (3,713) (973) (973)

Running Costs - (underspend) / deficit (1,318) (1,225) (511) (511) (1,079) (1,079)

Cash 0.48% 1.25% 0.98% 1.25% 0.41% 1.25%

Better Practice Payment Code (BPPC) 99.28% 95.00% 98.68% 95.00% 99.60% 95.00%

Notes 

Financial Position

Commissioning Spend

Running Costs

Cash

QIPP

MHIS

BPPC

Underspends are shown as a credit and overspends as a debit which is consistent with internal reporting within CCGs but differs from NHSE reporting via Non ISFE

Numerical figures in the table above are in thousands

Month 12 - March 2022
Newcastle Gateshead CCG North Tyneside CCG Northumberland CCG

NHSE KPI for CCGs to pay 95% of their invoices within 30 days. This is based on number of invoices for both NHS and Non NHS.

This is year to date actuals and forecast outturn position versus in-year allocations.

This is the variance between plan and actual for Commissioning spend.

This is the variance between plan and actual for Running Cost spend.

This is the variance between plan and actual on all CCG QIPP schemes.

NHSE KPI for CCGs to hold no more than 1.25% of their initial monthly cash drawdown in their bank at month end.

CCGs are monitored as part of the Mental Health Investment Standard (MHIS) that MH growth in spend is more than 2.8%.

CCG Finance Dashboard – Executive Summary 
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This section reports on the financial position of the CCG for the full financial year 2021/22 to March 22. The reported position 
represents the final outturn for the full financial year pending Audit review.   
 
Newcastle Gateshead CCG 

• The full year forecast outturn reported at Month 12 is a surplus of £18,773k. 
 

• The position breaks down as follows: 
o £15.5m cumulative surplus lodged with NHSE in previous financial years. 
o £3.3m in-year surplus. 
o In previous months the reported position included deficits relating to expected national allocations for the Hospital 

Discharge Programme, Additional Role Reimbursement programme for PCNs and for Winter Access Funding. All 
expected allocations have now been received for these schemes for 21/22, as a final allocation adjustment in 
Month12, therefore no deficit is reported on these schemes for the year end. 

 

• The month 12 surplus represents an £1m movement from the surplus of £17,814k previoulsy reported at month 11, with the 
change driven by the final allocations received for the HDP/ARR/WAF schemes mentioned above alongside a movement in 
the underlying in-year surplus. 

 

• The underlying position reported at Month 12, excluding the cumulative lodged surplus, is therefore an in year surplus of 
£3.3m. This represents a £5m movement from the previously reported underlying position of £8.3m at Month 11. This 
movement is due to a reallocation of ICP system resource hosted by NGCCG, as agreed by the eight organisations within 
the ICP. 
 

• No risks are reported at Month 12. 
 

 

CCG Finance Dashboard – Overview of Financial Position 
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Recurrent Non- Recurrent Total Recurrent Non- Recurrent Total Recurrent Non- Recurrent Total

£000's £000's £000's £000's £000's £000's £000's £000's £000's

287,531 287,531

H1 Running Costs 4,655 4,655 2,072 0 2,072 3,072 3,072

H1 Delegated Co-commissioning 39,851 39,851 16,457 0 16,457 25,399 25,399

H1 Core Allocation 401,309 401,309 168,228 0 168,228 257,600 257,600

CCG Top-up - From H1 Plans 28,549 28,549 0 6,461 6,461 11,497 11,497

CCG Covid allocation - From H1 Plans 78,459 78,459 0 1,220 1,220

CCG Growth funding - From H1 Plans 11,966 11,966 0 0

Primary Care: Workforce: Training Hubs - (Not rounded) 162 162 0 0

Primary Care: Primary Care Networks - development and support systems - (Not rounded) 395 395 0 0

Primary Care: Practice resilience programme - local - (Not rounded) 114 114 0 0

Primary Care: Online consultation software systems (local) - (Not rounded) 215 215 0 0Primary Care: GP IT Infrastructure and Resilience (revenue) - central and systems - (Not 

rounded) 30 30 0 0

Primary Care: GP IT Infrastructure and Resilience 0 0 12 12 18 18

Primary Care: Improving Access - (Not rounded) 11 11 0 8 8 5 5

Primary Care: Primary Care - Covid Support - (Not rounded) 4,333 4,333 0 0

Mental Health: SDF: CYP community and crisis - (Not rounded) 354 354 131 131 189 189

Mental Health: SDF: 18-25 young adults (18-25) - (Not rounded) 106 106 39 39 56 56

Mental Health: SDF: MHST 18/10009 Trailblazers (MHST18/10009) - (Not rounded) 495 495 0 240 240

Mental Health: SDF: MHST 20/21 sites wave 3&4 (MHST20/21) 0 0 140 140

Mental Health: SDF: Suicide Prevention - 0 0 197 197

Mental Health: SDF: Suicide Bereavement 0 0 128 128

Mental Health: SDF: Adult Mental Health Crisis (AMH Crisis) - (Not rounded) -502 -502 0 0

Mental Health: SR: Children & Young People's Eating Disorders (CYPED) - (Not rounded) 63 63 23 23 34 34

Mental Health: SR: CYP community and crisis - (Not rounded) 238 238 88 88 127 127

Mental Health: SR: Adult Mental Health Community (AMH Community) - (Not rounded) 307 307 114 114 164 164

Mental Health: SR: Adult Mental Health Crisis (AMH Crisis) - (Not rounded) 69 69 26 26 37 37Mental Health: SR: Improving Access to Psychological Therapies - adult and older adult 

(IAPT) 169 169 63 63 91 91

Mental Health: SR: 18-25 young adults (18-25) - (Not rounded) 69 69 26 26 37 37

Mental Health: SR: Memory assessment services and recovery of the dementia diagnosis 

rate (Memory/Dementia) 67 67 35 35 63 63

Mental Health: SR: Discharge - (Not rounded) 460 460 170 170 246 246

Mental Health: SR: Physical health outreach and remote delivery of checks 64 64 24 24 34 34

Cancer: Targeted Lung Health Checks - (Not rounded) 1,641 1,641 0 0

Ageing Well: System leadership / preparation funding 119 119 0 0

Ageing Well: Transforming Community Services - (Not rounded) 4,029 4,029 0 0

Maternity: LTP - SBL Pre-term Birth - (Not rounded) 47 47 0 0 0 0

Emergency & Elective Care: 111First - 0 0 481 481

Personalised Care: Personalised Care Implementation (ICSs/STPs) - (Not rounded) 132 132 0 0

Prevention: Alcohol Care Teams - (Not rounded) 129 129 0 0

System Transformation: ICS Implementation  - (Not rounded) 363 363 0 0

Primary Care: Improving Access - (Not rounded) 11 11 0 8 8 5 5

Primary Care: Primary Care - Covid Support - (Not rounded) 2,166 2,166 0 0

Ageing Well: Transforming Community Services - (Not rounded) 4,029 4,029 0 0

SDF transfer taken from system plans 0 0 0 0

Primary Care - COVID Support 0 434 434 683 683

LD TransformationCommunity investment/reduce admissions 0 36 36 57 57

Primary Care SDF Defund – Host CCG Rebate 21/22 -2,971 -2,971 -195 -195 -296 -296 

Stroke Rehab Pilot - Year 2 0 478 478 0 0

Mental Health: SDF: Suicide Prevention 0 0 -197 -197 

Mental Health: SDF: Suicide Bereavement 0 0 -128 -128 

NHS111 First Month 4 2021/22 0 0 160 160

2.5 4 Week Wait Sites (4WW) 0 0 467 467

LD Transformation - LD & Autism: Community investment/reduce admissions 87 87 0 0

Primary Care SDF Defund – Host CCG Rebate 21/22 195 195 0 0

Community Diagnostic Hubs Funding to support implementation 250 250 0 0

Pathology Networks & Imaging Network Funding 412 412 0 0

PCT LOCAL GP RETENTION 162 162 0 0

PCT FLEXIBLE STAFF POOLS 30 30 0 0

PCT FELLOWSHIPS 125 125 0 0

PCT SUPPORTING MENTORS SCHEME 18 18 0 0

Maternal Medicine Allocation 35 35 0 0

Post Covid Assessment Clinic Funding 2021/22 NENC ICS 1,239 1,239 0 0

Infection Prevention & Control NENC 100 100 0 0

Community Diagnostic Hub NENC ICS review 190 190 0 0

ICS Workforce Development 20 20 0 0

PCT FELLOWSHIPS - reversed for system level allocation -125 -125 0 0

PCT SUPPORTING MENTORS SCHEME - reversed for system level allocation -18 -18 0 0

PCT Fellowships 745 745 0 0

PCT Supporting Mentors Scheme 110 110 0 0

Primary Care: Workforce: Training Hubs - (Not rounded) 162 162 0 0

Primary Care: Primary Care Networks - development and support systems - (Not rounded) 395 395 0 0

Primary Care: Practice resilience programme - local - (Not rounded) 114 114 0 0

Primary Care: Online consultation software systems (local) - (Not rounded) 215 215 0 0Primary Care: GP IT Infrastructure and Resilience (revenue) - central and systems - (Not 

rounded) 30 30 12 12 18 18

Northern Cancer Alliance 2021/22 - ICP Funding - H1 1,131 1,131 0 0 0

Diabetes: Diabetes Programme Transformation Fund H1 65 65 31 31 49 49

SDF: Mental Health Crisis (AMH Crisis) 21/22 H1 149 149 65 65 98 98

SDF: Mental Health Community (AMH Community) 21/22 H1 575 575 250 250 376 376

CVD-R Respiratory - Pulmonary rehabilitation North East & North Cumbria system allocation 325 325 0 0

CVD-R Long Covid - Clinic expansion system funding 4,169 4,169 0 0Early Adopter Community Diagnostic Hub Revenue Funding (Regional Contact: Caroline 

Wood and Rob Robertson) 580 580 0 0

Supports PMO function for NE&Y 4+1 ICS development programme 57 57 0 0

UEC Transformation Funding NENC ICS 787 787 0 0

Alcohol Care Team (ACT) 2nd wave reserves re EIS South Tyneside and Sunderland Hospitals 68 68 0 0

PEoLC Match Funding - 1st tranche payment - 2021/22 0 12 12

COVID-19  vaccination costs  - Additional costs for reducing inequalities 7 7 0

ERF Transfer From Lead - Non-NHS Related ERF - ERF July Payment (April and 90% May) 41 41 52 52 93 93

Hospital Discharge Programme 1,783 1,783 565 565 1,353 1,353

Maternity: LTP - SBL Pre-term Birth 30 30 0 0

Ageing Well: Transforming Community Services -6,539 -6,539 527 527 851 851

Community Diagnostic Hub NENC ICS review -190 -190 0 0

Northern Cancer Alliance 2021/11 -ICP Funding - H1 -576 -576 -20 -20 -30 -30 

Post Covid Assessment Clinic Funding 2021/22 N Cumbria ICP -123 -123 0 0

Post Covid Assessment Clinic Funding 2021/22 Central ICP -376 -376 0 0

Post Covid Assessment Clinic Funding 2021/22 South ICP -300 -300 0 0

Primary Care: Workforce: Training Hubs -271 -271 22 22 35 35

Primary Care: Primary Care Networks - development and support systems -662 -662 53 53 86 86

Primary Care: Practice resilience programme - local -150 -150 12 12 20 20

Primary Care: Online consultation software systems (local) -361 -361 29 29 47 47

SR: Waiting List Initiative 10 10 8 8 13 13

SR: Short Breaks and Respite 9 9 7 7 11 11

SR: CYP Autism Diagnostic & Pathway 21 21 17 17 28 28

SR: Adult Autism Diagnostic & Pathway lead for ICS 67 67Personalised Care Partnership Agreement Options Annex 21-22 - Cumbria and North East 

STP 314 314 0 0Personalised Care Partnership Agreement Workforce Training Offer Annex 21-22 - Cumbria 

and North East STP 265 265 0 0

ACT 2nd wave - Royal Victoria Infirmary - contact laura.siddle@nhs.net 37 37 0 0

ACT 2nd wave - Queen Elizabeth Hospital - contact laura.siddle@nhs.net 20 20 0 0

Primary Care for Long Covid 264 264 110 110 163 163

Elective Care Transformation funding 21/22 - NENC ICS 93 93 0 0

Outpatients Transformation funding 21/22 - NENC ICS 135 135 0 0

Long Covid: Children Treatment & Rehab 21/22 - NENC ICS 144 144 0 0

Pass through payment for CNTW FT re Video consults licence 40 40 0 0

Safegurading Allocation - Forensic Adult Examination project 10 10 0 0

Adult Critical Care Patient Transport 3/9ths Allocation 342 342 0 0

MH 2.4 MHST 21/22 sites wave 5&6 (MHST21/22) 147 147 0

Tobacco Fair Shares Funding - Cumbria and the North East  272 272 0

NHS 111 - months 5 and 6 capacity and home working support. 0 1,354 1,354

ERF Transfer From Lead - Non-NHS Related ERF - April and May Payment Refresh + 90% June 98 98 68 68 25 25

PCT LOCAL GP RETENTION 162 162 0 0Hybrid Closed Loop 35% upfront for Trust: Newcastle Hospital contact: 

markbrodigan@nhs.net 21 21 0 0Social Prescribing Support Programme: Regional Facilitators 21-22 - Cumbria and North East 

STP - contact  - muhammed.javed2@nhs.net 9 9 0 0Social Prescribing Support Programme: Regional Learning Coordinators 21-22 - Cumbria and 

North East STP - contact  - muhammed.javed2@nhs.net 14 14 0 0Social Prescribing Support Programme: North East Personalised Care - Primary Care Network 

(PCN) Advisor Role – supporting implementation of the three Personalised Care roles 2021- 11 11 0 0Personalised Care Partnership Agreement Options Annex 21-22 - Cumbria and North East 

STP - contact  - muhammed.javed2@nhs.net 289 289 0 0Personalised Care Partnership Agreement Workforce Training Offer Annex 21-22 - Cumbria 

and North East STP - contact  - muhammed.javed2@nhs.net 133 133 0 0

HWB Initiatives - Ambulance Trusts 170 170 0 0

Safeguarding Allocation 2021 - Teenage Resource Pack for CYP (based on little orange book) 5 5 0 0

Primary Care Transformation - Digital First Support - Tranche 1 150 150 0 0

Cancer Smear Test -8 -8 8 8 0

Cancer Smear Test -13 -13 0 13 13

Alcohol CareTeam (ACT) 2nd wave reserves re EIS South Tyneside and Sunderland Hospitals -68 -68 0 0

Prevention: Alcohol Care Teams -129 -129 0 0

Maternity: LTP - SBL Pre-term Birth (Newcastle Gateshead CCG) -47 -47 0 0

Maternity: LTP - SBL Pre-term Birth (North Cumbria CCG) -30 -30 0 0

CVD-R Respiratory - Pulmonary rehabilitation -34 -34 0 34 34

CVD-R Respiratory - Pulmonary rehabilitation -23 -23 23 23 0

CVD-R Respiratory - Pulmonary rehabilitation -34 -34 0 0

CVD-R Respiratory - Pulmonary rehabilitation -58 -58 0 0

CVD-R Respiratory - Pulmonary rehabilitation -16 -16 0 0

CVD-R Respiratory - Pulmonary rehabilitation -30 -30 0 0

CVD-R Respiratory - Pulmonary rehabilitation -74 -74 0 0

CVD-R Long Covid - Adult Clinic expansion funding -435 -435 0 0

CVD-R Long Covid - Adult Clinic expansion funding -1,337 -1,337 0 0

CVD-R Long Covid - Adult Clinic expansion funding -948 -948 0 0

Project 3 – Increasing uptake of preventative services 100 100 0

21/22 funding for health inequalities improvement 100 100 0

Carry Forward Historic surplus - 2019/20 15,457 15,457 4,003 4,003 -57,405 -57,405 ERF Transfer From Lead - Non-NHS Related ERF - Spectember ERF - Difference between July 

+ August payments and refreshed Apr+May+June 4 4 52 52 105 105

H2 Delegated Co-commissioning 39,851 39,851 16,457 16,457 25,399 25,399

H2 Running Costs 4,655 4,655 2,072 2,072 3,072 3,072

H2 Core Allocation 411,962 411,962 172,696 172,696 264,473 264,473

CCG Growth funding - From H2 Plan Issued(awaiting plan for final figures) 20,736 20,736 0 0

CCG Top-up - From H2 Plan Issued(awaiting plan for final figures) 38,898 38,898 0 0

CCG Covid allocation - From H2 Plan Issued(awaiting plan for final figures) 75,398 75,398 0 0

Primary Care: Workforce: Training Hubs (number not rounded to match planning) 325 325 0 0

Primary Care: Primary Care Networks (number not rounded to match planning) 791 791 0 0

Primary Care: Funding to support PCN leadership and management 395 395 161 161 234 234

Primary Care: Practice resilience programme (number not rounded to match planning) 229 229 0 0

Primary Care: Online consultation software systems 429 429 0 0

Primary Care: GP IT Infrastructure and Resilience 59 59 24 24 36 36

Primary Care: Improving Access (number not rounded to match planning) 22 22 15 15 11 11

Mental Health: SDF: CYP community and crisis (number not rounded to match planning) 354 354 131 131 189 189

Mental Health: SDF: 18-25 young adults (number not rounded to match planning) 106 106 39 39 56 56

Mental Health: SDF: MHST 18/19 Trailblazers (number not rounded to match planning) 494 494 0 240 240

Mental Health: SDF: Adult Mental Health Crisis (AMH Crisis) -502 -502 0 0

Mental Health: SDF: MHST 20/21 sites wave 3&4 0 140 140

Mental Health: SDF: Suicide Prevention 0 197 197

Mental Health: SDF: Suicide Bereavement 0 128 128

Mental Health: CYP MH teams in schools & 4 WW 0 467 467

Mental Health: SR: Children & Young People's Eating Disorders (CYPED) 63 63 23 23 34 34

Mental Health: SR: CYP community and crisis (number not rounded to match planning) 238 238 88 88 127 127

Mental Health: SR: Adult Mental Health Community (AMH Community) 306 306 114 114 164 164

Mental Health: SR: Adult Mental Health Crisis (AMH Crisis) 68 68 26 26 36 36Mental Health: SR: Memory assessment services and recovery of the dementia diagnosis 

rate (Memory/Dementia) (number not rounded to match planning) 67 67 35 35 62 62Mental Health: SR: Improving Access to Psychological Therapies - adult and older adult 

(IAPT) (number not rounded to match planning) 169 169 62 62 90 90

Mental Health: SR: 18-25 young adults (18-25) (number not rounded to match planning) 68 68 26 26 36 36

Newcastle Gateshead CCG North Tyneside CCG Northumberland CCG
Mental Health: SR: Discharge (number not rounded to match planning) 767 767 283 283 410 410

Mental Health: SR: Physical health outreach and remote delivery of checks (PH Checks) 64 64 24 24 34 34

Ageing Well: Anticipatory Care (number not rounded to match planning) 50 50 0 0

Ageing Well: System leadership / preparation funding 119 119 0 0

Ageing Well: Transforming Community Services (number not rounded to match planning) 5,895 5,895 0 0

Greener NHS Allocation NENC ICS 0 54 54 0

21/22 NENC ICS Obesity Tier 3/4 Recovery Funding 0 252 252 0

Maternity: LTP - SBL Pre-term Birth (number not rounded to match planning) 47 47 20 20 31 31Emergency & Elective Care: NHS111 H2 Capacity Funding (number not rounded to match 

planning) 718 718 312 312 470 470

System Transformation: ICS Implementation (number not rounded to match planning) 363 363 0 0Diagnostics Programme: Early Adopter Community Diagnostic Hub Revenue Funding 

(number not rounded to match planning) 4,181 4,181 349 349 0

Northern Cancer Alliance: TLHC H2 funding 221 221 0 0

 International Medical graduate (IMG) Office contact: alison.smith99@nhs.net 50 50 0 0ACT Second Wave M7 Quarterly Payment - Royal Victoria Infirmary contact 

laura.siddle@nhs.net 37 37 0 0ACT Second Wave M7 Quarterly Payment - Queen Elizabeth Hospital contact 

laura.siddle@nhs.net 20 20 0 0ACT Second Wave M7 Quarterly Payment - South Tyneside and Sunderland Hospitals contact 

laura.siddle@nhs.net 68 68 0 0NENC ICS Clinical & Care Leadership Framework development - FAO Neil Halford- 

neil.halford@nhs.net 100 100 0 0Funding to support the participation of system leads in nationally commissioned research 

which will explore system perspectives on the long term strategy for ICSs and approaches 14 14 0 0

Further Faster 100 100 0 0

Complex Cae Allocation (bid 16) NENC TCP 4 4 0 0

Winter Access Funding 21/22 542 542 0 0Funding to support the participation of system leads in nationally commissioned research 

which will explore system perspectives on the long term strategy for ICSs and approaches -14 -14 0 0

Hospital Discharge Programme  - Q2 2,516 2,516 526 526 1,159 1,159

COVID-19  vaccination costs  - Additional costs for reducing inequalities  - Q2 0 11 11

Ageing Well: Transforming Community Services (number not rounded to match planning) 1,082 1,082 0 0

Ageing Well: Transforming Community Services (number not rounded to match planning) 1,082 1,082 0 0

PCT Winter Access Funding 2,633 2,633 0 0

Cervical Screening Programme - audit funding for practices - Phase 1 1 1 0 0

DPC FY allocations at system level IIF part 2 - julia.gray13@nhs.net 896 896 0 0

Winter pressures contact: tara.mchugh@nhs.net 201 201 0 0Personalised Care Partnership Agreement Options Annex 21-22 - Cumbria and North East 

STP contact muhammed.javed2@nhs.net 100 100 0 0Personalised Care Partnership Agreement Options Annex 21-22 - Oximetry @ Home - 

Cumbria and North East STP contact muhammed.javed2@nhs.net 27 27 0 0System Transformation underspend for systems as per letter – Options available - 

Engagement National Programme – Professional backfill – OD activity 81 81 0 0Cumbria, Northumberland Tyne and Wear NHS Foundation Trust (CNTW) - Volunteering 

Services Fund 2021 20 20 0 0

Access Improvement Programme 20 20 0 0

Additional funding for ICSs for CYP transformation (NENC) 55 55 0 0

LD  Complex Case Payment (20) 20 20 0 0

LD  Complex Case Payment (21) 20 20 0 0

LD  Complex Case Payment (22) 6 6 0 0

Winter pressures contact: tara.mchugh@nhs.net 201 201 0 0

Primary Care SDF Defund - Host CCG Rebate 21/22 - H2 169 169 0 0

Northern Cancer Alliance - Tranche 2 Funding 1,142 1,142 0 0

Primary Care SDF Defund – Host CCG Rebate 21/22 - H2 407 407 0 0

Primary Care Transformation - Digital First Support - Tranche 1 - Part 2 315 315 0 0Personalised Care Partnership Agreement Options Annex: Evaluation; Peer leadership and 

community engagement; Veterans; MH/LD&A; PHBs; CHC -195 -195 0 0Personalised Care Partnership Agreement Workforce Training Offer Annex: Co-creation and 

MI -30 -30 0 0Personalised Care Partnership Agreement Options Annex: Deliver improvements in 

Maternity Care -25 -25 0 0Personalised Care Partnership Agreement Options Annex: Restoring and increasing access 

to primary care(@home services) -107 -107 0 0

GP Mentorship Scheme -2 -2 0 0

GP Mentorship Scheme -5 -5 0 0

CCG Growth Funding -815 -815 0 0

CCG Growth Funding -3,407 -3,407 0 0

PCT Local GP Retention -40 -40 0 0

PCT Local GP Retention -16 -16 0 0

PCT Local GP Retention -22 -22 0 0

PCT Local GP Retention -44 -44 0 0

PCT Local GP Retention -20 -20 0 0

PCT Local GP Retention -83 -83 0 0

PCT Local GP Retention -45 -45 0 0

H2 Primary Care SDF baseline 767 767 0 0

Primary Care SDF Defund - Host CCG Rebate 21/22 H2 472 472 0 0

SDF: Adult Mental Health Crisis (AMH Crisis) 149 149 0 0

SDF: Adult Mental Health Communitty (AMH Community) 575 575 0 0

H1 & H2 CETR 8 8 0 0

H2 LD & Autism Transformation Funding 87 87 0 0

H1 & H2 LeDeR 10 10 0 0

H2 Autism Funding EOI 75 75 0 0
Diagnostics Programme: Early Adopter Community Diagnostic Hub Revenue Funding - 

Correction to CCG lead 1,872 1,872 0 0
Diagnostics Programme: Early Adopter Community Diagnostic Hub Revenue Funding - 

Correction to CCG lead - ALLOCATION REVERSAL -1,872 -1,872 0 0

Diagnostics Programme: Early Adopter Community Diagnostic Hub Revenue Funding - 

Correction to CCG lead - ALLOCATION CORRECTION -1,872 -1,872 0 0

Removal of duplication - Winter pressures contact: tara.mchugh@nhs.net -201 -201 0 0

Cervical Screening Programme - audit funding for practices - Phase 1 1 1 2 2

DPC FY allocations at system level IIF part 2 367 367 557 557

Winter pressures 74 74 107 107

Northumbria Healthcare NHS Foundation Trust - Volunteering Services Fund 2021 0 21 21

North East Ambulance Service NHS Trust - Volunteering Services Fund 2021 0 25 25

Access Improvement Programme 8 8 13 13

Winter pressures 74 74 107 107

Mental Health SDF H2 - Suicide Prevention 0 -197 -197 

Mental Health SDF H2 - Suicide Bereavement 0 -128 -128 

Northern Cancer Alliance - H2 0 -30 -30 

Primary Care Transformation - Digital First Support - Tranche 1 - Part 2 129 129 207 207

GP Mentorship Scheme 0 2 2

CCG Growth Funding 815 815 3,407 3,407

PCT Local GP Retention 22 22 45 45

SDF: Adult Mental Health Crisis (AMH Crisis) 65 65 98 98

SDF: Adult Mental Health Community (AMH Community) 250 250 376 376

Northumberland EIP 0 25 25

H1 & H2 CETR 5 5 5 5

H2 LD & Autism Transformation Funding 36 36 57 57

H1 & H2 LeDeR 5 5 6 6

H2 Autism Funding EOI 15 15 23 23

H2 Autism Adults Diagnosis 0 67 67

Winter pressures -74 -74 -107 -107 

Tobacco Fair Shares - M7 quarterly payment 272 272 0

Prevention - Tobacco (20% top slice) 183 183 0

Tobacco Fair Shares - 1st Payment -70 -70 0

Tobacco Fair Shares - 1st Payment -43 -43 0

Tobacco Fair Shares - 1st Payment -24 -24 0

Tier 3&4 weight management recovery -30 -30 0

Tier 3&4 weight management recovery -44 -44 0

Northern Cancer Alliance - H2 -20 -20 0

Emergency & Elective Care: Additional 21/22 Ambulance Funding 0 1,416 1,416

Emergency & Elective Care: Additional 21/22 Ambulance Funding 0 1,112 1,112

Tobacco Monies 21/22 -170 -170 -126 -126 

Primary care SDF Defund - CCG Host Rebate H2 21/22 -195 -195 -296 -296 

Pre Term Births H2 -21 -21 -31 -31 

Ageing Well: Transforming Community Services 544 544 878 878

Primary Care: PCT Fellowships 0 4 4

Primary Care: Workforce: Training Hubs 22 22 35 35

Primary Care: Primary Care Networks 43 43 70 70

Primary Care: Practice resilience programme 15 15 25 25

Primary Care: Online consultation software systems 29 29 47 47

H2 diabetes treatment & care 31 31 49 49

PCT PCN LEADERSHIP AND MANAGEMENT 0 5 5

LD&A RA Flag leah.mullins@nhs.net 0 45 45
Personalised Care Clinical Lead for 2 PA's 1 Day Per Week - 21-22 - Cumbria and North East 

STP 0 6 6

Complex Case Allocation (Bid 32 NHCT TCP) 0 25 25

Complex Case Allocation (Bid 33 NENC TCP) 0 25 25

Complex Case Allocation (Bid 34 NENC TCP) 0 25 25

National Living Wage Social Care Staff 1,625 1,625 2,500 2,500Pilot - Staff Tobacco Dependency Offer

North East North Cumbria (NENC ICS) - to be sent to CCG, contact if needed 434 434 0

Prevention Board - Tobacco Programme 168 168 0

NENC Digital First Primary Care - Tranche 2 126 126 0

Northern Cancer Network - EoL Clinical Lead Funding 21/22 17 17 0

Diabetes TF regional flexible funding 222 222 0

Greener NHS - NENC 45 45 0

Project 3 – Increasing uptake of preventative services North East and North Cumbria  100 100 0

Primary care SDF Defund - CCG Host Rebate H2 21/22 296 296 0 0

NENC Digital First Primary Care - Tranche 2 100 100 0 0

Northern Cancer Alliance - Letter 3 Funding 276 276 0 0

Long Covid: Children Treatment & Rehab 21/22 - South Tees -72 -72 0 0

Ageing Well: Transforming Community Services -1,497 -1,497 0 0

Ageing Well: Transforming Community Services -857 -857 0 0

Ageing Well: Transforming Community Services -544 -544 0 0

Ageing Well: Transforming Community Services -878 -878 0 0

Ageing Well: Transforming Community Services -407 -407 0 0

Ageing Well: Transforming Community Services -752 -752 0 0

Ageing Well: Transforming Community Services -1,815 -1,815 0 0

Primary Care: PCT Fellowships -14 -14 0 0

Primary Care: PCT Fellowships -4 -4 0 0

Northern Cancer Network - EoL Clinical Lead Funding 21/22 -17 -17 0 0

ACT Second Wave M7 Quarterly Payment - South Tyneside and Sunderland Hospitals -68 -68 0 0

Primary Care: Workforce: Training Hubs -35 -35 0 0

Primary Care: Workforce: Training Hubs -35 -35 0 0

Primary Care: Workforce: Training Hubs -22 -22 0 0

Primary Care: Workforce: Training Hubs -16 -16 0 0

Primary Care: Workforce: Training Hubs -30 -30 0 0

Primary Care: Workforce: Training Hubs -60 -60 0 0

Primary Care: Workforce: Training Hubs -73 -73 0 0

Primary Care: Primary Care Networks -68 -68 0 0

Primary Care: Primary Care Networks -70 -70 0 0

Primary Care: Primary Care Networks -43 -43 0 0

Primary Care: Primary Care Networks -32 -32 0 0

Primary Care: Primary Care Networks -60 -60 0 0

Primary Care: Primary Care Networks -119 -119 0 0

Primary Care: Primary Care Networks -144 -144 0 0

Primary Care: Practice resilience programme -24 -24 0 0

Primary Care: Practice resilience programme -25 -25 0 0

Primary Care: Practice resilience programme -15 -15 0 0

Primary Care: Practice resilience programme -12 -12 0 0

Primary Care: Practice resilience programme -21 -21 0 0

Primary Care: Practice resilience programme -43 -43 0 0

Primary Care: Practice resilience programme -52 -52 0 0

Primary Care: Online consultation software systems -46 -46 0 0

Primary Care: Online consultation software systems -47 -47 0 0

Primary Care: Online consultation software systems -29 -29 0 0

Primary Care: Online consultation software systems -22 -22 0 0

Primary Care: Online consultation software systems -40 -40 0 0

Primary Care: Online consultation software systems -80 -80 0 0

Primary Care: Online consultation software systems -97 -97 0 0

Maternity: LTP - SBL Pre-term Birth (Newcastle Gateshead CCG) -47 -47 0 0Partnership Options Annex Funding: Restoring Access to Primary Care (ARRS roles; 

Population health management; Deliver improvements in maternity care -51 -51 0 0

Workforce Annex Funding: Admin support and backfill -11 -11 0 0

H2 diabetes treatment & care 65 65 0 0

Primary Care SDF Defund - Host CCG Rebate H2 21/22 195 195 0 0

Covid Exemption Assessments performed in October 21 1 1 0 0

PCT FLEXIBLE STAFF POOLS 90 90 0 0

PCT LOCAL GP RETENTION 204 204 0 0ACT - Second Wave M10 quarterly payment paid in M9 - Royal Victoria Infirmary -  contact 

yvette.davies@nhs.net 37 37 0 0ACT - Second Wave M10 quarterly payment paid in M9 - Queen Elizabeth Hospital -  contact 

yvette.davies@nhs.net 20 20 0 0

ACT - Second Wave M10 quarterly payment paid in M9 - South Tyneside and Sunderland 

