
 

 

 
 
 
 
 
 

NHS Newcastle Gateshead CCG  
Annual Public Meeting & Governing Body Meeting 

 

 

To be held on Tuesday 28 September 2021 at 1.30 – 4.00 pm 
 

Virtual meeting via Teams 
 

Agenda 
 

 Annual Public Meeting 
 

  

 Welcome & Introductions 
 

  

 Presentation of the 2020/21 Annual Report & Accounts 
 

Presentation  

 Questions from the Public   

    

 Governing Body Meeting 
 

  

1. There was no presentation at this meeting   

2. Apologies for Absence  
 

 Chair 

3. Declarations of Interest 
 

 Chair 

4. 
 

Quoracy  Chair 

5. Minutes of the previous meeting held on 13 July 2021 Enclosure 
 

Chair 

6. Matters arising from the minutes 
 

 
 

Chair 

7. Report from Chief Officer 
 

Verbal Chief Officer 

8. Public & Patient Issues 
8.1   NHS Newcastle Gateshead CCG PPI Update 
 
Questions from the public 

 
Enclosure  
 
 

 
Mandy Coppin 
/Paul Gertig 
 

9. Quality, Finance & Performance  
9.1 Quality, Finance & Performance Presentation 
 
Questions from the public 

 
Enclosure 
 

 
Julia Young/  
Joe Corrigan 



 

 

10. Public Health Items 
Director of Public Health Updates 
        (1)   Gateshead 
        (2)   Newcastle  
 
Questions from the public 

 
 

 

11. Strategic Items 
11.1  Quarter 1 Workforce, Human Resource and 

Organisational Development Report 
11.2  Integrated Care System Update 
 
Questions from the public 

 
Enclosure 
 
Enclosure 
 
 

 
Joe Corrigan 
 
Mark Adams  
 

12. Assurance, Risk & Governance Items 
12.1  Risk Register Report   
 
Questions from the public 

 
Enclosure 
 
 

 
Neil Hawkins  
 
 

13. Items for Information 
13.1 Committee Minutes/Reports to be received for   

information  
a)   Executive Committee minutes 6 July, 13 July & 20 

July 2021 
b)   Quality, Safety & Risk Committee minutes 1 July 

2021 
c)   Audit, Finance & Performance Committee minutes 

21 May 2021  
d)   Primary Care Commissioning Committee minutes – 

there are no minutes to share at this time 
e)   Northern CCG Joint Committee – there are no 

minutes to share at this time 
 
13.2  Audit Annual Report 
 

 
 
 
Enclosure  
 
Enclosure 
 
Enclosure 
 
 
 
 
 
 
Enclosure 
 

 

14. Date of the next CCG Governing Body Meeting & AGM 
 
Tuesday 30 November 2021 
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Enclosure 5 
 

 

 Minutes of the Governing Body Meeting   
 held on Tuesday 13 July 2021 at 1.30 – 4.00pm 

 
By Teams Link 

 
Present: 
Dr Mark Dornan Chair 
Mark Adams Chief Officer  
Michael Burke Lay Member 
Paul Gertig Lay Member 
Jeff Hurst Deputy Lay Chair 
Margaret Stewart Lay Member 
Oliver Wood Lay Member 
Sheinaz Stansfield Member Practice Representative 
Jackie Cairns Director for Newcastle System 
Joe Corrigan  Chief Finance Officer/Chief Operating Officer 
Dr Dominic Slowie Medical Director 
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 
 
 
Welcome and Introductions 
Dr Mark Dornan, Clinical Chair, welcomed the members of the Governing Body to the 
meeting. 
 
 
2021/07/01 Gateshead Primary Care Presentation 
Sam Hood, CCG Portfolio Manager Primary Care Health, gave a short presentation looking 
at what the Gateshead Delivery Team do covering their main functions and key areas of 
work.  It also included a structure chart of the Gateshead System. 
 
Sheinaz Stansfield, Member Practice Representative, thanked the team for the support they 
have given to primary care – they listen and understand and do whatever they can to help 
no matter what else they have going on.  The next steps are to get the Clinical Directors to 
start connecting in to all the work that is going on.  She also noted that regarding workforce 
we cannot rely on PCN roles – we need to support people so their roles are sustainable if 
working from home/alone to support general practice and we need to look at how to stop 
people bouncing around the system – we have to have find narrative of change.   
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Lynn Wilson gave a big thank you to everyone involved as we continue to drive forward as 
a system. 
 
 
2021/07/02  Apologies for absence: 
Dr David Jones 
Mandy Coppin 
Dr Elizabeth Moylett 

Assistant Clinical Chair 
Lay Member 
Member Practice Representative 

Dr Peter Ward Member Practice Representative 
Bill Cunliffe Secondary Care Clinician 
  
 
2021/07/03 Declarations of Interest 
There were no additional declarations of interest made. 
 
 
2021/07/04 Quoracy 
It was confirmed that the meeting was quorate. 
 
 
2021/07/05 Minutes of previous meeting held on 25 May 2021 
The minutes were agreed as a true record.   
 
 
2021/07/06 Matters arising from the Minutes 
There were no matters arising that were not covered on the agenda. 
 
 
2021/07/07 Report from Chief Officer 
Mark Adams gave his update: 

• A massive thank you to everybody, whatever your role is in the system, as everyone 
is putting in a massive effort which is hugely appreciated whilst dealing with the new 
variant, numbers rising, demand rising etc.  

• Whilst all this is going on we are still trying to maintain momentum on a number of 
other things 

• The national bill is going through Parliament with the second reading tomorrow.  
There is a huge amount of work going on nationally, regionally and locally but we are 
still waiting for a vast amount of guidance which will not be received until after it has 
been through Parliament 

• We are coming to year end and have completed all the accounts etc and there has 
been the annual assurance meeting with NHS England which looked at the  
challenges we have faced and achievements we have had - we are still waiting for 
feedback from that meeting  

• Sheinaz Stansfield commented that they want to keep the working relationships we 
already have so to preserve what we have and Mark agreed adding that we are 
looking at a new statutory body (the ICS) in 2022 but the strength of the ICS will be 
dependent on the strength of the 'places' it covers.  We would like to be in a position 
where services and decisions are made as close to patients as possible – preserving 
relationships and the ways of working to ensure we are delivering as best we can. 

The CCG Governing Body NOTED the contents of the update. 
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2021/07/08 Patient and Public Involvement Updates 
 
8.1 CCG PPIE Update 
Paul Gertig, Lay Member, presented the paper which provided a summary of involvement 
and engagement programmes and projects across Newcastle and Gateshead. 
 
Effective involvement, engagement, patient experience with successful partnership working 
will improve commissioning decisions to meet the needs of the local population. If this is not 
done, there will be a missed opportunity to engage with patients and the public to support 
the CCGs organisational objectives to deliver improved services and outcomes for patients. 
 
Paul noted that a number of people are having problems contacting GPs and services and 
how many people are holding back as they think the system is under pressure and it was 
discussed that the advice would be to keep trying to get through but try and understand the 
pressures primary care are under. 
 
It was queried that sexual health is possibly missing from the Orange Book for teenagers. 
 
Margaret Stewart, Lay Member, noted that under item 7.1 in the report it describes how 
having a single provider, for Speech and Language Therapy (SALT), rather than two would 
provide better continuity but is this likely to happen?  Julia Young, Executive Director of 
Nursing, Patient Safety & Quality, believes this is part of the review being carried out on the 
back of the recent SEND inspection. 
 
Paul made a plea to have more 'you said we did' – have the results of engagements on our 
website with links in this document? 

 
The CCG Governing Body NOTED the contents of the report. 

 
 

2021/07/09 Quality, Finance & Performance  
 
9.1 Quality, Finance & Performance Report 
Julia Young and Joe Corrigan, Chief Finance Officer/Chief Operating Officer, 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: 
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• 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 
 
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 

• Cancer waiting times 

• NHSI SI Framework: 60 day reporting 
 
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 
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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. 
 

Finance  

• The Finance section is not required this month as the financial position is not 
reported at Month 1. Financial reporting will resume next month with the Month 2 
position. 

 
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. 
 
Julia added that it is important to note that because of covid, meetings have changed but 
she gave assurance that we have continued to question quality and implement any 
mitigating actions as needed. 
 
Julia also highlighted that infection, prevention and control has continued but the 
restrictions will be changing as of 19 July but key risks still remain.  Test and trace is also 
having an impact – most people have the app which lets you know if you need to isolate 
and there is also the NHS app which shows your medical records including your jabs.  
Regarding children isolating from schools, still working on this and it still remains a risk.  
There has been an increase in bed availability while still maintaining requirements but this, 
as well as staff issues, is causing pressures.  They are also focusing on discharge. 
 
Joe commented that the dashboards demonstrate the pressures in the system.  He also 
noted that the report does not include any finance figures due to date the report was 
prepared and will report at the next meeting.  The allocations for the second half of the year 
to be made in September with a financial plan required to be submitted in November. 
  
Following a query from Margaret Stewart regarding the waiting list for spinal surgery, it was 
confirmed that there is a bid for money to fund additional sessions and longer working 
hours for consultants but there is very little capacity to see how the independent sector can 
help.   
 
Michael Burke, Lay Member, commented that regarding waiting times and finances, 
because they have been deferred have we spent the money on covid so we will end up in 
March with huge waiting lists unless more money is pumped in?  Joe Corrigan added that it 
will take years to get back to pre-covid dependent on funding and workforce.   
 

The CCG Governing Body NOTED the contents of the report. 
 

As the newly appointed Executive Director of Nursing, Patient Safety & Quality, Julia Young 
wanted to give a huge thank you to the Safeguarding team and the work done during the 
last year under Chris Piercy. 
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9.2      Looked After Children Annual Report – Newcastle & Gateshead 
Julia Young presented the report which provided members with the developments and 
achievements for looked after children / Children in care (LAC / CIC) in Newcastle & 
Gateshead for 2020-21, and identify the priorities for 2021-22 from a commissioning and 
service delivery perspective outlined within the attached Annual Report. 

• Statistical profile of LAC 

• Activity of provider teams 

• Performance data 

• Achievements & Priorities 
An overview of the impact of the Covid 19 pandemic and recovery of services will be 
outlined. 
 
Julia noted some key points from the report: 

• A piece of work has been undertaken regarding the health needs of care leavers 16-
25 years (point 3.1.6) and the project will launch next week 

• There is a risk in terms of key posts not being filled e.g. the Named Doctor in 
Newcastle and Gateshead 

• Work has been done to support the SEND inspection in Newcastle (point 4.5). 
 
Joe Corrigan commented that in point 3.1.6 it is good to have secured the funding from 
NHS England but leaving the system at 25 should be the normal and should cover all needs 
- employment, housing etc. 
 

The CCG Governing Body NOTED the contents of the report. 
 

9.3     Safeguarding Children Annual Report 2020-2021 
Julia Young presented the report which provided members with the details of safeguarding 
children activity in Newcastle & Gateshead Clinical Commissioning Group for 2020 – 21 in 
relation to meeting our statutory responsibilities. 
Key themes will focus on: 

• Progression of the implementation of the new requirements of the Children Act 2004, 
as amended by the Children and Social Work Act 2017, of which the CCG is a 
statutory partner 

• General safeguarding activity with reference to children on child protection plans and 
the impact of the Covid pandemic  

• Learning child safeguarding practice reviews 

• Inspection/audit feedback 

• Safeguarding assurance arrangements 

• Work of the safeguarding children team 
The report outlines the key challenges/priorities for 2021 – 22 
 
Julia wanted to highlight the 7 minute briefing under point 12.2 which raises awareness of 
Looked After Children (LAC) and care leavers which was circulated to primary care and she 
urged members to read it. 

 
The CCG Governing Body NOTED the contents of the report. 
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9.4     Safeguarding Adults Annual Report 2020-2021 
Julia Young presented the report which detailed activity across Newcastle Gateshead 
Clinical Commissioning Group (NGCCG) in relation to our statutory safeguarding duties and 
responsibilities. It sets out the breadth of partnership working and safeguarding activity, 
including Safeguarding Adult Reviews (SARs) Domestic Homicide Reviews (DHRs) and 
safeguarding assurance. The report also highlights the impact of Covid -19 on safeguarding 
adults and how the CCG has worked to manage some of these issues.  It includes a 
progress update against agreed priories for 2020 -21 and sets out priorities for 2021-2022. 
Julia reflected that as she is new to the role she had not fully appreciated the breadth of 
issues the team deal with and having read the reports and consider partner working it 
comes to life we do the best we can do to protect patients and vulnerable in the community.  
 

The CCG Governing Body NOTED the contents of the report. 
 
Margaret Stewart commented that the structure of the reports is very helpful.  

 
Julia Young made a plea for all staff to maintain their safeguarding training. 

 
 
2021/07/10 Director of Public Health Updates 
 
Alice Wiseman, Gateshead Director of Public Health and Michelle Stamp, Newcastle Public 
Health joined the meeting and gave a presentation update of the current covid situation in 
Newcastle and Gateshead. 
 
It was queried if herd immunity is a realistic aim and they confirmed yes through vaccination 
but letting it rip through the population can cause new variants to emerge.  Asked if 
vulnerable people be shielding again it is felt to go case by case – what is their risk of 
retreating back to isolation and what impact would that have on their mental health?  Also 
more research needs to be carried out looking at long covid with people having symptoms 
for many weeks/months after they have had the infection. 
 
Joe Corrigan commented that there were the waiting lists you can see but also the unseen 
de-conditioning of people and if we do not take actions we will be paying the price for years 
to come but need safe activities and environments.  It was discussed that there is no easy 
solution and there is the active at home work trying to get people to participate in activity at 
home.   They are also focusing on falls prevention as there is a real risk people will have 
lost strength and balance and they are using voluntary sector partners to help reach people.  
They are reviewing leisure services in Gateshead as the majority of the public in Gateshead 
do not access any services.  There is a paper going to the Gateshead Health & Wellbeing 
Board showing the baseline of data regarding covid – where the cases are, where deaths 
have been and mental health and wellbeing – they are using qualitative data to focus 
recovery. 
 
Jeff Hurst, Lay Member, questioned that if the national message from the Secretary of State 
for Health is that we have to learn to live with covid what planning is taking place for this 
new normal and it was confirmed that there is no additional funding coming through so it is 
difficult to put in place anything sustainable. 
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Mark Adams asked if we have any understanding of why the North East has 
disproportionately higher numbers and it was discussed that there are a number of reasons 
but there is direct correlation with the ability to work from home and social deprivation.  
There have also been increasing numbers of people now socialising. 
 
Sheinaz Stansfield noted that numbers turning up at pop up clinics has declined so 
vaccines are being wasted and it is also taking staff from practices and she would value a 
conversation outside of the meeting to look at what can be done. 
 
Sheinaz also queried how we sustain the learning and relationships we have and how to 
connect the Primary Care Networks (PCNs) to the community hubs to work on health 
inequalities and to connect around the person so they get everything they need in one 
place.  Alice Wiseman agreed that there is so much opportunity to build on what we have 
learned during covid. 
 

The CCG Governing Body NOTED the contents of the update. 
 

 
2021/07/11 Strategic Items 
 
11.1 Mental Health Presentation re Deciding Together, Delivering Together 
 
Following a request at a previous Governing Body meeting Angela Kumar and Kirsty 
Sprudd, from Gateshead LA, joined the meeting and gave a presentation showing what has 
been done in Gateshead around mental health transformation with the key points being: 

• A final version of the TOR agreed with the MH Steering Group  

• Greater understanding of Gateshead MH Transformation monies for the 
development of the place based community model 

• Community and locality partnership aligning for delivery of peer support across 
health, social care and the VCSE 

• Task and finish are forming to look at Year 1 deliverables  
 
Dominic Slowie invited Catherine Richardson, CCG Senior Programme Manager & 
Commissioner MH/LD/Autism/Dementia, to add anything around the Deciding Together, 
Delivering Together (DTDT) work and how this work links back.  Catherine noted that we 
are not seeing many out of areas placements and can absolutely see the join up but she did 
suggest she attend a future meeting to give a further update looking at 'you said we did'. 
Angela noted that they have used many of the documents from DTDT which are still 
relevant and have looked at what has been done and what still needs to be done.   
 
Jeff Hurst thanked Gateshead for the presentation and information but regarding 
organisational memory, there are still a number of people in the organisation who were 
involved.  Having been sighted on Delivering Together and the part of it especially around 
resources that were released, what has been the public benefit? 
 
Paul Gertig remarked that it all sounded really positive and the work going on is really good 
news heading towards more co-production but the original question was around revisiting 
Delivering Together and how we had/had not met the objectives e.g. the promises we made 
to carers, not having to go out of area, promises regarding trying to make sure community 
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services were in place before we closed beds but he did note that a lot of good things have 
been happening around mental health services. 

 
Oliver Wood, Lay Member, noted that when we commit to do work with partners it is 
important that we follow it through and report what happens and address it in an open way 
of what was/was not possible.  He was pleased to see innovation around peer support but it 
needs to part of a wider picture but there were lots of positives in the presentation. 
 
Again Catherine said she would be happy to come back to update on the queries above.  
Sheinaz Stansfield added that as part of this it would be good to have PCN updates and 
what additionally are those roles adding.  Kirsty agreed with Sheinaz but need to look at 
how we maximise value and complement other roles and what is happening in localities 
and there needs to be a robust communication plan and the Gateshead team are keen to 
get out into communities to speak to them.  They are involved in LA housing and the 
homeliness strategy and carers being offered an assessment and being supported 
appropriately is something they are also looking at.   
 
It was suggested that there be an update from Newcastle at the next meeting. 
 

The CCG Governing Body NOTED the content of the presentation. 
 
 
2021/07/12  Assurance, Risk & Governance items 
 
12.1  Risk Register Report 
Neil Hawkins, Head of Corporate Affairs, presented the report which provided a risk 
management update for review and discussion, including a report on the CCG Assurance 
Framework and an update of any operational risks scored 15 or above.  
 
Neil noted that work has started on a new risk matrix adopting what NHS England use to 
align across the North East and North Cumbria the risk matrices to have a unified 
approach.  Not all of the risks have been updated as yet but the report highlights those that 
have changed. 
 
Mark Dornan thanked him for the report and noted it was much clearer. 
 
Michael Burke added that this has been to the Audit Committee who were happy with the 
report and how things are being managed. 
 

The CCG Governing Body NOTED the Assurance Framework. 
 
 
2021/07/13 Committee Minutes/Reports to be received for information 
 
13.1(a) Minutes of the CCG Executive Committee meeting 11 May, 25 May, 8 June, 

22 June & 29 June 2021 
The CCG Governing Body RECEIVED the minutes. 

  
(b) Minutes from the Quality, Safety & Risk Committee held on 6 May 2021 

The CCG Governing Body RECEIVED the minutes. 
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(c) Minutes from the Audit, Finance & Performance Committee 17 March 2021 

The CCG Governing Body RECEIVED the minutes. 
 
(d) Minutes from the Primary Care Commissioning Committee 27 April & 25 May 

2021 
The CCG Governing Body RECEIVED the minutes. 

 
13.2     Mazars Follow Up Letter 

The CCG Governing Body NOTED the contents of the letter. 
  
The meeting closed at 3.40 pm. 
 
2021/07/14 Date of Next Meeting & AGM 
The next meeting will be held on Tuesday 28 September 2021 and we are looking at 
options of how this meeting could take place in view of restrictions being lifted but the final 
decision will be made closer to the date as we continue to monitor the situation re covid. 
 
Joe Corrigan noted that the Ways to Wellness programme is due to report it's seventh year 
which connects to social prescribing so maybe look at a presentation for the next meeting 
and/or development session.  
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Patient, Public and Carer Involvement and Experience 
Update 

 
September 2021 

 
1. Introduction  
 
This paper summarises progress on Patient, Public and Carer, Involvement and     
Experience work across Newcastle and Gateshead since the last report in July 2021. 
 
2. Team Structure 
 
Ashma Begum-Ahad has left the PPI Team as her maternity cover contract has 
ended. We wish Ashma good luck for the future.  Christianne Ormston has returned 
from maternity leave as PPI and Community Development lead for Newcastle Place.  

Involve North East continue to work closely with the PPI Team offering support on a 
range of our activities.  

 
Newcastle Place activities: 
 
3. Newcastle Patient, Public, Carer and Partner Online Engagement Forum 
 
The Patient, Public, Carer and Partner Online Engagement Forum for Newcastle 
Place met on 27 September 2021. The Forum explored the changes to ways of 
working, including the move from CCGs to Integrated Care Systems (ICS) and 
Changes to the CCG’s Engagement Structures, with Tara Case, Associate Director, 
Newcastle system, NGCCG.   

Liam Gilfellon, Director of Relationships, Mental Health Concern presented on work 
to improve Mental Health Services in the city, and Penny Swan, Delivery Project 
Lead, NGCCG, accompanied by colleagues from Newcastle City Council, presented 
on CCG work with Care Homes in Newcastle.  

This Forum will now meet on a quarterly, place-based basis, with a focus solely on 
Newcastle.  This will be with a view to see how the Newcastle system develops and 
to consider how this group may link in with other groups that exist across partners.  
 
The dates of the future meetings will be set shortly.  
 