Hospitals -  contact yvette.davies@nhs.net 68 68 0 0

Equality Diversity and Inclusion projects 50 50 0 0

Gateshead Health NHS Foundation Trust 25 25 0 0

ECDS Improvement Fund - Gateshead FT 30 30 0 0

Post Covid Clinical Lead NENC ICS (FAO Phillip Argent) 7 7 0 0

CYP additional allocation - Diabetes (FAO Philip Argent) 33 33 0 0

Cancer Alliance HELP funding (Healthcare Evaluation of the Liquid Pathway) 74 74 0 0

Complex Case Allocation (Bid 24 Newcastle Gateshead TCP) 1 1 0 0

Complex Case Allocation (Bid 25 Newcastle Gateshead TCP) 25 25 0 0

Complex Case Allocation (Bid 28 NENC TCP) 8 8 0 0

Complex Case Allocation (Bid 29 NENC TCP) 9 9 0 0

Complex Case Allocation (Bid 30 NENC TCP) 25 25 0 0

Complex Case Allocation (Bid 31 NENC TCP) 25 25 0 0

Discharge Funding 5,061 5,061 0 0

Northern Cancer Alliance - Lynch syndrome in endometrial cancers 94 94 0 0

Tobacco Prevention ICS Contribution -202 -202 202 202 0

UEC Transformation Funding -497 -497 0 0

Primary Care - Covid Support Mth 7 -454 -454 36 36 57 57

PCT Winter Access Funding - Initial allocation share -2,014 -2,014 232 232 317 317

Evaluation of PCN led Pharmacist role -30 -30 0 0

ACT - Second Wave - South Tyneside and Sunderland Hospitals -68 -68 0 0

PCT Local GP Retention -174 -174 22 22 26 26

PCT Fellowships -13 -13 0 13 13

SDF Diabetes NDA QIC £38k Ramadan calendars £2k 40 40 0 0

Cyber Security Resource Funding - £20000 for RTD - THE NEWCASTLE HOSPITALS
20 20 0 20 20

Digital Urgent & Emergency Care for more info contact marie.smith@nhsx.nhs.uk 74 74 49 49 0

PCT PRACTICE NURSE MEASURES 163 163 0 0

Winter Access Funding 2,233 2,233 0 0

Suppport HR departments to improve attendance, delivery Vaccination Condiction of 

Deploymentand support recruitment - To be split between Trusts in ICS (contact 
400 400 0 0

Additional Cancer Alliance HELP funding 9 9 0 0

HSCN funding for more info contact sarah.mallik2@nhs.net 6 6 5 5 6 6

Pension (6.3% uplift ) based on Mth09 BSA data and forecast for full year 346 346 198 198 171 171

North Tyneside Digital Talent Programme 141 141 0

sucide prevention funding 16 16 24 24

Supporting people at home for more info please contact sorrel.renton-green@nhsx.nhs.uk 399 399 0

UTF DA Seed Funding - Northumbria Healthcare 250 250 0

Medical Exemption Reviews (MARs) Covid Exemption Assessments - December 2021 1 1 1 1

Supporting people at home - MSK 0 200 200

NHS England Armed Forces reimbursement for CCG OOH service for military personnel 0 7 7

Covid Exemption Assessments performed in October 21 - correction to co-comm 1 1 0 0

ICP Allocations for CDC project management resources FAO Hazel Gow -100 -100 0 0

ICP Allocations for CDC project management resources FAO Jackie Butterworth -100 -100 0 0

Personalised Care Funding ICP -40 -40 0 0

Personalised Care Funding ICP -40 -40 0 0

PCT FLEXIBLE POOLS 21.22 -30 -30 0 0

PCT FLEXIBLE POOLS 21.22 -30 -30 0 0

PCT FLEXIBLE POOLS 21.22 -10 -10 0 0

PCT FLEXIBLE POOLS 21.22 -10 -10 0 0

PCT FLEXIBLE POOLS 21.22 -10 -10 0 0

PCT SUPPORTING MENTORS SCHEME -2 -2 0 0

PCT SUPPORTING MENTORS SCHEME -5 -5 0 0

PCT SUPPORTING MENTORS SCHEME -3 -3 0 0

PCT SUPPORTING MENTORS SCHEME -6 -6 0 0

PCT SUPPORTING MENTORS SCHEME -1 -1 0 0

PCT SUPPORTING MENTORS SCHEME -2 -2 0 0

PCT FELLOWSHIPS -6 -6 0 0

PCT FELLOWSHIPS -3 -3 0 0

How Fit in Sheltered Housing FAO Pamela Cutts -40 -40 0 0

Northern Cancer Alliance - Breast Manged Clinical Network workplan 40 40 0 0

Funding to support Board/Exec Team development and OD work. 124 124 0 0

PODAC - Pharmacy DMS Funds - CUMBRIA, NORTHUMBERLAND, TYNE AND WEAR NHS 

FOUNDATION TRUST
6 6 0 0

PODAC - Pharmacy DMS Funds - GATESHEAD HEALTH NHS FOUNDATION TRUST 6 6 0 0

PODAC - Pharmacy DMS Funds - NORTHUMBRIA HEALTHCARE NHS FOUNDATION TRUST 6 6 0 0

PODAC - Pharmacy DMS Funds - THE NEWCASTLE UPON TYNE HOSPITALS NHS FOUNDATION 

TRUST
6 6 0 0

Digital Child Health & Maternity for more info please contact ben.farrelly@nhsx.nhs.uk 476 476 0 0

Digital Child Health & Maternity for more info please contact ben.farrelly@nhsx.nhs.uk 147 147 0 0

COVID Reimbursement Q3 - HDP 1,709 1,709 566 566 755 755

ICS Digital Seed Funding - North East & North Cumbria ICS 250 250 0 0

UTF DA Seed Funding - Newcastle Hospitals NHS FT 320 320 0 0

Complex Care Fund Approved Bid - LD & Autism 4 4 0 0

Children and Young People (CYP) Palliative Care Clinicians – Bereavement Training 2 2 0 0

Respiratory network - spirometry funding 4 4 3 3 4 4

Complex Care Fund Approved Bid - LD & Autism 12 12 0 0

Adult Critical Care Patient Transport Service final 6/9ths of the allocation 684 684 0 0

Inclusive Leadership Development Board Offer – phase 2, North East and North Cumbria ICS, 

contact Chris Sharpe
102 102 0 0

Getting in right together improvement 7 7 0 0

PCT SUPPORTING MENTORS SCHEME 2 2 1 1 3 3

PCT LOCAL GP RETENTION 223 223 0 0

WAF - Winter Access Fund month 11 allocations 635 635 0 0

Medical Exemption Reviews (MARs) Covid Exemption Assessments -Jan-22 1 1 0 1 1

WAF -263 -263 0 0

WAF -368 -368 368 368 0

WAF -240 -240 0 240 240

WAF -201 -201 0 0

WAF -216 -216 0 0

WAF -1,088 -1,088 0 0

PCT Winter Access Funding - Initial Allocation 417 417 0 0

NHS CEP InSites (Clinical Entrepreneur Programme Innovation Sites). CCG contact - Philip 

Argent - philip.argent@nhs.net
200 200 200 200 0

WAF - correction to Co-Commissioning 263 263 0 0

WAF - correction to Co-Commissioning 368 368 -368 -368 0

WAF - correction to Co-Commissioning 240 240 0 -240 -240 

WAF - correction to Co-Commissioning 201 201 0 0

WAF - correction to Co-Commissioning 216 216 0 0

WAF - correction to Co-Commissioning 1,088 1,088 0 0

WAF - correction to Co-Commissioning -263 -263 0 0

WAF - correction to Co-Commissioning -368 -368 368 368 0

WAF - correction to Co-Commissioning -240 -240 0 240 240

WAF - correction to Co-Commissioning -201 -201 0 0

WAF - correction to Co-Commissioning -216 -216 0 0

WAF - correction to Co-Commissioning -1,088 -1,088 0 0

Prevention Board Tobacco Funding 0 85 85 0

Prevention Board Tobacco Funding 0 381 381 0

Transfer of Tobacco Fair Shares M10 quarterly payment sent to CD CCG in error - contact 

emma.forster2@nhs.net
0 272 272 0

Prevention Board Tobacco Funding - Further Contribution towards 21/22 Programme 0 300 300 0

CYP Transformation - Prevention/CEW initiative 0 50 50 0

Pathology Network -  for Northumbria 0 64 64 0

PCT FELLOWSHIPS 0 0 6 6

How Fit in Sheltered Housing FAO Pamela Cutts 0 0 40 40

PODAC funding - 111-UDC project - NEAS - mark.hunter@neas.nhs.uk 0 0 2 2

NEAS - SVCC NHS 111 Provider funds 0 0 50 50

Maslow Retention Fund - 2 applications Redburn Ward (now known as The Riding); 

Ferndene
0 0 3 3

-	Match Funding General Scheme – NHSEI contact: liliana.pio@nhs.net 0 0 12 12

critical care investment for clinical educators in 21/22 75 75 0 9 9

TIF Revenue: NENC 1 (a&b) - Elective daycase treatment centre  - The Newcastle Upon Tyne 

Hospitals NHS Foundation Trust
337 337 0 0

ERF Transfer From Lead - H2 Non-NHS Related ERF IS - February ERF 77 77 193 193 534 534

Northern Cancer Alliance - Project support for the ICS Specialist Palliative and End of Life 

Care Network 
2 2 0 0

Tobacco Funding 

-285 -285 285 285 0

Prevention Board Tobacco Funding - Northumberland CCG

0 178 178 -178 -178 

Prevention Board Tobacco Funding - Sunderland CCG

0 152 152 0

PCT SUPPORTING MENTOR SCHEME -3 -3 0 0

PCT SUPPORTING MENTOR SCHEME -5 -5 0 0

PCT SUPPORTING MENTOR SCHEME -1 -1 1 1 0

PCT SUPPORTING MENTOR SCHEME -1 -1 0 1 1

PCT SUPPORTING MENTOR SCHEME -1 -1 0 0

PCT SUPPORTING MENTOR SCHEME -2 -2 0 0

Primary Care - Primary Care Networks -30 -30 0 0

PCT GP LOCAL RETENTION -20 -20 0 0

PCT LOCAL GP RETENTION -181 -181 0 0

PCT FELLOWSHIP NEW STARTER PROGRAMME -15 -15 15 15 0

PCT FELLOWSHIP ADDITIONAL EDUCATOR -22 -22 0 0

PCT FELLOWSHIP GOLDEN HELLO -100 -100 0 0

PCT FELLOWSHIP GP RECRUITMENT FACILITATOR -44 -44 0 0

PCT FELLOWSHIP COACHING FOR MENTORS -2 -2 0 0

PCT FELLOWSHIP GP TRAINER BACKFILL -22 -22 0 0

TIER 2 VISA PAYMENTS -4 -4 0 0

TIER 2 VISA PAYMENTS -4 -4 0 0

TIER 2 VISA PAYMENTS -1 -1 0 0

PCT FELLOWSHIPS -268 -268 0 0

PCT SUPPORTING MENT -23 -23 0 0

LD Transforming Care Additional 2021/2022 FTA Funding 357 357 155 155 234 234

International GP Recruitment (FAO Phil Argent) 12 12 0 0

6 babylifeline bags; 6 babylifeline trollies Newcastle upon Tyne Hospitals NHS Foundation 

Trust, rachael fazakerley / laura taylor (CCG - 07825 696953, philip.argent@nhs.net) - 
6 6 0 0

3 babylifeline bags; 3 babylifeline trollies Northumbria Healthcare NHS Trust 0 3 3 0

Net Zero Innovation Funding FAO of Philip Argent (philip.argent@nhs.net) THE NEWCASTLE 

UPON TYNE HOSPITALS NHS FOUNDATION TRUST - 
100 100 0 0

IPC Fund - 1 application Cumbria, Northumberland Tyne and Wear NHS Foundation Trust - 

Peer Support and Occupational Health Team
2 2 0 0

ERF Transfer From Lead - H2 Non-NHS Related ERF IS - Feb-Mar ERF 236 236 279 279 483 483

Primary Care Enhance Service - Weight Management Service  33 33 19 19 22 22

Medical Exemption Review (MARs) - Feb-22 activity and Mar-22 Estimate 2 2 0 1 1

Additional Roles Reimbursement Scheme 2,988 2,988 949 949 967 967

WAF - Winter Access Fund month 12 allocations 2,910 2,910 101 101 826 826

PCT LOCAL GP RETENTION 181 181 0 0

PCT LOCAL GP RETENTION -181 -181 0 0

PCT FELLOWSHIPS 268 268 0 0

PCT FELLOWSHIPS -268 -268 0 0

PCT SUPPORTING MENT 23 23 0 0

PCT SUPPORTING MENT -23 -23 0 0

COVID Reimbursement Q4 - HDP 1,818 1,818 394 394 1,104 1,104

Additional funding for Continuing Care 636 636 254 254 494 494

Final 2122 adjustment - M12 adjustment - HDP 424 424 0 0

Final 2122 adjustment - M12 adjustment - WAF 472 472 0 0

Total NHS Allocation Baseline 923,019 303,349 1,226,368 377,982 28,933 406,915 579,015 -15,509 563,506

Revenue Resource Limit In Year -  Jan 2021 923,019 303,349 1,226,368 377,982 28,933 406,915 579,015 -15,509 563,506

In Year Allocation 1,226,368 402,913 620,911

CCG Finance Dashboard – Allocations 



35 
 

 
Executive Summary Quality Performance ContractingContracting Finance Appendices

 

 

CCG In Year Monitoring Analysis for 2021/22 - March

Budget

Year to Date 

Budget

Year to Date 

Actual

Year to Date 

Variance

£'000 £'000 £'000 £'000

Funding:

2021/22 Initial Commissioning Allocation 1,103,664 1,103,664 1,103,664 0

2021/22 Running Costs Allowance 9,656 9,656 9,656 0

2021/22 Primary Care Co-Commissioning Allocation 88,885 88,885 88,885 0

Additional Allocations - CSF 8,706 8,706 8,706 0

Cumulative Underspend Carry Forward 15,457 15,457 15,457 0

Total Income 1,226,368 1,226,368 1,226,368 0

Running Costs:

Total CCG Running Costs Running Costs 9,656 9,656 8,338 (1,318)

                    

Commissioning Expenditure Budgets:

South Tyneside and Sunderland NHSFT Acute 4,806 4,806 4,847 40

Co Durham & Darlington NHSFT Acute 2,195 2,195 2,200 5

Gateshead Hospitals NHSFT Acute 201,908 201,908 201,481 (428)

Newcastle upon Tyne Hospitals NHSFT Acute 323,106 323,106 324,100 994

Northumbria Healthcare NHSFT Acute 70,762 70,762 75,822 5,061

South Tees NHSFT Acute 44 44 63 19

North Tees & Hartlepool NHS FT Acute 0 0 0 0

Non NHS Acute Acute 6,944 6,944 6,702 (242)

Other Acute Acute 575 575 1,209 634

Non Contracted Activity & Individual Funding Requests Acute 683 683 968 284

North East Ambulance Service Amb 49,314 49,314 49,314 0

Northumberland Tyne & Wear NHSFT MH/LD 98,596 98,596 98,580 (16)

Non NHS MH/LD MH/LD 14,829 14,829 14,262 (567)

Packages of Care and Non Contracted Activity MH/LD 1,176 1,176 1,230 54

s117 MH/LD 18,658 18,658 19,590 932

Newcastle upon Tyne Hospitals NHSFT Community 34,839 34,839 34,839 (0)

Gateshead Community Services Community 27,928 27,928 27,917 (11)

Joint Community Service Community 0 0 0 0

Non NHS Community Community 7,696 7,696 9,316 1,620

Local Authority Services Community 7,116 7,116 16,737 9,620

Continuing Healthcare/Funded Nursing Care CHC 91,594 91,594 82,772 (8,822)

Prescribing Prim Care 91,384 91,384 88,233 (3,151)

Commissioned Services & Out of Hours Prim Care 19,755 19,755 19,747 (8)

Services for Over 75's Prim Care 1,304 1,304 998 (306)

Primary Care Co-Commissioning Prim Care 88,885 88,885 88,821 (64)

Programme Costs Prog 15,852 15,852 17,121 1,269

Better Care Fund Prog 19,900 19,900 18,717 -1,183

Total Commissioning Expenditure Budgets 1,199,849 1,199,849 1,205,584 5,735

Reserves:

Earmarked Reserves Reserve 324 324 (6,327) (6,652)

Total Commissioning Reserves 324 324 (6,327) (6,652)

Total Commissioning Expenditure 1,200,173 1,200,173 1,199,256 (917)

Total Expenditure (Running costs & commissioning) 1,209,829 1,209,829 1,207,595 (2,234)

Planned Surplus 1,082 1,082 0 (1,082)

Cumulative Surplus 15,457 15,457 0 (15,457)

(Surplus) / Deficit on Total Budget 0 0 (18,773) (18,773)

CCG Finance Dashboard – Financial Position and Risk  
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Full QIPP plans have been paused during the COVID19 pandemic, however the CCG have reported £3.8m of QIPP achievement 
for the full year. This relates to residual achievement of prior year schemes, combined with the planning requirement to no longer 
set aside a contingency. 
 
 
  

CCG Finance Dashboard – QIPP 
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No detailed risk and mitigation reporting is required for Month 12. 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

CCG Finance Dashboard – Risks and Mitigations 
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March February Movement March February Movement March February Movement

£000's £000's £000's £000's £000's £000's £000's £000's £000's

Non Current Assets Property, plant and equipment 0 0 0 0 0 0 0 294 (294)

Intangible Assets 0 0 0 0 0 0 0 0 0

Other Financial Assets 0 0 0 0 0 0 0 0 0

Total Non Current Assets 0 0 0 0 0 0 0 294 (294)

Current Assets Trade and other Receivables 1,214 1,298 (84) 68 729 (661) 1,146 37 1,109

Prepayments and Accrued Income 4,437 3,794 644 699 1,631 (932) 286 857 (571)

Cash and cash equivalents 474 425 49 318 212 106 214 198 16

Total Current Assets 6,125 5,517 608 1,085 2,572 (1,487) 1,646 1,092 555

Total Assets 6,125 5,517 608 1,085 2,572 (1,487) 1,646 1,385 261

Current Liabilities Trade and other payables (20,966) (7,868) (13,098) (6,099) (1,358) (4,741) (9,488) (5,902) (3,586)

Accruals (68,160) (71,472) 3,312 (16,039) (21,867) 5,828 (26,071) (31,898) 5,827

Other liabilities 0 0 0 0 0 0 0 0 0

Provisions 0 0 0 0 0 0 0 0 0

Borrowings 0 0 0 0 0 0 0 0 0

Total Current Liabilities (89,126) (79,340) (9,786) (22,138) (23,225) 1,088 (35,559) (37,800) 2,241

Non-Current Assets plus/less Net Current Assets/Liabilities (83,001) (73,823) (9,178) (21,052) (20,654) (399) (33,913) (36,415) 2,502

Non-Current liabilities Other liabilities 0 0 0 0 0 0 0 0 0

Provisions 0 0 0 0 0 0 0 0 0

Borrowings 0 0 0 0 0 0 0 0 0

Total Non-Current Liabilities 0 0 0 0 0 0 0 0 0

TOTAL ASSETS EMPLOYED (83,001) (73,823) (9,178) (21,052) (20,654) (399) (33,913) (36,415) 2,502

Newcastle Gateshead CCG North Tyneside CCG Northumberland CCG

CCG Finance Dashboard – Balance sheet 
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• Appendix 1a CCG Benchmarking Information – Benchmarking of key constitution standards for CNE CCGs 

• Appendix 1b FT Benchmarking Information – Benchmarking of key constitution standards for CNE FTs 

• Appendix 2 – Improvement and Assessment Framework (IAF) – The IAF outlines the metrics that inform NHS England’s 

assessment of CCGs in 2019/20. 

 
  

Appendices 
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Feb-22 90.2% 94.4% 96.3% 90.1% 89.2% 84.1% 88.9% 83.6%

YTD 73.4% 83.2% 83.8% 80.0% 87.2% 79.3% 83.2% 87.5%

Feb-22 44.8% 71.2% 86.9% 71.4% 90.5% 83.4% 86.8% 80.4%

YTD 35.3% 74.4% 86.0% 63.7% 71.9% 73.1% 86.4% 86.9%

Feb-22 51.4% 62.0% 58.4% 81.6% 78.9% 70.5% 51.9% 67.8%

YTD 64.2% 70.9% 68.1% 76.0% 79.5% 70.1% 55.0% 71.9%

Feb-22 72.7% 42.9% 83.3% 57.1% 62.5% 67.6% 100.0% 76.7%

YTD 73.4% 58.3% 77.6% 85.4% 78.3% 81.9% 71.3% 76.2%

Feb-22 88.9% 85.7% 42.9% 66.7% 55.6% 86.4% 84.6% 88.5%

YTD 66.3% 67.1% 53.4% 79.8% 82.9% 82.1% 77.2% 84.6%

Feb-22 89.8% 87.4% 91.2% 92.8% 94.7% 94.2% 88.2% 93.7%

YTD 93.6% 92.6% 93.2% 97.0% 96.3% 93.7% 90.7% 94.1%

Feb-22 75.6% 87.5% 85.7% 84.6% 90.9% 71.0% 58.3% 85.2%

YTD 78.0% 81.6% 77.1% 90.1% 91.6% 83.8% 75.9% 82.1%

Feb-22 98.2% 97.0% 97.9% 100.0% 100.0% 100.0% 98.3% 96.6%

YTD 98.6% 96.8% 98.3% 99.3% 99.1% 99.1% 97.0% 98.1%

Feb-22 98.8% 100.0% 94.4% 100.0% 97.7% 98.1% 100.0% 93.1%

YTD 96.8% 97.7% 96.9% 98.7% 98.6% 97.4% 97.8% 94.3%

RTT Period Target

% patients waiting for initial treatment on incomplete 

pathways within 18 weeks
Feb-22 92.0% 70.0% 75.1% 75.8% 78.1% 81.3% 74.4% 62.6% 71.2%

Feb-22 1,722 627 744 144 223 1,058 1,140 1,276

YTD 24,175 9,256 12,083 2,288 3,506 16,176 19,936 19,914

Feb-22 0 0 0 0 0 0 3 3

YTD 7 0 1 0 9 12 30 12

Diagnostics Period Target

% patients waiting less than 6 weeks for the 15 

diagnostics tests (including audiology)
Feb-22 99.0% 81.0% 91.4% 85.8% 75.5% 71.5% 93.3% 68.5% 77.8%

Dementia Period Target

Improve diagnosis rate for people with dementia Mar-22 70.0% 73.3% 64.4% 59.4% 65.9% 60.5% 65.7% 56.3% 70.4%

A&E Period Target

% patients spending 4 hrs or less in A&E or minor 

injury unit
Mar-22 95.0% 80.5% 87.8% 88.6% 76.9% 76.9% 76.3% 68.0% 84.3%

98.0%

Number of patients waiting more than 52 weeks for 

treatment

Mixed Sex accommodation - number of unjustified 

breaches

0

0

94.0%

% of patients receiving subsequent treatment for 

cancer within 31 days - surgery

% of patients receiving subsequent treatment for 

cancer within 31 days - drugs

% of patients receiving subsequent treatment for 

cancer within 31 days - radiotherapy

93.0%

93.0%

85.0%

90.0%

N/A

96.0%

94.0%

% of patients seen within 2 weeks of an urgent GP 

referral for suspected cancer

% of patients seen within 2 weeks of an urgent referral 

for breast symptoms

% of patients treated within 62 days of an urgent GP 

referral for suspected cancer

% of patients treated within 62 days of an urgent GP 

referral from an NHS Cancer Screening Service

% of patients treated for cancer within 62 days of 

consultant decision to upgrade status

% of patients treated within 31 days of a cancer 

diagnosis

Appendix 1a CCG Benchmarking Information Constitution Standards 
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Feb-22 88.5% 92.0% 96.8% 94.0% 80.0% 89.0% 82.1% 80.8% 88.9%

YTD 82.0% 63.9% 94.6% 92.4% 76.3% 83.2% 84.3% 88.5% 91.0%

Feb-22 100.0% 37.2% 92.4% n/a 78.6% 85.5% 3.9% 57.1% 85.8%

YTD 95.8% 32.1% 90.6% n/a 67.2% 87.0% 48.2% 84.9% 91.8%

Feb-22 58.0% 50.2% 63.9% 83.0% 75.8% 56.6% 57.0% 71.0% 59.2%

YTD 63.5% 58.9% 77.1% 82.8% 73.1% 58.1% 61.2% 73.3% 70.0%

Feb-22 80.5% 71.4% 71.4% 20.0% 50.0% - 55.6% 50.0% 68.5%

YTD 85.4% 76.8% 57.3% 66.7% 50.3% 81.1% 61.5% 51.9% 83.9%

Feb-22 0.0% 60.4% 78.9% 71.1% 95.8% 84.6% 86.8% 90.0% 90.5%

YTD 44.0% 57.8% 67.7% 86.3% 85.9% 86.7% 85.5% 79.2% 90.6%

Feb-22 100.0% 85.2% 96.5% 95.9% 93.5% 85.4% 90.1% 92.6% 99.1%

YTD 96.1% 91.0% 97.3% 99.0% 92.5% 89.7% 92.0% 92.7% 97.3%

Feb-22 96.6% 73.6% 100.0% 100.0% 58.8% 50.0% 100.0% 100.0% 100.0%

YTD 95.1% 75.4% 93.8% 98.2% 77.3% 91.1% 87.6% 77.3% 92.5%

Feb-22 100.0% 96.8% 100.0% 100.0% 100.0% 100.0% 100.0% 97.2% 100.0%

YTD 99.2% 97.4% 95.9% 99.9% 100.0% 100.0% 98.4% 97.1% 99.7%

Feb-22 - 97.9% n/a n/a n/a n/a 100.0% 95.2% n/a

YTD 100.0% 97.4% 100.0% n/a 100.0% n/a 100.0% 94.7% 100.0%

N/A

N/A

RTT Period Target

% patients waiting for initial treatment on incomplete pathways within 18 weeks Feb-22 92.0% 75.5% 70.0% 86.7% 82.4% 72.5% 61.2% 69.5% 64.7% 83.6%

Feb-22 50 3,730 40 86 829 1,024 1,091 1,256 54

YTD 508 53,652 781 1,944 12,922 18,147 15,856 24,265 1,010

Mar-22 0 0 0 0 0 3 20 3 0

YTD 0 0 0 0 1 24 61 5 0

Diagnostics Period Target

% patients waiting less than 6 weeks for the 15 diagnostics tests (including audiology) Feb-22 99.0% 76.9% 80.6% 93.4% 71.4% 99.0% 67.7% 96.4% 60.2% 92.6%

A&E Period Target

% patients spending 4 hrs or less in A&E or minor injury unit Mar-22 95.0% 77.3% 82.2% 90.0% 76.9% 76.2% 67.9% 71.1% 71.2% 100.0%

***Future data collection snapshot

Number of patients waiting more than 52 weeks for treatment 0

Mixed Sex accommodation - number of unjustified breaches 0

0.0%***Non-clinically justifiable 104 day delays

% of patients treated within 62 days of an urgent GP referral from an NHS Cancer Screening 

Service
90.0%

% of patients treated for cancer within 62 days of consultant decision to upgrade status N/A

% of patients treated within 31 days of a cancer diagnosis 96.0%

% of patients receiving subsequent treatment for cancer within 31 days - surgery 94.0%

% of patients receiving subsequent treatment for cancer within 31 days - drugs 98.0%

% of patients receiving subsequent treatment for cancer within 31 days - radiotherapy 94.0%

% of patients seen within 2 weeks of an urgent GP referral for suspected cancer 93.0%

% of patients seen within 2 weeks of an urgent referral for breast symptoms 93.0%

% of patients treated within 62 days of an urgent GP referral for suspected cancer 85.0%

Appendix 1b: FT Benchmarking Information Constitution Standards 
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Lowest 

Performing 

Quartile

Inter-

quartile 

range

Highest 

Performing 

Quartile

New Ref Indicator Name Latest period Target
NHS North 

Tyneside CCG

NHS 

Northumberland 

CCG

NHS Newcastle 

Gateshead CCG

S001a Appointments in general practice
w/e 30/01/2022 24192 40420 55626

S008a Overall size of the waiting list
2022 02 24627 33824 52264

S009a Patients waiting over 52 weeks for treatment
2022 02 627 744 1722

S010a Cancer - first treatments
2022 02 119 182 245

S010b Cancer - urgent referrals seen
2022 02 858 1348 1755

S012a Cancer - % meeting faster diagnosis standard
2022 02 >75% 83.20% 79.60% 77.60%

S013a Diagnostic activity levels - Imaging
2022 02 5824 12281 12282

S013b Diagnostic activity levels - Physiological measurement
2022 02 495 704 1226

S013c Diagnostic activity levels - Endoscopy
2022 02 292 499 944

S014a Proportion of people that survive cancer for at least 1 year after diagnosis 
2018 75% 71.90% 73.40% 72.80%

S015a Proportion of cancers diagnosed at stages 1 or 2 
2018 54.30% 53.80% 53.00%

S022a Number of stillbirths per 1,000 total births
2019 3.28 per 1,000 2.77 per 1,000 2.34 per 1,000

S023a Number of neonatal deaths per 1,000 live births
2019 2.35 per 1,000 No data 2.73 per 1,000

S030a Percentage of people aged 14+  on the GP learning disability register receiving an annual health check
21/22 Q3 46.60% 42.90% 49.60%

S031a Number of personalised care interventions
21-22 Q3 13456 14121 35048

S032a Personal health budgets
21-22 Q3 223 780 493

S033a Social Prescribing unique patient referrals
21-22 Q3 2374 6121 13253

S037a Patient experience of GP services
2021 87.10% 87.50% 84.20%

S040a Methicillin-resistant Staphylococcus aureus (MRSA) bacteraemia infections
2022 02 0 0 1

Appendix 2: NHSE Oversight Framework (Quarterly) 
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New Ref Indicator Name Latest period Target
NHS North 

Tyneside CCG

NHS 

Northumberland 

CCG

NHS Newcastle 

Gateshead CCG

S041a Clostridium difficile infections
2022 02 4 5 12

S042a E. coli blood stream infections
2022 02 13 17 35

S044a Antimicrobial resistance: total prescribing of antibiotics in primary care 
Feb 2021 - Jan 2022 96.5% 101.5% 104.0% 95.9%

S044b Antimicrobial resistance: proportion of broad-spectrum antibiotic prescribing in primary care 
Feb 2021 - Jan 2022 10% 8.22% 7.92% 8.43%

S046a
Population vaccination coverage - MMR for two doses (5 years old) to reach the optimal standard 

nationally (95%) 21-22 Q2 >95% 94.40% 91.60% 88.50%

S047a Percentage of people aged 65 and over who received a flu vaccination
2022 02 86.50% 87.60% 84.80%

S050a Cancer - cervical screening coverage, females aged 25-64, attending screening within target period
21-22 Q2 76.80% 77.70% 70.90%

S052a Diabetes patients that have achieved all the NICE recommended treatment targets (adults and children)
2020-21 33.20% 32.20% 33.20%

S055a
General Practice Referrals to NHS Digital Weight Management Programme - Crude Rate/100,000 

population 21-22 Q3 215.2 per 100,000 217 per 100,000 86 per 100,000

S081a
Improving Access to Psychological Therapies – access

IAPT access (total numbers accessing services) 21-22 Q2 960 1110 2680

S082a
Improving Access to Psychological Therapies – recovery

IAPT recovery rate (%) 21-22 Q2 50% 58.60% 48.80% 48.90%

S083a Estimated diagnosis rate for people with dementia
2022 01 67% 64.30% 59.60% 72.60%

S084a Children and young people (ages 0-17) mental health services access (number with 1+ contact)
2021 12 2945 4685 6265

S085a
Proportion of people on GP severe mental illness register receiving physical health checks

People with severe mental illness receiving a full annual physical health check and follow up 21-22 Q3 709 769 1941

S087a
Rate per 100,000 population of people in adult acute mental health beds with a length of stay over 60 

days 2021 12 7.3 per 100,000 0 per 100,000 3.7 per 100,000%

S087b
Rate per 100,000 population of people in older adult acute mental health care with a length of stay over 

90 days 2021 12 0 per 100,000 0 per 100,000 8.4 per 100,000%

S088a Number of women accessing specialist community perinatal mental health services
Jan 2021 - Dec 2021 5.10% 7.27% 5.28%

S089a Waiting times for Urgent Referrals to Children and Young People's Eating Disorder services
Jan 2021 - Dec 2021 92.90% 100.00% 100.00%

S089b Waiting times for Routine Referrals to Children and Young People Eating Disorder Services
Jan 2021 - Dec 2021 88.00% 85.60% 71.60%

Lowest 

Performing 

Quartile

Inter-

quartile 

range

Highest 

Performing 

Quartile
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1. Introduction  

1.1 Background/ Foreword1 

NHSE has set out the following as the four core purposes of ICSs: 

a) improve outcomes in population health and healthcare  
b) tackle inequalities in outcomes, experience and access  
c) enhance productivity and value for money 
d) help the NHS support broader social and economic development. 