4.  Newcastle Place Engagement Mental Health Transformation 
 
Work is ongoing across the four Newcastle Try and Test groups for Central and 
East, North, Outer West and Inner West localities to look at how Mental Health 
Services can be improved across the City. The Try and Test Groups bring together 
leads from the CCG, NUTH, voluntary sector, local authority along with patient 
representatives to explore issues pertinent to place and their specific local 
communities.   
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An example of how service users are involved includes the work of the North Try and 
Test Group, who have recently listened to the experiences of service users of Eating 
Disorder Support services in Newcastle.  The group is exploring how Eating Disorder 
Support can be improved in Newcastle, including what a community-based service 
would look like. The group have identified the need for additional training for 
clinicians, improved awareness of conditions and to explore the scope for peer 
support workers to support a community based approach. 
 
Other key areas identified across other Try and Test Groups so far include Housing 
and Mental Health Recovery.  
 
5. Newcastle Special Educational Needs and Disability (SEND)  
 

The SEND Voice team have been working with young people from Kenton School 
and Wingrove Primary to co-produce a Happiness survey. The SEND young people 
reported that they  felt the Pandemic has affected their mental health and that their 
needs should be greater understood. They have also said that communication in 
education settings is not good for them. The Survey will provide an opportunity to 
establish a SEND Youth Voice network across the city.  
 
Engagement is continuing with parent/carers, staff, and children and young people in 
settings (Nursery, Primary, Middle, Secondary, post 16) to understand the need 
across the city which will inform the commissioning of services. It will also be used to 
establish the first Children and Young People’s SEND Network for the city of 
Newcastle. Engagement will include an online survey for adults and older young 
people, and workshops for younger children. Work will be undertaken during Autumn 
2021 and completed by December 2021. 
 
 
Gateshead Place activities: 
 
6. Gateshead Public Engagement Forum 
 
Following the dissolution of the joint Patient, Public, Carer and Partner Online 
Engagement Forum, Gateshead Place has now established the Gateshead Public 
Engagement Forum. The inaugural public meeting was held online on 15 September 
2021 and included a presentation and question and answer session with 
Gateshead's Children, Young People & Families team. Separately, attendees also 
heard from report on public and patient feedback on service quality standards by 
Paul Sams from the Commissioning & Quality Assurance Team at Cumbria, 
Northumberland Tyne and Wear NHS Foundation Trust. Paul is also an Honorary 
lecturer in Positive and Safe Care at the University of Cumbria. Quarterly online 
meetings are recorded and available to watch via our YouTube channel, and future 
meetings are advertised on our website as well as on social media and via mailout to 
existing members and VSCE groups who are encouraged to cascade details through 
their own networks. 

7. Gateshead Community Mental Health Transformation 
 
Following the development of the Mental Health (MH) Operations Group Assurance 
plan, regular meetings have been held with initial partnership organisations from the 
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VCSE, local authority, as well as with NHS provider organisations. In addition, 
throughout August, one-to-one engagement meetings have been held with external 
stakeholders to solicit input on engagement activities. Task and Finish Groups for 
the Community MH, Older Persons MH, and Residential Care work-streams have 
been established, and the organisation Roots and Wings have been tasked with 
helping develop Co-production work. In addition, a draft communications strategy 
has been developed. Through the Steering Group, further work on the Trusted 
Assessor model, the Community Hub, recruiting to Lived Experience posts, and the 
residential bed review is also currently being undertaken, and outputs from these 
workstreams will be captured in a video, which will be developed over the coming 
months.    
 
8. Cultural Awareness and Engagement Training 
 
A number of cultural awareness and engagement training sessions are planned for 
staff with external partners in Gateshead, to help nurture closer relations at a 
microcommunity level, working with local VCSE providers and members of ethnically 
minoritised groups. The first session will be held in October.   
 
9. Gateshead Long Term Conditions Group 
 
The CCG Engagement lead continues to help facilitate meetings with this active and 
friendly public group. Group members lead the discussions and set the agenda, and 
met on 27 September to discuss a range of health issues affecting the management 
of care. Dr Becky Haines, Gateshead's Clinical Lead for Diabetes, will be addressing 
the group and taking their questions at the next meeting in November.  
 
10. Children and Young People (CYP) (Gateshead) 
 
The CYP team continues to host regular multiagency meetings to co-ordinate and 
inform CYP work across Gateshead. The team worked closely with Gateshead 
Council's Children’s Rights and Engagement officers over the summer in support of 
their pop-up summer roadshows for children and young people in parks and other 
venues across Gateshead. In August we also published the latest edition of the 
Children, Young People and Families Newsletter, as well as helping to distribute the 
new Gateshead Parent Carer Forum Newsletter, which gives parents and carers a 
range of useful information including details of The Gateshead Local Offer for 
children and young people with special educational needs and disabilities (SEND). 
On 14 September, a joint meeting between Gateshead Council and NGCCG began 
work on developing a new Children's Strategy for Gateshead which will include 
coproduction activities involving children and young people in the development 
process.  
 
Further engagement activities are currently being considered for the coming months 
around making General Practices Young Person Friendly, the development of a 
General Practice CYP Kitemark and the development of a new Teenage Resource 
Children's Strategy. 
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Joint Newcastle-Gateshead activities: 
 
11. Widening Participation  
 
The PPI team have been working with NECs Communications Team to develop 
promotional material to attract people to join the Patient Forum meetings in 
Newcastle and Gateshead. This has including developing material translated into the 
5 most common community languages.  
 
12. Community Forum  
 
The Community Forum met on 23 September 2021. The Forum received an update 
from Dr David Jones on the work of the CCG, local and national trends in relation to 
Hate Crime from Lucy Williams, Newcastle City Council, and an update on the Safe 
Streets Initiative from the UN Intergovernmental Panel on Climate 
Change (IPCC).  Carrie Rosenthal from Haref also gave an update on Haref’s Mental 
Health Peer Research Project. The next meeting of the Forum is Thursday 20 
January 2022.  
 
13. British Sign Language Support  
 
Guidance has been developed to support GP practices to become more accessible 
for British Sign Language (BSL), D/deaf and hard of hearing patients. (The term 
D/deaf is now widely used to describe people who either sign language users, 
lipread, and/or use hearing aids.) The guidance has been created in collaboration 
with Involve North East, Saville Medical and Teams Medical Practice and Becoming 
Visible; a Newcastle charity who are specialists in British Sign Language (BSL), Deaf 
culture and the Deaf community. This is now being rolled out across Newcastle and 
Gateshead.  
 
14. Little Orange Book  
 
Both the Newcastle and Gateshead System Teams are planning the 'Phase 2 pilot' 
roll out of the Little Orange Book. Amongst other things, phase 2 updates both the 
content and delivery of the Little Orange Book, and expands its reach from 
Gateshead, to also include Newcastle.  Funding for the Phase 2 Pilot was received 
from the North East and North Cumbria Children and Young People Transformation 
Programme.  This pilot project will also include a more robust evaluation of the 
impact of the Little Orange Book to date, which, it is hoped, will support future roll 
outs across the Integrated Care System (ICS).  To ensure we have strong evaluation 
mechanisms in place, we will engage with schools, pharmacies, health visitors and 
parent / carers throughout and after the roll-out. 

The Little Orange book is as a tool for parent/carers to manage their children’s minor 
illnesses and for health care professionals in their ability to support them in this. The 
book is focused on acute illness in young children and helps parents and carers to 
recognise and then respond appropriately to a range of diseases, illness and 
conditions as well as signposting parents to the most appropriate service or clinician 
should they need further support. The book has been in circulation for a number of 
years and parents/carers/schools and health professionals trust the publication and 
to use the information provided. By providing copies of The Little Orange book to 
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providers, primary schools, nurseries, parent/carers, primary care, health visitors and 
other health professionals it supports the sharing of good practice and helps to 
maintain positive working relationships. 

The Little Orange Book has been reviewed by clinicians across Newcastle and 
Gateshead and reprint and distribution is expected to take place mid 
September.  Both Children's teams are working with the comms team in NECS to 
ensure that the book is promoted.  We are looking to develop promotional videos 
around the Little Orange Book and are exploring the option of having a couple of 
practices across Newcastle and Gateshead 'going orange' as part of the launch. 
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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 30. 
 

Finance  

• This section reports on the financial position for the first four months of the financial year 2021/22, as at July 2021. 
 
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 Jun-21 0 1 1 0 0 0 0 1 1

C Difficile Jun-21 16.0 15 40 4.0 2 7 6.0 13 31

C Difficile Community Cases Jun-21 N/A 9 15 N/A 2 5 N/A 7 19

MSSA Jun-21 N/A 14 38 N/A 7 14 N/A 6 20

E Coli Jun-21 32.0 47 126 17.0 21 56 22.0 22 75

Never Events (i.e., number involving CCG's patients) Jul-21 0 0 0 0 1 2 0 2 4

Serious Incidents - NHS Providers Jul-21 N/A 22 82 N/A 5 23 N/A 8 29

Serious Incidents - Primary Care Jul-21 N/A 0 0 N/A 0 0 N/A 0 0

Safeguard Incident Risk Management (SIRMS) Jul-21 N/A 92 387 N/A 8 42 N/A 18 95

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

about primary care)
Jul-21 N/A 12 27 N/A 2 12 N/A 5 16

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 Jul-21 N/A 1.0 5.0 N/A 0.0 4.0 N/A 0.0 2.0

Concern/Advice/Other Jul-21 N/A 1.0 11.0 N/A 0.0 11.0 N/A 0.0 2.0

Freedom of Information Requests Jul-21 N/A 20.0 66.0 N/A 20.0 71.0 N/A 19.0 77.0

GP Patient Survey

Newcastle Gateshead CCG North Tyneside CCG Northumberland CCG

Responsive

Newcastle Gateshead CCG North Tyneside CCG Northumberland CCG

HCAI

Newcastle Gateshead CCG North Tyneside CCG Northumberland CCG

Incidents

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 Jun-21 0 0 0

C Difficile Jun-21 5 8 12

MSSA Jun-21 2 4 9

E Coli Jun-21 23 33 38

Never Events Jul-21 0 0 3 0 0 0

Serious Incidents Jul-21 N/A 8 8 17 9 0

NHSI SI Framework: 2 Day Reporting Q1 21/22 95% 87.0% 100.0% 100.0% 94.0% 100.0%

NHSI SI Framework: 60 Day Reporting Q1 21/22 95% 0.0% 34.0% 63.0% 100.0% 100.0%

Safeguard Incident Risk Management (SIRMS) Jul-21 N/A 13 10 39 6 9

NRLS - Proportion of Incidents that are harmful. May-21 N/A 43.1% 29.3% 29.6% Nil

NRLS - Potential under-reporting of death/severe harm May-21 N/A 0.77 0.39 0.49

NRLS - Potential under-reporting May-21 N/A 29.7 67.2 48.3 Nil

NRLS - Consistency of Reporting May-21 N/A 5 6 6 Nil

Staffing Absence rate Mar-21 3.99% 4.34% 4.53% 4.17% 4.99% 8.31%

Alerts Patient safety alerts open past deadline Jul-21 0 0 0 0

HCAI

Incidents

Quality Dashboard Foundation Trusts - Safe  
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Quality Dashboard – Effective, Responsive and Well-Led 
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Quality Exceptions 
 
Health Care Acquired Infections (HCAI):  
 
C Difficile Infection (CDI):  In June 2021 NuTHFT reported 12 (published) cases and GHFT reported 5 (published) cases, both 
exceeding their monthly trajectories.    NuTHFT declared an outbreak of CDI in June as two cases were identified with the same 
ribotyping linked to location and time.  Investigations are ongoing, identifying best practice, themes and lessons learned.  GHFT's 
review of cases did not identify any lapses in care although improvement in the sending of samples was identified.  Training 
sessions have been arranged and cascaded through the relevant areas. 
 
E. coli:  In June 2021 NuTHFT reported 38 (published) cases and was the highest reporter of E. coli in the region.  The Trust 
continues to show as an outlier on NHSE/I Acute Quality Dashboard.  A gram-negative blood stream infection (GNBSI) working 
group coupled with the reinstated serious incident review meetings and focused post infection review meetings will support further 
reductions. Two quality improvement projects have been accepted for the Institute for Health Improvement (IHI) programme 
focusing on gram negative bacteraemia reduction.  This work was due to commence in July 2021.   In Q1 there was an increased 
incidence of some HCAIs, and improvement work is ongoing focused on improving IV-line management, sepsis screening, 
timeliness of antibiotics and hand hygiene compliance.  A business case has been submitted to procure an IT system to effectively 
capture and monitor IPC compliance to enable focused improvements.   
 
Serious Incidents:  
 
In July 2021: 
 
Never Events:  Since April 2021 NuTHFT has reported 3 never events (wrong implant/prosthesis, retained foreign object and 
wrong site surgery) and continues to show as an outlier on NHSE/I Acute Quality Dashboard.   None of these never events relate to 
NGCCG patients (2 relate to Northumberland patients and 1 relates to a North Tyneside patient).  Never events are managed in 
line with the CCGs serious incident panel processes. 
 
GHFT reported 8 SIs (6 falls, 1 diagnosis delay, 1 HCAI MSSA), all related to NGCCG patients.  This demonstrates an increase on 
the same period last year (n=5 reported).   
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NuTHFT reported 17 SIs (10 pressure ulcers, 3 falls, 2 surgical/invasive procedure, 1 HCAI COVID-19, 1 unexpected death) 13 
related to NGCCG patients. This is an increase on the same period last year (n=7 reported).   
 
CNTWFT reported 9 SIs (8 unexpected deaths, 1 self-harm), 1 related to a NGCCG patient.  This demonstrates a decrease on the 
same period last year (n=12 reported).   
 
NEASFT reported no SIs.   This demonstrates a decrease on the same period last year (n=2 reported). 
 
NGCCG Serious Incident Panel:  In July 2021 the CCG SI panel considered 13 new cases, of which 11 were closed and 2 were 
delogged.  The panel also closed 7 cases from the action log as additional assurance had been received. 
 
NHS Sickness Absence Rates:  NuTHFT, GHFT, NEAS and CNTWFT were above the England average for March 2021 (3.99%).  
Throughout July all Trusts reported significant workforce pressures due to increasing rates of sickness absence, including positive 
COVID-19 cases and staff having to self-isolate.  A range of measures are in place to ensure operational challenges are managed, 
safe staffing levels are in place and support is offered to staff to maintain their health and wellbeing. 
 
NGCCG Complaints:  In July 2021 one formal complaint was received relating to a CHC funding decision.  7 complaints relating to 
NHS providers were received and have been passed to the appropriate organisation for management, with the complainant's 
consent.   
 
12 Hour Trolley Wait Breaches:  GHFT reported five 12-hour trolley wait breaches in August.  These were all reported in line with 
the NHS serious incident framework.  No patient harm was identified, and all five patients were admitted when a bed became 
available. The Trust was experiencing increasing pressures and had flipped two wards to take COVID-19 patients however ED 
attendances continued to rise to over 35%.  Staff absences increased due to testing positive for COVID-19 and having to isolate 
following contact from Track and Trace.  There was also significant challenge due to the absence of domestic staff which delayed 
deep cleaning of wards however mutual aid was provided by NuTHFT and NHCFT to clean wards and re-open beds.  The initial 
review has identified learning in regard to the level of escalation declared and internal/external communication.  A full root cause 
analysis investigation is underway to identify further learning and an action plan will be produced.    The CCG has met with the 
Trust to discuss the breaches and the findings of their initial review and will continue to offer support. NHSE/I has been notified of 
the breaches.    
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Major Trauma Network Review of NEAS:  The review of pre-hospital care identified gaps in access to expert clinical advice for 
those attending the scene.  The areas of concern relate to two standards and the Network classified this deficit as an immediate 
risk, requiring NEAS to respond with an action plan within two weeks.   The standards were 2.1 there should be an advanced 
paramedic or critical care paramedic present in the ambulance control room 24/7 and 2.2 the advanced paramedic or critical care 
paramedic should have access to pre-hospital emergency medicine consultant, or ST3 or above registrar 24/7. NHSE/I convened a 
meeting in July to agree a collective view about the Trust's plan and Northumberland CCG's director of nursing participated, as lead 
commissioner.  NCCG has written to the Trust with comments and queries in relation to the recent reply to the Network and a 
response has been requested.  The need for NEAS and commissioners to work jointly on the issues was recognised at the QRG 
meeting in August. 
 
CQC NEAS 111 Service:  The Trust is flagged as a national outlier for 111 from December 2020 onwards, in particular for call 
abandonment rates, call pick up times and call back times.  In June 2021 the CQC met with representatives of NCCG as the North 
East ICS Lead Commissioner for NEAS and discussed the current work underway in the Trust and wider Urgent and Emergency 
Care Partners to reduce pressures and manage bottlenecks, including recruitment to call taker roles, the newly established NEAS 
Transformation Board, and a range of work under the 111 Task and Finish Group.   NCCG has shared with the CQC a summary of 
the performance and quality data and will keep partners updated when a response is received. 
 
Hospital Standardised Mortality Ratio (HSMR): GHFT is continuing to show as an outlier on the NHS England & NHS 

Improvement Acute Quality Dashboard (June 2021), with the data demonstrating more deaths than expected for this mortality 

measure.  Analysis by NEQOS identified no specific cause for the high HSMR or cause for concern about quality of care.  The 

effect of COVID-19 on the mortality indicators is unclear at present and there appears to be more variation in the HSMR across 

Trusts in England.  The Trust report that they are likely to continue to flag high for some time. 
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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 Jul-21 95.0% 84.6% 89.4% 90.6% 93.4% 91.1% 93.8% 77.7%

Category 1 Response times (7 Mins ave) 07:00 00:05:51 00:05:47 00:06:57 00:06:27 00:08:50 00:08:07 00:08:33

Category 2 Response times (18mins ave) 18:00 00:40:39 00:30:27 00:36:51 00:27:40 00:36:04 00:28:13 00:41:04

Category 1 Response times (90th centile) 15mins 00:09:50 00:09:49 00:11:43 00:10:16 00:15:57 00:15:03 00:15:15

Category 2 Response times (90th centile) 40mins 01:21:01 01:04:20 01:14:18 00:56:12 01:14:35 00:58:07 01:27:44

Category 3 Response times (90th centile) 2hrs 06:58:50 04:24:30 05:14:44 03:44:09 03:41:04 02:34:23 06:20:48

Category 4 Response times (90th centile) 3hrs 03:10:47 02:46:11 03:21:37 03:55:51 02:45:34 02:39:05 06:52:02

% patients waiting for initial treatment on incomplete pathways within 18 weeks 92.0% 74.9% 73.3% 78.1% 76.9% 79.3% 77.4% 68.8%

Number of patients waiting more than 52 weeks for treatment 0 2,237 7,815 882 2,987 1,151 3,893 304,803

MSA *Mixed Sex accommodation - number of unjustified breaches Feb-20 0 0 7 0 0 0 1 4,929

Diagnostics % patients waiting less than 6 weeks for the 15 diagnostics tests (including audiology) Jun-21 99.0% 76.7% 77.9% 89.9% 92.5% 87.3% 90.4% 77.6%

% of patients seen within 2 weeks of an urgent GP referral for suspected cancer 93.0% 67.1% 65.4% 81.1% 78.5% 80.7% 80.6% 84.9%

% of patients seen within 2 weeks of an urgent referral for breast symptoms 93.0% 20.6% 22.2% 71.0% 73.6% 89.7% 90.4% 68.8%

% of patients treated within 62 days of an urgent GP referral for suspected cancer 85.0% 74.4% 73.1% 65.6% 74.5% 78.7% 76.3% 73.3%

% of patients treated within 62 days of an urgent GP referral from an NHS Cancer Screening Service 90.0% 75.0% 78.3% 75.0% 53.8% 80.0% 82.3% 73.2%

% of patients treated for cancer within 62 days of consultant decision to upgrade status N/A 66.7% 67.9% 70.0% 80.0% 62.5% 52.0% 82.3%

% of patients treated within 31 days of a cancer diagnosis 96.0% 95.5% 96.2% 94.0% 94.6% 92.3% 94.6% 94.6%

% of patients receiving subsequent treatment for cancer within 31 days - surgery 94.0% 87.8% 91.2% 77.8% 88.2% 80.6% 81.3% 86.9%

% of patients receiving subsequent treatment for cancer within 31 days - drugs 98.0% 100.0% 98.1% 97.2% 95.9% 100.0% 97.0% 99.3%

% of patients receiving subsequent treatment for cancer within 31 days - radiotherapy 94.0% 97.5% 96.6% 94.3% 96.5% 98.5% 97.6% 97.5%

6 Week wait IAPT treatment (People Completing Therapy) May-21 75% 94.8% 93.9% 76.9% 78.9% 98.6% 98.0% 91.9%

18 Week wait IAPT treatment (People Completing Therapy) May-21 95% 99.8% 99.9% 84.6% 89.3% 100.0% 99.6% 98.4%

% people with anxiety  disorders and depression who access psychological therapies (IAPT) May-21 20.2% 1.33% 2.81% 1.40% 3.04% 1.33% 2.97%

% complete treatment who are moving to recovery May-21 50% 51.4% 51.1% 62.42% 56.70% 54.30% 55.60% 52.2%

Early intervention in psychosis - % with 1st episode treated within 2 weeks Jun-21 60% 80.0% 91.6% 83.3% 44.4% 80.0% 79.4%

Waiting times for routine referral to CYP Eating Disorder Services - Within 4 weeks 85.4% 85.4% 87.5% 87.5% 91.2% 91.2%

Waiting times for Urgent referrals to CYP Eating Disorder Services - within 1 week 93.3% 93.3% 93.8% 93.8% 100.0% 100.0%