  

The ICB will use its resources and powers to achieve demonstrable progress on 

these aims, collaborating to tackle complex challenges, including: 

• improving the health of children and young people 

• supporting people to stay well and independent 

• acting sooner to help those with preventable conditions 

• supporting those with long-term conditions or mental health issues 

• caring for those with multiple needs as populations age 

• getting the best from collective resources so people get care as quickly as 
possible 
 

The NHS North East and North Cumbria Integrated Care Board (ICB) is the 
statutory decision-making body of the North East and North Cumbria Integrated 
Care System (ICS). The ICB is responsible for the commissioning of health services 
and the effective stewardship of NHS spending for all of the people who live in the 
North East and North Cumbria.   

 
We are the largest ICS in the country, with a population of 3 million people spread 
across large conurbations and some of the most rural and isolated parts of 
England.  Our ICS covers thirteen locality areas and all of these places are rightly 
proud of their history and are ambitious for their future so we are determined to play 
our part in improving the health of all our communities, ensuring the health and care 
services they receive are of the highest quality, and contributing to their 
development. 

 
The North East and North Cumbria has much to be proud of with some of the most 
accessible primary care services and best performing emergency care in the 
country. We are known for innovation with a track record of ground-breaking 
surgery, pioneering new treatments and research programmes, world-class facilities 
and national centres of excellence. We have also made huge progress to improve 
the health of our communities in some key areas such as stroke, heart attacks, the 
prevalence of smoking in adults and teenage pregnancies.  

 
However, overall public health in our region is still amongst the worst in the country 
and we face some of the starkest health inequalities.  Our ambition is to change 
that.  We want our ICB to be the leading system in England for people in terms of 
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their experience of care and their outcomes of care. We don’t just want to add years 
to people’s lives and life expectancy, we also want to improve our population's 
quality of life from birth through to living well and ageing well. 

 
In consultation with local partners, the ICB will produce a five-year plan (updated 
annually) for how NHS services will be delivered to meet local needs.  In developing 
this plan and carrying out our work, the ICB must have regard to the Integrated 
Care Strategy set by our Integrated Care Partnership (ICP) – a statutory committee 
of the ICB and the thirteen local authorities in the North East and North Cumbria – 
which in turn will be informed by the joint health and wellbeing strategies published 
by each of the twelve Health and Wellbeing Boards in our area.  
 
As a system we recognise that there are significant benefits in working together at 
scale and that local plans need to be complemented with a common vision and 
shared strategy for the North East and North Cumbria as a whole, so that we strive 
to deliver the very best healthcare, accelerate innovation and ensure the NHS – as 
a network of 'anchor institutions' in each of our communities – plays its part in the 
wider economic development of our region.   
 
However, this constitution and its supporting documents also creates the framework 
for the Integrated Care Board to delegate decision-making authority, functions and 
resources to our thirteen places to ensure that we meet the diverse needs of our 
citizens and communities. These place-based partnerships, overseen by Health 
and Wellbeing Boards, and including councils, health and care providers, the 
voluntary community and social enterprise sector and Healthwatch, are key to 
achieving the ambitious improvements we want to see.  
 
The ICB is committed to meaningful conversations with the communities it serves 
and highly values the feedback that people share with us.  We recognise too that 
effective approaches to equality, diversity and inclusion leads to improved health 
delivery and greater staff and patient experiences of the NHS. We want to ensure 
that everyone working and learning in our ICS can develop and thrive in an 
inclusive environment that embraces diversity helping us to tackle health 
inequalities through a whole systems approach.  
 
Effective public involvement, particularly with those with lived experience and who 
are seldom heard, ensures that we make the right decisions together about our 
health and care services, and that is why we have included as participants on our 
Board both the ICS HealthWatch Network and the ICS Voluntary Sector Partnership 
to ensure that the voice of our citizens, service-users and communities of interest 
are at the heart of our health and care system. These conversations will be a key 
part of our journey over the months and years ahead.  
 
This document – our constitution – sets out how we will organise ourselves to meet 
these ambitions to provide the best health and care, ensuring that our decisions are 
always taken in the interest of the patients and populations that we are proud to 
serve. 
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1.2 Name 

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

Cumbria Integrated Care Board (“the ICB”). 

 

1.3 Area Covered by the Integrated Care Board 

1.3.1 The area covered by the ICB3 comprises Allerdale, Carlisle, County Durham, 

Darlington, Eden, Gateshead, Hartlepool, Middlesbrough, Newcastle upon 

Tyne, North Tyneside, Northumberland, Redcar and Cleveland, South 

Tyneside, Stockton-on-Tees, Sunderland and partial inclusion of Copeland 

(excluding LSOAs: E01019283, E01019289, E01019290, E01019293, 

E01019298, E01019299). 

 

1.4 Statutory Framework 

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

2006 Act.  

 

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

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

an NHS body for the purposes of the 2006 Act.  

 

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

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

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

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

made under the 2006 Act).5  

 

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

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

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

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

address when website developed] 

 

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

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

Act but there are also other specific pieces of legislation that apply to ICBs.  

Examples include, but are not limited to, the Equality Act 2010 and the 

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

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

exercising its functions. These duties include but are not limited to: 
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a) Having regard to and acting in a way that promotes the NHS 

Constitution (section 2 of the Health Act 2009 and section 14Z32 of 

the 2006 Act); 

b) Exercising its functions effectively, efficiently and economically 

(section 14Z33 of the 2006 Act);  

c) Duties in relation to children including safeguarding, promoting welfare 

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

Families Act 2014) 

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

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

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

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

General Data Protection Regulation 2016/679 and Data Protection Act 

2018, and the Freedom of Information Act 2000), and 

g) Provisions of the Civil Contingencies Act 2004 

 

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

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

the results of its assessment. 

 

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

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

how well it has discharged its duties under: 

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

b) section 14Z35 (reducing inequalities),  

c) section 14Z38 (obtaining appropriate advice), 

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

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

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

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

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

 

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

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

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

that it will fail to do so (section 14Z59). 

 

1.5 Status of this Constitution 

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

establishment order when received], which made provision for its constitution 

by reference to this document. 

 

Commented [KJ(TVC2]: Awaited from NHSE 
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1.5.2 This constitution must be reviewed and maintained in line with any 

agreements with, and requirements of, NHS England set out in writing at 

establishment. 

 

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

1.6 Variation of this Constitution  

1.6.1 In accordance with paragraph 15 of Schedule 1B to the 2006 Act this 

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

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

 

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

England’s published procedure6 and that application is approved; 

and 

 

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

(other than on application by the ICB). 

 

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

as follows:7 

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

amendments to the constitution, which shall be submitted to the 

Board for approval. Agreed proposed changes will then be 

submitted to NHS England for approval. 

b) Proposed amendments to this constitution will not be implemented 

until an application to NHS England for variation has been 

approved.   

 

1.7 Related Documents 

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

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

 

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

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

 

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

to be used for meetings and the selection and the processes to 

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

 published.  

 

 

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

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

 have been delegated in accordance with the powers of the ICB and which 

 must be agreed in accordance with and be consistent with the constitution. 

 The SoRD identifies where, or to whom, functions and decisions have been 

 delegated to. 

 

b) Functions and Decision Map9- a high level structural chart that sets out 

which key decisions are delegated and taken by which part or parts of the 

system.  The Functions and Decision map also includes decision making 

responsibilities that are delegated to the ICB (for example, from NHS 

England). 

 

c) Standing Financial Instructions – which set out the arrangements for 

managing the ICB’s financial affairs.  

 

d) The ICB Governance Handbook10– This brings together all the ICB’s 

governance documents so it is easy for interested people to navigate.  It 

includes: 

• The above documents a) – c) 

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

Board that exercise ICB functions11. 

• Delegation arrangements12 for all instances where ICB functions 

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

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

trust, local authority, combined authority or any other prescribed 

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

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

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

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

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

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

accordance with section 65Z6 of the 2006 Act. 

• The up-to-date list of eligible providers of primary medical 

services under clause 3.6.2 

• Committee structure 

• Remuneration Guidance 
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e) Key policy documents13 - which should also be included in the Governance 

Handbook or linked to it including, but not limited to: 

• Standards of Business Conduct and Declarations of Interest 

Policy 

• Communities and People Involvement and Engagement Strategy 

for the North East and North Cumbria. 
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2 Composition of the Board of the ICB 

2.1 Background 

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

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

appointed is in section 3. 

 

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

on our website [add link].14 

 

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

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

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

a) a Chair 

b) a Chief Executive  

c) at least three Ordinary members. 

 

2.1.4 The membership of the ICB (the Board) shall meet as a unitary board and 

shall be collectively accountable for the performance of the ICB’s functions. 

 

2.1.5 NHS England Policy17, requires the ICB to appoint the following additional 

Ordinary Members: 

a) three executive members, namely: 

• Director of Finance  

• Medical Director 

• Director of Nursing  

b) At least two18 independent non-executive members. 

 

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

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

Partner Members) are nominated by the following and appointed in 

accordance with the procedures set out in Section 3: 

• NHS trusts and foundation trusts who provide services within the 

ICB’s area and are of a prescribed description 

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

area of the ICB and are of a prescribed description 

• the local authorities which are responsible for providing Social Care 

and whose area coincides with or includes the whole or any part of 

the ICB’s area. 

While the Partner Members will bring knowledge and experience from their 

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

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

2.2.1 The ICB has eight16 Partner Members. 

a)  Two Partner members – NHS and Foundation Trusts 

b) Two Partner members – Primary medical services 

c) Four Partner members – Local Authorities 

This is in order to take account of the geographical size and complexity of 

the ICS area. 

 

2.2.2 The ICB has also appointed the following further Ordinary Members to the 

 Board19 

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

  further two are added in order to take account of the geographical size 

  and complexity of the ICS area and the need for independent  

  leadership of key committees. 

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

 Director of Nursing, Director of Finance - which in our ICB will be  

 called the Executive Medical Director, Executive Chief Nurse, and 

 Executive Finance Director), a further seven member director roles 

 will be created. The precise portfolios of these additional roles will be 

 at the discretion of the Chair and Chief Executive.  These will be: 

- One Executive Chief People Officer 

- One Executive Chief Digital & Information Officer  

- One Executive Director of Innovation  

- One Executive Director of Corporate Governance, 

Communications and Involvement 

- One Executive Director of Strategy and System Oversight 

- Two Executive Directors of Place Based Delivery – one 

covering the 'North' (North: Gateshead, Newcastle upon Tyne, 

North Tyneside and Northumberland) and North Cumbria; and 

one covering the 'Central' and 'South': (Central: County 

Durham, South Tyneside and Sunderland; South: Darlington, 

Hartlepool, Middlesbrough, Redcar & Cleveland, Stockton-on-

Tees).  
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2.2.3 The board is therefore composed of the following members: 

a) Chair 

b) Chief Executive 

c) Two Partner member(s) NHS and Foundation Trusts 

d) Two Partner member(s) Primary medical services 

e) Four Partner member(s) Local Authorities 

f) Four Non Executive Members 

g) One Executive Finance Director 

h) One Executive Medical Director 

i) One Executive Chief Nurse 

j) One Executive Chief People Officer 

k) One Executive Chief Digital & Information Officer  

l) One Executive Director of Strategy and System Oversight  

m) Two Executive Directors of Place Based Delivery – North and 

North Cumbria and Central and South 

n) One Executive Director of Innovation  

o) One Executive Director of Corporate Governance, 

Communications and Involvement 

 

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

than voting members) will be at the discretion of the Chair and Chief 

Executive.  

 

2.2.4The Chair will exercise their function to approve the appointment of the 

 ordinary members with a view to ensuring that at least one of the Ordinary 

 Board Members will have knowledge and experience in connection with 

 services relating to the prevention, diagnosis and treatment of mental 

 illness.118 

 

2.2.5 The Board will keep under review the skills, knowledge, and experience that 

 it considers necessary for members of the board to possess (when taken 

 together) in order for the board effectively to carry out its functions and will 

 take such steps as it considers necessary to address or mitigate any 

 shortcoming.  
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2.3 Regular Participants and Observers at Board Meetings20 

 

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

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

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

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

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

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

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

 vote. 

2.3.2 Participants will include: 

a) ICB Directors with specific portfolio areas 

b) Representative from North East and North Cumbria ICS 

Healthwatch Network 

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

Community and Social Enterprise Partnership  22 

d) Any other person identified by the Chair 

 

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

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

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

 address the meeting and may not vote. 

2.3.4 Participants and / or observers may be asked to leave the meeting by the 

 Chair in the event that the board passes a resolution to exclude the public as 

 per the Standing Orders. 
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3. Appointments Process for the Board 

3.1 Eligibility Criteria for Board Membership: 

3.1.1 Each member of the ICB must: 

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

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

the Nolan Principles) 

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

skills and attributes set out in a role specification. 

3.2 Disqualification Criteria for Board Membership25 

3.2.1  A Member of Parliament 

3.2.2 A person whose appointment as a Board member (“the candidate”) is 

 considered by the person making the appointment as one which could 

 reasonably be regarded as undermining the independence of the health 

 service because of the candidate’s involvement with the private healthcare 

 sector or otherwise.  

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

 of the proposed appointment, has been convicted— 

a) in the United Kingdom of any offence, or   

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

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

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

proceedings was a sentence of imprisonment (whether suspended 

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

of a fine. 

 

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

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

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

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

 restrictions orders and undertakings). 

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

 immediately preceding the date of the proposed appointment, otherwise than 

 because of redundancy, from paid employment by any Health Service Body. 
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3.2.6 A person whose term of appointment as the chair, a member, a director or a 

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

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

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

that the person should continue to hold that office 

b) that the person failed, without reasonable cause, to attend any 

meeting of that health service body for three successive meetings, 

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

from consideration of any matter in respect of which that person 

had a pecuniary interest, or 

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

duties. 

 

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

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

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

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

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

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

body, where that suspension has not been terminated 

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

not been restored to the register 

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

preventing the person from practising the profession in question, 

where that decision has not been superseded, or 

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

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

where those conditions have not been lifted. 

 

3.2.8 A person who is subject to— 

a) a disqualification order or disqualification undertaking under the 

Company Directors Disqualification Act 1986 or the Company 

Directors Disqualification (Northern Ireland) Order 2002, or 

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

(disabilities on revocation of administration order against an 

individual). 

 

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

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

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

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

 misconduct or mismanagement in the administration of the charity for which 
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 the person was responsible, to which the person was privy, or which the 

 person by their conduct contributed to or facilitated. 

 

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

 management or control of any body under— 

a) section 7 of the Law Reform (Miscellaneous Provisions) (Scotland) 

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

management of charities), or 

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

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

management of charities). 

 

3.3 Chair26 

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

 Secretary of State. 

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

 additional eligibility criteria 

a) The Chair will be independent. 

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

 

3.3.3 Individuals will not be eligible if: 

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

ICB area.  

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

 

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

 terms a Chair may serve is three.28   

3.4 Chief Executive 

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

 with any guidance issued by NHS England.29 

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

 with any procedure published by NHS England3 
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3.4.3 The Chief Executive must fulfil the following additional eligibility criteria  

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

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

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

b) Meets the Person Specification for the role 

c) No further local criteria proposed31 

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

 

3.4.4 Individuals will not be eligible if 

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

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

executive role. 

 

3.5 Partner Member(s) – NHS Trusts and Foundation Trusts  

3.5.1 These Partner Members are jointly nominated by the Partners which provide 

 services within the area and are of a description to be inserted in accordance 

 with the regulations33: 

a) County Durham and Darlington NHS Foundation Trust  

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

c) Gateshead Health NHS Foundation Trust 

d) Newcastle upon Tyne Hospitals NHS Foundation Trust  

e) North Cumbria Integrated Care NHS Foundation Trust  

f) North East Ambulance Service NHS Foundation Trust 

g) North Tees and Hartlepool NHS Foundation Trust 

h) North West Ambulance Service 

i) Northumbria Healthcare NHS Foundation Trust 

j) South Tees Hospitals NHS Foundation Trust 

k) South Tyneside and Sunderland NHS Foundation Trust 

l) Tees, Esk and Wear Valleys NHS Foundation Trust 

 

 

3.5.2 These members must fulfil the eligibility criteria set out at 3.1 and also the   

following additional eligibility criteria  

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

Trusts or Foundation Trusts within the ICB’s area34 

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

guidance 

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

board, inter alia responsible for stewardship of NHS funds and be 
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bound by individual and collective accountability for decisions even 

where these may be unpopular or attract criticism. 

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

sector but not be delegates or carry agreed mandates from any 

part of that sector. 

3.5.3 Individuals will not be eligible if 

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

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

applies. 

c) They cannot provide unequivocal assurances in relation to the  

criteria in 3.5.2 c) or d). 

 

 

3.5.4 These members will be approved by35 the ICB Chair, supported by an 

Appointments Panel. Recruitment and selection processes will be designed 

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

process. The appointment process will include both nomination and selection 

elements36: 

 

3.5.5 The appointment process will be as follows36: 

a) Joint Nomination:  

• When a vacancy arises, each eligible organisation listed at 

3.5.1.a will be invited to make nominations.  

• Eligible organisations may nominate individuals from their 

own organisation or another organisation 

• All eligible organisations will be requested to confirm whether 

they jointly agree to nominate the whole list of nominated 

individuals, with a failure to confirm within 10 working days 

being deemed to constitute agreement.  If they do agree, the 

list will be put forward to step b) below.  If they don’t, the 

nomination process will be re-run until a consensus is 

reached on the nominations put forward.  

 

b) Assessment, selection, and appointment subject to approval 

of the Chair under c) 

 

• The full list of nominees will be considered by a panel 

convened by the Chief Executive or ICB Chair. 

• The panel will assess the suitability of the nominees against 

the requirements of the role and will include ensuring that  

equality, diversity and inclusion is taken into account at each 
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stage of the process. The role requirements will be published 

before the nomination process is initiated and will confirm 

that nominees meet the requirements set out in clause 3.5.2 

and 3.5.3 

• In the event that there is more than one suitable nominee, 

the panel will select the most suitable for appointment. 

 

c) Chair’s approval 

 

• The Chair will determine whether to approve the 

appointment of the most suitable nominee as identified under 

b). 

 

3.5.6. The term of office37 for these Partner Members will be up to four years.  Their 

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

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

 there be more eligible nominations than positions available, then the 

 appointments process will be followed. If no additional nominations are 

 received and the incumbent postholder remains eligible in line with the 

 criteria outlined at 3.1 and 3.5.3, then they will be considered for 

 reappointment to the role. 

 

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

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

 time. 

 

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

3.6.1 These Partner Members are jointly nominated by providers of primary 

medical services for the purposes of the health service within the 

integrated care board’s area, and (ii) are description to be inserted in 

accordance with the regulations]109.   

 

3.6.2 The list of relevant providers of primary medical services for this purpose 

is published as part of the Governance Handbook.  The list will be kept up 

to date but does not form part of this constitution119 
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3.6.3 This member must fulfil the eligibility criteria set out at 3.1 and also the   

following additional eligibility criteria  

 

a) Be a provider of primary medical services within the ICB’s area 

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

guidance 

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

unitary board, inter alia responsible for stewardship of NHS 

funds and be bound by individual and collective accountability 

for decisions even where these may be unpopular or attract 

criticism. 

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

sector but not be delegates or carry agreed mandates from any 

part of that sector. 

 

3.6.4 Individuals will not be eligible if: 

 

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

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

c) They cannot provide unequivocal assurances in relation to the  

criteria in 3.6.3 c) or d). 

 

3.6.5 This member will be approved by39 the ICB Chair, supported by an 

Appointments Panel. 

 

3.6.6 The appointment process will be as follows40:   

 

a) Joint Nomination:  

 

• When a vacancy arises, each eligible organisation described 

at 3.6.1 and listed in the Governance Handbook will be 

invited to make nominations.  

• Eligible organisations may nominate individuals from their 

own organisation or another organisation 

• All eligible organisations will be requested to confirm whether 

they jointly agree to nominate the whole list of nominated 

individuals, with a failure to confirm within 10 working days 

being deemed to constitute agreement.  If they do agree, the 

list will be put forward to step b) below.  If they don’t, the 

nomination process will be re-run until a consensus is 

reached on the nominations put forward.  

 

Commented [KJ(TVC6]: Recommended, but not 
mandatory wording, from NHSE. 



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

Parliament  

DRAFT not for onward circulation 

20220504 v0.11c – reviewed by NHSE.  Circ to GBs. 

 26 

 

b) Assessment, selection, and appointment subject to 

approval of the Chair under c) 

 

• The full list of nominees will be considered by a panel 

convened by the Chief Executive or Chair. 

• The panel will assess the suitability of the nominees against 

the requirements of the role and will include ensuring that  

equality, diversity and inclusion is taken into account at each 

stage of the process. The role requirements will be published 

before the nomination process is initiated and will confirm 

that nominees meet the requirements set out in clause 3.5.2 

and 3.5.3 

• In the event that there is more than one suitable nominee, 

the panel will select the most suitable for appointment. 

 

c) Chair’s approval 

 

• The Chair will determine whether to approve the 

appointment of the most suitable nominee as identified under 

b). 

 

 

3.6.7 The term of office37 for this Partner Member will be up to four years.  Their 

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

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

Should there be more eligible nominations than positions available, then 

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

received and the incumbent postholder remains eligible in line with 3.1 

and 3.5.3 above, then they will be considered for reappointment to the 

role. 

 

 

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

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

time. 
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3.7 Partner Member(s) – eligible local authorities   

3.7.1 These Partner Members are jointly nominated by the local authorities 

whose areas coincide with, or include the whole or any part of, the ICB’s 

area.  Those local authorities are: 

 

a) Cumbria County Council 

b) Darlington Borough Council 

c) Durham County Council  

d) Gateshead Council 

e) Hartlepool Borough Council 

f) Middlesbrough Council  

g) Newcastle upon Tyne City Council 

h) North Tyneside Council 

i) Northumberland County Council  

j) Redcar & Cleveland Borough Council  

k) South Tyneside Council 

l) Stockton-on-Tees Borough Council 

m) Sunderland City Council 

 

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

 following additional eligibility criteria  

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

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

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

bound by individual and collective accountability for decisions even 

where these may be unpopular or attract criticism. 

 

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

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

sector. 

 

3.7.3  Individuals will not be eligible if 

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

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

c) They cannot provide unequivocal assurances in relation to the  

criteria in 3.7.2 b) or c). 
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3.7.4  This member will be approved by42 the ICB Chair, supported by an  

     Appointments Panel. 

 

3.7.5   The appointment process will be as follows43:   

 

a) Partner members will be nominated jointly by their respective 

sector in line with the requirements of the Act and related 

Guidance.  

 

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

3.5.3 will complete an application process against a published 

role specification. 

 

c) Recruitment and selection processes will be designed to take 

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

process.  We will look to ensure a breadth of perspectives from 

across our whole ICS geography, with members that bring 

expertise from key professional backgrounds including adults' 

services, children's services, and public health.  

 

3.7.6 a) Joint Nomination:  

 

• When a vacancy arises, each eligible organisation listed at 

3.7.1.will be invited to make nominations.  

• Eligible organisations may nominate individuals from their 

own organisation or another organisation 

• All eligible organisations will be requested to confirm whether 

they jointly agree to nominate the whole list of nominated 

individuals, with a failure to confirm within 10 working days 

being deemed to constitute agreement.  If they do agree, the 

list will be put forward to step b) below.  If they don’t, the 

nomination process will be re-run until a consensus is 

reached on the nominations put forward.  

b) Assessment, selection, and appointment subject to approval of 

  the Chair under c) 

• The full list of nominees will be considered by a panel 

convened by the Chief Executive 

• The panel will assess the suitability of the nominees against 

the requirements of the role and will include ensuring that  
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equality, diversity and inclusion is taken into account at each 

stage of the process. The role requirements will be published 

before the nomination process is initiated and will confirm 

that nominees meet the requirements set out in clause 3.7.2 

and 3.7.3 

• In the event that there is more than one suitable nominee, 

the panel will select the most suitable for appointment. 

c) Chair’s approval 

• The Chair will determine whether to approve the 

appointment of the most suitable nominee as identified under 

b). 

 

3.7.7 The term of office37 for this Partner Member will be up to four years.  

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

  office, the sector will be asked if there are alternative nominations for 

  this role.  Should there be more eligible nominations than positions  

  available, then the appointments process will be followed. If no  

  additional nominations are received and the incumbent postholder  

  remains eligible in line with 3.1 and 3.5.3 above, then they will be  

  considered for reappointment to the role. 

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

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

  the same time. 

 

3.8 Medical Director45 

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

a) Be an employee of the ICB46 or a person seconded to the ICB who 

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

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

b) Be a registered Medical Practitioner 
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3.8.2  Individuals will not be eligible if: 

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

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

applies. 

 

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

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

 the board and the recommended appointment will be subject to the approval 

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

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

 

3.9 Executive Chief Nurse (Director of Nursing)48 

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

 following additional eligibility criteria  

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

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

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

b) Be a registered Nurse  

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

 

3.9.2  Individuals will not be eligible if: 

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

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

applies. 

 

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

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

 board and the recommended appointment will be subject to the approval of 

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

 account of equality, diversity and inclusion at each stage of the process. 
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3.10 Executive Finance Director (Director of Finance)51 

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

a) Be an employee of the ICB52 or a person seconded to the 

ICB who is employed in the civil service of the State or by a 

body referred to in paragraph 18(4)(b) of Schedule 1B to the 

2006 Act 

b) Full membership of a recognised professional Chartered 

Accountancy Body. 

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

 

3.10.2   Individuals will not be eligible if: 

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

b) Any other exclusion criteria set out in NHS England 

guidance applies. 

 

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

  an Appointments Panel headed by the Chair or Non-Executive  

  Member of the board and the recommended appointment will be   

  subject to the approval of the Chair. Recruitment and selection  

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

  inclusion at each stage of the process. 

3.11 Four54 Independent Non-Executive Members55 

3.11.1 The ICB will appoint four independent Non-Executive Members 

3.11.2 These members will be approved by56 the ICB chair, supported by an 
  Appointments Panel.  

3.11.3 The appointments will be made following an openly advertised  
  application. A panel will be established and chaired by the ICB Chair 
  to assess the applications and interview suitable applicants.    
  Recruitment and selection processes will be designed to take account 
  of equality, diversity and inclusion at each stage of the process. 

3.11.4 These members will fulfil the eligibility criteria set out at 3.1 and  
  also the following additional eligibility criteria  

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

ICB 

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

the ICB area 
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c) One shall have specific knowledge, skills and experience 

that makes them suitable for appointment to the Chair of the 

Audit Committee 

d) One should have specific knowledge, skills and experience 

that makes them suitable for appointment to the Chair of the 

Remuneration Committee 

e) One should have specific knowledge, skills and experience 

that makes them suitable to express an informed view about 

the ICB's duty in relation to patient and public involvement 

f) One to undertake the role of Senior Independent Non-

Executive Member 

g) Will be living in, or have a connection to, the area covered 

by the ICB (as described at 1.3.1) 

h) Any other criteria set out by NHS England. 

3.11.5 Individuals will not be eligible if 

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

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

within the ICB area  

c) any additional criteria set out in NHS England guidance 

applies 

d) any additional criteria proposed by the ICB applies.  

 

3.11.6 The term of office for an independent non-executive member will be 

  up to three years and the total number of terms an individual may  

  serve is three58 terms after which they will no longer be eligible for re-

  appointment. 

 

3.11.7 Initial appointments may be for a shorter period59 in order to avoid all 

  non-executive members leaving office at once.   

 

3.11.8 Subject to60 satisfactory appraisal and the support of the Chief  

  Executive, the Chair may approve the re-appointment of an   

  independent non-executive member up to the maximum number of  

  terms permitted for their role. 

 

3.12 Other Board Members61 

3.12.1 Additional Executive Board Members (listed at 2.2.2(b) will be  
  appointed by47 the Chief Executive supported by an Appointments  
  Panel headed by the Chair or Non-Executive Member of the board  
  and the recommended appointment will be subject to the approval of 
  the Chair.  Recruitment and selection processes will be designed to 
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  take account of equality, diversity and inclusion at each stage of the 
  process. 

3.13 Board Members: Removal from Office.  

3.13.1 Arrangements for the removal from office of Executive members of  
  the Board is subject to the terms of appointment, and application of  
  the relevant ICB policies and procedures. 

3.13.2 With the exception of the Chair, Board members shall be removed  
  from office if any of the following occurs:  

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

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

guidance 

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

extenuating circumstances).  This is at the Chair's discretion; 

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

performance at their annual appraisal 

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

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

and is likely to bring the ICB into disrepute. This includes but it is 

not limited to dishonesty; misrepresentation (either knowingly or 

fraudulently); defamation of any member of the ICB (being slander 

or libel); abuse of position; non-declaration of a known conflict of 

interest; seeking to manipulate a decision of the ICB in a manner 

that would ultimately be in favour of that member whether 

financially or otherwise: gross misconduct. 

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

Life 

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

g) Are subject to disciplinary proceedings by a regulator or 

professional body that has resulted in a decision by the Regulatory 

Body which had the effect of preventing the person from practising 

the profession in question, where that decision hasnot been 

superseded, or had the effect of imposing conditions on the 

person's practice, where those conditions have not been lifted. 

 

3.13.3  Members may be suspended pending the outcome of an investigation 

  into whether any of the matters in 3.13.2 apply. 

3.13.4  Executive Directors (including the Chief Executive) will cease to be  

  Board members if their employment in their specified role ceases,  

  regardless of the reason for termination of the employment. 
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3.13.5  The Chair of the ICB may be removed by NHS England, subject to the 

  approval of the Secretary of State.  

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

  discharge any of its functions or that there is a significant risk that the 

  ICB will fail to do so, it may: 

  a)  terminate the appointment of the ICB’s chief executive; and  

 

  b)  direct the chair of the ICB as to which individual to appoint as a  

  replacement and on what terms. 

 

3.14 Terms of Appointment of Board Members  
 

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

  arrangements for remuneration63 and any allowances will be agreed 

  by the Remuneration Committee in line with the ICB remuneration  

  policy and any other relevant policies published in the Governance  

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

  England or other relevant body. 

 

3.14.2   Remuneration for the Chair will be set by NHS England. 

 

3.14.3  Remuneration for Non-Executive Members will be set by a Panel,  

  which will include the Chair, Chief Executive and Executive Chief  

  People Officer. 

 

3.14.4  Other terms of appointment will be determined by the Remuneration 

  Committee. 

3.14.5   Terms of appointment of the Chair will be determined by NHS  

  England.  

3.15 Specific arrangements for appointment of Ordinary Members made at 
 establishment110 

3.15.1   Individuals may be identified as “designate ordinary members”  
  prior to the ICB being established. 

3.15.2  Relevant nomination procedures for partner members in advance of 

  establishment are deemed to be valid so long as they are undertaken 

  in full and in accordance with the provisions of 3.5 - 3.7.  

 

3.15.3  Any appointment and assessment processes undertaken in advance 

  of establishment to identify designate ordinary members should  

  follow, as far  as possible, the processes set out in section 3.5 - 3.12 
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  of this constitution.   However, a modified process, agreed by the  

  Chair, will be considered valid. 

 

3.15.4 On the day of establishment, a committee consisting of the Chair,  

  Chief Executive and Executive Chief People Officer 120 will appoint the 

  ordinary members who are expected to be all individuals who have  

  been identified as designate appointees pre ICB establishment and  

  the Chair will approve those appointments. 

  

3.15.5 For the avoidance of doubt, this clause is valid only in relation to the 

  appointments of the initial ordinary members and all appointments  

  post-establishment will be made in accordance with clauses 3.5 to  

  3.12. 

3.16  Review of Board Size and Composition 

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

4.1 Good Governance 

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

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

governance guidance issued by NHS England. 