Inappropriate OAPs active at period end May-21 <0 5 5 5 5 5 5 685

Improve diagnosis rate for people with dementia Jul-21 70.0% 71.4% 70.9% 64.5% 64.7% 60.2% 60.6% 62.1%

* Data paused due to covid-19

England 

Benchmark

Ambulance Jul-21

North Tyneside CCG Northumberland CCG

Threshold

Indicators Indicator Description
Latest Data 

Period

Newcastle Gateshead CCG

Front Door

RTT Jun-21

Q2 - Q4 2020-21 

& Q1 2021-22

Cancer Jun-21

Mental Health

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% 86.7% 90.1% 80.4% 88.1% 92.0% 94.6%

Over 12 hour trolley waits <0 0 1 2 2 0 0

Turn around time - Arrive Hospital to Clear <= 30% 40.7% 42.25% 42.6% 45.40% 31.7% 38.01%

Ambulance handovers 30 mins - 60 mins <0 139 114 57 26 350 241

Ambulance handovers => 60 mins <0 0 0.8 30 8.0 75 39.0

Ambulance handovers =>120mins <0 0 0 16 4.5 12 3.3

Category 1 Response times (7 Mins ave) 07:00 00:06:58 00:06:44

Category 2 Response times (18mins ave) 18:00 00:43:14 00:32:31

Category 1 Response times (90th centile) 15mins 00:12:09 00:11:47

Category 2 Response times (90th centile) 40mins 01:28:03 01:08:05

Category 3 Response times (90th centile) 2hrs 06:39:55 04:12:32

Category 4 Response times (90th centile) 3hrs 04:38:17 03:42:58

*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% 74.5% 72.7% 81.4% 79.5% 88.9% 87.7%

Number of patients waiting more than 52 weeks for treatment 0 4,977 16,913 46 217 89 321

Number of patients waiting >26 weeks on incomplete pathway 15,291 938 1,528

*Mixed Sex accommodation - number of unjustified breaches Feb-20 0 0 0 0 8 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)
Jun-21 99.0% 80.2% 82.0% 69.8% 83.2% 92.1% 95.0%

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

cancer
93.0% 53.1% 51.1% 74.3% 83.2% 97.0% 94.2%

% of patients seen within 2 weeks of an urgent referral for breast symptoms
93.0% 21.6% 21.6% 100.0% 100.0% 96.6% 93.9%

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

cancer
85.0% 69.9% 70.5% 70.5% 69.1% 77.0% 79.5%

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

Cancer Screening Service
90.0% 85.1% 84.8% 81.8% 85.3% 37.5% 51.2%

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

upgrade status
N/A 63.6% 64.4% 100.0% 66.7% 75.0% 70.2%

% of patients treated within 31 days of a cancer diagnosis
96.0% 90.3% 93.4% 97.2% 98.2% 97.6% 97.8%

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

surgery
94.0% 81.0% 84.3% 100.0% 97.3% 100.0% 100.0%

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

drugs
98.0% 99.3% 97.9% 100.0% 99.3% 100.0% 89.5%

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

radiotherapy
94.0% 97.6% 97.5% n/a n/a 100.0% 100.0%

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

* Data paused due to covid-19  ***Future data collection snapshot

Cancer

Jun-21

NEAS

DTOC
Feb-20

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

RTT

Jun-21

Jul-21

Front Door

Jul-21

Ambulance

Jul-21

Indicators Indicator Description Latest Data 

Period

Threshold

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 Jul-20 Aug-20 Sep-20 Oct-20 Nov-20 Dec-20 Jan-21 Feb-21 Mar-21 Apr-21 May-21 Jun-21

0->18 4,557       5,774       6,458       7,014       7,156       7,116       6,597       6,585       6,860 6,892 7,529      7,510       

19->26 1,938       977           437           644           889           987           942           1,098       1,081       967 823          781           

27>40 1,790       1,858       1,573       937           673           640           758           801           734           803 749          704           

41>52 300           433           457           474           603           670           443           197           170           213 210          189           

52 plus 27             41             68             79             104           117           131           197           166           107 64            45             

Performance Dashboard – RTT Incomplete – Gateshead Health NHS FT 
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NEWCASTLE HOSPITALS NHS FOUNDATION TRUST

Total Waits Jul-20 Aug-20 Sep-20 Oct-20 Nov-20 Dec-20 Jan-21 Feb-21 Mar-21 Apr-21 May-21 Jun-21

0->18 31,885     38,566     45,757     48,557     49,275     50,120     50,832     51,372     54,221     57,072 61,112 64,218     

19->26 13,717     7,008       2,200       3,826       5,540       6,754       6,984       7,717       7,766       7,356 6,379 6,701       

27>40 12,819     15,102     14,429     10,054     5,365       3,427       4,930       6,422       6,908       7,475 7,933 6,979       

41>52 3,207       4,473       5,083       6,140       6,922       7,665       4,982       2,602       1,462       2,223 3,120 3,335       

52 plus 730           1,041       1,426       2,045       2,680       3,420       4,846       6,223       6,795       6,409 5,524 4,977       

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

Total Waits Jul-20 Aug-20 Sep-20 Oct-20 Nov-20 Dec-20 Jan-21 Feb-21 Mar-21 Apr-21 May-21 Jun-21

0->18 13,241     16,376     18,362     19,200     19,539     19,099     18,851     18,799     19,822     20,262 21,561 22,273

19->26 3,916       1,731       515           1,271       1,553       1,764       1,767       1,748       1,543       1,419 1,180 1,255

27>40 2,280       2,975       2,711       1,585       1,009       864           1,213       1,354       1,377       1,339 1,268 1,058

41>52 265           371           442           496           564           779           475           268           222           346 383 381

52 plus 11             10             15             27             28             39             92             162           178           131 99 89

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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*Data publication paused due to Covid-19 

 

• 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 

• 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. 

  

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 

Q1 2021/22 408 408 166 166 266 266

*Personal Health budgets Number of PHBs in place Q3 2019/20 503 1099 124 250 430 614

*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 2019/20 92.0% 100% 100% 92.0% 100.0% 95.1% 92.0% 76.2% 72.8%

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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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.  Recovery is however being impacted by the current wave and increase in Covid-19 
infections and progress made so far is now plateauing.  The planned activity is being reviewed on a daily basis in 
consideration of prioritising urgent and cancer surgery. 
 

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

surgery, Ophthalmology and vascular surgery at NUTH.  Ophthalmology waiting times have increased significantly. Trusts 

are now being monitored on 78 – 103-week waiters, with particular pressures at NUTH in spinal surgery.   Provision is being 

made at NUTH NHS FT from the end of March in relation to cataracts, where a large proportion of 52-week waiters fall.  

 

• 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. 
 

Performance Exceptions: North ICP continued 
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• Ophthalmology at NUTH presents a particular pressure in relation to long waiting times across the North ICP.  A working 
group has been convened and the following actions are noted:  Newcastle Westgate Cataract Centre service is now open at 
the beginning of April. 

• Harm reviews are being undertaken for long waiters 
 

• Utilisation of the Independent Sector 
 

• 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. 
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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 
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.   

 

• Following an unsatisfactory procurement process the NGCCG is working in partnership with the current providers to develop 

a new model of delivery to ensure improvement of future KPI’s. The current waiting list is to be managed separately outside 

of the main contract.  

• Work is underway in Newcastle to review risks and actions through Collaborative Newcastle 

 

 

Performance Exceptions: North ICP continued 
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Better Care Fund  

An update on Better Care Fund will be provided in due course given national guidance is still awaited.  

System Performance Exceptions  
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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 2019/20 financial year.  

It can be noted that activity at Newcastle Hospitals is exceeding both indicative planned levels of activity in total, however A&E 

activity is higher than indicative plans whilst both elective and non elective activity is lower than the indicative plans. With regard to 

GHNHSFT, the provider is below the indicative plans across a range of points of delivery. Both providers continue to increase the 

number of non face to face outpatient appointments they undertake. Activity levels continue to be impacted by the impact of the 

pandemic, social distancing and infection prevention control requirements.  

POD Group

Activity 

Plan

21/22

Activity 

Actual

21/22

Activity 

Variance

21/22

Variance %

Activity 

Actual

19/20

Activity as 

% of 19/20

Activity Plan

21/22

Activity Actual

21/22

Activity 

Variance

21/22

Variance %
Activity Actual

19/20

Activity as 

% of 19/20

Activity 

Plan

21/22

Activity 

Actual

21/22

Activity 

Variance

21/22

Variance %

Activity 

Actual

19/20

Activity as 

% of 19/20

AandE 1,437 1,477 40 3% 1,538 96% 26,760 28,234 1,474 6% 27,263 104% 23,715 18,468 (5,247) -22% 23,805 78%

Ambulatory Care 195 233 38 19% 189 123% 1,338 2,540 1,202 90% 1,200 212% 1,579 1,516 (63) -4% 1,718 88%

Critical Care 30 20 (10) -32% 28 71% 1,477 1,887 410 28% 1,601 118% 766 717 (49) -6% 812 88%

Elective 155 102 (53) -34% 152 67% 10,494 9,970 (524) -5% 10,446 95% 4,830 4,624 (206) -4% 4,855 95%

Excess Beddays 32 2 (30) -94% 32 6% 3,187 1,138 (2,049) -64% 3,707 31% 993 778 (215) -22% 821 95%

Maternity Pathways 89 90 1 1% 72 125% 2,439 2,452 13 1% 1,502 163% 1,268 1,261 (7) -1% 935 135%

Mental Health 9 24 15 174% 0 0% 665 519 (146) -22% 413 126% 3,130 2,859 (271) -9% 3,074 93%

Non Elective 143 161 18 13% 158 102% 9,445 8,657 (788) -8% 10,607 82% 4,805 4,686 (119) -2% 5,154 91%

Other Services 115 118 3 3% 121 98% 555,994 578,293 22,299 4% 565,502 102% 31,919 29,807 (2,112) -7% 33,711 88%

Outpatient Diagnostics 156 153 (3) -2% 191 80% 10,841 10,416 (425) -4% 10,641 98% 7,155 6,650 (505) -7% 7,672 87%

Outpatient First 262 307 45 17% 308 100% 22,705 21,545 (1,160) -5% 22,764 95% 8,055 6,934 (1,121) -14% 8,266 84%

Outpatient First NF2F 97 197 100 102% 105 188% 136 3,449 3,313 2441% 182 1895% 276 2,814 2,538 919% 303 929%

Outpatient Follow Up 873 588 (285) -33% 1,017 58% 43,944 39,753 (4,191) -10% 45,535 87% 21,283 18,274 (3,009) -14% 21,760 84%

Outpatient Follow Up NF2F 39 287 248 636% 24 1196% 1,248 8,091 6,843 548% 1,017 796% 254 7,821 7,567 2982% 68 11501%

Outpatient Procedures 71 83 12 17% 75 111% 18,947 15,677 (3,270) -17% 19,571 80% 2,043 1,479 (564) -28% 2,467 60%

Grand Total 3,702 3,842 140 4% 4,010 96% 709,620 732,621 23,001 3% 721,951 101% 112,073 108,688 (3,384) -3% 115,421 94%

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

NHS Newcastle Gateshead CCG - Month 3 YTD

CCG Contract Finance & Activity Dashboard – Newcastle Gateshead 

CCG CCGCCGCCCCCCCGCCG 
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Guidance is expected on the contracting and finance arrangements for the second half of the financial year and it is expected that 

the current block contracts will remain in place.  

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.  

 

More recently NHSEI have 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.  

 

Locally Directors of Finance have been working to agree system wide principles to underpin how funding will be distributed across 

the ICS in response to under and over performing organisations.  

 

NECS colleagues are developing a model which confirms current performance against the ERF. The following table is included for 

information purposes only to give an indication of current activity levels across our ICP  as at the end of June and includes 

diagnostics which are not part of the ERF.  
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It can be noted that on this crude analysis, our ICP appears to be delivering activity levels in excess off the required thresholds.  

 

 

 

 

 

Ambition

Activity 

Actual

21/22

Activity 

Actual

20/21

Activity 

Variance

Year on Year

Activity as % 

of last year

June ERF 

threshold

Electives & Outpatient Procedures 25,830 27,356 (1,526) 94% 80%

MRI 2,112 2,094 18 101% n/a

CT 4,349 3,756 593 116% n/a

Endoscopy 1,348 1,775 (427) 76% n/a

Outpatient activity (FA &FUP total) 89,996 81,487 8,509 110% 80%

Outpatient NF2F total % 24%   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 To M06 YTD Forecast To M06 YTD Forecast To M06

Financial Position - (underspend) / deficit (60) 1,178 333 701 592 1,718

Commisioning Spend - (underspend) / deficit 218 1,594 375 743 865 2,146

Running Costs - (underspend) / deficit (278) (416) (42) (42) (273) (429)

Cash 0.90% 0.28% 0.73% 1.25% 0.60% 1.25%

Better Practice Payment Code (BPPC) 98.80% 95.00% 98.94% 95.00% 99.61% 95.00%

Notes 

Financial Position

Commissioning Spend

Running Costs

Cash

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 4 - July 2021
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.

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

CCG Finance Dashboard – Executive Summary 
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This section reports on the financial position of the CCG for the first six months of the financial year 2021/22, as at July 2021. Due 
to the COVID-19 pandemic CCG allocations have been adjusted to match national expectation of required funding to cover only the 
period April 2021 – Sept 2021, hereafter referred to as H1. Therefore the forecast position relates to this period only.  
 
Newcastle Gateshead CCG 

• The H1 forecast outturn reported at Month 4 is an in-year pressure of £1,178k 

• Of this pressure: 
o £2.7m relates to the Hospital Discharge Programme. HDP costs incurred are reimbursed centrally, however until an 

additional allocation is received these costs are reported as a pressure.   
o £156k relates to the Elective Recovery Fund. The cost of any extra Elective capacity required within the Independent 

Sector for the Elective Recovery Programme is shown as a pressure in the position. As with HDP costs the ERF 
pressure will be matched with an additional allocation. 

• Once the expected allocations for the above items are received then the remaining underlying position reported at Month 4 is 
actually a surplus of £1.66m. This is an improved position compared to the planned- outturn position for the H1 period of 
£1.1m surplus. 

• COVID costs aside from HDP are no longer reimbursed through an additional allocation transfer from NHSE, instead these 
costs are covered by an ICP wide allocation for COVID expneses. COVID costs are reported to plan at £1m for H1. 

• Full QIPP plans have been paused during the COVID19 pandemic, however the CCG are reporting £2.2m of QIPP 
achievement for H1. This relates to residual achievement of prior year schemes, combined with the planning requirement to 
no longer set aside a contingency. 

• Risk and mitigations are not required for NHSE reporting during the COVID19 pandemic and therefore are not included at 
this time. 

 
 
 
  
 
 

 

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

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 1 1

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

Total NHS Allocation Baseline 445,815 150,107 595,922 186,757 8,961 195,718 286,071 17,754 303,825

Allocations Received within 2021-22 financial year - COVID 0 0 0

Allocations Received within 2021-22 financial year - NON COVID 0 0 0

Retrospective Top Ups 0 0 0 0 0 0 0 0 0

Revenue Resource Limit In Year -  May 2021 445,815 150,107 595,922 186,757 8,961 195,718 286,071 17,754 303,825

Newcastle Gateshead CCG North Tyneside CCG Northumberland CCG

CCG Finance Dashboard – Allocations 
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Newcastle Gateshead Clinical 

Commissioning Group
Budget 

Year to Date 

Budget

Year to Date 

Actual

Year to Date 

Variance

Forecast 

Outturn

Forecast 

Variance 

£'000 £'000 £'000 £'000 £'000 £'000

Funding:

2020/21 Initial Commissioning Allocation 549,591 366,394 366,394 0 549,591 0

2020/21 Running Costs Allowance 4,655 3,103 3,103 0 4,655 0

2020/21 Primary Care Co-Commissioning Allocation 39,851 26,567 26,567 0 39,851 0

Additional Allocations - CSF 1,824 1,824 1,824 0 1,824 0

0

Total Income 595,921 397,889 397,889 0 595,921 0

Running Costs:

Total CCG Running Costs Running Costs 4,655 3,103 2,825 (278) 4,239 (416)

                    

Commissioning Expenditure Budgets:

South Tyneside and Sunderland NHSFT Acute 2,272 1,514 1,514 0 2,272 0

Co Durham & Darlington NHSFT Acute 1,032 688 688 0 1,032 0

Gateshead Hospitals NHSFT Acute 97,124 64,749 64,749 0 97,124 0

Newcastle upon Tyne Hospitals NHSFT Acute 155,569 103,713 103,713 (0) 155,569 0

Northumbria Healthcare NHSFT Acute 25,158 16,772 16,772 0 25,158 0

South Tees NHSFT Acute 240 160 160 0 240 0

North Tees & Hartlepool NHS FT Acute 0 0 0 0 0 0

Non NHS Acute Acute 2,875 1,930 2,075 145 3,013 138

Other Acute Acute 285 190 190 0 285 0

Non Contracted Activity & Individual Funding Requests Acute 338 226 226 (0) 338 0

North East Ambulance Service Amb 24,248 16,165 16,165 0 24,248 0

Northumberland Tyne & Wear NHSFT MH/LD 46,833 31,222 31,222 0 46,833 0

Non NHS MH/LD MH/LD 6,707 4,471 4,792 320 7,160 453

Packages of Care and Non Contracted Activity MH/LD 591 394 376 (18) 591 0

s117 MH/LD 9,254 6,170 6,326 156 9,489 234

Newcastle upon Tyne Hospitals NHSFT Community 17,169 11,446 11,446 0 17,169 0

Gateshead Community Services Community 13,705 9,136 9,136 0 13,705 0

Joint Community Servci Community 0 0 0 0 0 0

Non NHS Community Community 3,463 2,309 2,587 279 3,881 418

Local Authority Services Community 616 411 165 (246) 248 (368)

Continuing Healthcare/Funded Nursing Care CHC 43,517 29,606 30,297 691 45,719 2,201

Prescribing Prim Care 45,870 30,580 30,621 41 45,932 62

Commissioned Services & Out of Hours Prim Care 10,535 7,023 7,067 44 10,600 65

Services for Over 75's Prim Care 652 435 435 0 652 0

Primary Care Co-Commissioning Prim Care 39,851 26,567 26,187 (380) 39,462 (389)

Programme Costs Prog 6,677 4,452 4,507 55 6,760 83

Better Care Fund Prog 9,302 6,202 6,143 (59) 9,214 (88)

Total Commissioning Expenditure Budgets 563,884 376,530 377,559 1,029 566,694 2,810

Reserves:

Earmarked Reserves Reserve 26,300 17,534 17,444 (90) 26,166 (135)

Total Commissioning Reserves 26,300 17,534 17,444 (90) 26,166 (135)

Total Commissioning Expenditure 590,184 394,064 395,003 939 592,860 2,676

Total Expenditure (Running costs & commissioning) 594,839 397,167 397,828 661 597,099 2,260

In Year Planned Deficit 1,082 721 0 (721) 0 (1,082)

(Underspend)/Deficit In-Year Movement 0 (0) (60) (60) 1,178 1,178

CCG Finance Dashboard – Financial Position and Risk  
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No detailed scheme level financial reporting is required in H1 of 2021/22, however the overall QIPP achievement is summarised in 
NHSE reporting. QIPP is reported as per plan for both the YTD (£1,486k) and H1 (£2,229k) forecast periods. 
 
  

CCG Finance Dashboard – QIPP 
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No detailed risk and mitigation reporting is required at this stage. 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

CCG Finance Dashboard – Risks and Mitigations 
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July June Movement July June Movement July June 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 0 469 489 (20)

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 0 469 489 (20)

Current Assets Trade and other Receivables 1,184 2,619 (1,435) 91 52 40 366 203 163

Prepayments and Accrued Income 4,051 3,689 362 2,087 1,999 89 973 1,217 (244)

Cash and cash equivalents 774 31 743 195 61 134 266 163 103

Total Current Assets 6,009 6,339 (330) 2,374 2,111 262 1,605 1,583 22

Total Assets 6,009 6,339 (330) 2,374 2,111 262 2,074 2,072 2

Current Liabilities Trade and other payables (10,579) (13,932) 3,353 (2,875) (3,589) 714 (3,745) (5,434) 1,689

Accruals (90,339) (79,526) (10,813) (24,591) (22,600) (1,991) (39,129) (35,068) (4,061)

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 (100,918) (93,458) (7,460) (27,466) (26,189) (1,277) (42,874) (40,502) (2,372)

Non-Current Assets plus/less Net Current Assets/Liabilities (94,909) (87,119) (7,790) (25,092) (24,077) (1,015) (40,800) (38,430) (2,370)

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 (94,909) (87,119) (7,790) (25,092) (24,077) (1,015) (40,800) (38,430) (2,370)

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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Jun-21 67.1% 81.1% 80.7% 73.3% 82.2% 81.4% 84.7% 89.7%