 

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

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

committees will uphold and guide decision making whilst undertaking ICB 

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

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

available on the Website  [insert weblink] 

4.2 General 

4.2.1 The ICB will: 

 

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

2006 Act and the duties prescribed within it and any relevant 

regulations; 

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

Health and Social Care 

c) comply with directions issued by NHS England;  

d) have regard to statutory guidance including that issued by 

NHS England;  

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

guidance issued by relevant authorities, including that issued 

by NHS England, and  

f) respond to reports and recommendations made by local 

Healthwatch organisations within the ICB area. 

 

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

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

constitution, its governance handbook and other relevant policies and 

procedures as appropriate. 

4.3 Authority to Act 

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

authority to act on its behalf to:  
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a) any of its members or employees 

b) a committee or sub-committee of the ICB 

 

4.3.2 Under section 65Z5 of the 2006 Act, the ICB may arrange with another ICB, 

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

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

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

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

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

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

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

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

enter partnership arrangements with a local authority under which the local 

authority exercises specified ICB functions or the ICB exercises specified 

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

fund. 

 

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

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

described as appropriate in the SoRD. 

 

4.4 Scheme of Reservation and Delegation 

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

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

weblink] 

 

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

only be approved by the Board 

  

4.4.3 The SoRD sets out: 

 

a) those functions that are reserved to the board; 

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

committees and sub committees; 

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

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

 

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

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

the Board for the exercise of their delegated functions.  
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4.5 Functions and Decision Map  

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

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

the SoRD. 

 

4.5.2 The Functions and Decision Map is published in the Governance 

Handbook [add web address] 

 

4.5.3 The map includes: 

a) Key functions reserved to the Board of the ICB 

b) Commissioning functions delegated to committees and 

individuals. 

c) Commissioning functions delegated under section 65Z5 and 

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

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

authority or any other prescribed body;  

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

4.6 Committees and Sub-Committees65 

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

exercised by such committees.  Each committee may appoint sub-

committees and arrange for the functions exercisable by the committee to 

be exercised by those sub-committees. 

 

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

and Delegation. 

 

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

terms of reference.  All terms of reference are published in the Governance 

Handbook.   For the avoidance of doubt, Committees may not establish 

sub-committees without Board approval. 

 

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

delegated to committees and sub-committees and therefore, appropriate 

reporting and assurance arrangements are in place and documented in 

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

functions of the ICB, will be required to: 
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 a. submit to the ICB Board a decision and assurance report  

   following each Committee meeting, summarising key decisions.  

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

   Parent Committee; 

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

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

   Parent Committee 

 c. comply with agreed internal audit findings and committee  

   effectiveness reviews. 

 d. demonstrably consider the equality and diversity implications of 

   decisions they make and consider whether any new resource 

   allocation achieves positive change around inclusion, equality 

   and diversity 

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

   Principles) and the NHS Code of Conduct. 

 

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

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

employees.  

 

4.6.6 All members of committees and sub-committees that exercise the ICB 

commissioning functions will be approved by the Chair.66 The Chair will not 

approve an individual  to such a committee or sub-committee if they 

consider that the appointment could reasonably be regarded as 

undermining the independence of the health service because of the 

candidate’s involvement with the private healthcare sector or otherwise. 

 

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

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

the SFIs and any other relevant ICB policy. 

 

4.6.8 The following committees will be maintained:  

 

a) Audit Committee68: This committee is accountable to the 

Board and provides an independent and objective view of the 

ICB’s compliance with its statutory responsibilities. The 

committee is responsible for arranging appropriate internal and 

external audit.  
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The Audit Committee will be chaired by an independent non-

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

qualifications, expertise or experience to enable them to 

express credible opinions on finance and audit matters. 

 

b) Remuneration Committee69: This committee is accountable 

to the Board for matters relating to remuneration, fees and 

other allowances (including pension schemes) for employees 

and other individuals who provide services to the ICB.  

The Remuneration Committee will be chaired by an 

independent non-executive member other than the Chair or the 

Chair of Audit Committee.   

4.6.9 The terms of reference for each of the above committees are published in 

the Governance Handbook70. 

 

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

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

SoRD and further information about these committees, including terms of 

reference, are published71 in the Governance Handbook. 

4.7 Delegations made under section 65Z5 of the 2006 Act  

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

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

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

combined authority or any other prescribed body). 

 

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

Scheme of Reservation and Delegation and included in the Functions and 

Decision Map. 

 

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

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

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

fund.  The power to approve delegation arrangements made under this 

provision will be reserved to the Board.  

 

4.7.4 The Board remains accountable116 for all the ICB’s functions, including 

those that it has delegated and therefore, appropriate reporting and 

assurance mechanisms are in place as part of agreeing terms of a 

delegation and these are detailed in the delegation arrangements, 

summaries of which will be published in the Governance Handbook.  
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4.7.5 In addition to any formal joint working mechanisms, the ICB may enter into 

strategic or other transformation discussions with its partner organisations 

on an informal basis.   
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5 Procedures for Making Decisions73 

5.1 Standing Orders 

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

processes that are employed to undertake its business.  They include 

procedures for: 

• conducting the business of the ICB 

• the procedures to be followed during meetings; and 

• the process to delegate functions. 

 

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

ICB unless specified otherwise in terms of reference which have been 

agreed by the Board.  

 

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

part of this constitution. 

 

5.2 Standing Financial Instructions (SFIs) 

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

financial authority set out in the SoRD. 

 

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

and Standards of Business Conduct  

6.1 Conflicts of Interest75 

[subject to change in line with NHS England guidance76] 

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

arrangements to manage any actual and potential conflicts of interest to 

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

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

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

making processes.  

 

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

management of conflicts of interest.  These are contained within the 

Standards of Business Conduct and Declarations of Interest Policy which is 

published on the website77 

 

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

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

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

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

 

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

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

website and make them available at our headquarters upon request. 

 

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

2006 Act will include a requirement for transparent identification and 

management of interests and any potential conflicts in accordance with 

suitable policies and procedures comparable with those of the ICB. 

 

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

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

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

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

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

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

Standards of Business Conduct and Declarations of Interest Policy78. 

 

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

Guardian79. In collaboration with the ICB’s governance lead, their role is to: 

Commented [KJ(TVC8]: To update when revised 
wording included in final Model 
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a) Act as a conduit for members of the public and members of the 

partnership who have any concerns with regards to conflicts of 

interest; 

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

any concerns in relation to conflicts of interest; 

c) Support the rigorous application of conflict of interest principles 

and policies; 

d) Provide independent advice and judgment to staff and 

members where there is any doubt about how to apply 

conflicts of interest policies and principles in an individual 

situation; 

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

6.2 Principles80 

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

 

a) Safeguard system-led commissioning, whilst ensuring objective    

investment decisions; 

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

transparently and in the best interests of their patients and ICB 

population; 

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

system partners; 

d) Recognition that the ICB requires a diversity of perspectives in order 

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

sensibly and proportionately in line with NHSE Guidance and the 

ICB's Standards of Business Conduct and Declarations of Interest 

Policy. 

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

considering the effects of the decisions on: the health and wellbeing 

of the people of England; the quality of services provided or 

arranged by both the ICB and other relevant bodies and the 

sustainable and efficient use of resources by the ICB and other 

relevant bodies. 

 

6.3 Declaring and Registering Interests 

6.3.1 The ICB maintains registers81 of the interests of: 

a) Members of the ICB 

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

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

committees and decision making staff are published on the ICB website 

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

 

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

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

of the ICB’s commissioning functions. 

 

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

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

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

Interests will also be declared on appointment and during relevant 

discussion in meetings. 

 

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

 

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

made and confirmed, or updated at least annually.  

 

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

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

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

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

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

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

contact to submit a request for this information. 

 

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

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

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

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

6.4 Standards of Business Conduct  

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

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

responsibilities as outlined in it.  They should: 

 

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

 

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

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

 

c) comply with the ICB Standards of Business Conduct and 

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

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

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

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

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

Transparency  

7.1 Demonstrating Accountability 

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

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

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

Schedule 1B to the 2006 Act.  

7.2 Principles84 

7.2.1 Create an organisational culture that encourages and enables transparency 

and involvement. 

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

participation. 

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

expect their views to influence development of local health services. 

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

their views known. 

7.2.5 Work in partnership with other agencies. 

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

from within and outwith the NHS. 

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

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

in plain language. 

 

7.3 Meetings and publications 

7.3.1 Board meetings, and committees composed entirely of board members or 

which include all board members, will be held in public97 except where a 

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

to not be in the public interest.  

 

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

 

7.3.3 Annual accounts will be externally audited and published. 

 

7.3.4 A clear complaints process will be published.  

 

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

Information Commissioner Office requirements regarding the publication of 

information relating to the ICB. 

 



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

Parliament  

DRAFT not for onward circulation 

20220504 v0.11c – reviewed by NHSE.  Circ to GBs. 

 48 

 

7.3.6 information will be provided to NHS England as required. 

 

7.3.7 The constitution and Governance Handbook will be published including and 

supported by other key documents, including but not limited to:  

a) Standards of Business Conduct and Declarations of Interest 

Policy 

b) Registers of interests85 

c) Key policies 

d) Functions and Decision Map 

e) Scheme of Reservation and Delegation 

f) Standing Financial Instructions 

g) Committee Structure 

h) Remuneration Guidance 

i) Delegation Agreement Summaries 

 

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

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

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

explain how the ICB proposes to discharge its duties under: 

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

• section 14Z35 (reducing inequalities), 

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

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

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

and  

• proposed steps to implement the joint local health and wellbeing   

strategies for the population covered by the ICB.86 

7.4 Scrutiny and Decision Making 

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

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

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

described in the Fit and Proper Person Test. 

 

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

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

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

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

Regime including: 87 

 

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

decisions around arranging healthcare services to be made. 

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

challenges that may follow decisions about provider selection. 

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

advance. 

d) Publishing contracts awarded and maintaining records of 

decision making and management of conflicts of interest. 

e) Ensuring that audit arrangements are in place. 

 

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

requirements. 

 

7.5 Annual Report 

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

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

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

particular how it has discharged its duties under sections  

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

b) 14Z35 (reducing inequalities),  

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

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

 

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

its functions in accordance with the plans published under section 

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

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

 

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

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

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

2007. 
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8 Arrangements for Determining the Terms and 

Conditions of Employees. 

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

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

determines. 

 

8.1.2 The Board has established a Remuneration Committee88 which is chaired 

by a Non-Executive member other than the Chair or Audit Chair. 

 

8.1.3 The membership of the Remuneration Committee is determined by the 

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

but the Board ensures that the Remuneration Committee has access to 

appropriate advice by: 

a) Ensuring that HR advisers are in attendance as appropriate 

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

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

support particular discussion as appropriate 

c) Receiving benchmarking information where available and 

appropriate 

 

8.1.4 The Board may appoint independent members or advisers to the 

Remuneration Committee who are not members of the board. 

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

functions of the ICB regarding remuneration included in paragraphs 18 to 

20 of Schedule 1B to the 2006 Act. The terms of reference agreed by the 

board are published in the Governance Handbook on the ICB's website 

[insert link]  

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

details are set out in the Terms of Reference.  

 

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

Managers:   

 

Determine all aspects of remuneration including but not limited 

to salary, (including any performance-related elements) 

bonuses, pensions and cars;  

Determine arrangements for termination of employment and 

other contractual terms and non-contractual terms.  
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b) For all staff: 

Determine the ICB pay policy (including the adoption of pay 

frameworks such as Agenda for Change); 

Oversee contractual arrangements;  

Determine the arrangements for termination payments and any 

special payments following scrutiny of their proper calculation 

and taking account of such national guidance as appropriate. 

 

c) Oversee the arrangements for the performance review for 

directors/senior managers; 

d) Receive assurance in relation to ICB statutory duties relating 

to people such as compliance with employment legislation 

including such as Fit and Proper Person Regulation (FPPR). 

 

 

8.1.7 The ICB may make arrangements for a person to be seconded to serve as 

a member of the ICB’s staff. 

 

9 Arrangements for Public Involvement  

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

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

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

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

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

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

b) the development and consideration of proposals by the ICB 

c) for changes in the commissioning arrangements where the 

implementation of the proposals would have an impact on the 

manner in which the services are delivered to the individuals 

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

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

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

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

arrangements to consult its population on its system plan: 

 

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

population on its system plan and will have regard to NHS 

Guidance on consultation and engagement and the ICB's 

Communities and People Involvement and Engagement 
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Strategy for the North East and North Cumbria. This will 

include the involvement of each relevant Health and Wellbeing 

Board. 

 

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

section 9.1.3 will apply 

 

 

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

with people and communities90.  

 

a) Put the voices of people and communities at the centre of 
decision-making and governance, at every level of the ICS. 

b) Start engagement early when developing plans and feed back 
to people and communities how it has influenced activities and 
decisions. 

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

d) Reach out to and build relationships with excluded groups – 
especially those affected by inequalities. 

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

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

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

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

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

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

 

9.1.4 These principles will be used when developing and maintaining 

arrangements for engaging with people and communities. 

 

9.1.5 These arrangements, include92: 

a) The Communities and People Involvement and Engagement 

Strategy for the North East and North Cumbria. 
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b) Ensuring sufficient resources and training are available to 

support effective engagement 

c) Arranging system-wide or place-based public events 

d) Appointment of a Non Executive Member with a specific role to 

seek assurance on the ICB's arrangements for discharging its 

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

Constitution 

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

Health and Social Care Act 2012 and the Health and Care 

Act 2022 

ICB Board Members of the ICB 

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

Committee A committee created and appointed by the ICB Board.  

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

Integrated Care 

Partnership 

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

Place-Based 

Partnership 

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

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

Executive plus other members.  All other members of the 

Board are referred to as Ordinary Members.  

Health Service 

Body 

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

Act 2006 or (b) NHS Foundation Trusts. 

Partner Members 
Some of the Ordinary Members will also be Partner 

Members.  Partner Members bring knowledge and a 

perspective from their sectors and are and appointed in 

accordance with the procedures set out in Section 3 

having been nominated by the following: 
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• NHS trusts and foundation trusts who 

provide services within the ICB’s area and 

are of a prescribed description 

• the primary medical services (general 

practice) providers within the area of the 

ICB and are of a prescribed description 

• the local authorities which are responsible 

for providing Social Care and whose area 

coincides with or includes the whole or any 

part of the ICB’s area. 
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Appendix 2: Standing Orders 

1.  Introduction94 

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

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

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

They form part of the ICB’s constitution95. 

2. Amendment and review 

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

 

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

 

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

the constitution.  

 

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

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

until the constitution has been approved. 

3. Interpretation, application and compliance 

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

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

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

 

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

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

Board are inclusive of committees and sub-committees unless otherwise 

stated.  

 

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

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

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

 

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

supported with advice from the Executive Director of Corporate 

Governance, Communications and Involvement will provide a settled view 

which shall be final.   

 

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

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

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

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

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

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

Committee for review.  

 

4. Meetings of the Integrated Care Board 

4.1. Calling Board Meetings97 

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

such times and places99 as the ICB may determine. 

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

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

However: 

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

14 calendar days’ notice in writing. 

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

convene a meeting by notice in writing, specifying the matters 

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

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

such a request being presented, the Board members signing the 

requisition may call a meeting by giving not less than 14 

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

specifying the matters to be considered at the meeting. 

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

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

decision to be taken.  

 

4.1.3 A public notice of the time and place of the meetings to be held in public 

and how to access the meeting shall be given by posting it at the offices 

of the ICB body and electronically at least three clear days before the 

meeting or, if the meeting is convened at shorter notice, then at the time it 

is convened. 

 

4.1.4 The agenda and papers for meetings to be held in public will be 

published electronically in advance of the meeting excluding, if thought fit, 

any item likely to be addressed in part of a meeting that is not likely to be 

open to the public. 
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4.2. Chair of a meeting 

4.2.1. The Chair of the ICB shall preside over meetings of the Board.  

 

4.2.2. If the Chair is absent, or is disqualified from participating by a conflict 

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

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

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

may appoint a deputy from the remaining Non-Executive 

Members.101 

 

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

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

committee Chair will preside over the relevant meeting. Terms of 

reference for committees and sub-committees will specify 

arrangements for occasions when the appointed Chair is absent. The 

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

4.3. Agenda, supporting papers and business to be  

 transacted 

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

Chair102 of the meeting. 

 

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

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

meeting takes place. The agenda and supporting papers will be 

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

before the meeting. 

 

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

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

the ICB’s website at [insert link]. 

4.4. Petitions 

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

managed in accordance with the ICB Policy as published in the 

Governance Handbook. 

4.5. Nominated Deputies103 

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

Executive Directors and the Partner Members of the Board may 
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nominate a deputy to attend a meeting of the Board that they are 

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

 

4.5.2. The decision of person presiding over the meeting regarding 

authorisation of nominated deputies is final. 

 

4.6. Virtual attendance at meetings104 

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

meet virtually using telephone, video and other electronic means 

when necessary, unless the terms of reference prohibit this. 

 

4.7. Quorum105 

4.7.1. The quorum for meetings of the Board will be 50% of the members, 

including: 

a) Chair or Deputy Chair (or Non-Executive member presiding over 

the meeting as in 4.2.2) 

b) Either the Chief Executive or the Executive Finance Director 

c) Either the Executive Medical Director or the Executive Chief 

Nurse (Director of Nursing) 

d) At least one Non-Executive member  

e) At least one Partner Member 

 

4.7.2. For the sake of clarity: 

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

the quorum.  

 

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

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

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

count towards the quorum. 

 

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

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

terms of reference. 

 

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

members being disqualified from taking part in a vote or discussion 

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

action to be taken in accordance with the constitution.    

 

In these circumstances, an alternative quoracy of one third of the 

non-conflicted members will apply.  This must include at least one 
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Non Executive Member and the Chief Executive or Executive 

Finance Director and one other member of the Board. 

 

4.8. Vacancies and defects in appointment 

4.8.1. The validity of any act of the ICB is not affected by any vacancy 

among members or by any defect in the appointment of any 

member.111   

 

4.8.2. In the event of vacancy or defect in appointment the following 

temporary arrangement for quorum will apply:  

Where temporary arrangements have been put in place to fill 

the vacancy or defect, then this individual will count towards 

the quoracy, including if they are temporarily acting in the roles 

of those members specifically listed in quoracy requirements 

(eg. Executive Chief Nurse, Executive Finance Director); 

Where temporary arrangements have not been put in place, a 

reduced quoracy will be proposed to the Board by the Chair 

and Chief Executive in conjunction with the Chair of the Audit 

Committee. 

 

4.9. Decision making 

4.9.1. The ICB has agreed to use a collective model of decision-making 

that seeks to find consensus between system partners and make 

decisions based on unanimity as the norm, including working though 

difficult issues where appropriate. 

 

4.9.2. Generally it is expected that decisions of the ICB will be reached by 

consensus. Should this not be possible then a vote will be required. 

The process for voting, which should be considered a last resort, is 

set out below: 

 

a) All members of the Board who are present at the meeting will be 

eligible to cast one vote each. 

 

b) In no circumstances may an absent member vote by proxy106. 

Absence is defined as being absent at the time of the vote but this 

does not preclude anyone attending by teleconference or other 

virtual mechanism from participating in the meeting, including 

exercising their right to vote if eligible to do so.  

 



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

Parliament  

DRAFT not for onward circulation 

20220504 v0.11c – reviewed by NHSE.  Circ to GBs. 

 61 

 

c) For the sake of clarity, any additional Participants and 

Observers107 (as detailed within paragraph 2.3 of the constitution) 

will not have voting rights. 

 

d) A resolution will be passed if more votes are cast for the resolution 

than against it. 

 

e) If an equal number of votes are cast for and against a resolution, 

then the Chair (or in their absence, the person presiding over the 

meeting) will have a second and casting vote. 

 

f) Should a vote be taken, the outcome of the vote, and any 

dissenting views, must be recorded in the minutes of the meeting. 

Disputes 

4.9.3. Where helpful, the board may draw on third party support to assist 

them in resolving any disputes, such as peer review or support from 

NHS England. 

 

Urgent decisions 

4.9.4. In the case urgent decisions and extraordinary circumstances, every 

attempt will be made for the Board to meet virtually.  Where this is 

not possible the following will apply. 

 

4.9.5. The powers which are reserved or delegated to the Board, may for 

an urgent decision be exercised by the Chair and Chief Executive (or 

relevant lead director in the case of committees)108 subject to every 

effort having made to consult with as many members as possible in 

the given circumstances. 

 

4.9.6. The exercise of such powers shall be reported to the next formal 

meeting of the Board for formal ratification and the Audit Committee 

for oversight. 

4.10. Minutes 

4.10.1. The names and roles of all members present shall be recorded in the 

minutes of the meetings.  

 

4.10.2. The minutes of a meeting shall be drawn up and submitted for 

agreement at the next meeting where they shall be signed by the 

person presiding at it. 
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4.10.3. No discussion shall take place upon the minutes except upon their 

accuracy or where the person presiding over the meeting considers 

discussion appropriate. 

 

4.10.4. Where providing a record of a meeting held in public, the minutes 

shall be made available to the public. 

 

4.11. Admission of public and the press 

4.11.1. In accordance with Public Bodies (Admission to Meetings) Act 1960 

All meetings of the Board and all meetings of committees which are 

comprised entirely of board members or are all board members, at 

which public functions are exercised will be open to the public.  

 

4.11.2. The Board may resolve to exclude the public from a meeting or part 

of a meeting where it would be prejudicial to the public interest by 

reason of the confidential nature of the business to be transacted or 

for other special reasons stated in the resolution and arising from the 

nature of that business or of the proceedings or for any other reason 

permitted by the Public Bodies (Admission to Meetings) Act 1960 as 

amended or succeeded from time to time.  

 

4.11.3. The person presiding over the meeting shall give such directions as 

they think fit with regard to the arrangements for meetings and 

accommodation of the public and representatives of the press such 

as to ensure that the Board's business shall be conducted without 

interruption and disruption. 

 

4.11.4. As permitted by Section 1(8) Public Bodies (Admissions to Meetings) 

Act 1960 as amended from time to time) the public may be excluded 

from a meeting suppress or prevent disorderly conduct or behaviour.  

 

4.11.5. Matters to be dealt with by a meeting following the exclusion of 

representatives of the press, and other members of the public shall 

be confidential to the members of the Board.  
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5. Suspension of Standing Orders 

5.1. In exceptional circumstances, except where it would contravene any 

statutory provision or any direction made by the Secretary of State for 

Health and Social Care or NHS England, any part of these Standing Orders 

may be suspended by the Chair in discussion with at least two other 

members,  

 

5.2. A decision to suspend Standing Orders together with the reasons for doing 

so shall be recorded in the minutes of the meeting.  

 

5.3. A separate record of matters discussed during the suspension shall be kept. 

These records shall be made available to the Audit Committee for review of 

the reasonableness of the decision to suspend Standing Orders. 

 

6. Use of seal and authorisation of documents. 

The ICB may have a seal for executing documents where necessary.  The seal will 

be kept securely in a locked facility.  The following are authorised to authenticate its 

use by their signature: 

- The Chief Executive 

- The Chair of the ICB  

- The Executive Finance Director 

 

 

-- Ends --  
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1.0 Purpose of this report 
 
This report provides the CCG with: 
 

1. An overview of workforce data for Quarter 4 (Q4) of the 2021/2022 financial year, being 
the period from 1 January 2022 to 31 March 2022.  The data is based on those staff 
who are paid via payroll and includes all permanent, fixed term, full-time, part-time and 
bank staff. 

2. An overview of the Human Resources activity delivered within and/or on behalf of the 
CCG during Q4.  

 
2.0 Workforce Overview 
 
At the end of Q4 the CCG had a headcount of 178, which is an increase from 176 at the end 
of the last quarter. The FTE stands at 137.19 which is an increase from the last quarter. These 
figures include those staff who are engaged with the CCG under permanent and zero hour 
contracts.  
 
There are 36 staff engaged with the CCG on fixed term contracts or secondments, 
representing approximately 20.22% of the workforce, these are mainly the clinical leads or 
staff who are hosted on behalf of the North East and North Cumbria Integrated Care System. 
Work.  
 
The CCG employs those designated appointments to Executive Director roles within the 
nascent ICB where they are appointed from organisations external to the CCGs in the North 
East and North Cumbria. 
 
During the fourth quarter there has been 8 new hires processed onto the payroll system and 
8 staff have left the CCG, (5 voluntary resignation, 1 retirement, 1 end of FTC, 1 other. For the 
12 month period ending on 31 March 2022, annual turnover is calculated at 12.94% of the 
workforce, this is a decrease on Q3’s annual attrition rate.  
 

As at the end of the quarter Q1 Q2 Q3 Q4 

Total Headcount 170 167 176 178 

Total Full Time Equivalent (FTE) 128.92 126.52 134.17 137.19 

Fixed Term Staff (headcount) 38 36 38 36 

Fixed Term Staff (FTE) 14.52 13.72 13.87 12.09 

Quarterly Turnover Rate 3.01% 2.40% 2.36% 4.52% 

Turnover Rate (rolling 12 months) 15.15% 15.43% 14.88% 12.94% 

 
 

Activity during the quarter  Q1 Q2 Q3 Q4 

New Hires 13 5 13 8 

New Hires FTE 9.06 2.2 11.05 7.30 

Leavers 6 4 4 8 

Leavers FTE 1.2 3.6 3.80 6 
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3.0 Equality & Diversity 
 
The Equality and Diversity data shown in the graphs below is taken from the workforce 
profile as at 31 March 2022, however the gender, age distribution and ethnicity profiles have 
not changed significantly in the past 12 months.  
 
The CCG: 
 

• has a larger female workforce, with a near even split of part-time and full-time 
working hours for both male and female staff.  
 

• has a predominantly White British workforce, although there are several staff have 
chosen not to declare or specify their ethnic origin, the reasons for which are 
unknown. 
 

• there is a broad spread of ages within the CCG, although the majority of staff 
employed are aged between 41 and 60 years.   

 
Gender by Employee Category (Measure=Headcount) 
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Ethnicity (Measure=Headcount) 
 

 
 
 
 

Age Band (Measure=Headcount) 
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4.0 Sickness Absence Overview 
 

The rolling absence figure for Q4 has increased against the last quarter from 4.11% to 4.53%. 
This equates to 15.67 average days lost per FTE to the CCG over the 12 month period.  The 
estimated 12 month cost of absence is £220,712 which is an increase of approximately 
£90,000 from Q3 and approximately £110,000 since Q1. 
 
During the 12 month rolling period the main reasons for sickness absence were unknown 
causes (29%), stress, anxiety and depression (26%), and benign and malignant tumour (16%). 
 
We are pleased to note that staff who were absent with significant health issues for long 
periods in 2021 and early 2022 have successfully returned to work having been supported by 
occupational health, line managers and HR. 
 
 

Sickness Absence (rolling 12 
months) 

Q1 Q2 Q3 Q4 

Annual Sickness Absence Rate 2.97% 3.39% 4.11% 4.53% 

Average days lost per FTE  12.14 12.14 12.14 15.67 

Estimated Cost 
£111.359 £148,926 £194,913 £220,712 

 

 
The data below provides a comparison of the CCG’s 12 month rolling absence figure (defined 
as absence as a % of available FTE) against seven other CCGs in the North East and 
Cumbria.  The 12 month rolling absence figure for Newcastle Gateshead CCG (4.53%) sits 
above the current average of 3.08%. 
 

Org L2 Absence 
FTE Q1% 

Absence 
FTE Q2% 

Absence 
FTE Q3% 

Absence FTE Q4% 

Organisation 1 1.96% 1.92% 1.86% 1.67% 

134 NHS Newcastle Gateshead CCG 2.97% 3.39% 4.11% 4.53% 

Organisation 3 2.40% 2.89% 3.19% 3.78% 

Organisation 4 3.91% 4.46% 3.71% 4.15% 

Organisation 5 2.84% 3.63% 3.96% 3.86% 

Organisation 6 1.74% 2.36% 2.00% 1.39% 

Organisation 7 2.25% 2.54% 2.82% 2.79% 

Organisation 8 1.97% 2.44% 1.97% 2.45% 

Average  
2.50% 2.95% 2.95% 3.08% 

 
 
4.1 COVID-19 Sickness 

It has been agreed that where someone has been diagnosed with Coronavirus the most 
appropriate absence code is selected based on the information provided by the employee 
(e.g. ‘S15 Chest and respiratory problems) plus the Covid absence reason.  
 
Sickness absence due to Covid has affected the absence figures with 4 sickness absences 
recorded due to COVID-19 in Q4. 

Self-isolation 
 
For quarter 4 there were no special leave absences recorded due to COVID-19. 
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Monthly % Rolling Sickness Absence (% of available FTE) 
 

 
 
 
 
  

Sickness Absence (% of available FTE) split by Short Term / Long Term 
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Absence Reason by Days Lost 
 

 
 
 
 
 
 
 
 
 

 
 

 
 

S10 S10 S98 

S17 
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5.0 Human Resources 
 
The CCG continues to have a dedicated HR Business Partner who provides day to day HR & OD 
advice and support on HR & OD matters. The HR Business Partner is able to access and initiate 
specialist OD advice and support to the CCG from an OD practitioner. Further support is provided 
by an HR Manager who oversees the provision of the HR and OD service to the CCG ensuring the 
delivery of a consistent and quality service.  
 
In addition there is a clear support infrastructure in place for the HR Manager and Business Partner 
which enables the provision of a proactive and comprehensive service. The HR shared services 
team provide a range of services to support the delivery of a responsive HR Business Partner 
service. 
 
5.1 Transactional HR Activity 
 
 
 

Q1 Q2 Q3  Q4  

O
c
c
u
p
a
ti
o

n
a

l 
H

e
a
lt
h

 No. of referrals  1 2 1 7 

No. of Health and 
Wellbeing events from OH 
provider 

0 0 0 0 

R
e
c
ru

it
m

e
n
t Adverts placed on NHS 

Jobs 
4 26 18 6 

Adverts placed anywhere 
other than NHS Jobs 

3 0 0 0 

J
o
b
 E

v
a

lu
a
ti
o

n
 No. of job descriptions 

received 
4 6 7 5 

No. of evaluations 
completed 

4 6 7 5 

Avg. Turnaround time of 
completed evaluations 
(days) 

11 11.8 8.71 7 

H
R

 T
ra

in
in

g
 

No. of attendees for HR 
Training 

0 26 35 0 

Overall summary of 
evaluation feedback 

0 
100% agree or strongly 

agree course will directly 
benefit role 

0 

P
a
y
ro

ll 

a
c
ti
v
it
y
 

No of payroll transactions 
processed 

281 (incl 
bulk) 

76 51 

62 (including 
1 bulk 

change) 
 

 
 
5.2 Employment Relations 
 
HR advice and support continues to be provided in respect of formal and informal issues across 
a range of day-to-day management areas, including: 
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Topic 

Staff Survey 

2021 staff survey  
 

Job Evaluation  

Supporting line managers in drafting and gaining the required banding for a number of JD. 

Appointments / Secondments  

Advice has been provided on recruitment processes, appointments, and appropriate use of 
contracts. 
Advice and support on a number of internal and external secondments. 

COVID-19 

Advice and support has been provided during the COVID-19 with support in FAQ writing 
and support to staff. 
 

 
 
5.3 Transition to ICB  
 
5.3.1 CCG Close Down and Safe transfer of People 
 
During Q4, the HR team prepared for the launch of the transfer consultation which was 
subsequently launched on 4th April 2022 in readiness for the CCG transfer to the ICB on 1st July 
2022.  Consultation closed on 9th May 2022. 

 
A huge amount of work has been undertaken to capture due diligence information required for 
transfer and the HR team have worked closely with the CCG teams ensuring all data and 
information required is collated and accurate.  

 
The HR team continue to work closely with the CCG to understand and manage HR issues around 
the CCG close down extension period. 
 
5.3.2 ICB Establishment 
 
The designate Chief Executive Officer and designate Chair of the ICB have continued to make 
appointments to the Executive Director roles within the ICB; with start dates being agreed with their 
existing eployers. Recruitment is progressing for one remaining Executive Director role.  

 
During December 2021 the ICB commenced Phase 1 consultation with those affected at Board 
level.   The consultation closed on 16 January 2022 and the end of Consultation Report was issued 
to all affected staff in February 2022.   

 
Independent Non Executive Members (INEMs) vacancies were advertised in December 2021 and 
closed early January 2022.  Appointments have been made to 2 posts, with the remaining 2 posts 
re-advertised. 
 
5.3.3 Partnership Working 
 
The North East North Cumbria CCG Partnership Forum is being used as a mechanism for 
consultations and partnership working in relation to the CCG closedown and ICB Establishment.  
The frequency has increased to monthly and is attended by Regional Trade Union Representatives 
and Accountable Officers. 