YTD 65.4% 78.5% 80.6% 79.3% 85.8% 81.4% 86.8% 90.1%

Jun-21 20.6% 71.0% 89.7% 45.5% 85.2% 87.6% 88.8% 91.8%

YTD 22.2% 73.6% 90.4% 65.2% 69.2% 76.1% 91.3% 90.3%

Jun-21 74.4% 65.6% 78.7% 82.4% 87.0% 69.5% 63.2% 74.2%

YTD 73.1% 74.5% 76.3% 84.4% 82.8% 69.8% 62.4% 75.2%

Jun-21 75.0% 75.0% 80.0% 80.0% 72.7% 78.4% 77.8% 81.8%

YTD 78.3% 53.8% 82.3% 86.7% 81.3% 79.6% 72.2% 64.9%

Jun-21 66.7% 70.0% 62.5% 100.0% 81.0% 88.0% 87.5% 91.4%

YTD 67.9% 80.0% 52.0% 84.6% 84.2% 87.5% 74.1% 87.7%

Jun-21 95.5% 94.0% 92.3% 98.0% 94.2% 93.3% 90.1% 96.2%

YTD 96.2% 94.6% 94.6% 98.8% 97.1% 94.4% 93.2% 95.7%

Jun-21 87.8% 95.7% 80.6% 100.0% 86.4% 95.6% 85.7% 79.2%

YTD 91.2% 93.9% 81.3% 95.7% 93.7% 87.8% 87.2% 85.6%

Jun-21 100.0% 97.2% 100.0% 100.0% 100.0% 99.0% 100.0% 98.9%

YTD 98.1% 95.9% 97.0% 99.2% 100.0% 98.5% 99.3% 98.9%

Jun-21 97.5% 94.3% 98.5% 100.0% 98.1% 100.0% 95.3% 95.2%

YTD 96.6% 96.5% 97.6% 100.0% 98.4% 98.7% 97.8% 96.0%

RTT Period Target

% patients waiting for initial treatment on incomplete 

pathways within 18 weeks
Jun-21 92.0% 74.9% 78.1% 79.3% 84.9% 86.8% 78.3% 66.2% 76.2%

Jun-21 2,237 882 1,151 231 368 1,599 1,997 1,993

YTD 7,815 2,987 3,893 828 1,362 5,897 6,989 7,312

Feb-20 0 0 0 0 0 0 3 0

YTD 7 0 1 0 9 12 18 7

Diagnostics Period Target

% patients waiting less than 6 weeks for the 15 

diagnostics tests (including audiology)
Jun-21 99.0% 76.7% 89.9% 87.3% 67.7% 64.6% 90.2% 54.6% 87.8%

Dementia Period Target

Improve diagnosis rate for people with dementia Jul-21 70.0% 71.4% 64.5% 60.2% 64.0% 62.0% 64.7% 57.1% 71.8%

A&E Period Target

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

injury unit
Jul-21 95.0% 84.6% 93.6% 91.1% 79.9% 79.9% 75.5% 76.4% 86.8%

* Data paused due to covid-19

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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Jun-21 74.3% 53.1% 97.0% 88.1% 80.7% 84.8% 91.0% 88.9% 93.2%

YTD 83.2% 51.1% 94.2% 89.7% 79.6% 87.0% 88.7% 91.1% 93.7%

Jun-21 100.0% 21.6% 96.6% n/a 86.9% 88.8% 66.7% 90.9% 93.8%

YTD 100.0% 21.6% 93.9% n/a 71.6% 91.5% 60.9% 92.9% 93.9%

Jun-21 70.5% 69.9% 77.0% 82.2% 79.6% 68.3% 62.0% 72.8% 70.7%

YTD 69.1% 70.5% 79.5% 82.0% 73.6% 66.8% 58.1% 74.7% 75.6%

Jun-21 81.8% 85.1% 37.5% 100.0% 38.9% 90.9% 79.0% 60.0% 86.8%

YTD 85.3% 84.8% 51.2% 77.8% 41.1% 85.0% 75.9% 42.1% 78.8%

Jun-21 100.0% 63.6% 75.0% 88.5% 89.2% 88.9% 78.9% 90.7% 93.8%

YTD 66.7% 64.4% 70.2% 89.4% 90.0% 81.8% 87.3% 83.1% 89.5%

Jun-21 97.2% 90.3% 97.6% 99.5% 92.6% 89.0% 92.3% 94.9% 97.8%

YTD 98.2% 93.4% 97.8% 99.4% 92.8% 93.6% 93.5% 94.3% 98.3%

Jun-21 100.0% 81.0% 100.0% 100.0% 78.1% 86.7% 88.9% 80.0% 87.5%

YTD 97.3% 84.3% 100.0% 100.0% 80.5% 92.5% 96.4% 77.4% 93.0%

Jun-21 100.0% 99.3% 100.0% 100.0% 100.0% 100.0% 98.9% 95.0% 100.0%

YTD 99.3% 97.9% 89.5% 100.0% 100.0% 100.0% 99.6% 96.7% 100.0%

Jun-21 n/a 97.6% 100.0% n/a n/a n/a n/a 95.5% n/a

YTD n/a 97.5% 100.0% n/a n/a n/a n/a 96.4% n/a

N/A

N/A

RTT Period Target

% patients waiting for initial treatment on incomplete pathways within 18 weeks Jun-21 92.0% 81.4% 74.5% 88.9% 88.2% 76.3% 65.5% 69.9% 66.8% 88.6%

Jun-21 46 4,977 89 210 1,286 1,805 1,369 2,591 92

YTD 217 16,913 321 905 5,014 6,325 5,044 9,450 370

Feb-20 0 0 0 0 0 3 26 0 0

YTD 8 0 0 10 7 4 305 3 0

Diagnostics Period Target

% patients waiting less than 6 weeks for the 15 diagnostics tests (including audiology) Jun-21 99.0% 69.8% 80.2% 92.1% 63.8% 97.4% 53.2% 97.3% 83.1% 90.7%

A&E Period Target

% patients spending 4 hrs or less in A&E or minor injury unit Jul-21 95.0% 80.4% 86.7% 92.0% 79.9% 74.4% 76.2% 81.8% 77.9% 100.0%

* Data paused due to covid-19 ***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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Appendix 2: NHSE Oversight Framework (Quarterly) 

Domain Area No Ref Indicator Name Latest period Target NHS Northumberland CCG

NHS Newcastle Gateshead 

CCG NHS North Tyneside CCG

Preventing ill health and reducing inequalitiesObesity 1 102a Percentage of children aged 10-11 classified as overweight or obese 2015-16 to 2017-18 34.71% 38.40% 34.53%

2 103a

Diabetes patients that have achieved all the NICE recommended treatment targets: three (HbA1c, 

cholesterol and blood pressure) for adults and one (HbA1c) for children 2018-19 38.10% 38.76% 37.40%

3 103b People with diabetes diagnosed less than a year who attend a structured education course 2017-18 (2016 cohort) 11.30% 16.02% 8.72%

Preventing ill health and reducing inequalitiesFalls 4 104a Injuries from falls in people aged 65 and over 19-20 Q4 2,666 2,672 3,127

New Service Models Personalisation and patient choice 5 105b Personal health budgets 19-20 Q3 157 114 74

Quality of care and outcomes People with long term conditions and complex needs6 105c Percentage of deaths with three or more emergency admissions in last three months of life 2017 8.55% 8.01% 9.41%
Health inequalities

7 106a

Inequality in unplanned hospitalisation for chronic ambulatory care sensitive and urgent care 

sensitive conditions 19-20 Q4 3,467 3,053 2,777

8 107a Antimicrobial resistance: appropriate prescribing of antibiotics in primary care 2020 03 0.965 1.104 1.051 1.087

9 107b Antimicrobial resistance: appropriate prescribing of broad spectrum antibiotics in primary care 2020 03 10% 7.12% 7.22% 7.49%

Quality of care and outcomes People with long term conditions and complex needs10 108a The proportion of carers with a long term condition who feel supported to manage their condition 2019 100% 58.5% 56.9% 60.6%

Finance and use of resources Finance and use of resources 11 109a Reducing the rate of low priority prescribing 19-20 Q4 Green Green Star Green

12 121a Provision of high quality care: hospital 19-20 Q3 69 68 72

13 121b Provision of high quality care: primary medical services 19-20 Q3 71 68 68

121c Provision of high quality care: adult social care 19-20 Q3 65 65 67

14 122a Cancers diagnosed at early stage 2018

15 122b People with urgent GP referral having first definitive treatment for cancer within 62 days of referral 19-20 Q2 85% 84.31% 76.15% 85.97%

16 122c One-year survival from all cancers 2017 75% 72.80% 72.40% 71.60%

17 122d Cancer patient experience 2018 9.0 9.0 9.0

18 123a Improving Access to Psychological Therapies – recovery 19-20 Q3 50% 56.02% 46.65% 52.11%

19 123b Improving Access to Psychological Therapies – access 19-20 Q3 3.60% 4.09% 3.39%

20 123c

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

treated within 2 weeks of referral 2020 03 56% 90.00% 73.33% 87.50%

123d Children and young people's health services transformation 2020 03 59.38% 64.29% 52.68%

22 123f Mental health out of area placements 2019 12 76 37 56

Preventing ill health and reducing inequalitiesHealth inequalities 23 123g Proportion of people on GP severe mental illness register receiving physical health checks 19-20 Q4 60% 45.6% 40.0% 47.1%

Finance and use of resources Finance and use of resources 24 123i Delivery of the mental health investment standard 19-20 Q4 Green Green Green

Quality of care and outcomes Diabetes

Preventing ill health and reducing 

inequalities

Antimicrobial resistance

General

Mental health

Quality of care and outcomes

Cancer services
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Highest Performing quartile Interquartile range Lowest Performing quartile

Appendix 3: NHSE Oversight Framework (Quarterly) 

00L 13T 99C

Domain Area No Ref Name Latest period Target NHS Northumberland CCG

NHS Newcastle Gateshead 

CCG NHS North Tyneside CCG

Mental Health 25 123j Ensuring the quality of mental health data submitted to NHS Digital is robust (DQMI) 2020 02 90.73% 89.40% 90.55%

Learning disability and autism
27 124a Reliance on specialist inpatient care for people with a learning disability and/or autism 19-20 Q4 54 54 54

28 124b Proportion of people with a learning disability on the GP register receiving an annual health check 2019-20 53.59% 46.67% 53.20%

29 124c Completeness of the GP learning disability register 2018-19 0.67% 0.64% 0.71%

31 125a Neonatal mortality and stillbirths 2017 4.69 3.54 4.04

32 125b Women’s experience of maternity services 2019 83.4 87.1 85.1

33 125c Choices in maternity services 2019 66.8 67.1 66.2

Smoking 34 125d Maternal smoking at delivery 19-20 Q4 6% 13.33% 12.62% 13.27%

35 126a Estimated diagnosis rate for people with dementia 2020 03 67% 67.14% 75.85% 69.83%

36 126b Dementia care planning and post-diagnostic support 2018-19 77.45% 79.81% 78.70%

Integrated primary care and community 

health services 37 127b Emergency admissions for urgent care sensitive conditions 19-20 Q4 3,485 3,329 3,775