 
Due to the delay in the ICB Establishment, six HR Policies were due to expire.  The Partnership 
Forum agreed to roll over the expiry dates until 30 June 2022 and the Forum also approved the 
withdrawal from the suite of HR Policies HR52 – Mandatory Covid Vaccination Policy (Care 
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Homes) following the changes in legislation revoking the 2021 Care Home Regulations and the 
2022 Vaccine as a Condition of Deployment. 
 

6.0 Health and wellbeing including OD and Staff Survey 

 
6.1 Health and wellbeing 
 
Supporting staff Health and Wellbeing remains a high priority and the health advocates continue 
to liaise with staff and share feedback regarding the types of support interventions staff are 
interested in. Information is shared regularly, and specific topic areas are covered at fortnightly 
staff sessions as follows:   
 
 

 
 

• Mindfulness –weekly session incorporated into a bespoke programme to support stress 
and anxiety and ad hoc access to videos 

• Pensions  

• Diabetes and Weight Watchers 

• Veganism 

• Gambling awareness 
• NHS health checks April/May 

• Menopause – May 

• Financial wellbeing June 

• Rise - workplace discover what further support can be provided around physical activity & sport 
to support workplace physical and mental health TBC 

• NECS Counselling – Resilience - June 

 

We continue to promote the comprehensive national support offer introduced at the height of the 
Covid pandemic. Locally our support is via the North East and North Cumbria ICS Staff 
Wellbeing Hub  

https://www.northeastandnorthcumbriaics.nhs.uk/staff-wellbeing-hub/
https://www.northeastandnorthcumbriaics.nhs.uk/staff-wellbeing-hub/
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Feedback from staff who have accessed support has been very positive and we incorporate 
messages and offers from the hub into health and wellbeing communications and staff sessions. 

 
6.2 Staff Survey results 
 
During Q4 the staff survey results were released, the full data pack can be found  NGCCG Staff 

Survey Results. From the Picker results and analysis, statistically there was no significant change 
to last year's results, although there have been improvements in a number of areas, whilst some 
areas unfortunately have declined.  
 

The data and slides in the next section were shared with Directors and staff at a staff session, and 
Menti meter was used to gauge feedback regarding the type of support staff felt they needed in 
order to ensure we continue to meet their needs. Actions are incorporated into the health and 
wellbeing plans outlined in section 6.1. 
 

 

 
Staff are  

• positive re HWB support available and score the same as the average for 
recommend organisation as place to work 

• bullying/harassment reporting and outcomes is improving 

https://cms.nhsstaffsurveys.com/app/reports/2021/13T-benchmark-2021.pdf
https://cms.nhsstaffsurveys.com/app/reports/2021/13T-benchmark-2021.pdf
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• satisfied with opportunities for flexible working patterns, recognition for good work, 
organisation values their work 

• have not felt unwell due to work related stress, have not come to work when not 
feeling well enough and not felt pressure from manager to come to work when not 
feeling well enough 
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Staff responses can sometimes be contradictory, on one hand “Relationships at work are 
unstrained” has improved whilst “Colleagues are understanding and kind to one another” is one 
of the low scores  
 
 

 
 
 

 
 
 
Some of the feedback mirrored that shared below which was received in early February, and plans 
had already been discussed and actioned with Directors regarding how to address the concerns 
raised. Clearly some staff remain anxious about the ongoing organisational change despite regular 
reassurances from Sam Allen and Mark Admas regarding the employment commitment. 
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Menti metre is used at staff sessions to engage with staff on a fortnightly basis to try and ensure 
we are offering the support solutions and interventions which meet their needs. This option 
provides a safe and transparent mechanism for staff to provide anonymous feedback and we are 
grateful that staff are honest in sharing their thoughts and feelings. 
 
A discussion was also held with NECS OD team regarding the staff survey results and actions 
we have taken to follow up on staff feedback. Advice was provided in support of the actions 
defined following on from the survey and in line with the approach we take to Health and 
Wellbeing and listening to staff.  
 
7.0 What next? 
 
This is the final HR and OD report from Newcastle Gateshead CCG to its Governing Body before 
the transition to the ICB 1st July 2022. 
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We are grateful for the support we have received from the GoverininBody menbers over the last 
nine years, and their contribution in our endevours to make the CCG a fulfilling and top 
performing place to work in our years of existence.  
 

 
 
We have planned an 'End of CCG Show Show' for past and present staff on 28 June 2022 to 
celebrate achievements and memories over the last nine years and to look forward to the 
opportunities that working within a North East and North Cumbria Integrated Care Board will 
present for population we serve. 
 

 

 

 



Governing Body
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EXECUTIVE SUMMARY OF THE CCG RISK PROFILE AS AT 10/05/2022 

1. Risk Heatmap (all risks) 2. Key Points 

(Assurance Framework and extreme or high operational)

One new strategic risk has been created during the reporting 

period:

• Risk 2605 – Elective recovery programme.  The risk has a 

residual score of 12 A (high).  Risk supersedes risk 2342 

which was closed in the previous period.

No strategic risks have been closed during the reporting period.

One extreme operational risk has been reduced in score during 

the reporting period:

• Risk 2270 – Provision of IAPT services in Newcastle.  A 

recommended bidder report has been submitted to the CCG 

Executive Committee and Governing Body in April. There are 

currently 750 patients waiting > 6 weeks, with expected 

completion July 2022.  The risk has been reduced from 20 R 

(extreme) to 16 A (high).

Work has begun to align risk to localities.

Please see accompanying risk register report for details. 
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3. EXTREME RISK MOVEMENT (Strategic and Operational)

Blue = strategic

Risk 

Ref
Description of Risk

Initial 

Risk 

Rating

Prev. 

Risk 

Rating

Current  

Risk 

Rating

Status Comments

2270 Provision of IAPT Services 20 R 20 R 16 A 

New service specification drawn up and tenders received 

in March 2022.  Recommended Bidder Report submitted 

to Executive Committee and Governing Body in April 

2022.

2235
Capacity to meet performance targets for 

diagnosis, treatment, cancer and A&E
25 R 20 R 20 R n

ICP cancer performance group is now meeting monthly 

and an assurance workplan is in place
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NEW AND CLOSED RISKS FOR THE ASSURANCE FRAMEWORK

4. New Strategic Risks 

5. Closed Strategic Risks

No strategic risks have been closed in the period.

One new strategic risk have been created in the period:

• Risk 2605 – Elective recovery programme.  The risk has a residual score of 12 A (high).
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NHS Newcastle Gateshead CCG Assurance Framework

Strategic
Risk 
Ref

Director
Owner

Description Controls Gaps in controls Gaps in assurancesInternal assurances Action on gaps Residual
Score

Target
Score

Initial
Score

External assurances

1. Achieve The CCG's Statutory Duties.

2258, 2572, 2262,Operational risks:

2295 Julia Young

Marc
Hopkinson

Coronavirus (Covid-19)
impacting the CCG internal
continuity
There is potential for the
coronavirus outbreak to
interrupt the business of the
CCG, either due to increased
staff sickness or potential
disruption to supply chain.

ICP level co-ordinated response None NoneDaily / weekly calls

NG CCG responsible officer
appointed to oversee the
response

NoneClear decisions and
escalation of concerns

None

Command and control incident
response team in place

NoneDaily calls and actions when
necessary
Daily calls and actions

None

Stop / continue critical activity
re-planning 

NoneBIAs undertaken by all
services and teams with a
clear service prioritisation list.
Re-prioritised list of critical
activities

None

Business continuity plans & IA's BIA's were updated however
some staff have been
deployed elsewhere

We have established a
governance structure which
clearly specifies the role and
responsibilities of the ICP and
CCG place based teams.
BCP being refreshed to take
into account ICP approach to
managing surge/escalation
and other areas that have
been flagged during pandemic
response.
BIA's currently being reviewed
to reflect CCG and new place
based approach to working.

None

25 9 8

2420 Mark Adams

Neil Hawkins

Plans to place ICS on statutory
footing result in disruption to
delivery of CCG statutory
duties
Potential disruption to core
CCG business as NHSEI
Integrating Care proposals are
progressed. Impact on staff
morale and risk to delivery of
CCG functions as we transition
to the new system.

AO and Clinical Chair attend
Joint CCG Committee and ICS
Management Board

Minutes from CCG Joint
Committee and ICS
Management Board

None

Regular discussions and
updates provided at CMT,
Executive and Governing Body

NoneMinutes from CMT, Executive
and Governing Body.

None.

Established partnership work
via ICP and emerging
governance arrangements. ICP
groups include ICP Chairs, ICP
DoFs and ICP Chief Officers.

None.Feedback and involvement in
ICP groups.

None

Established placed based
partnerships ensuring joined up
messaging from 'place' to ICS.

NoneMinutes from Collaborative
Newcastle meetings and
Gateshead Cares meetings.

None

Due diligence process
established to ensure smooth
handover of property, staff,
liabilities, etc in place.
Numerous workstreams
ensuring close down activities
are managed in a structured
way.

No gaps at present.Regular updates via
workstream leads to COO/AO
groups.

No gaps at present.Audit One involved in check
and challenge sessions on
due diligence.

20 12 12
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NHS Newcastle Gateshead CCG Assurance Framework

Strategic
Risk 
Ref

Director
Owner

Description Controls Gaps in controls Gaps in assurancesInternal assurances Action on gaps Residual
Score

Target
Score

Initial
Score

External assurances

2. Engage In Strategic Planning Relating To The Commissioning Of High-Quality Health Services

367, 2235, 2270, 2234, 2607,Operational risks:

1295 Joe Corrigan

Hilary
Bellwood

Failure to define and assess
the health needs of the
population.
Failure could result in
commissioning plans which are
not targeted as required, not
based on evidence of clinical
effectiveness and not
representing value for money,
resulting in inefficiencies and
failure to improve the health
and wellbeing of the population
served.

Outsourced business
intelligence services provided
by NECS subject to an SLA and
agreed specification and
monitoring mechanisms in place
to ensure that the SLA with
NECS is delivered to the
required quality BI team attend
planning meetings

1. Issues log.
2. Monthly SLA monitoring
meetings.
3. Executive Committee
agenda and minutes.

No current gaps identified.

Joint Strategic Needs
Assessment (JSNA) and
Wellbeing for Life Strategy.
Public Heath Colleagues attend
planning meetings as part of
Core Offer

JSNA/NFNA embedded in all
planning processes

Health and Wellbeing Board.
Wellbeing for Life Board.
Audit Report: Health And
Wellbeing Board (significant
assurance).

Operational Plan and
Sustainability and
Transformation plan/ICS/ICP

1. Governing Body agenda
and minutes.
2. Executive Committee
agenda and minutes.
3. Integrated Delivery Report.
4. Draft STP./ICS/ICP

No current gaps identified.Internal Audit Report: NGA
2019-20/06: Financial and
Strategic Planning -
substantial assurance

NHS England CCG Assurance
Framework.

NHS England CCG Ratings -
Published on MyNHS July
2019 Outstanding rating for
NGCCG retained

Deep dive reviews on Rightcare
analysis

reference to rightcare in
planning

ICP Planning group meets as a
minimum quarterly and more
frequently when planning
submissions required.

Notes and action logs

Implementation of Phase 3
response was audited and
substantial assurance was
received

Terms of reference were
proposed

Internal Audit

16 8 8

1296 Joe Corrigan

Hilary
Bellwood

Failure to have a coherent
strategy / plan for investment
and disinvestment in place. 
This could prevent allocation of
targeted resource by
population need, inefficiencies
in spend and lead to potential
legal challenge.

Commissioning plan in place
and agreed; informed by the
Joint Strategic Needs
Assessment / NFNA. Public
Heath Colleagues attend
planning meetings as part of
Core Offer

1. Audit Committee agenda
and minutes.
2. Monitoring of
commissioning plans which
are influenced by the JSNA /
NFNA
3. Commissioning plan
progress reported to
governing body (as part of
IEDR).

No current gaps identified.Internal Audit Report: NGA
2019-20/06: Financial and
Strategic Planning -
substantial assurance.

CCG Governing Body receives
reports on the commissioning
plan progress.

1. Governing Body agenda
and minutes.
2. Integrated Delivery
Reports.

Reports from NECS on
commissioning plan progress
to governing body
incorporated in IEDR

25 8 8
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10/05/2022

NHS Newcastle Gateshead CCG Assurance Framework

Strategic
Risk 
Ref

Director
Owner

Description Controls Gaps in controls Gaps in assurancesInternal assurances Action on gaps Residual
Score

Target
Score

Initial
Score

External assurances

Procurement Policy 1. Implementation of the
Procurement Policy.
2. Specialist procurement
advice from NECS.

Decommissioning Procedure 1. Procurement policy in
place.
2. Specialist procurement
advice from NECS.

Quarterly contract review and
quality review meetings in place

Minutes of meetings and
action

NGA 2019-20/05: Contract
and Performance Monitoring

Implementation of Phase 3
response was audited and
substantial assurance was
received

Terms of reference proposedInternal Audit

1630 Joe Corrigan

Hilary
Bellwood

Organisational development
planning fails to address the
need for robust leadership,
engagement, partnership
working and workforce
development.
This could result in a poorly led
organisation which will not
deliver on its strategic
requirements. OD Plan being
updated.

HR Reports HR report received by Chief
Officer, Chief Operating
Officer and Governing Body,
Management Team

HR reports are shared and
reviewed at Gov Body on a
quarterly basis and annually.
HR and OD issues are
discussed eg sickness
absence to ensure the
organisation has oversight in
order to address any areas of
capacity and capability to
deliver strategic requirements.

CCG Assurance Framework 1. Assurance meetings with
NHS England less frequent
due to internal NHSE/I
changes 
2. NHS England CCG Ratings
- Published on MyNHS July
2019 Outstanding rating for
NGCCG retained

Appraisal process 1. Appraisal documentation.
2. Appraisal programme.
3. Monitoring of completion of
appraisals by Head of
Organisational Development.
4. Personal Development
Plans.

NHS National Staff Survey
undertaken, results received
with 80% of staff identifying
they have had an appraisal.

Statutory and mandatory
training

1. Audit Committee agenda
and minutes.
2. Governing Body agenda
and minutes.

NECS OD Team prepare and
present update reports on
compliance with statutory and
mandatory training.

Organisation Development plan CCG now has Gold Better
Health Award.
Staff have been supported
throughout the pandemic
around their health and
wellbeing.
Risk assessment have been
undertaken for all staff to
ensure the workforce is fit and
well and able to deliver the
CCG's objectives.

Work has been completed
with NECS support to update
the OD plan. The OD Plan
forms part of the CCG IAF
Assurance

8 6 6
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NHS Newcastle Gateshead CCG Assurance Framework

Strategic
Risk 
Ref

Director
Owner

Description Controls Gaps in controls Gaps in assurancesInternal assurances Action on gaps Residual
Score

Target
Score

Initial
Score

External assurances

NHS Staff survey received and
feedback from local wellbeing
survey.

Responses from surveys will
be used to develop bespoke
OD support for staff.

1300 Dominic
Slowie

Philippa
Dodds

Inability of CCG to establish,
manage robustly and provide
assurance of formal primary
care commissioning
arrangements,
which could result in failure to
commission primary care
effectively and efficiently.

Monthly Primary Care
Commissioning Committee as
part of CCG statutory delegated
co-commissioning
responsibility. Currently meeting
virtually with Chairs actions
taken when appropriate.

CCG cease to exist as of 01
July and future governance
arrangements of primary care
at ICB level to be confirmed.

PCCC ToR and Minutes.
Minutes received by CCG
Governing Body. Reports to
the Governing Body.

NoneNHS England approval of
Level 3 submission.
Internal Audit report of Primary
Care Commissioning 2019/20
Reports received by PCCC
public meeting and CCG Audit
Committee.

Regular meeting of the Primary
Care Group to manage strategic
and operational issues in
Primary Care. Meeting currently
virtual with minutes and actions
taken as normal.

1. Membership of the group.
2. Minutes of the group
received by Primary Care
Committee.

NoneNHS England attends meeting

Primary Care Quality Assurance
Process discussed in Primary
Care Quality Meeting

Minutes of Primary Care
Quality Meetings. Quarterly
report sent to PCCC. 
New dashboards
incorporating local data has
been introduced since Q2. 
From Q4, the dashboard has
been improved and updated.

None

Quality assurance dashboard Local data sets are being
used which are more up to
date than national data sets.
Dashboard updated and now
provides better data.

Some data out of date due to
COVID

Information is cross checked
with CQC data 
Dashboard is summarised into
reports and shared with
individual practices for review
and to discuss areas for
improvement.

16 12 8

2237 Dominic
Slowie

Philippa
Dodds

Sustainability of primary care 
Primary Care is unable to
provide long term, sustainable
and reliable quality care
services to patients. Caused
by workforce shortages,
increased patient demand,
failure of PCNs, infrastructure
and technology limitations.

Regular meeting of the Primary
Care Group to discuss
implications of pressures on
Primary Care. PCG is an
operational meeting and there is
now a process for discussing
risks and deciding the
escalation processes
appropriate. 
Meeting is currently taking place
virtually.

Escalation of issues to
Primary Care Commissioning
Committee who also receive
PCG minutes.

None

Established CCG team of
Enablers with specialist roles
across workforce, IT and
estates who have good links to
specialist teams in NHS
England.

Resource and knowledge of
specialists has moved into
individual place based teams
and is yet to be embedded
properly.

PCG membership includes
enablement team and they
have a regular standing item
on the agenda.

NoneStaff are transitioning to ICS
so temporary contracts are no
longer a control for the risk. 
Regular audits covering areas
such as CQC audit, Patient
Access Audits, NHS
Workforce reporting, GP IT
audit, 6 facet estates surveys.

Access to Resilience
programmes and other funding
which was accessible to all
practices to support Primary

Resilience funding is an
annual process, unconfirmed
funding resource at this time.
This annual funding may not

Once funding is confirmed
CCG will create a process
which will be shared at
primary care group and

No gapsReport to be sent to
appropriate ICB board when
funding is available. 

20 12 8
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NHS Newcastle Gateshead CCG Assurance Framework

Strategic
Risk 
Ref

Director
Owner

Description Controls Gaps in controls Gaps in assurancesInternal assurances Action on gaps Residual
Score

Target
Score

Initial
Score

External assurances

Care with specific service
provision issues.

cover all requests.agreed at primary care
committee.

Place based strategic meetings
are taking place in primary care.
Updates provided at CMT by
GP reps and Place Directors.

Formal decisions taken at
Primary Care Commissioning
Committee. 
CCG place based director
attends the meetings.

Meeting is not a decision
making forum and not part of
CCG formal decision making
structure. Aids in operational
discussions on a weekly
basis.

1299 Joe Corrigan

Lynn Wilson

Challenges of delivering
programmes of joint work with
local authority partners. 
Ability of the CCG to manage
robustly and provide
assurance of formal
agreements (s.75, s76 and
s256) and pooled budgets in
the face of continued financial
pressures.

Formal joint commissioning
arrangements with local
authorities. Recent joint appt
between LA and CCG for a
director in integration and joint
commissioning .

1. Executive Committee
agenda and minutes
2. Audit Committee agenda
and minutes

Annual refresh of joint
commissioning plans

Monitoring and management of
providers of jointly
commissioned services.

1. Executive Committee
agenda and minutes
2. Audit Committee agenda
and minutes

Joint commissioning service line
provided by NECS.  KPIs
covering all service lines
provided by NECS have been
agreed

Monitoring of outsourced
services to NECS including
that they have met their KPIs.

Audit Report NGA 1617/13:
Delivery against SLAs
(substantial assurance).

12 8 8

2269 Dominic
Slowie

Dominic
Slowie

Prescribing
There is a risk that poor quality
prescribing or drug shortages
could lead to patient safety and
experience issues and
unnecessary prescribing costs.
Caused by national shortages
(e.g. Brexit or supply issues) or
inadequate monitoring and/or
communication. This could
ultimately result in reputational
damage, legal challenge and
unsustainable prescribing cost
growth to the CCG.

Quarterly prescribing report:
Overarching Report, Controlled
Drugs Report, Antimicrobial
Report, submitted to Medicines
and Pathway Committee

NoneMinutes and papers of
Medicines and Pathway
committee

NoneNGA 2018-19/12: Medicines
Optimisation

Annual Practice Pharmacy
teams workplan

NoneSigned off workplans NoneNGA 2018-19/12: Medicines
Optimisation

Quarterly monitoring of Practice
Pharmacy teams workplans at
contract review meetings

NoneMinuted meeting NoneNGA 2018-19/12: Medicines
Optimisation

Contracts with Practice
Pharmacist provider

NoneSigned contract None

OptimiseRx introduced to GP's
to make recommendations on
cost and safety

NoneReport to medicines and
pathway & quarterly
monitoring meetings with
provider

NoneNGA 2018-19/12: Medicines
Optimisation

Annual horizon scanning report
from NECS forecasting drug
cost changes

NoneReport outputs None

Annual QIPP plan monitored
monthly at QIPP PMO and
reported bi-monthly to
Medicines and Pathways
Committee

noneApproved plan, meeting
minutes

None

Robust and agreed formulary in
place with all prescribers,
including hospitals, that sets out

NoneAgreed formulary and local
guidelines through the North
of Tyne & Gateshead Area

NoneNGA 2018-19/12: Medicines
Optimisation

16 12 6
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NHS Newcastle Gateshead CCG Assurance Framework

Strategic
Risk 
Ref

Director
Owner

Description Controls Gaps in controls Gaps in assurancesInternal assurances Action on gaps Residual
Score

Target
Score

Initial
Score

External assurances

expectations for prescribing
activities.

Prescribing Committee

Brexit specific: Department of
Health contingency plans such
as stockpiles, alternative supply
routes and guidance on
planning and preparation.

Unprecedented scenario
which the CCG cannot
influence and will be driven
nationally.

Communications from NHS E /
Department for Health

3. Transform Lives Together Through The Delivery Of Commissioned Health Services Based On Clinically Led, Patient-Focussed And Evidence Based Programmes

2263, 2261, 2271, 1156, 2590, 2314, 2608, 2609, 2611,Operational risks:

1301 Joe Corrigan

Colin Smith

Failure to manage robustly the
delivery of providers against
contracts, leading to failure to
achieve objectives and/or
national targets.
Underperformance against
contracts could lead to failure
to achieve objectives, national
targets and result in increased
waiting list times and failure to
deliver timely NHS care to
patients.

Monthly performance meetings
with main providers. Regular
updates on current performance
against plan underpinned by
assurance meetings.

Regular monthly contract
monitoring meetings with our
providers have resumed after
the break for the
pandemic.These ocntinue on a
regular basis for both major
acute providers. Performance
recovery followng the impact of
the pandemic is a key issue for
discusion given the intorduction
of block contracts has resulted
in reduced need to scrutinize
activity levels and associated
costs.

As a result of the impact of
covid-19 all usual
arrangements for the
monitoring of contract
performance were suspended
and national guidance
implemented which requires
the implementation of block
contracts for this year. This is
intended to provide security to
all organisations in terms of
cash flow. Review of key
performance challenges has
however now recommenced.

1. Contract and performance
meeting minutes.
2. Executive and Audit
Committee agenda and
minutes.
3. Ongoing review of financial
position in the context of the
emergency pandemic
arrangements.
4. Notes of meetings of
specific working groups
established to address waiting
time challenges (i.e
dermatology and
ophthalmology).

NoneReporting to NHSEI on current
performance issues and covid
recovery

Robust contracts in place with
providers.

Due to the anticipated impact
of the pandemic the DHSC
issued guidance in the spring
which stood down the usual
contract negotiation process
and the requirement to have
contracts signed with all
providers in advance of the
new financial year. Normal
contracting processes were
therefore suspended. This
remains the case and further
guidance is awaited on the
process for agreeing contract
for 2021/22.
High level shadow activity and
finance reports are being
provided by NECS colleagues
to provide an indicative guide
on how contracts would have
been performing had they
remained on a PbR rather
than block arrangement.

1. Meets with NECS to review
contract position on major
contracts in preparation for
reporting to Exec and CRGs.
2. NECS provider
management reports.
3. All contracts agreed and
signed off. (note - not
applicable for 2020/21 as
outlined above).
As a result of the pandemic
and introduction of block
contract, the above processes
have been temporarily
suspended.

NoneNGA 1819-09 Contract and
Performance Monitoring -
substantial assurance

Given the introduction of block
contract arrangements due to
the impact of the pandemic,

None1. Ongoing review of financial
position particularly in relation
to cost reduction plans. Note,

NoneNGA 1819-09 Contract and
Performance Monitoring -
substantial assurance

16 12 8
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NHS Newcastle Gateshead CCG Assurance Framework

Strategic
Risk 
Ref

Director
Owner

Description Controls Gaps in controls Gaps in assurancesInternal assurances Action on gaps Residual
Score

Target
Score

Initial
Score

External assurances

activity pressures reports have
been stood down.

as above, financial position
review does not currently
include production of activity
pressures reports as outlined
above. 
2. Audit Committee agenda
and minutes.
3. Executive Committee
agenda and minutes.

Regular updates on current
performance against plan
underpinned by assurance
meetings and action logs.  

Monthly update provided to
Executive Committee and
quarterly to the Audit
Committee.

All contract and performance
review meetings formally
minuted and underpinned by
issues logs.

As a result of the impact of
covid-19 all usual
arrangements for the
monitoring of contract
performance have been
suspended and national
guidance implemented which
requires the implementation
of block contracts for this
year.

1. Contracting and
performance meeting
minutes.
2. Audit Committee agenda
and minutes.
3. Integrated Delivery
presentations to Executive
Committee.

NoneAudit Report: Non-financial
Performance Management
18/19(significant assurance)

2389 Joe Corrigan

Neil Hawkins

Health inequalities are not
identified and addressed 
Commissioned services are
designed and delivered in a
way which does not take into
account health inequalities
resulting in a widening of the
health inequalities gap.

Service redesign work as part
of COVID response. SRO
appointed and work includes a
dedicated work stream looking
specifically at health
inequalities.

Regular reports to Executive
and Governing Body.

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

None identified at presentRegular reporting to Executive
and Governing Body.
Governing Body papers and
minutes. 
Executive Committee papers
and minutes.

None identified at present.Planning submissions to
NHSEI. 
NHSEI assurance meetings.

Executive lead identified.

16 12 12

1303 Julia Young

Julia Young

Failure to ensure that
commissioned services deliver
adequate standards of
infection control and/or monitor
delivery against stringent
quality targets.
Risk that poor partnership,
collaborative and multi-agency
working leads to inadequate
standards of inadequate
infection control in
commissioned services.

Integrated Performance report
to Quality, Safety and Risk
Committee.

1. Quality, Safety and Risk
committee agenda and
minutes.
2. Governing Body agenda
and minutes.
3. Executive Committee
agenda and minutes.

Audit Report NGA 2018-19/10:
Quality of commissioned
services (substantial
assurance)

Contracts with acute providers 1. Quality, Safety and Risk
committee agenda and
minutes.
2. Governing Body agenda
and minutes.
3. Executive Committee
agenda and minutes.

CQC reports 
Quality monitoring visits by
IPC nurses

Healthcare Acquired Infection
Partnership Board.

Notes of quality review
groups.

ICS anti-microbial resistance
board.

Service delivery Safety controls adhering to
the COVID policy

PPE provided when attending
patients

Quality audit undertaken by
IPC nurses

16 6 6
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NHS Newcastle Gateshead CCG Assurance Framework

Strategic
Risk 
Ref

Director
Owner

Description Controls Gaps in controls Gaps in assurancesInternal assurances Action on gaps Residual
Score

Target
Score

Initial
Score

External assurances

Regular reviewal on COVID
policy to meet the national
guidelines

Health and safety visits

1304 Julia Young

Julia Young

The CCG commissions
services that fall below the
required standards, putting
patient health, safety and
welfare at risk. 
Quality of commissioned
services: a structured and
co-ordinated process of
assurance is not in place for
commissioned services
(including acute, mental health,
learning disability and
community services), meaning
that the CCG remains unaware
of any quality issues or
concerns and associated
action plans to address them.

Main provider contracts contain
clear performance expectations

1. Quality, Safety and Risk
committee agenda and
minutes.
2. Governing Body agenda
and minutes.
3. Audit Committee agenda
and minutes.
4. Executive Committee
agenda and minutes

Quality review group
meetings reduced during
covid pressures

NGA 2019-20/05: Contract
and Performance Monitoring -
substantial assurance

All large providers on NHS
Standard Contract and
therefore have CQUIN
schemes.

1. Quality, Safety and Risk
committee agenda and
minutes.
2. Governing Body agenda
and minutes.
3. Audit Committee agenda
and minutes.
4. Executive Committee
agenda and minutes

Quality review group
meetings reduced during
covid pressures

CCG designated posts to drive
quality agenda with further
support from NECS.

1. Quality, Safety and Risk
committee agenda and
minutes.
2. Governing Body agenda
and minutes.
3. Audit Committee agenda
and minutes.
4. Executive Committee
agenda and minutes

Quality review group
meetings reduced during
covid pressures

NGA 2019-20/10:
Safeguarding Arrangements -
Working Together to
Safeguard Children [Final]

CQC inspections CQC undertook ICP reviews
during Covid period
CQC reports - all FTs are
rated good or outstanding.

20 8 8

1302 Joe Corrigan

Lynn Wilson

The CCG fails to commission
services in an appropriate,
transparent manner.
Failure to commission services
in an appropriate, transparent
manner or failure to comply
with legislation in relation to
competitive tendering, risks
leaving the CCG open to legal
challenges. The delivery of
new or reconfigured services is
delayed.

NECS provides the
procurement service for the
CCG which remains under
review.   The effectiveness of
this service will be reviewed in
year.  
Legal advice sought as
necessary.

1. Monitoring of outsourced
services to NECS, including
that they have met their KPIs.
2. Audit Committee agenda
and minutes
3. On-going assurance on
procurement plan.
4. Effective management of
conflicts of interest overseen
by Audit Committee.

Audit Report: Delivery against
SLAs NGA1718/13  CCG has
substantial assurance.

Robust communications and
engagement arrangements to
ensure duty to consult is met;
NECS to provide comms and
engagement support.

1. Comunications and
engagement strategy in place.
2. Regular reports to
Executive Committee
regarding duty to consult.
3. New engagement post has
been filled for Gateshead
place

1. Commission involved North
East to provide engagement
on our behalf

Executive committee. Minutes and papers from EC Regular procurement updates
from NECS.

12 8 8
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NHS Newcastle Gateshead CCG Assurance Framework

Strategic
Risk 
Ref

Director
Owner

Description Controls Gaps in controls Gaps in assurancesInternal assurances Action on gaps Residual
Score

Target
Score

Initial
Score

External assurances

2605 Joe Corrigan

Julia Young

Elective recovery programme 
As a result of COVID-19,
patients are waiting an
extended length of time for
elective procedures. This could
cause the CCG not to hit the
18 week target and could
result in harm to patients while
waiting.

Robust recovery programme for
each trust and a programme of
mutual aid to ensure all
available capacities are
maximised.

Lack of specialized workforce
to undertake complex
surgery.

Weekly planning meeting and
a review of the current waiting
time metrics. 
Specific 104 week wait task
and finish group with a new
NuTH

ICS - wide elective recovery
group to monitor mutual aid

16 12 4

4. Deliver The CCG Vision Of Improving Patient Involvement, Experience And Outcomes Though TransformationDevelop Programmes To Ensure Transformational Alignment Of The 6 National Service
Patterns

2264, 2203, 2610,Operational risks:

5. Make Effective Financial Decisions Which Balance Individual, Local, Strategic And Population Needs

2315,Operational risks:

1633 Joe Corrigan

Julia Young

Increasing activity and cost
associated with CHC
Increasing activity and cost
associated with CHC resulting
in a high impact on overall
financial position.

Development of a CHC Strategy
with a strategic board to
oversee this work along with the
operational workstreams to
deliver improvement across the
CHC pathway.

1. Minutes of meetings.
2. Notes from CHC panels.
3. SLA with NECS.
4. CHAT  - policies and SOPs
documented

No gaps identified.Risk Based Audit of
Continuing Healthcare - NGA
2019-20/08: Continuing
Healthcare and Funded
Nursing Care - substantial
assurance

Implementation of cost
validation process.

Who pays guidance changed
after COVID and further work
required to understand who is
funding patients and the
correct payment mechanisms

Benchmarking and financial
data collected and shared in
the CCG meetings. 

NECS database of approved
pathways of care.
Regional CHC benchmarking
information.
COVID-19 Commissioning and
Costing - internal audit
2020/21 - substantial
assurance
Continuing Healthcare -
Hospital Discharge Scheme -
internal audit, substantial
assurance 2020/21

CCG director oversight
strengthened through
co-location with the enlarged
CHC team and weekly
director-led meetings to review
CHC activity and costs.

Meeting notes and action
plans.
Staff training and
development.

Monthly CHAT assurance tool

Financial impact of high cost
cases reported to CMT weekly.

CMT meeting notes. 

16 12 12

1306 Joe Corrigan

Jill McGrath

Risk to the CCG achieving its
statutory breakeven position.  
Failure to establish robust
budgets. Failure to establish
robust procedures for
monitoring outturn against
budget or to take action on
overspends to ensure a
balanced budget is delivered
while also delivering the
required services.

Audit  Committee. 
Finance and Performance
Committee.

1. Audit Committee agenda
and minutes
2. Governing Body agenda
and minutes
3. Action taken on evidence
and review of Budget
statements. 
4. Finance and Performance
Committee agenda and
minutes.

No current gaps identified.2020-21: Key Financial
Controls internal audit -
substantial assurance
2020-21: COVID-19
Commissioning and Costing
internal audit - substantial
assurance

Regular meetings between
budget holders and finance
team to ensure progress

Action taken on evidence and
review of budget statements
Month 1-6 financial framework

No current gap

12 8 8

Page 9 of 15NG AF2



10/05/2022

NHS Newcastle Gateshead CCG Assurance Framework

Strategic
Risk 
Ref

Director
Owner

Description Controls Gaps in controls Gaps in assurancesInternal assurances Action on gaps Residual
Score

Target
Score

Initial
Score

External assurances

against cost improvement plan
As part of the interim financial
framework some meetings were
paused during the early part of
2020/21

involved reimbursement of
actual costs.

Monthly contracting meetings,
supplemented by adhoc
meetings with acute providers,
to manage specific issues.

1. Contract Meeting minutes
2. Audit Committee agenda
and minutes

NGA 2019-20/05: Contract
and Performance Monitoring

Provision of bi-monthly reports
to the Governing Body

1. Governing Body agenda
and minutes.
2. NHS England monthly
financial return (ISFE).

No current gapAudit Report: 2020-21: Key
Financial Controls internal
audit - substantial assurance

Approved annual financial plan. Governing Body agenda and
minutes.

Quality, Performance and
Financial Sustainability meeting.
(QPFS).  The operation of this
meeting was paused in the
early part of 2020/21 alongside
the suspension of QIPP

QPFS paused due to
pandemic and temporary
financial framework

QPFS meeting notes and
action points.

No current gapsNational temporary financial
framework in place. NHSE/I
expected to issue new
guidance at the beginning of
2021/22.

1307 Joe Corrigan

Jill McGrath

Failure to robustly manage the
delivery of expenditure with
providers against contracts
and failure to deliver timely
NHS care to patients.
This would lead to failure to
achieve value for money.

Monthly performance meetings
with main providers.

Contracting Meeting minutes. No current gaps identified.NGA 2019-20/05: Contract
and Performance Monitoring -
substantial assurance
COVID-19 Commissioning and
Costing internal audit 2020/21
- substantial assurance

Regular updates on current
performance against plan
underpinned by assurance
meetings

1. Contracting Meeting
minutes. 
2. Audit Committee minutes. 
3. Contract Operational Group
minutes

NGA 2019-20/05: Contract
and Performance Monitoring -
substantial assurance

Accurate performance and
activity reports prepared by
NECS.

Audit Committee minutes
Executive committee minutes

Expansion of former Finance
Sustainability Meeting to cover
quality and performance issues
now (QPFS meeting)
The QPFS meeting was paused
in the early part of 2020/21 as a
result of the Covid-19 response
alongside the suspension of
QIPP but reporting has
continued via Executive.

meetings paused during
COVID response period and
while operating under
temporary financial framework

QPFS meeting notes and
action points.

No current gaps

12 8 8

6. Ensure That Strong Corporate Governance And Information Governance Processes Are In Place

2437, 1094,Operational risks:

1635 Joe Corrigan

Neil Hawkins

Information governance risks
are not identified and
appropriate action to manage
them is not identified / taken to

Information Governance
Strategy

No gaps in controls identified.1. Quality, Safety and Risk
Committee agenda and
minutes.
2. Governing Body agenda

Currently no gaps in
assurance identified.

Data security and protection
toolkit submitted June 2021 -
fully compliant.

16 8 8
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NHS Newcastle Gateshead CCG Assurance Framework

Strategic
Risk 
Ref

Director
Owner

Description Controls Gaps in controls Gaps in assurancesInternal assurances Action on gaps Residual
Score

Target
Score

Initial
Score

External assurances

manage and mitigate risks,
reducing them to an
acceptable level.   
.

and minutes.
3. Internal Audit

Information governance policies 1. Quality, Safety and Risk
Committee agenda and
minutes.
2. Governing Body agenda
and minutes.

Caldicott Guardian 1. Quality, Safety and Risk
Committee agenda and
minutes.
2. Governing Body agenda
and minutes.

SIRO 1. Quality, Safety and Risk
Committee agenda and
minutes.
2. Governing Body agenda
and minutes.

Data Security and Awareness
Toolkit

Audit Committee agenda and
minutes.

Data security and protection
toolkit submitted June 2021-
fully compliant. 
Governance Assurance
Report from NECS.
NGA 2020-21/03: Data
Security and Protection Toolkit
- substantial assurance

Data Security and Awareness
training

Training reports from NECS
training detailing compliance
levels.

Data security and protection
toolkit submitted June 2021 -
fully compliant. 
NGA 2020-21/03: Data
Security and Protection Toolkit
- substantial assurance

Mobile telephone security
procedure - SOP established
including staff responsibilities.
Users are responsible for
accepting software updates and
ensuring they are actioned
promptly on the phone to
ensure the phone is running on
the most recent operating
system and security (e.g. virus
protection).

SOP reviewed in line with
review dates.

1827 Mark Adams

Joe Corrigan

There is a risk that the CCG
executive team becomes
overstretched.

There is a risk that the CCG
executive team becomes
overstretched. The CCG Chief
Officer is now shared across
the ICP footprint (Newcastle
Gateshead CCG, North
Tyneside CCG,
Northumberland CCG and

Governing Body and
committees receive assurance
on discharge of duties and
achievement of targets and
objectives.

No gaps in controls identified.Reports to governing body
and committees: agendas,
papers and minutes.
Risk assurance framework.
CCG annual report confirming
discharge of duties.

Risk reviewed - no gaps in
assurance identified.

NGA 2020-21/01 Governance
Structures and Risk
Management Arrangements -
significant assurance

Organisation structure
underpins distribution of
responsibilities and duties.
System of supervision and
appraisals in place to support

Agreed organisation structure,
in line with CCG constitution
and scheme of delegation.
Staff survey.
Chief Officer meets director

9 6 6
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NHS Newcastle Gateshead CCG Assurance Framework

Strategic
Risk 
Ref

Director
Owner

Description Controls Gaps in controls Gaps in assurancesInternal assurances Action on gaps Residual
Score

Target
Score

Initial
Score

External assurances

North Cumbria) which could
have knock on effects to the
workload of the executive team
and senior staff. This would
mean that the CCG risks
failing to deliver across the full
range of responsibilities to a
continued high standard.

effective deployment of staff
throughout the organisation.

team weekly at CMT to
address the organisation-wide
agenda.

Commissioning support
services delivered via the SLA
with NECS, providing additional
capacity to the CCG together
with collaborative ICP
workstreams on MHS, PLD,
Planned Care and Cancer
Services that will also provide
additional capacity and
resilience

Regular monitoring meetings
with NECS to review workload
and capacity.

Internal Audit assurance on
delivery against SLA (NGA
1718/13 - substantial
assurance).

1312 Joe Corrigan

Neil Hawkins

Effectiveness of corporate
governance
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. 

Approved CCG Constitution in
place.

No gaps in controls identified1. Risk Management Strategy
2. Risk assurance framework
and risk registers.

3. Quality, Safety and Risk
Committee agenda and
minutes
4. Governing Body agenda
and minutes
5. Audit Committee agenda
and minutes

No gaps in assurance
identified.

NGA 2020/21 01: Governance
Structures and Risk
Management Arrangements -
substantial assurance

Robust and coherent
governance and assurance
framework

1. Risk Management Strategy
2. Risk assurance framework
and risk registers.

3. Quality, Safety and Risk
Committee agenda and
minutes
4. Governing Body agenda
and minutes
5. Audit Committee agenda
and minutes

1. NGA 2020-21/01:
Governance Structures and
Risk Management
Arrangements - substantial
assurance.
2. Head of Internal Audit
Opinion.

Risk Assurance Framework. 1. Risk Management Strategy
2. Risk assurance framework
and risk registers.

3. Quality, Safety and Risk
Committee agenda and
minutes
4. Governing Body agenda
and minutes
5. Audit Committee agenda
and minutes

NGA 2020-21/01: Governance
Structures and Risk
Management Arrangements -
substantial assurance

Audit Committee; Quality,
Safety and Risk Committee

1. Quality, Safety and Risk
Committee agenda and
minutes
2. Governing Body agenda
and minutes
3. Audit Committee agenda
and minutes
4. Committee terms of
reference reviewed annually

12 8 8
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NHS Newcastle Gateshead CCG Assurance Framework

Strategic
Risk 
Ref

Director
Owner

Description Controls Gaps in controls Gaps in assurancesInternal assurances Action on gaps Residual
Score

Target
Score

Initial
Score

External assurances

Governing Body development
session programme

Governing Body agenda and
minutes.
Governing Body training -
mandatory.

Publication of all statutory
documents on website

CCG public website:
http://www.newcastlegatesh
eadccg.nhs.uk/

Internal Audit 1. Contract in place with
approved provider of internal
audit services including KPIs.
2. Internal audit progress
reports to Audit Committee.

Internal Audit reports and
Head of Internal Audit Opinion.

Commissioning support
services delivered via the SLA
with NECS, providing additional
risk management support to the
CCG.

Regular monitoring meetings
with NECS to review workload
and capacity.

1313 Joe Corrigan

Neil Hawkins

The CCG fails to put in place
adequate processes to
manage conflicts of interest.
This failure could impact on the
ability of the CCG to deliver its
objectives in a cost effective,
open and transparent way.
Perception of conflict of
interest may lead to legal
challenges on decisions,
impacting on the ability of the
CCG to deliver against its
objectives.

Standards of  Business Conduct
and Declarations of Interest
Policy. Quarterly and annual
returns to NHS England
concerning CoI compliance.

No gaps in controls identified1. Signed declarations of
interest. 
2. Register of interests
3. Gifts and Hospitality
Register 
4. Minutes of meetings
(showing declared interests,
exclusions etc.)

No gaps in assurance
identified.

NGA 2021-22: Conflicts of
Interest - substantial
assurance

Standing Orders and Prime
Financial Policies.

1. Governing Body agenda
and minutes
2. Audit Committee agenda
and minutes

NGA 2021-22: Conflicts of
Interest - Substantial
Assurance

Conflict of interest guardian in
post

Audit Committee agenda and
minutes.

NHS England Assurance
Framework
NGA 2021-22: Conflicts of
Interest - Substantial
Assurance

Managing conflict of interest
mandatory training

Training reports received
confirm all decision making
staff who are required to
complete training have done
so.

NGA 2021-22: Conflicts of
Interest - Substantial
Assurance

12 8 8

1311 Joe Corrigan

Jill McGrath

The organisations does not
have robust risk assessments
in place to identify fraud,
bribery and corruption risks
resulting in non-compliance
with the NHSCFA standards
and risk to the organisation. 
The organisation fails to
consider Crime Risk
Assessments completed by
providers to ensure that
adequate arrangements are in
place within organisations with
which it commissions.

The organisation recognises
fraud bribery and corruption as
a corporate (strategic) risk and
has identified an appropriate
risk owner. Management of this
risk is devolved to Audit One
who have robust systems and
procedures in place.

Counter Fraud arrangements in
place, with accredited and
nominated Local Counter Fraud
Specialist. Includes annual
counter fraud plan. Anti-Fraud
Policy, Whistleblowing Policy.

1. Governing Body agenda
and minutes.
2. Audit Committee agenda
and minutes.
3. Counter Fraud Annual Plan
approved by Audit Committee.
4. Counter Fraud Annual
Report brought to Audit
Committee in May each year.

No current gaps identified.Audit Report: NGA 2021-22:
Key Financial Controls
(substantial assurance)

12 8 8
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NHS Newcastle Gateshead CCG Assurance Framework

Strategic
Risk 
Ref

Director
Owner

Description Controls Gaps in controls Gaps in assurancesInternal assurances Action on gaps Residual
Score

Target
Score

Initial
Score

External assurances

All policies reviewed for
potential fraud implication as
part of approval process

1. Governing Body agenda
and minutes.
2. Audit Committee agenda
and minutes.

Regular meetings with CFO and
Head of Corporate Affairs

Production of Counter Fraud
Annual Report

Annual Self Review Tool
completion and action plan

Staff briefings

Head of Corporate Affairs now
also Counter Fraud Champion
for CCG

Audit committee agenda and
minutes

NHS Protect Assessment.

7. Engage With The Public On Key Issues To Ensure Patients Experience The Highest Levels Of Care Available To Them

No operational risks

1305 Mark Adams

Lynn Wilson

Public engagement and
involvement does not actively
inform the development of
services or improvements in
the quality of services.
This could mean that learning
opportunities are missed and
services underperform or are
not sufficiently targeted at
needs, resulting not only in
inadequate services but also a
lack of engagement with or
trust on the part of the public. 

Communication and
engagement strategy.

Governing Body agenda and
minutes.

Service user engagement

Engagement programme to
continue for 20/21 using virtual
methodology due to COVID-19
Pandemic. On line review
undertaken to agree preferred
method of patients and carers

1. Governing Body agenda
and minutes.
2. Moving to a hybrid way of
working for 22-23

Audit Report NGA 1718/03:
Stakeholder engagement
(substantial assurance)

Lay members and locality team
members for Patient and Public
Involvement.

1. Involvement strategy
2. Governing Body agenda
and minutes.

Face to face childrens
participation and engagement
groups and young inspectors

Close working with
HealthWatch. Develop more
robust working arrangements
for engagement at a place base
with the Local Authorities and
NHSFT's.

Executive Committee agenda
and minutes.

HealthWatch attend the Health
and wellbeing board and
Gateshead care system board

Patient consultation to be
reviewed

Procurements to be decided
by the Executive meetings

9 4 4

8. Collaborate And Communicate With All Relevant Stakeholders In Relation To The Commissioning Of High-Quality Health Services.

2313, 2238,Operational risks:

1308 Mark Adams

Neil Hawkins

Lack of member engagement
in CCG work  
Failure to embed locally driven
commissioning improvements
could lead to a lack of
engagement of members in the
work, strategy and progress of
the CCG.

Practice commissioning forum
meetings and regular Time Out
sessions

No gaps in controls identified.1. Executive Committee
agenda and minutes.
2. Governing Body agenda
and minutes.  
3. Commissioning fora
agenda and minutes.

Currently no gaps in
assurance to consider.

Clinical Steering Group (key
forum for clinical input). 

1. Clinical Steering Group
notes.

Currently no gaps in
assurance to consider.

NGA 2018-19/05: Financial
and Strategic Planning -

12 9 9
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NHS Newcastle Gateshead CCG Assurance Framework

Strategic
Risk 
Ref

Director
Owner

Description Controls Gaps in controls Gaps in assurancesInternal assurances Action on gaps Residual
Score

Target
Score

Initial
Score

External assurances

Clinical Chair, Assistant Clinical
Chair, Clinical Directors and
Clinical leads engaged in
planning and delivery.

2. Executive Committee
agenda and minutes.
3. Operational Plan.

substantial assurance

Annual Members Meeting Minutes of AMM. 
AMM happening on 21st
September 2021 to discuss
further.

Currently no gaps in
assurance to consider.

Weekly practice bulletin -
provides main source of
information sharing with
practices and federations.
Supported by regular Teams
sessions and workshops
(bi-monthly/monthly)

None No gaps identified
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Objective Date
Director
Risk owner

Description Initial TargetGaps in control Internal assurances

Score

Gaps in
assurance

Actions
Action owner
Details
Start date - target date
Progress

Residual ReviewsExternal assurances

C L Score C L Score C L

Controls

10/05/2022

NHS Newcastle Gateshead CCG Extreme and High Operational Risks
(risks with a residual score of 20 or above)

Capacity to meet performance
access targets for diagnosis,
treatment, cancer and A&E
Risk that demand for services
(both winter and year round)
outstrip capacity within the
system.

Results in failure to deliver key
performance targets for
diagnosis and treatment
including 18 week Referral to
treatment, 6 weeks for
diagnostics, cancer targets
and A&E.

This can result in poor patient
experience and outcomes, the
CCG breaches its Oversight
Framework, or suffers
reputational damage. 

Joe Corrigan

Colin Smith

2235        

Operational
(NGCCG)

25 20ICP performance group RTT CCG Governing Body and
Committees (executive and
audit) receive regular reports
on performance through the
integrated delivery report
(IDR).

ICPRTT meeting now
meets monthly. An
assurance risk
template has been
developed and is
updated throughout
and after the meeting.
Terms of reference
are agreed and in
place.

None No gap.

ICP performance group for
cancer

ICP cancer performance group
is now meeting monthly and
assurance work plan is in
place.
CCG Governing Body and
Committees receive regular
reports on performance
through the integrated delivery
report (IDR).

NCA representation in
ICP cancer
performance group. 
Minuted and
represented by key
stakeholders. Terms
of reference agreed
and in place.

Further
development
required how the
group operates
effectively. Terms
of reference
required.

Monthly Newcastle hospitals
performance sub group and
monthly with QE

Monthly meetings with NuTH
and GHNHSFT to discuss
performance pressures and
mitigation. Meeting minutes
and actions plans feed into the
group

None No gaps in
assurance

Regular contract and
performance meetings with
providers inc. summary of
risks and issues.
Given the move towards
system working more
discussion on performance
issues is being undertaken on
an ICP basis.

Meetings are minuted with
actions agreed

NGA 1819-09
Contract and
Performance
Monitoring -
substantial assurance

Covid-19 has had
a material impact
on performance.
The system is
working
collectively to
monitor and
address
performance
issues.

No gaps in
assurance

Monthly meeting with FT
cancer leads and CCG lead
clinician for cancer

Meeting minutedNone No gaps in
assurance

There is a robust UEC
structure at ICP, CCG and at
place which provides strategic
direction to urgent and
emergency care services in
order to ensure whole system
integration and standardised
pathway development as well
as monitor performance,
identify bottlenecks, manage
pressures and coordinate
mitigating actions.

M.H provides the
organizational link into urgent
emergency planning.

There is an agreed
UEC Governance
Structure and Terms
of Reference with
regular meetings
attended by key
stakeholders and
providers from across
the health and care
economy. 
Meetings are minuted
+ terms of reference
documented

The impact of
covid 19 along
with a significant
demand for UEC
services has seen
performance drop
below the 95%
standard.

No gaps in
assurance

Cancer locality groups with
cancer action plans agreed,
led by the CCG cancer leads
(system wide)

Meetings minutedNone Impact of covid
has meant that
meetings have
been held less

55 42. Engage In
Strategic Planning
Relating To The
Commissioning Of
High-Quality Health
Services

4 2 85 15/03/2022

Marc Hopkinson

UEC control updated

02/03/2022

Colin Smith

Reviewed and
updated controls and
assurances - one
control to be reviewed
by Marc Hopkinson

06/01/2020
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Objective Date
Director
Risk owner

Description Initial TargetGaps in control Internal assurances

Score

Gaps in
assurance

Actions
Action owner
Details
Start date - target date
Progress

Residual ReviewsExternal assurances

C L Score C L Score C L

Controls

10/05/2022

NHS Newcastle Gateshead CCG Extreme and High Operational Risks
(risks with a residual score of 20 or above)

frequently, ICP
cancer group
still has
oversight and
provides
assurance.

Covid resumption of services -
The CCG will be actively part
of these discussions given the
need to be part of the
secondary care planning but
also to lead on primary care
mobilisation. 

The focus now is on the
recovery of performance
following the impact of covid. 
Actions agreed via email and
formal notes from recovery
meetings. CCG recovery
template updated at recovery
meetings.

Minutes of meetingsThe CCG is
following guidance
issued by NHSEI
and working with
provider
colleagues to
develop and
submit plans for
recovery.

None
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Newcastle Gateshead CCG Risk Matrix 
 

Risk consequence 
 1 2 3 4 5 

Descriptor 
Negligible 
(very low) 

Minor (low) Moderate (low) Moderate (high) High 

Operational  Minor reduction in 
quality of treatment or 
service. 
 
No or minimal effect 
for patients / 
customers 
 
Loss/interruption >1 
hour. 

Single failure to meet 
national standards of 
quality of treatment or 
service. 
 
Low effect for small 
numbers of patients / 
customers 
 
Loss/interruption >8hour. 

Repeated failure to meet 
national standards of 
quality of treatment or 
service. 
 
Moderate effect for 
multiple patients / 
customers if unresolved. 
 
Loss/interruption >1 day. 

Ongoing non-
compliance with 
national standards of 
quality of treatment or 
service. 
 
Significant effect for 
numerous patients / 
customers if 
unresolved. 
 
Loss/interruption >1 
week. 

Gross failure to meet 
national standards 
with totally 
unacceptable levels 
of quality of 
treatment or service. 
 
Very significant 
effect for a large 
number of patients if 
unresolved. 
 
Prolonged loss of 
service or facility.  

Reputational Not relevant to 
mandate priorities. 
 
No adverse media 
coverage. 
 
Recognition from the 
public. 
 
Rumours 

Minor impact on achieving 
mandate priorities. 
 
Low level of adverse 
media coverage. 
 
Small amount of negative 
public interest. 
 
Short term damage with 
stakeholders. 
 
Minor effect on staff 
morale. 

Moderate impact on 
achieving mandate 
priorities. 
 
Moderate amount of 
adverse media 
coverage. 
 
Moderate amount of 
negative public interest. 
 
Significant effect on staff 
morale. 
 
Longer term damage 
with individual 
stakeholders. 

High impact on 
achieving mandate 
priorities. 
 
High level of adverse 
media coverage > 3 
days. 
 
Negative impact on 
public confidence. 
Widespread 
stakeholder damage. 

Mandate priorities 
will not be achieved. 
 
National adverse 
media coverage > 3 
days. 
 
Damaging to the 
CCG's reputation to 
a degree that the 
public lose 
confidence in the 
NHS as a safe place 
for care. 
 
Sustained and 
widespread 
stakeholder 
damage.  

Financial Small loss  
 
Risk of claim remote 

Loss of 0.1–0.25 per cent 
of budget  
 
Claim less than £10,000 

Loss of 0.25–0.5 per 
cent of budget  
Claim(s) between 
£10,000 and £100,000 

Uncertain delivery of 
key objective/Loss of 
0.5–1.0 per cent of 
budget  
Claim(s) between 
£100,000 and £1 
million 
Purchasers failing to 
pay on time 

Non-delivery of key 
objective/ Loss of >1 
per cent of budget  
Claim(s) >£1 million  
Failure to meet 
specification/ 
slippage  
Loss of contract / 
payment by results  

Inspection / 
Audit 

Minor 
Recommendations  
 
 
Minor non-compliance 
with standard and/or 
policies  

Recommendations given 
 
 
Non-compliance with 
standards and/or policies. 

Reduced rating. 
Challenging 
recommendations. 
 
Non-compliance with 
core standards and/or 
policies  

Enforcement action 
Critical report and low 
rating 
 
Major non-compliance 
with core standard 
and/or policies. 

Prosecution. 
Zero Rating. 
 
 
Severely critical 
report. 

Staffing and 
Skill Mix 

Short term low staffing 
level temporarily 
reducing service 
quality <1 day. 

Ongoing low staffing level 
reducing service quality. 

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

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

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

Injury Minor injury not 
requiring first aid. 

Minor injury or illness, first 
aid treatment needed. 

RIDDOR/ Agency 
needed. 

Major injuries or long-
term 
incapacity/disability. 

Death or major 
permanent capacity.  

Patient 
Experience  

Unsatisfactory patient 
experience not directly 
related to patient care. 

Unsatisfactory patient 
experience- readily 
resolvable. 

Serious 
mismanagement of 
patient care. 

Serious 
mismanagement of 
patient care. 

Totally 
unsatisfactory 
patient outcome or 
experience. 

Data Security 
and 
Protection 

There is absolute 
certainty that no 
adverse effect can 
arise from the breach 
  

A minor adverse effect 
must be selected where 
there is no absolute 
certainty.  
 
A minor adverse effect 
may be:  
 
The cancellation of a 
procedure but does not 
involve any additional 
suffering. 

An adverse effect may 
be: 
 
Release of confidential 
information into the 
public domain leading to 
embarrassment. 
 
Unavailability of 
information leading to 
the cancellation of a 
procedure that has the 

Potential pain and 
suffering / financial 
loss: 
 
Reported suffering 
and decline in health 
arising from the 
breach. 
 
Some financial 
detriment occurred. 
 

Death / catastrophic 
event: 
A person dies or 
suffers a 
catastrophic 
occurrence. 



Newcastle Gateshead CCG Risk Matrix 
 

 
Disruption to those who 
need the data to do their 
job. 

potential of prolonging 
suffering but does not 
lead to a decline in 
health. 
 
Prevention of someone 
doing their job such as 
cancelling a procedure 
that has the potential of 
prolonging suffering but 
does not lead to a 
decline in health. 

Loss of bank details 
leading to loss of 
funds. 
Loss of employment. 

 

 
Table 2:   Likelihood score 

Likelihood 
score  

1 2 3  4  5  

Descriptor Rare Unlikely Possible Likely Almost certain 

Frequency 
How often 
might it/does 
it happen 

Only occurs in 
exceptional 
circumstances, 
> 5-year period 

Could occur at 
sometime within 1 
to 5 years  

Could occur in the 
next 12 months  

Will probably 
occur in the next 6 
months  

Expected to occur in 
the next 3 – 6 
months  

 
 



 

Cover Sheet 
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Purpose (click one box only) 
Decision ☒ Information ☐ 

  

Classification 
(delete as appropriate) Official 

  

Meeting NHS Newcastle Gateshead CCG Governing Body Meeting 

Date 24 May 2022 Agenda Item 12.1 

  

Report Title Risk Register Report 
  

Lead Director & 
Report Author 

Director:  Mark Adams 
Title :   Chief Officer 

Author: Neil Hawkins 
Title:   Head of Corporate Affairs 

   

Synopsis 

The purpose of the paper is to provide a risk management update for review and 
discussion, including: 

• A report on the CCG Assurance Framework; and 

• An update of any operational risks scored 20 or above.  
  

Implications and 
Risks 

This report is in accordance with the CCG Risk Management Policy CCG CO14. 

  

Recommendation 

Governing Body is asked to: 

• Note the content of the Assurance Framework and extreme and high 
operational risks; 

• Discuss whether this accurately reflects the CCG’s risk profile and whether 
any further action is required to manage the risks. 

  

Benefits to patients 
& the public / link to 
strategic objectives 

Patients and the public will be given assurance that the CCG, through its 
governing body and constituted committees, is undertaking the roles and 
responsibilities for which it was established. 

  

Resource 
implications 
(finance; HR) 

No resource implications have yet been identified. 

  

Legal / equality & 
diversity / 
sustainability 
implications 

To comply with the legal requirements of the Health and Social Care Act 
2012. 

There are no implications for any of the nine protected characteristics. 

There are no sustainability implications. 
  

Report history Previous reports to the Governing Body 
  

Next steps  
  



 

2 

Appendices 

Appendix 1: Risk Report on the Assurance Framework 
Appendix 2: Assurance Framework 
Appendix 3: Operational risks scored 20 and above  
Appendix 4: Risk Matrix (for information only when reviewing risks) 

 

Submission checklist – to be completed by author ahead of inclusion on meeting 
agenda 

Has the paper been cleared by the lead 
Director? Yes ☒              No ☐ 

Does the covering paper clearly state what 
the Committee are asked to do – i.e. clear 
recommendations? 

Yes ☒              No ☐ 

Have the CCG finance team been consulted 
about any resource implications? Yes ☐       No ☐        N/A ☒ 

Person(s) consulted:  

Are there any wider implications that 
require consideration – HR, contracting, 
procurement, etc? If so, have CCG leads 
been consulted? 

Yes ☐       No ☐        N/A ☒ 

Person(s) consulted:  

Does the proposal realise any savings that 
could be captured through QIPP – if so 
have the PMO been consulted? 

Yes ☐       No ☐        N/A ☒ 

Person(s) consulted:  
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Governing Body – Risk Update as at 10 May 2022.  
 

 
1. Introduction 

 The purpose of this paper is to: 
 

• Present Governing Body with a summary of the Assurance Framework and; 

• Operational risks rated as extreme. 
 
 The reporting period is 17 March to 10 May 2022.  
 

2. Risk Reporting 
 

Each management Committee now receives a risk register specific to its remit, as 
well as visibility of other risks where relevant.  
 
Governing Body in its role of providing strategic oversight of the CCG continues to 
receive an update on the Assurance Framework (i.e. all strategic risks). In 
addition, extreme operational risks are included for further assurance. 

 
2.1 Assurance Framework 

 
Governing Body has oversight of the CCG’s Assurance Framework.  

 

• One new strategic risk has been opened in the reporting period: 
 

o 2605 – Elective recovery programme.  Patients are waiting longer for 
elective procedures as a result of COVID 19 which means that the CCG 
may not the 18-week target and there is a risk of potential harm to 
patients who are awaiting treatment.  Each Trust has a robust recovery 
programme and the CCG has put weekly planning and review meetings 
in place.  The risk has a residual score of 12 A (high) and supersedes risk 
2342 which was closed in the previous period. 

 

• No strategic risks were closed during the reporting period. 
 

• Two strategic risks have changed score during the reporting period:  
 
o 1300 – Ability of the CCG to establish, manage robustly and provide 

assurance of formal primary care commissioning arrangements.  As a 
result of uncertainties in future governance arrangements the risk has 
increased from 8 Y (moderate) to 12 A (high). 

 
o 1303 – Failure to ensure that commissioned services deliver adequate 

standards of infection control. The risk has reduced from 9 Y (moderate) 
to 6 G (low) as a result of satisfactory control measures in place and 
establishment of an ICS anti-microbial resistance board. 

 
Full details of the Assurance Framework can be found in Appendix 2. 
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2.2 Extreme operational risks 
 

• There is currently one extreme operational risk scoring 20 and above.  
 

• One extreme operational risk has reduced in score in the period: 
 

o 2270 – Provision of IAPT services in Newcastle.  A new service 
specification was drawn up to meet national targets.  Tenders were 
received March 2022 and evaluation of bidders completed in April 2022. 
Recommended Bidder Report went to CCG Executive Committee 
19.04.2022 and CCG Governing Body on 26.04.2022.  The risk has been 
reduced from 20 R (extreme) to 16 A (high). 

 

• No new extreme operational risks have been added to the CCG’s risk 
register in the current reporting period. 
 

• No extreme operational risks have been closed in the reporting period.  
 

Details can be found in Appendices 1 and 3. 
 
 
2.3 All CCG risks 

 

• No new operational risks have been added to the CCG risk register in the 
reporting period. 
 

• Three operational risks have reduced in score: 
 
o 2262 - As a result of proposed legislative changes which will introduce 

the Liberty Protection Safeguards (LPS) the CCG will become a 
responsible body. If the CCG is not able to fulfil its legal responsibility for 
LPS there is a risk that patients may be unlawfully detained presenting a 
risk to patients and legal challenge, civil action, financial costs (e.g. 
compensation or legal costs).  CCG will engage with the government's 
planned consultation on LPS which is open until 7 July 2022.  Delays in 
the legislation mean that this risk is less significant and the residual score 
has reduced from 10 Y (moderate) to 8 Y (moderate). 

 
o 2313 – Risk of reduced level of safeguarding referrals and self-reported 

disclosure as a result of the corona virus pandemic and restrictions on 
normal service delivery.  The safeguarding team has now recruited to all 
posts and service is back to business as usual.  The risk has been 
reduced from 16 A (high) to 12 A (high). 

 
o 2315 – Financial uncertainty for the CCG after the current COVID 

financial provisions end caused by increased surges in activity meaning 
that costs are materially different form historic forecasts.  The risk has 
satisfactory controls and has ben reviewed to be unlikely to materialise.  
The residual score has been reduced from 12 A (high) to 8 Y (moderate). 
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• Work to align risks to the CCG localities has begun with five risks aligned 
to Gateshead locality and duplicated for the Newcastle locality:  

o Learning disability transformation programme. There is a risk that 
insufficient system capacity to care for patients who are transferred to 
the community setting as a result of the national requirement to deliver 
the bed closure trajectory. The risk has a score of 12 A (high).  Risk 367 
is aligned to Gateshead and 2607 to Newcastle. 
 

o Mental Health 5YFV (exc. IAPT). There is a risk that the CCG will be 
unable to deliver the requirements of the mental health five year forward 
view. The risk has a score of 12 A (high).  Risk 2261 is aligned to 
Gateshead and 2608 to Newcastle. 

 
o Children and Young People's access to mental health services. There is 

a risk that CYPS patients do not receive the right treatment and access 
to services at the right time. The risk has a score of 16 A (high). Risk 
2263 is aligned to Gateshead and 2609 to Newcastle. 

 
o Locality Autism diagnosis and support. There is a risk that diagnosis 

and/or post diagnosis support for patients with autism is not provided 
timely or effectively. The risk has a score of 12 A (high). Risk 2264 is 
aligned to Gateshead and 2610 to Newcastle. 

  
o Eating disorder services. There is a risk that eating disorder diagnosis 

and ongoing care is not accessible, provided timely or to an adequate 
quality. The risk has a score of 6 G (low).  Risk 2271 is aligned to 
Gateshead and 2611 to Newcastle. 

 

• No operational risk have been closed in the reporting period. 
 

 
3. Recommendations 

 
Governing Body is asked to review the Assurance Framework and Extreme 
operational risks and discuss whether: 

 

• The CCG’s strategic risk profile is an accurate representation; 

• Whether the correct risks are being highlighted as Extreme; 

• Whether sufficient actions are being taken to manage the risks.  
 

Appendices 

Appendix 1: Risk Report on the Assurance Framework 
 
Appendix 2: Assurance Framework 
 
Appendix 3: Operational risks scored 20 and above (extreme) 
 
Appendix 4: Risk matrix (for information only when reviewing risks) 
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Enclosure 13.1(a)? 

 Executive Committee 
Tuesday 29 March 2022 – 10:00 – 10.30 

Via MS Teams 

MINUTES 

 

Chair Dr David Jones 
Present Mark Adams, Joe Corrigan, Neil Hawkins, Bill Cunliffe, Dr Georgina 

Butler, Julia Young, Dr Mark Dornan, Lynn Wilson, Jackie Cairns, Dr 
Sangeetha Bommisetty 
 

Apologies                              Dr Dominic Slowie, Dr Helen Ryan. 
In attendance  
PA Support                Louise McAndrew 

  Action 

1 Welcome 
Dr David Jones (Chair) welcomed everyone to the meeting 

 

 1.1 Quoracy 
The meeting was declared quorate. 
  

 

 1.2 Conflicts of Interest 
None noted 

 

 1.3 Minutes  
Minutes from previous meeting 25 January 2022.  These were agreed. 

 
 

 1.4 Matters arising from the previous minutes / review of action log 
No matters arising 
 

 

 The Executive Committee was conducted via tele conference due to the current 
COVID period. Recognising that some of the responses could not to be left 

inactive in these current circumstances. 

 

2 Commissioning and Contracting 
Newcastle and Gateshead 
No agenda items 

 

 
 
 

3 For information only 
No agenda items 
 

 
 

 

4 Governance 
 
4.1  Risk register 

Neil Hawkins presented the paper which provided a risk management update for 
review and discussion for the period 04 January to 17 March 2022, including: 

• A risk register containing risks specific to strategy and decision making 
and operational performance allocated to Executive Committee;  

• An update of any risks scored 12 or above (across all CCG risks) 
including any significant changes,  

• Details of any recommendations to close risks, 

• Details of any new risks that have been added to the risk register 
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Neil also shared the slides on the screen. 
 
Neil noted that they are starting to look at which risks are place specific looking 
ahead to 1st July. 
  
Bill Cunliffe raised that in the last few weeks Joe Corrigan has discussed the  
financial gap they are working on and he asked if there are any risks that capture 
this?  Neil confirmed that the financial situation is an ICB position but it does 
impact the CCG so we could tweak the register but there are ongoing 
negotiations which will have hopefully been concluded by the time the register is 
next updated.   
 

5 Any other business 
 

 

 Next Meeting 
TBC Via MS Teams 
10:05 – 10:30 
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Newcastle Gateshead CCG 
Enclosure 13.1(b) 

Quality, Safety and Risk Committee 
Thursday 3 March 2022, 2 – 4pm 

Meeting via Microsoft Teams 

 

 
In attendance; 

 

Margaret Stewart (Chair)           (MS) Lay Member 

Paul Gertig                                (PG) Lay Member 

Julia Young                                (JY)                         Executive Director of Nursing 

Sangeetha Bommisetty              (SB) CCG Clinical Lead for Quality 

Neil Hawkins                              (NH) Head of Corporate Affairs 

Kirstie Atkinson                          (KA) Clinical Quality Manager (NECS) 

Richard Scott                             (RS) Designated Nurse Safeguarding Adults 

Mark Anderson                          (MA) Designated Medical Officer 

Lauren Graves                           (LG) Project Support Officer 

Dawn Robson                            (DR) Nurse Co-ordinator 

Ann Garside                              (AG) PA Support 

Item  Action  
1. Welcome and Introductions 

Margaret Stewart welcomed everyone to the meeting.  The Chair mentioned the 
recent TV series ‘Our Geordie Hospitals’ which showcased NuTHFT.  Some 
excellent examples of quality in care were evident in the programmes.  It was 
agreed that the staff featured could be considered as role models. 
 

 

2. Apologies for absence 
Bill Cunliffe, Dominic Slowie & Neil Macknight 
 

 

3. Quoracy 
The meeting was declared to be quorate 
 

 

4. Declarations of Conflict of Interest 
None 
 

 

5. 
 
 
 
 
 
 
 
 
 
 
 

Notes of previous meeting held 06.01.2022 
The notes were agreed as a true and accurate record. 
 
5.1   Action Log 
Items 1 - 3 complete.  Remove from Action Log. 
 

• Never Event wrong lens report 
Report on this agenda.  Remove from Action Log 
 

• Ophthalmology progress – Approved notes from Extraordinary 
Deep Dive meeting to be shared when available  

Notes shared with QSR Committee.  Action complete 
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 Ophthalmology Deep Dive minutes, 24.05.21 
 
Very serious concerns expressed by QSR Committee though it was noted that 
these minutes dated back to 10 months previously.  It was questioned whether 
the problems of patients lost to follow up could be due to long term poor 
management with lots of actions required to correct.  It was also queried whether 
QSR has assurance that Ophthalmology recall and appointment systems have 
now been rectified.   In discussion it was noted that much improvement work has 
been undertaken, including the appointment of Fail Safe Officers.  The new 
processes in place are intended to prevent patients being lost to follow up.  KA 
also noted that Newcastle Hospitals hope to implement a robust electronic 
clinical system.  Two systems have been considered but had some compatibility 
issues.  The risk cannot reduce completely until an appropriate system is 
procured.  Progress is being made to get the right system in place.  KA 
confirmed that this item is monitored by QRG and is a standard agenda item. 
 
Whilst waiting lists are reducing there are still a significant number of long waits 
outstanding.  It was noted that some work is being out-sourced to Optegra and 
Spa Medica to help clear waiting lists but patients were being moved only after 
consultation. 
 
SB noted that for patients with minor eye conditions requiring less complex care, 
it was hoped that this could be provided in the community.  There was also the 
possibility that GP's may be upskilled.  Some conversations taking place with the 
Local Optometry Committee but this idea has already been suggested over 
many years. 
 
The Chair noted the Q3 SI report notes "Nurse Practitioners and Optometrists 
should have clear lines of management and medical support" and queried 
whether QSR Committee is assured that there is appropriate clinical governance 
in place for staff.  It was confirmed that staff will operate under strict Patient 
Group Practitioner guidelines.    PG noted there should be re-assurance over 
the practitioners with more direct evidence rather than assumption. 
 
 

 
 
 
 
 

6. Integrated Quality, Safety & Risk Reports 
 
Kirstie Atkinson (KA) attended QSR to update around the Clinical Quality 
Exception Report, including the CCG Exceptions Dashboard. 
 
The purpose of the report is to provide QSR Committee with an update on the 
quality measures and assurance that actions are being taken with providers 
where necessary.  All issues/exceptions raised will be discussed in Quality 
Review Groups to gain assurance/details of mitigating actions in place. 
 
The following observations were noted;  
 
NuTHFT   Page 8 – Never Event wrong side surgery.   
This involved a North Tyneside patient with bladder cancer and thus will be 
referred to North Tyneside SI Panel.  QSR Committee expressed concern about 
potential harm to the patient. 
 
NuTHFT   Page 14 – Nurse recruitment.   
Current vacancy rate is 6.15% with around 60 vacant posts.  Good news noted 
on recruits from India and the Philippines.  NuTHFT due to go out to advert for 
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another cohort and GHFT to go out to international recruitment for the first time.  
Both Trusts hoping to build a community for the new recruits. Noted however 
that staff vacancies are a major issue and all Trusts were reporting above the 
England average for staffing issues but are recognising the impact caused by 
the pandemic.  GHFT looking to undertake a piece of work with staff suffering 
symptoms similar to PTSD.   
 
NEAS   Page 17 – NEAS average handover times remains high.  
Northumberland CCG leading work with NEAS to undertake some further 
improvement work where the whole pathway will be looked at.   
 
Primary Care Quality   Page 19 - CQC inspections.   
Three GP practices (two in Newcastle and one in Gateshead) have been 
inspected recently and rated as 'requires improvement'.  It was noted that many 
problems arose as a result of the pandemic and some common themes 
identified.    
 
Action: QSR Committee received and noted the content of the Clinical 
Quality Exception Report 
 
 

7. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Safeguarding Updates 
 
7.1   Safeguarding Adults 
Richard Scott (RS) attended to present the Safeguarding Adults update to QSR 
Committee 
 
RS reported a continued increase in Safeguarding Adults activity throughout 
November and December with some correlation noted between activity and 
lockdown periods.  Neglect and Acts of Omission remain the highest category of 
abuse, together with a significant increase in self neglect.  Some themed 
reviews are being undertaken. 
 
Whilst the overall proportion of neglect and acts of omission remains largely 
similar, physical abuse and financial abuse have both risen significantly.  Covid 
and associated restrictions have led to abuse and neglect being more hidden. 
 
As well as Safeguarding concerns there have been a high number of referrals 
into the Safeguarding Adults Review (SAR) Committee (in Newcastle and across 
the North East Region) involving self-neglect. Cases are referred to the SAR 
Committee where an adult has died or suffered serious harm due to abuse or 
neglect and there is a concern about how professionals and agencies have 
worked together.  
 
The Newcastle Safeguarding Adults Board (NSAB) have agreed to undertake a 
Themed Review of Self Neglect during March 2022.  The review will use the 
experience of front-line practitioners to explore what the NSAB need to do to 
support practitioners to improve the identification and management of Self 
Neglect. 
 
The CCG Adult Safeguarding Team continues to be actively involved in the 
management of care home safeguarding and quality concerns which have 
escalated during lockdown.  During 2021 a total of eight care homes were taken 
into the Serious Provider Concerns (SPC) process in Gateshead.  In the case of 
two homes this has led to closure or a decision to move the residents. 
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One of the homes has an ongoing police investigation.  Notice was served on 
the home and the residents moved out successfully before Christmas. 

 
The second is a home for residents with very complex needs.  The last two 
residents will be moved out on the 7 March and the home will eventually close.   
PG noted paragraph 2.41 it was good to see the approach to pick up concerns 
at an earlier point to prevent escalation through the Serious Provider Concerns 
process. 
 
With regard to Prevent and Counter Terrorism, the UK threat level is presently 
'Substantial'.  Increased numbers of children and young adults are being 
referred to Prevent.  There has also been an increase in Cyber threats which 
enable people to become radicalised online.  The CCG Safeguarding Team 
continues to attend Prevent meetings to consider local and emerging cases. 
 
The Safeguarding Team continue to support work around Asylum Seekers both 
in Newcastle and Gateshead.  Some issues have escalated over the last few 
months regarding safeguarding issues not being reported.  Working with the 
Home Office and the Support Provider to make sure  safeguarding issues are 
addressed. 
 
In July 2021 RS developed a funding proposal for NHSE for an ICS pilot to 
develop Forensic Examination for adults who present with unexplained or non-
accidental injuries.  The bid was successful and NHSE awarded funding of 
£10,000 to Newcastle Gateshead CCG to support the pilot through to December 
2022.  The proposed Forensic Examination pilot will focus on primary care with 
the key aspect being to provide training and support to clinical staff in primary 
care settings to increase forensic awareness of patients who present with 
injuries. 
 
RS reported there are currently two vacancies in the Safeguarding Team which 
means the team is unable to service all of the meetings they are invited to but 
RS confirmed that statutory responsibilities are being maintained. 
 
 
7.2   Safeguarding Children 
In the absence of Trina Holcroft, Richard Scott (RS) updated on the 
Safeguarding Children report which highlights the current challenges, risks and 
actions taken in relation to Safeguarding children across Newcastle and 
Gateshead. 

 
The impact of the Covid pandemic on children and families continues to be 
evident.  Gateshead has seen an increase in referrals to their initial response 
team.  Gateshead has also seen an increase in children becoming subject to 
Child Protection Plans and entering care.   
Newcastle has seen less of an increase and referrals have been consistent 
however the number of children in care remains high. The factors relating to 
referrals continue to include parental mental health, child mental health, 
domestic abuse and parental substance misuse.  
 
The Police are reporting ongoing incidents of peer-on-peer sexual assaults 
involving children as young as 12 years of age. 
 
RS noted since the last report there has been an incident of a shaken baby, 
aged seven weeks who has suffered significant lifelong injuries.  The Police 
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investigation is ongoing but some immediate learning identifies a lack of contact 
with fathers.  It was noted it was sometimes difficult to obtain information from 
mothers and sometimes if questioned mothers simply re-register with a different 
GP practice. 
Members noted it was reassuring to read that sharing of information will be 
joined up. 
 
With regard to Asylum Seekers, some problems noted with regard to the lack of 
reporting of safeguarding concerns by the current support provider Mears who 
accommodate asylum seekers in both Newcastle and Gateshead.  Initial 
concerns related to males but since children and families have been placed into 
additional sites more concerns have come to light.  There is evidence that more 
serious incidents have occurred with no action taken.  A written response to the 
Home Office is being considered. 
 
Section 6.2 Access to Records.  RS noted there were concerns around patients 
having full access to their health record which was due to go live in December 
2021 but has been halted until April 2022.  From a Safeguarding perspective 
there are clear risks around accidental disclosure of information eg in cases of 
domestic abuse or safeguarding children.  This has been placed on the CCG 
Risk Register although it is a national issue and has been raised with NHSE.  
 
MS referred to section 5.2 in relation to children attending NuTH and the QE with 
self-harm and those children intending to self-harm.  The school referred the 
children to ED as they knew they would be seen in a timely manner but surely 
the more appropriate place would be the Mental Health service. 
It was noted CNTW plan to do further work with schools to signpost to services 
other than ED who could meet the needs of the child.  
 
 
7.3   Looked After Children 
In the absence of Ellen Robinson, Richard Scott (RS) updated on the LAC report 
 
RS noted numbers remain high for LAC.  Gateshead saw a slight increase in 
numbers and Newcastle a slight decrease, although both areas have numbers 
above the regional and England figures. 
 
Dental checks have decreased across the board due to the impact of Covid 19 
on access to dental services.  The figures are expected to recover for the period 
2021-2022.  
 

1. Timeframes for both Initial and review health assessments in Gateshead are 
being maintained.  Most statutory health assessments are completed face to 
face but some virtual appointments may still be undertaken.  There are plans in 
place to improve time frames for the end of the year.   

2.  
3. There have been two untimely deaths of care leavers in the last 12 months. 
4. The regional LAC network meeting has identified care leavers as a priority for 

this year and a task & finish group is considering options for local scoping and 
review mechanism of early deaths. 

5. The role of Named Doctor LAC remains outstanding within both provider 
organisations.  It is hoped this will be filled within future recruitment. 
Currently the functions of the Named Doctor are undertaken by the Designated 
Doctors within each Foundation Trust. 
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Action: QSR Committee received and noted the content of the three 
Safeguarding reports 

 
6.  

8. 
 
 
 

Corporate Governance documents for approval/noting 
 
8.1  Risk Register & Assurance Framework 
Neil Hawkins (NH) updated QSR Committee on the Risk Register report.  The 
purpose of the paper is to provide a risk management update for review and 
discussion including; 
 

• A risk register containing risks specific to quality and safety 

• An update of high and moderate risks (across all CCG risks) including 
any significant changes 

• Details of any recommendations to close risks 

• Details of any new risks that have been added to the risk register 
 
NH noted there were no significant changes to report. 
No risks have been opened during the period. 
No risks have been closed during the period.  
 
NH advised that the CCG will soon be moving to a new way of working.  Risks 
will be considered in accordance with the Gateshead and Newcastle Plans.  
There is a need to consider which risks need to go up to the Integrated Care 
Board (ICB) and those which need to go to Place. 
 
One risk has increased in score during the reporting period:  
 
Risk 2261 – Mental Health 5YFW (exc IAPT)  Failure to deliver the requirements 
of the mental health five year forward view, caused by the impact of COVID-19 
on service transformation, finance, workforce and greater than planned demand. 
The risk has now been increased to high. 
 
Two risks have reduced in score during the reporting period: 
 
Risk 2271 – Eating Disorder Services.  Eating disorder diagnosis and ongoing 
care is not accessible, provided timely or to an adequate quality.  The risk has 
now been reduced to low. 
 
PG noted it may be too early to reduce this risk in view of present performance.  
NH will refer back to Catherine Richardson for further clarification. 
 
Risk 2314 - CHC assessments adversely affected by COVID.  The risk has now 
been reduced to moderate. 
 
The 3 red risks are as follows; 

• 2270    Provision of IAPT Services 

• 2235    Capacity to meet performance targets for diagnosis, treatment, 
cancer & A&E. 

• 2342    CCG strategic & operational plans need reviewing post COVID 
and in light of new planning guidance which is expected to include coping 
with future surges. 

 
The Chair raised a query concerning the IAPT Service and questioned the 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

NH 
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process after the 31 July?  It was confirmed that a Tender had gone out and 
Bids will be considered.  It is an open procurement for the service. 
 
NH noted a Governing Body session was being arranged to discuss the 
operating arrangements of the ICB.  A shadow ICB will be in place from April – 
July 2022.  This will focus on Board development and readiness to operate from 
July.  At the present time it is difficult to envisage a shadow Board when not all 
executve posts have been recruited to.  There is also the possibility of having 
Place based Boards.  The Operating model and structure are required in the first 
instance to confirm roles and responsibilities. 
 
Action:  QSR Committee received and noted the content of the Risk 
Register report 
 
 
8.2   Information Asset Register  
 
Neil Hawkins (NH) updated QSR Committee on the Information Asset Register 
 
NH noted that the CCG maintains an Information Asset Register (IAR) as part of 
Information Governance requirements.  The purpose of the IAR is to ensure the 
CCG is aware of all of its information assets and has a legal basis for processing 
any that include personal or personal sensitive data.   
The IAR is not a new requirement and the CCG has maintained an IAR since its 
inception which has formed an essential element of assurance when submitting 
the annual IG Toolkit response. 
 
The document has been brought to QSR Committee for oversight and 
assurance.  It is a standard document, reviewed annually, and is available on 
the CCG website. 

 

Action:  QSR Committee received and noted the content of the Information 
Asset Register 
 
 
8.3   Corporate Policies/SOP extension 
 
NH advised that in light of the pending ICB transition, the NECS Governance 
Team has been liaising with CCGs in relation to ICB corporate policy 
development.  The NECS Governance team has reviewed the current CCGs    
Policy & SOP management matrices and have identified individual CCG policies 
& SOPs that are approaching expiry prior to the 31 March 2022.  As a result, it is 
recommended that these be extended in their current form until 30 June 2022 in 
view of current data changes. 
 
As part of the ICB Governance Workstream some work is being undertaken to 
draft policies (based on the current CCG suite of policies) for the ICB to consider 
and adopt when statutory responsibilities transfer from the CCG to the ICB. 
QSR Committee noted formal approval of this arrangement. 
 
Action: QSR Committee received and approved the extension request 
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9. 
 
 
 
 
 

SEND Updates 
 
9.1   Gateshead Place 
In the absence of Catherine Horn, Lauren Graves (LG) and Dawn Robson (DR) 
attended to update QSR Committee on the Gateshead Place SEND 
 
LG is a Project Support Officer in the Gateshead Place SEND team and she 
noted that Erin Harvey had been appointed as the Designated Clinical Officer 
supporting the SEND agenda. 
 
LG advised that the SEND team had been successful in receiving non-recurrent 
funding from the CCG to support several time limited projects.  All projects will 
be robustly evaluated to show what impact they have had and hopefully they will 
continue. 
 
The CCG has also agreed funding for a two-year pilot service in Gateshead 
around a trauma informed approach for high vulnerability children and young 
people aged 5 – 25 years.  NHSE will take the pilot into the Vanguard to support 
research and evaluation. 
 

The following observations were made; 

 
A query was raised regarding Platform in Gateshead.  LG noted this service 
works with young people in Gateshead up to age 18 to provide support around 
drug, alcohol and substance misuse in order to help them make informed 
choices about their lifestyle. 
 
LG noted that the referral form for the service appeared very complex and the 
children, young people and families team have been working with the service to 
streamline the referral process for primary care.  A new referral template will be 
made available on the EMIS system for referral to Platform. 
 
The Chair noted it was good to read about the Special School Eyecare Service.  
DR is the Nurse Co-ordinator within the SEND team and reported that all special 
schools had signed up to the Eyecare Service.  Two of the schools have now 
had Eyecare Teams assigned to them.  It was noted that children with learning 
disabilities are 28 times more likely to have a sight problem than any other 
children and poor eyesight impacts on behaviour. 
 
Page 7 – Report notes that the mental health team in schools had not worked 
with any young people from the Jewish community but have held discussions 
with Keser School regarding the possible delivery of "Inemojo" training to the 
school.  LG noted it was difficult to work in the same way with the Jewish 
community.  
 
PG noted that it was good to see so many different services being provided and 
suggested a map would be useful to direct access to services.  LG advised that 
the Children & Families page on GP Teamnet does show referral processes.  LG 
also advised the Platform service gets information from A&E to enable them to 
contact children either at home or school. 
 
A query was raised concerning the Year 10 – 13 Students Careers Event. 
LG advised this event was a Local Authority initiative held at the Dryden Centre. 
The purpose of the event was to familiarise young people with post 16 options to 

 
 
 
 
 
 
 



 

9 
 

expand their horizons, lessen anxieties of both young people and their 
parent/carers about making transitions.  It offered the opportunity for the SEND 
team to attend and promote information around the teenage resource and this 
was very well received.   
 
JY noted she had attended a SEND Away Day on Monday which had been a 
really good event.  With regard to children with very complex needs she noted a 
lot of work had been done on transferring from Children's Community Care into 
Adult CHC but there is a need to join everything up from a young person and 
families perspective to make the transition more seamless. 
  
It was noted that Fiona Steadman was the GP Clinical Lead at present but was 
leaving her post.  It is hoped that the position will be re-filled. 
 
The Chair noted that the SEND report was comprehensive and very well written. 
She asked that congratulations be noted for all of the splendid work being 
undertaken. 
 
Action:  QSR Committee received and noted the update 
 
 
9.2   Newcastle Place 
 
Mark Anderson (MA) - Consultant Paediatrician and DMO for SEND attended to 
update QSR Committee on the Newcastle Place SEND. 
 
MA advised the Children & Families Newcastle model is a new approach to 
bring services together to support children and families.  As services are more 
joined up in communities it means that children, young people and families need 
tell their story only once. 
 
MA noted that the model is progressing at speed. 
There are four community hubs located across the City which have multi-
disciplinary working.  They provide friendly safe spaces with services for babies, 
children, young people and families.  The hubs link with smaller organisations 
and services across their locality, voluntary sector organisations and schools to 
create a network of buildings in each locality.  Services that will be available 
from hubs include health visiting, family support, community midwifery, mental 
health support, children’s therapies, youth provision, training opportunities, 
childcare and employability services. 

 
PG suggested it would be worth looking at work previously done with health 
partners. 
 
The Chair queried whether there was a risk that people are referred into a 
service where they cannot be helped.  MA noted that the idea is that family 
partners will be aware that it was inappropriate from the unnecessary referral. 
MA noted in excess of 300 young people referred to EHC panel and the chair 
queried how many of these were successful.  MA confirmed around 80% 
success rate.  
 
The Chair noted that the paper mentions waiting lists for SALT and OT remain a 
concern.  MA noted if there is a better universal offer at the outset this could be 
avoided.  The plan is for a more nuanced approach to address a child's needs. 
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The Chair noted again this was a very good report and it was good to note all of 
the work being carried out. 
 
Action: QSR Committee received and noted the update 
 
 

10. 
 
 
 
 
 
 
 

Covid 19 Update 
Julia Young (JY) provided an update to QSR Committee 
 
JY noted that the numbers of Covid patients were reducing. 
As at this morning Newcastle Hospitals had 50 Covid patients with three in ITU 
and one on ventilation. 
The staff absence is presently around 7%. 
Following the change in vaccination requirements, this will now help get staff 
back to work. 
NEAS still has challenges with staff absence. 
Overall staff are exhausted with the pandemic over the last two years and will 
struggle with elective recovery. 
 
JY reported that discussions now are around living with Covid and how staff can 
get back to work.  Many CCG staff consider they are more productive when 
working from home.  With a full diary and factoring in travel between face to face 
meetings this means the person is less productive.   
 
Staff are dealing with the Covid impact, the re-organisation, general resilience 
and EPRR.  The CCG is a Category 2 responder but the ICB will be Category 1. 
 
The Chair queried progress with elective surgery.  JY advised that some work is 
being undertaken to utilise the independent sector.  From a non-elective 
perspective one of the the problems is patients walking into A&E and presenting 
with several illnesses. 
 
Bed capacity is linked to IPC guidance.  If a bed is available there should be 
staff to cover it. 
 
Action: QSR Committee received and noted the update 
 
 

 

11. Serious Incidents reports (for information) 

Kirstie Atkinson (KA) provided an update to QSR Committee. 
 
11.1   Q3 Serious Incident report 
 
The following observations were made; 
  
Page 20 - Since Q4 2018/19 Ophthalmology (RVI) has reported 23 Serious 
Incidents (SIs) making the department the highest reporter of SIs within NuTHFT 
(see Item 5.1 above).  As a result of investigation reports a number of actions 
were noted.  QSR Committee noted the following; 
 

• Nurse Practitioners and Optometrists should have clear lines of 
management and medical support when seeing patients independently. 
A process would be established for this.  QSR Committee expressed 
surprise that this was not already in place. 
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• As a result of a never event involving selection of an incorrect lens (see 
item 11.2 below), a review of lens storage and practice in relation to lens 
availability prior to the start of ocular procedures had been undertaken.  
 

• Two Fail Safe Officers are now in place to prevent patients being lost to 
follow up 

 
Action: QSR Committee received and noted the report 
 
 
11.2   NuTH Never Event RCA report 
 
This report involving selection of a wrong lens was brought to QSR Committee 
for information only as it relates to a North Tyneside patient undergoing cataract 
surgery.  The detail has therefore been submitted to North Tyneside CCG SI 
Panel and KA advised the CCG has now confirmed closure. 
 
QSR members noted that the Trust had identified a possible gap in WHO 
guidelines on checking lenses prior to surgery and this needed to be 
strengthened to support a human factors re-design. 
 
Action: QSR Committee received and noted the reports 
 
 

12. Notes from other Committees (for information) 
 
QSR Committee received the notes from other committees for information. 
The following observations were made; 
 
12.1      GHFT QRG 
Notes confirm that the pressure ulcer collaborative will continue to be rolled out 
across the hospital and the React to Red campaign had been reinvigorated.  
QSR members noted this as good practice. 
 
12.2       NEAS QRG 
QSR Committee noted the mention of delayed ambulance response times and 
delayed hospital handovers. 
Work ongoing on handover SOP with zero tolerance for patients left on the back 
of an ambulance.  Historically there have always been handover issues and this 
will form a significant element of the ongoing transformation board agenda.   
Calls to the 111 service, 63% answered within 60 seconds with 17% being 
abandoned- a huge improvement. 
A potential issue with deteriorating patients was discussed: if the patient was 
breathing they were classed as Category 2 but could very quickly become 
Category 1 – a particular concern if the patient was alone.  Agreed the pathway 
needs to be looked at – a national issue. 
 
12.3      NuTHFT QRG  
QSR Committee noted there had been no MRSA infections since April 2020, 
which was excellent. 
Of the 68 Serious Incidents mentioned, the majority relate to pressure ulcers and 
falls. 
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JY advised she recently had a discussion with Maurya Cushlow and noted 
NuTH was always very open and transparent.  The SI reports are high quality 
with robust action plans.  The relatively high number of Sis does not represent a 
quality concern per se but reflects a very open reporting culture. 
 
Action: QSR Committee received the Notes from other Committees for 
information.  
 
 

13. Any other Business 
 
Neil Hawkins (NH) raised the issue of NHS Operational advice and instructions 
on improving cyber resilience.  NH has received a document looking at cyber 
security which is in response to the present international uncertainty.  There is a 
need to ensure the NHS is as secure as it can be.  The document is very IT 
detailed and has been discussed with digital leads and also the IT team. 
 
Document to be circulated to QSR Committee, along with response from IT 
team. 
 
Action: QSR Committee note the guidance for information and that 
assurance will be received in due course. 
 
 
There were no further items of business to discuss 
 
 

 
 
 
 
 
 
 
 

NH 

 Date and Time of Next Meeting 
 
Thursday 5 May 2022,  2 – 4pm, via MS Teams   
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Enclosure 13.1(c)1 
 

Minutes of an Audit Committee meeting  
(Incorporating the Finance and Performance Committee)  

Held on Wednesday 24 November 2021  
                               Via Microsoft Teams, 2pm – 5pm 

Present: 
Michael Burke 
Jeff Hurst 
Bill Cunliffe 
 

Lay Member (Chair) 
Lay Member   
Secondary Care Clinician 

MB 
JH 
BC 
 

In Attendance: 
 

 
 

 

Joe Corrigan 
Neil Hawkins 
Gillian Robson 
Carl Best 
Diane Harold 
Cameron Waddell 
 
Minutes: 

Chief Finance & Operating Officer, CCG 
Head of Corporate Affairs, CCG 
Audit One, Internal Audit 
Audit One, Internal Audit 
Mazars, LLP, External Audit 
Mazars, LLP, External Audit 
 

JC 
NH 
GR 
CB 
DH 
CW 
 
 

Val Wood PA Support 
 

VW 
 
 

11/21 01 Pre-meeting for Members and Auditors   
As there were no outstanding issues to discuss no pre-meet took place.   

 
11/21 02 Welcome and Apologies  

The chair opened the meeting and welcomed everyone. There were apologies from 
Oliver Wood. 

 

11/21 03 Confirmation of Quoracy 
The meeting was declared quorate.  
 

11/21 04 Declarations of Interest 
There were no declarations of interest. 

 
11/21 05 Minutes of the meeting held on 15 September 2021 and matters arising 

The minutes of the 15 September 2021 meeting were accepted by the committee 
as a true and accurate record.  
 

11/21 06 Action Log 
There were no outstanding actions, and the action log was accepted by the 
committee 
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11/21 09 Chairman’s Business  
 

There was no Chairman's Business to report other than those items which would 
arise from agenda items. 
 

  11/21 08i Integrated Delivery Report    
 

Claire Dovell (CD), Colin Smith (CS) and Phil Argent (PA) were present for item 8i 
the Integrated Delivery Report. 
 
Performance 
 
Claire Dovell outlined the key performance issues 
 

• Covid still adding to pressures on the system although numbers of covid 
patients in hospital are plateauing (46 Gateshead, 70 NuTH) 

• Significant pressures reported on A&E 

• Referrals- show significant increase over the summer although these appear 
to have settled at both Gateshead and NuTH. 

• Issues reported Nationally around long waiters with pressures reported in 
Ophthalmology, Dermatology, and Spinal 

• Cancer diagnostics have plateaued, although pressures reported at NuTH 
around MIR and CT. 

• National pressures reported for ECHO 

• Cancer – Focus Nationally on faster diagnosis (28-day target) 

• Pressures reported around urology pathways 
Activity NUTH   

• Currently bed capacity is at 90% occupancy  
• P1s and P2s are being prioritised 
• Day cases being undertaken but struggling to routinely list patients for 

surgery.  Patients are being cancelled although these numbers are not great, 
due to the lower bed base at present. 

• Winter plan is currently being reconfigured to increase efficiency 
• Electives are being rescheduled, TCIs and theatres being taken down, staffing 

pressures, reduced anaesthetists, reduced bed base.  No specific directorates 
for cancellations, spreading across the board 

Activity Gateshead  
• Orthopaedic programme resuming 
• Workforce pressures may cause small numbers of cancellations due to 

sickness,  
• Beds closed, bed occupancy high, really tight.  
• 24 Escalation beds open, staffing pressures 
• Prioritising patients for surgery cancers P1s and P2s.  Increasing numbers 

needing respiratory support.  Staff sickness, stress/anxiety, work force 
limitations.  
 

BC reported lots of innovation and training in relation to endoscopy and there will be 
a formal ICS endoscopy workstream.  The CCG has backed FIT testing which it was 
hoped would reduce the number of colonoscopies carried out. Data received showed 
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savings of £40K per month as well as maintaining the number of diagnosis and 
reducing the number of unnecessary colonoscopies carried out. 
 
JC concurred but added more importantly than the savings this was a good result for 
patients. 
 
CS reported successes working with Newcastle Hospitals around the Digital 
Pathway which had shown benefits in reducing wating times and in terms of patient 
experience. The pathway had been increasingly mandated for all 2 week waits for 
dermatology and it was hoped to extend this to other pathways. 
 
CS informed the meeting that the ophthalmology facility on Westgate Road had 
helped reduce waiting times, and two other private sector facilities had established 
services on Team Valley, Gateshead, with a capacity of 6000 cataract patients per 
year.  This will give an opportunity to work with NuTh and the private sector to 
reduce wating times.  Discussion will take place with NUTH over coming weeks. 
 
Finance 
 
Phil Argent presented the key highlights of  
 
Finance Update Month 6 21/22 
 

• Monthly financial reporting for Month 6, reporting a forecast for the H1 period 
of £13.3m surplus, broken down as: 

£15.5m cumulative surplus lodged with NHSE in previous financial years. This 
allocation was returned to the CCG, and therefore reported as a surplus in the Month 
6 position. 
£2.7m forecast HDP costs – will be offset once national allocation is received 
-£0.6 underlying surplus 

• Setting aside the cumulative surplus, and once the expected HDP allocation is 
received the reported position at Month 6 therefore is a £0.6m surplus. 

• This represents a £1m deterioration from the reported financial position at 
Month 5, due to an adjustment to the way the ICP planned surplus is reflected 
across the member organisations. 
 

H2 Financial Planning 21/22 
 

• Draft financial plans for the second half of financial year 21/22 (known as H2) 
have been developed for consolidation and submission at ICS level. 

• The financial regime for H2 broadly continues the approach from H1, including 
block contract arrangements with NHS providers.  

• Allocations have been adjusted for growth and the impact of the pay award, 
including backpay for H1. 

• ICP System allocations for COVID have been reduced in H2, and an overall 
efficiency requirement has been applied.  

• Additional system funding for Provider Capacity has been included in 
allocations. 

 
The report was accepted by committee. 
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11/21  09 – CCG Matters 
 

i. Governance Assurance Exception Report Q2 
 
The key areas of the Q2 Governance Assurance Report were presented to the 
committee by NH. 
 

• Staff training – Staff are still being reminded to complete training on a regular 
basis at staff briefings as well as system reminders to staff when training is 
due to expire. 

• Some cleansing of the list is required as some clinical leads have been added 
as requiring training, however most of their training is already undertaken at 
their main employment base. 

• A peculiarity was reported around overdue risks. Work is ongoing with NECS 
to have risks updated ahead of committee meetings. 

 
ii. Risk Assurance Framework/Risk Register Update 

 
One operational risk was closed during the period  

• Risk 1896 related to the primary care response to statutory safeguarding 
children's requirements. (low green risk).  A process is now in place for 
primary care to receive payments for multi-agency safeguarding work. 

 
iii. Data Security and Protection Toolkit requirements 

 
NH advised that there is an annual requirement to complete the Data Security and 
Protection Toolkit as well as an optional audit, with the move to the ICB this 
mandatory requirement has been stood down. There is an option where CCG's can 
still complete and submit it if they choose.   
 
Discussions had been held internally and with other CCGs regarding their approach 
and the consensus view is to not submit the toolkit or carry out the optional audit this 
year.  The report was presented to Audit for final decision and has been discussed at 
the Quality Safety and Risk Committee who were comfortable with this direction of 
travel.  Evidence will still be gathered for assertions and for the due diligence 
process to hand over to the ICB for them to submit the toolkit next year.  Audit One 
has been involved in the due diligence process and will provide some assurance. 
 
The committee agreed with the proposal not to submit the toolkit or audit but to have 
some checks for data security. 
 
The report was approved by the committee 
 

iv. CFO Report 
 

JC highlighted the key areas of the CFO report. 
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Aged Debt 
It was reported that the largest part of the aged debt relates to Gateshead Council. 
Assurances have been received that settlement of invoices can be expected in the 
near future. 
 
Age UK debt relates to a care home which has gone into receivership.  Because of 
the complex structure of Age UK, enquiries are being made to ascertain if there is a 
subsidiary of the company to claim from, if the debt will be claimed with the 
liquidators, or written off. 
 
It is anticipated that a number of outstanding aged debts under £5k will be brought 
to the next committee to request writing these off before the CCG close down. 
 
Oversight of due diligence currently remains with the Chief Operating Officers 
(COO) at the existing eight CCGs.  Corporate Governance have taken the lead on 
this work and the independent assurance process is through Audit One for 
oversight work (TOR enclosed in report). 

 
The report was accepted by the committee 
  

iv. Presentation - CQC Inspections – the view from the inside 
 

BC gave a presentation to the committee which looked at CQC inspections from 
the inside and how well led organisations are and in particular in relation to the 
Keogh/CQC/New-wave processes. 
 
Concerns were expressed by the committee that oversight by the CCGs will 
disappear with the move to the ICS, as well as a lack of daily contact with provider 
staff. It was queried how to carry on with some of the detailed work.  There was 
also concern regarding the lack of lay members in the ICS. 

 
JC commented that the draft constitution will be presented at Governing Body 
which will give a degree of understanding of points raised at the meeting. 
Comments can be submitted as part of the response to the draft constitution. 

 
 11/21  10 Audit One  
 

i. Counter Fraud –Progress Report  
 

There was nothing to report at this meeting 
 
ii. Internal Audit - Progress Report  

 
GR gave an update to the committee from the Internal Audit Progress Report 
 

• Audits are now largely scoped and have start dates scheduled.   

• Audits ongoing with progress against the plan  

• Impact on work by staff members leaving as well as high levels of sickness in 
first 6 months of the year. 
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• One outstanding overdue action in relation to Section 75 agreements has a 
revised target date.  Difficulties have been encountered regarding agreements 
with Newcastle and Gateshead Councils, but future updates will be brought to 
the committee. 

 
JC commented that he was confident that progress could be made in relation to the 
issues around the section 75 audit and it was hoped an update would be available 
for the next meeting. 

 
MB asked if as staff have left and the number of audits to work on, if enough work 
was being done in depth in order to give a head of audit opinion. 
 
CB replied that the focus was on shuffling staff where needed to ensure work is 
completed for the year end.  Everything in the plan needs to be covered in sufficient 
depth for a robust head of audit opinion. 
 
MB further queried as there had been agreement not to submit the Data Security and 
Protection Toolkit, if there were any proposals to put anything in its place. 
 
CB replied that there were no plans immediately, except to work on due diligence for 
the ICS which would pick up on digital work mentioned by NH previously in his 
update. 
 
It was suggested by the committee that Audit One staffing pressures be added to the 
risk register. 
 
BC commented that a shadow ICS should be in place by now, but it may be that for 
first quarter next year this may still be requested to allow transition from CCGs to 
ICS's. He further commented that the transition could be seen as a risk and should 
therefore be on the risk register for the functions carried out on quality and other 
aspects are a risk 
 
NH replied there was already something on the risk register around the ICS 
destabilising the CCG statutory responsibilities because of the transition but agreed 
to review the wording to portray the risk.  
 
 

  11/21 11 External Audit  - Audit progress report  
 

DH informed the meeting the progress report on the agenda confirms what had been 
said at the previous meeting.   
 
Work on the plan still to do, with interim work to be completed before the end of 
March 2022 and a visit in February, the plan will be brought to the January 2022 
meeting.   
 
DH and CW had been selected for a routine review (on another audit, i.e., not the 
CCG) by the Financial Reporting Council and received a good outcome although 
there are always learning points to take from reviews. 
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CW reported that the FRC had published a report on all the firms who report on the 
local public audit for organisations such as councils, fire, police, NHS trusts and NHS 
CCGs. 
 
There was discussion regarding who would be responsible for internal and external 
audit following the close down of the CCG.  Both CW and CB commented that whilst 
auditors had a watching brief to ensure everything was handed over in good order, it 
was difficult to become involved in work following the transition to the ICB as no 
discussions had taken place to date regarding responsibility for audit work, or what 
the process would be to appoint auditors following the transition. 
 
The committee thanked Mazars and Audit One staff for their hard work 

 
 11/21 12 Any Other Business  

 
The meeting closed at 15.40 
 

11/21 13   Dates of next and future meetings 

• Wednesday 20 January 2022  
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Enclosure 13.1(c)2 
 

Minutes of an Audit Committee meeting  
(Incorporating the Finance and Performance Committee)  

Held on Wednesday 19 January 2022  
                               Via Microsoft Teams, 2pm – 5pm 

Present: 
Michael Burke 
Jeff Hurst 
Bill Cunliffe 
 

Lay Member (Chair) 
Lay Member  
Secondary Care Clinician 

MB 
JH 
BC 
 
 

In Attendance: 
 

 
 

 

Joe Corrigan 
Neil Hawkins 
Gillian Robson 
Carl Best 
Martyn Tait 
Diane Harold 
Cameron Waddell 
 
Minutes: 

Chief Finance & Operating Officer, CCG 
Head of Corporate Affairs, CCG 
Audit One, Internal Audit 
Audit One, Internal Audit 
Audit One, Counter Fraud 
Mazars, LLP, External Audit 
Mazars, LLP, External Audit 
 

JC 
NH 
GR 
CB 
MT 
DH 
CW 
 
 

Val Wood PA Support 
 

VW 
 
 

01/22 01 Pre-meeting for Members and Auditors   
The Auditors and Lay Members held a pre-meet ahead of the Audit Committee 
meeting.   

 
01/22 02 Welcome and Apologies  

The chair opened the meeting and welcomed everyone.  
 

01/22 03 Confirmation of Quoracy 
The meeting was declared quorate.  
 

01/22 04 Declarations of Interest 
There were no declarations of interest. 

 
01/22 05 Minutes of the meeting held on 24 November 2021 and matters arising 

The minutes of the 24 November 2021 meeting were accepted by the committee 
as a true and accurate record.  
 

01/22 06 Action Log 
There were no outstanding actions, and the action log was accepted by the 
committee. 
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01/22 09 Chairman’s Business  
 

There was no Chairman's Business to report other than those items which would 
arise from agenda items. 
 

  01/22 08i Integrated Delivery Report    
 

Claire Dovell (CD), Colin Smith (CS) and Phil Argent (PA) were present for item 8i 
the Integrated Delivery Report. 

 
Performance 
 
Claire Dovell (CD) outlined the key performance issues 

• Pressures -Covid cases in hospitals still increasing causing significant 
service pressures. with 72 covid cases at Gateshead and 159 at Newcastle 
Hospitals.  45% of staff absences reported are due to covid. 

• Recovery- Much of the elective surgery has been suspended and key 
matrixes have either plateaued or deteriorated as a result.  Referrals at both 
trusts have settled to pre covid levels.  Some spikes reported in urgent and 
cancer treatment areas but on the whole are flat. 

• Trusts are pressing ahead converting wards to covid wards where 
appropriate but prioritising urgent services and cancer and implementing 
discharging patients.  

• Long waiters 52-week Newcastle – remained static towards the end of the 
year but are starting to reduce with patients being cleared, in particular 
cataract patients.  

• 104-week waiters at Newcastle continue to grow.  Currently 248 patients. 
 

In reply to a query from the committee around covid wards and how this impacted 
care, BC updated the meeting indicating there had been approximately 80 patients at 
Gateshead and 100 at Newcastle Hospitals subject to delayed transfer of care and 
could therefore not be discharged.  This was because care homes were isolating due 
to covid or were full.  In relation to day cases the situation is not good and may 
require QRG to look at current problems. 
 
CS reported there was an ongoing working group with Newcastle Hospitals looking 
at ophthalmology pressures, which had been apparent before the pandemic but had 
worsened since.  Two individual providers had established at Team Valley 
(Spamedica and Optegra) with a third about to move to premises in the Metro Centre 
and another, run by consultants from Sunderland Eye Infirmary, at Gosforth High 
Street.  Tyneside Surgical Services (TSS) have also indicated they are able to 
undertake some cataract work and Newcastle Hospitals are working with Spamedica 
and Optegra to transfer 1500 patient for treatment prior to the end of March.  This 
will have a huge impact on numbers waiting and relieve pressure on the service.  
There are still some questions over what happens in the long term when services are 
restored. 
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CD continued 

• Pressures -Significant focus on tele-dermatology pathway which is 
significantly helping cancer pressures, but routine appointments are still 
under pressure and the trust are exploring digital solutions.   

• Trauma orthopaedics and spinal - patients waiting up to 3 years at 
Newcastle Hospitals, with deformity patients having extensive waits. These 
issues are being addressed through NHSEI. 

• ECHO pressures- reported at both trusts 

• Cancer – Priorities diagnostic to treatment and clearing 62-day backlogs to 
improve outcomes.  The skin pathway has been a significant focus with the 
trusts.   

• Lower GI pathway, a lot work had been done around FIT testing, ensuring 
GPs are sending FIT results with referrals. 

   
Finance 
 
Phil Argent (PA) presented the key highlights as at month 8. 

• Monthly financial reporting for Month 8, reporting a forecast for the full year 
21/22 of £11.1m surplus, broken down as: 

• £15.5m cumulative surplus lodged with NHSE in previous financial years. This 
allocation was returned to the CCG, and therefore reported as a surplus in the 
Month 6 position. 

• £3.9m forecast HDP costs – will be offset once national allocation is received 

• £1.0m forecast Additional Role Reimbursement costs – will be offset once 
allocation received 

• £0.6 underlying surplus 

• Setting aside the cumulative surplus, and once the expected allocations are 
received the reported position at Month 8 therefore continues to be a £0.6m 
surplus. 

• In line with the position previously reported at Month 6. 
 

JC commented on pressures within services over the last month, in particular staff 
pressures, he reported that some CCG staff had been helping on wards.  It was 
therefore felt that the surplus will increase before the end of the year substantially. 
All money from the CCG will go into the ICS as a result of it becoming a statutory 
organisation and talks are continuing with Local Authority partners and other parts of 
the sector around what monies can be deployed this year, but it is expected there 
would be a significantly increased underspend. 
 
The report was accepted by committee. 

01/22  09 – CCG Matters 
 

i. Governance Assurance Exception Report Q3 
 
The key areas of the Q3 Governance Assurance Report were presented to the 
committee by NH. 
 

• Corporate Policies -NECS had been asked to look at which corporate policies 
are outstanding and to extend those which were due to expire at the end of 
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March 2022.  Policies were taken to the Executive Committee this week and 
further Quality Safety and Risk policies will be taken to the March meeting to 
extend the expiry to the end of June 2022. 

• Training records - has improved but is still not where it should be.  Clinical 
Leads/Director data has been cleansed. Messages still going out to staff 
around completing training. 

• Data security awareness training – it is hoped to get staff to complete their 
training by the end of March 2022, and messages have been sent to staff as 
non-achievement of targets has implications for the Data Security Toolkit.  
Because of the extension to the formation of the ICPs there is now a 
requirement for submission of the toolkit and work is ongoing to ensure 
everything is on track for this.  

• Information Asset Register will be presented to Quality Safety and Risk (QSR) 
in March. 

 
ii. Risk Assurance Framework/Risk Register Update 

 
NH advised the committee there were three red risks which had been on the register 
for some time.  CD had outlined issues around performance in detail earlier in the 
meeting.   
 
An update had been received around IAPT since papers were issued.  The IAPT 
service has been reprocured and progress was being made.  The waiting list 
initiative is now online, however no change in the rating has been made to date as 
although the service is live, the waiting list has not decrease as yet, but this will be 
reviewed for the next reporting period. 
 
With regard to operational planning, guidance was shared before Christmas and the 
team are working through this.  Once implications are understood the risk will be 
reviewed to see if scoring can be changed if appropriate.  
 
One new risk has been added to the register (Risk 2572), which is a national risk 
around the NHS app. It had been planned to release more detailed patient records in 
December 2021, but this has been postponed to April 2022 as safeguarding teams 
nationally have flagged there could be issue in domestic violence situations where 
patient records are available to others on their phone.  Records can be redacted by 
GP practices and work is ongoing to ensure these work on phones.   
 
The report was approved by the committee 
 

iv. CFO Report 
 
The CFO report was presented by JC 

 
Aged Debt 
 
Section 5 of the report refers to some tiding up ahead of expected closure of the 
CCG on 31 March 2022.  Regarding the claim in relation to Age UK, information has 
been received identifying who the administrators are, however there is no prospect 
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of a dividend and the CCG will therefore be looking to write the debt off.  Further 
debts under £5k, fall into two areas. 

 

• Salary overpayments - these are being addressed with three individuals, one 
has agreed re-payment.  The other two may need to be written off. 

• Time Outs for CCGs, drug companies attend as per the commercial 
sponsorship policy and pay for a stand to talk to staff at Time Outs.  Payments 
are difficult to trace back to head offices and track.  There are thirty-one 
invoices relating to commitments to purchase space and as part of tying up, 
the CCG asked to write off these invoices, as they are not economical to 
pursue. 

 
Formation of ICS workstreams are in place, and preparations for close down of the 
CCG continue with NH in charge of the governance workstream for appropriate close 
down.    A recruitment process of Executive Directors for the ICB is ongoing.   
 
The committee agreed to write off the outstanding salary overpayments and 
aged debts as described. 
 

iii. Presentation – "The NHS – Public Service or Private Enterprise?” 

 
BC gave a presentation to the committee entitled "The NHS – Public Service or 
Private Enterprise?”  Which looked at the constituent makeup of the NHS and 
whether it is moving towards private activity or still has the original three aims. 

 
The presentation was in two parts – The current state of play in respect of 
privatisation and how/if this changes with the new NHS bill, currently going through 
parliament. 
 

 01/22  10 Audit One  
 
i. Counter Fraud – Counter Fraud Policy 

 
MT gave an update to the committee on the revised counter fraud policy following 
the change of standards in April 2021. Work had been conducted with NECS and 
across the whole North East and North Cumbria CCGs trying to align all of the 
counter fraud policies for the commencement of the new organisation with a number 
of changes being made. Reference was made to the functional standards which 
commenced in April 2021, which will allow the CCG to meet requirement four of the 
new standards, as well as the addition of the accounting fraud strategy to allow the 
CCG to also meet that requirement. The document meets the guidance provided 
from the CFA. 
 
In reply to a query from the committee regarding confusion on the roles of counter 
fraud and whistleblowing, MT clarified the reporting process for Counter Fraud, 
which could be done via himself as the accountable fraud specialist or to Joe 
Corrigan who has overall management of the process as well. There is also the 
option to report fraud and bribery to NHSCFA hotline.  Reporting of fraud is outlined 
in the dos and don'ts appendix 1 of the policy. MT stated he is happy to work with the 
Freedom to Speak Up/Whistle Blowing guardians should this be required. 
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MB referenced a potential fraud which had been referred to the CPS and who, 
although the evidential threshold had been met, had decided that it was not in the 
public interest to proceed any further with the case. It was requested by the 
committee that it was placed on record that the Audit Committee take fraud very 
seriously and that the case had been pursued, however it had been the CPS's 
decision not to take this case further. 
 
MT advised he would present a concluding report which would outline events and 
the reasons behind the CPS decision when he next attends the Audit Committee. 
JC advised that it had been requested within the report that any recommendations 
for the CCG be added. 
 
The Counter Fraud Policy was accepted by the committee 

 
ii. Internal Audit - Progress Report  

 
GR gave an update on each audit to the committee from the Internal Audit Progress 
Report. 

• Conflicts of interest - is in progress now with some pre-planning work done. 
The auditor has been in touch with NH to obtain relevant documentation and 
to conduct some initial queries.  

• The Primary Care Network Development Audit - is also in progress, a lot of 
the work at Newcastle has been completed.  The scope of the audit is 
comparison, compare and contrast with other CCGs.  Work is now ongoing 
but could be slightly delayed while work at other CCGs is completed. 

• Contract and performance monitoring - an auditor has been scheduled. 
Update at next the Audit Committee. 

• Key Financial Controls - in progress, testing about to commence. 

• Continuing Healthcare Payments - delays still reported due to having to re-
assign to another auditor, hopefully this will happen in the next couple of 
weeks. 

• The DSP Toolkit- audit is cancelled for this year. Although there is an 
extension to the CCG transition. 

• The overdue and revised implementation date for the recommendation in 
relation to Section 75, which was seen at the last audit committee, the revised 
date has not yet passed and there will be an update at the next committee.  
 

MB expressed concerns regarding the terms of the recommendation having gone 
past the implementation date several times and said he worried going into the ICP 
with an unsettled Audit Report.   He indicated that he was happy for a letter to be 
prepared from the Audit Committee, signed by himself as chair, to address these 
concerns with the Audit Committees of the two relevant councils in relation to this 
matter if it was necessary. 
 
JC advised he was attending a meeting later where he would raise the issue. 
 
MB commented he had been to a meeting with Audit One and chairs of the local 
Audit Committees recently where the transfer to ICPs, and work being squeezed had 
been discussed.  He therefore wondered if Audit One would be able to give the Audit 
Committee a robust Head of Internal Audit Opinion. He further stated that what the 
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committee required was enough work done to be able to produce a true statement 
rather than merely completing it by the 31st of March. 
CB agreed there was a challenge prioritising all work needed to give opinions to 
providers and CCGs and to ensure it was completed on time. With regard to the 
Audit Plan for 2023, he commented that clearly the focus will be on transition, and if 
there are any requirements, on or near the end of Q1 other than accounts, it may be 
necessary to support a part year report, but at the moment there was still uncertainty 
around this. 
 
i.   01/22 11   External Audit  -  Audit Strategy Memorandum 2021/22 

  

DH presented the report and highlighted a new additional risk on the opinion side. 
The report had been written before Christmas and clarification was now available 
about the extension of the CCGs.   The risk to the opinion which Cameron signs was 
in respect of the lack of clarity around governance arrangements for the preparation 
and approval of the statutory accounts because of the transition to an ICP. 
Clarification is now available, but it is felt that risk should remain as there are still 
areas to be clarified, these included staffing pressures within both NECS and the 
CCG. 
 
The three risks on the opinion side are the usual management override of controls, 
the risk described previously and a slightly lower-level risk around the estimate which 
Joe includes for prescribing. 
 
With regard to value for money. There was a slightly new approach last year, but 
there was still a requirement to flag any risks of significant weaknesses in 
arrangements.  It was decided it was therefore appropriate to recognise a risk 
around the CCG’s arrangements to facilitate an orderly transition to the new ICP in 
line with NHSEI guidance. 
 
It had been specifically discussed where Mazars responsibilities lay in this respect, 
which is CCG only and there will be no assurance in respect of the ICP or the 
developing governance arrangements.  Instead, the focus will be on what the CCG 
are putting in place, looking at if arrangements are appropriate and essentially to 
look at what the CCG itself is doing and its own controls, including internal audit 
work. 
 

ii. Audit progress report  
 

Meeting to take place with officers from NECS. All work ongoing. 
 

01/22 12       Any Other Business  

CW highlighted to the committee that the FRC had issued a sanction against Mazars 

on 5th January 2022 from its review of local public audits, of which the CCG is 

included relating to a 2018/19 audit which Mazars had carried out, (this was not an 

NHS audit).  The FRC subsequently reviewed another set series of files for 2019/20 
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and published the report in October last year.  The report supports that the firm did 

take the review seriously, with action plans put in place to address issues. From the 

latest report from FRC regarding four reviews, every file was rated as requires only 

limited improvement on the accounts and good for value for money work. 

It was reported that NHSE/I are very keen that the audits of the CCGs are done as 

quickly and as efficiently as possible this year. Work will therefore be completed and 

reported to the Audit Committee as quickly as is feasible. 

 
The meeting closed at 15.50 p.m. 
 

01/22 13   Dates of next and future meetings 

• Wednesday 16 March 2022  
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Enclosure 13.1(d) 
Minutes of a meeting of the 

Primary Care Commissioning Committee 
(February 2022 meeting) held on Tuesday 1 March 2022 

 

 

Due to Covid-19, the PCCC met via a video conference 
 

Present: 
Members:  
Mr Jeff Hurst Lay Member (Chair) 
Dr Georgina Butler GP Clinical Director 
Ms Jackie Cairns Director of Newcastle System 
Dr Bill Cunliffe Secondary Care Clinician 
Ms Jill McGrath Deputy Chief Finance Officer 
Dr Dominic Slowie Medical Director 
 

In attendance: 

 

Mr John Costello Gateshead Health and Wellbeing Board 
Ms Claire Dovell Planning and Performance Manager (item 6) 
Mr Bob Gaffney Business Intelligence Manager, NECS (item 6) 
Ms Ros Goode Commissioning Project Lead, Primary Care 
Ms Sue Hill Commissioning Project Lead, Primary Care 
Mr David Steel NHS England 

 

Ms Sue Tulloch PA Support 

  

02/22 01 Welcome and Apologies for Absence 
 

 Apologies received (members) Lynn Wilson (Director of Gateshead System) 
and Oliver Wood (Lay Member). 

 
 Apologies received (attendees) from Philippa Dodds (Portfolio Manager, 

Primary Care Delivery), Michelle Stamp (Newcastle Wellbeing for Life Board) 
and Newcastle Gateshead Healthwatch. 

  
02/22 02 Confirmation of Quoracy 

 

The Committee was confirmed as quorate. 
 

02/22 03 Declarations of Interest 
 

Declarations of interest documentation had been circulated with the agenda. 
There were no further declarations of interest relating to items on the agenda. 
 

02/22 04 Draft Minutes of the Previous Meeting held on 25 January 2022 
 

  The minutes of the previous meeting were agreed as an accurate record. 
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02/22 05 Action Log 
 

01/22 05: Consider adding risks around home-working to the Risk 
Register – The Chair to discuss the inclusion of the additional health and 
safety risks of home with Neil Hawkins. Deferred to March 2022. Ongoing    

 
02/22 06 Primary Care Activity Data 

 
 Claire Dovell and Bob Gaffney joined the meeting to present the Primary Care 

Dashboard. 
 
 With pressures in primary care increasingly evident it is important there is a 

mechanism for reporting and comparing activity between practices and 
demonstrating the increasing workloads. The dashboard, first developed in 
January 2020, allows the CCG to understand the pressures and, therefore, to 
plan accordingly. More recently, there has been consultation with primary care 
colleagues to find out what practices would like to see within the reporting tool. 
The dashboard allows for the presentation of primary care appointment data 
as well as wider system data from the urgent and emergency care network 
both at practice and Primary Care Network level. 

 
 The dashboard has been issued to practices with support to navigate and 

understand the data. Work will continue to refine the quality of data to ensure 
its continued development as an accurate comparison tool.  

 
  The Committee welcomed the data the dashboard provided and future 

development to improve the quality of the data. It is a valuable tool with many 
uses for commissioners, practices and PCNs including comparing and 
understanding activity, access, the impact of changes and providing evidence 
for Committee decision-making. 
 

02/22 07 Care Quality Commissioning (CQC) Inspection General Practice Update 
 

Ros Goode presented the report, on behalf of Kirstie Atkinson, prepared 
following a recent Care Quality Commission (CQC) inspection of three 
practices which identified all three as 'requires improvement' (previously rated 
'good'). 
 

• Park Medical Group, Newcastle – inspected November 2021 

• Parkway Medical Group, Newcastle – inspected December 2021 

• Hollyhurst Medical Centre, Gateshead – inspected September 2021 
 
The report set out the CQC inspection methodology and the rating for each of 
the five areas inspected along with the key findings for the three practices. The 
practices are required to submit an improvement action plan addressing the 
concerns identified and the CQC will re-visit to check that the required 
improvements have been made and embedded.  
 

The report also set out the next steps which include CCG support for the three 
practices, a look at the common themes identified and how to address these 
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and raising awareness with all practices across Newcastle and Gateshead of 
the preparation that may be required as the CQC recommence inspections. 
 
The Committee noted: 

• As a result of Covid, there had been changes to the way the CQC carried 
out the inspections including more remote contact and considering different 
data than previous inspections which may have influenced the outcomes. If 
other practices were inspected similarly, their outcomes may also be 
different than anticipated. 

• An inspection of any practice at that time could have highlighted similar 
issues due to Covid pressures. 

• A need to understand, with the timing of the inspections, whether the failings 
raised for the three practices are short term due to the pressures of Covid. 

• All three practices had been rated 'good' in relation to the question regarding 
'caring'. 

• There were issues for all three practices regarding leadership – this is an 
area where the CCG could give support in relation to training at senior level. 

 
The Committee noted the report and welcomed supportive discussions being 
held with the three practices and the next steps proposed.  
 
It was agreed to include on the Risk Register the issues and mitigations around 
the new CQC inspection framework. 
 

Action: Review the Risk Register relating to  
 the CQC inspection framework 

  
 

02/22 08 Any Other Business 
 

There was no further business. 
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Northern CCG Joint Committee 
 
Approved extracts from minutes of the meeting held in private on 14th April 2022 for CCG 
Governing Bodies and publication on CCG websites 
 
Present 
 

CCG members 

Mark Adams MA NHS Newcastle Gateshead CCG 
NHS North Cumbria CCG 
NHS North Tyneside CCG 
NHS Northumberland CCG 

David Gallagher DG NHS Tees Valley CCG 

David Jones DJ NHS Newcastle Gateshead CCG 

Neil O'Brien NO'B NHS County Durham CCG 
NHS South Tyneside CCG 
NHS Sunderland CCG 

Charles Parker CP NHS North Yorkshire CCG 

Ian Pattison IP NHS Sunderland CCG 

Boleslaw Posmyk  BP NHS Tees Valley CCG 

Jon Rush (Chair) JR NHS North Cumbria CCG 

Richard Scott RS NHS North Tyneside CCG 

Graham Syers GS NHS Northumberland CCG 

 
In attendance 

Sam Allen SA NENC Integrated Care System 

Joe Corrigan JC NHS Newcastle Gateshead CCG 

Dan Jackson DJ NENC Integrated Care System 

Michelle McGuigan MMcG North of England Commissioning Support (NECS) 

Gillian Stanger GSt North of England Commissioning Support (NECS) 

 
Lay members (non voting) 

Jeff Hurst JH 

Michelle Thompson MT 

 

01 Welcome, apologies and declarations of interest in relation to the agenda Action 

Apologies were received from Mark Dornan (NHS Newcastle Gateshead CCG), Kate Hudson 
(NHS South Tyneside CCG), Stephen Childs (NECS) 
 
The Committee’s Register of Interests was received. 

 

02 Minutes of previous meeting  

02.1 The minutes of the private meeting held on 10th March 2022 were accepted as an accurate 
record. 
 
Decision:  to approve items 01-03 to be circulated to CCGs for publication. 

 
 

03 Matters arising from the previous meetings and action log  

The action log was updated.  
 

04 Draft Northern CCG Annual Report 2021/2022  

The draft Annua Report for 2021/2022 was received. 
 
Decision: to approve the Joint Committee's Annual Report for 2021/2022 for publication 
on CCG websites. 
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Any other business  

There were no other items discussed other than JR will be away on holiday for the next meeting 
and a Chair needs to be identified 

 
 

  
Date and time of next meetings: 

 
12th May 2022 – Chair to be identified 

9th June 2022 
 

 