38 127c Percentage of patients admitted, transferred or discharged from A&E within 4 hours 2019 03 95% 95.26% 95.18% 95.47%

39 127e Delayed transfers of care per 100,000 population 2020 02 3.3 7.7 2.2

40 127f Population use of hospital beds following emergency admission 19-20 Q4 943 1215 1001

Integrated primary care and community 

health services 41 128b Patient experience of GP services 2019 84.36% 84.37% 86.37%

Leadership and workforce Leadership and workforce 42 128d Primary care workforce 2019 09 1.16 0.99 1.04

44 129a Patients waiting 18 weeks or less from referral to hospital treatment 2019 12 92% 89.28% 89.28% 89.61%

45 129b Overall size of the waiting list 2020 03 24,523 34,206 17,436

46 129c Patients waiting over 52 weeks for treatment 2020 03 5 7 1

47 130a Achievement of clinical standards in the delivery of 7 day services 2017-18 3 2 3

48 131a Percentage of NHS Continuing Healthcare full assessments taking place in an acute hospital setting 19-20 Q4 15% 0.95% 0.55% 0.00%

General 49 132a

Evidence that sepsis awareness raising amongst healthcare professionals has been prioritised by 

the CCG 2018 Amber Green Green Star

Planned care 50 133a Percentage of patients waiting 6 weeks or more for a diagnostic test 2019 12 1% 1.08% 4.15% 2.36%

General 51 134a Evidence based interventions 19-20 Q4 Red Amber Red

Finance and use of resources Finance and use of resources 52 141b In-year financial performance 19-20 Q4 Amber Green Green

New Service Models Personalisation and patient choice 53 144a Utilisation of the NHS e-referral service to enable choice at first routine elective referral 2019 07 100% 99.95% 99.99% 100.00%

Finance and use of resources Finance and use of resources 54 145a Expenditure in areas with identified scope for improvement 19-20 Q2 Amber Green Red

55 162a Probity and corporate governance 19-20 Q2 Fully compliant Fully compliant Fully compliant

56 163a Staff engagement index 2019 7.26 7.01 7.28

57 163b Progress against the Workforce Race Equality Standard 2019 0.03 0.13 0.05

58 164a Effectiveness of working relationships in the local system 2018-19 60.2 72.8 76.9

59 165a Quality of CCG leadership 19-20 Q4 Green Green Star Green Star

60 166a

Compliance with statutory guidance on patient and public participation in commissioning health and 

care 2019 Green Green Star Green Star

Annual Assessment 61 999a Annual Assessment 2019-20 Good Outstanding Outstanding

Quality of care and outcomes

Maternity services

People with long term conditions and complex needs

Learning disability and autism

Quality of care and outcomes

Leadership and workforce Leadership and workforce

New Service Models

Acute emergency care and transfers of 

care

Quality of care and outcomes Planned care

New Service Models Acute emergency care and transfers of care
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1.0 Purpose of this report 
 
This report provides the CCG with: 
 

1. An overview of workforce data for Quarter 1 (Q1) of the 2021/2022 financial year, being 
the period from 1 April 2020 to 30 June 2020.  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 Q1.  

3. A summary of progress made against the CCG’s Organisational Development (OD) 
plan during Q1 2021/22.  

 
2.0 Workforce Overview 
 
At the end of Q1 the CCG had a headcount of 170, with a WTE of 128.92. These figures 
include those staff who are engaged with the CCG under permanent, fixed term and zero-hour 
contracts. There are 38 staff engaged with the CCG on fixed term contracts, representing 
22.35% of the workforce, in the main these are clinical leads. 
 
During the quarter there have been 13 new hires processed onto the payroll system and six 
staff have left the CCG.  For the 12 month period ending on 30 June 2021, annual turnover is 
calculated at 15.15% of the workforce, this is an increase on Q4’s annual attrition rate.  
 

As at the end of the quarter Q1 Q2 Q3 Q4 

Total Headcount 170    

Total Full Time Equivalent (FTE) 128.92    

Fixed Term Staff (headcount) 38    

Fixed Term Staff (FTE) 14.52    

Quarterly Turnover Rate 3.01%    

Turnover Rate (rolling 12 months) 15.15%    

 

Activity during the quarter  Q1 Q2 Q3 Q4 

New Hires 13    

New Hires FTE 9.06    

Leavers 6    

Leavers FTE 1.2    

 
3.0 Sickness Absence Overview 
 

The rolling absence figure for Q1 has decreased by 1.53% since Q1 2020 and decreased 
further by 0.24% from Q4 figures (3.21%).  This equates to 10.20 average days lost per FTE 
calendar days lost to the CCG.  The estimated 12 month cost of absence is £111,359.00 which 
is a decrease of £20,793 on Q4 and a decrease of £118,674 from Q1, 2020.   
 
 

Sickness Absence (rolling 12 months) Q1 2020 Q1 2021 

Annual Sickness Absence Rate 4.50% 2.97% 

Average days lost per FTE  15.46 10.20 

Estimated Cost £230,033 £111.359 
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Monthly % Rolling Sickness Absence (% of available FTE) 

 
 
 
The data below provides a comparison of the CCG’s 12 month rolling absence figure 
(defined as absence as a % of available FTE) against eight other CCGs in the North East 
and North Cumbria.  The 12 month rolling absence figure for Newcastle Gateshead CCG 
(2.97%) sits slightly above the current average of 2.50%. 
 

 
 
 
 
 
 
 

CCG Absence FTE %

Organisation 1 1.96%

NHS Newcastle Gateshead CCG 2.97%

Organisation 3 2.40%

Organisation 4 3.91%

Organisation 5 2.84%

Organisation 6 1.74%

Organisation 7 2.25%

Organisation 8 1.97%

Average 2.50%

0.00%

0.50%

1.00%

1.50%

2.00%

2.50%

3.00%

3.50%

4.00%

4.50%

Sickness Absence Benchmarking
Absence FTE %
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Sickness Absence (% of available FTE) split by Short Term / Long Term 
 

 
 
During the 12 month rolling period the main reasons for sickness absence were stress, 
anxiety, and depression (42.66%), benign and malignant tumour (22.60%) and eye problems 
(7.06%). 
 
Absence Reason by Days Lost 

 
 
3.1 COVID-19 
 
For quarter 1 there was no sickness absence, special leave absences recorded due to COVID-
19 

 

 
 

S17 

S23 

S10 
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4.0 Human Resources 
 
The CCG continues to have a dedicated HR Business Partner who provides day to day HR 
advice and support on HR matters.  
 
4.1  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: 
 
 
Workforce 

• Support provided to help the CCG attain the Gold award for Better Health at Work 

• Absence Management 

• Supporting managers including attendance at attendance review meetings and 
occupational health referrals for long term sickness case  

• 2020 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. 
 

Other 

• NHS Pension Scheme – GPs Working for CCG - NHSE&I letter referring to GPs who 
work for CCGs under a self-employed arrangements may have incorrectly been put into 
the NHSPS as Office Members. 

• IR35/Agency Workers Statement of Declaration 

• EU Settlement Scheme From 1st July 2021, Home Office guidance changed in relation to 
right to work.  EEA Nationals in the UK prior to 31/12/21 were required to apply for 
Settled Status.   

 
 
5.0 Projects, Developments and Meetings  
 

5.1 CCG HR & OD Reference Group and Partnership Forum 
 
HR facilitate a quarterly CCG HR & OD Reference Group with a view to coordinate HR and 
OD practice across the North of England CCGs, influence the HR and OD service delivered 
to CCGs and share HR & OD best practice. The Reference Group also provides as a 
management pre-meet for the CCG Partnership Forum attended by staff and Trade Union 
representatives. 
 
The CCG Partnership Forum is also held quarterly with the purpose of facilitating and 
promoting partnership working between all CCGs and Trade Unions. The meeting provides a 
platform to enable meaningful consultation, negotiation and communication. 
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During Q1 the Reference Group and Partnership Forum met on 11 June 2021. A summary of 

the issues discussed was as follows: 

 

• Review and approval of three HR policies (see below) 

• HR06 Change Management 

• HR11 Grievance 

• HR29 Retirement 

• Update from each CCG on ways of working during the COVID-19 pandemic and future 

ways of working 

• Update on the ICS development – it was agreed that monthly meetings would be 

established with Trade Union colleagues  

 

 
5.2 Staff Survey 
 
Plans have been put in place for the 2021 staff survey to commence in August 2021 
 
5.3. HR Training 
 
Plans are in place to roll out bite size HR training from September to December 2021 for line 
managers. 
 
5.4 COVID-19 
 
The HR Service continues to support the CCGs on a number of COVID-19 related issues 
including: 

• Production of regular FAQ’s and COVID-19 related information 

• Support on the outcomes of the individual risk assessment 

• Management of fortnightly update meetings with Health & Safety, HR links and Staff 
side 

6.0       Organisational Development 

A team development session was held in May, with colleagues from Gateshead Place. The 
session was held with the senior team and the Director and helped them think through how 
they best work together, the things that are holding them back and the things that are driving 
them forwards with the aim of bringing some more clarity and cohesion to the team.   
 
Support was also provided around a survey shared with colleagues around various topics 
including the new ways of working within the CCG. 
 
Several OD practitioners were consulted to provide options for Leadership/Executive 
development. Information has been shared with the CCG and follow up conversations will be 
planned when any decisions have been made.  

 

7.0      Health and Wellbeing 
 

The strengthening of the HWB support to NHS staff is aligned with the commitments set out 
in the People Plan.  The People Plan itself supports delivery of the NHS Long Term Plan by 
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ensuring that we have more people, working differently and in a more compassionate, 
inclusive culture. 

We continue to promote the NHS England and NHS Improvement offer made to all NHS staff 
on the NHS People website, and the HR Service works with the us to provide support on the 
progression of the NHS People Plan actions in the following areas: 

 

• Health & Wellbeing 

• Flexible Working 

• Equality & Diversity 

• Culture & Leadership 

• New ways of delivering care 

• Growing the workforce 

• Recruitment 

• Retaining staff 

• Recruitment & deployment across systems 
 
As a CCG we know we require a renewed, re focused emphasis as we support staff in 2021 
and 2022 through the forthcoming changes, to deliver the staff survey actions and to 
continue health and wellbeing support including returning to office working as part of our 
Covid roadmap.  
 
Therefore, in May we asked staff to take part in an anonymous "temperature check" to 
reflect, review, and evaluate the range of support options we have implemented over the last 
year to ensure our health and wellbeing support offer meets their needs, and to try and 
provide as much stability as possible. It also included questions relating to team working and 
staff morale, to correlate to the Staff Survey findings. 
 
We wanted to reflect how our ways of working have changed and the effect they have had 
on our own health and wellbeing as CCG employees, to assess what has worked well and to 
think about new ways of working going forward.  
 
The survey was broken down into the following areas;  

• Health and wellbeing 

• Climate change 

• Motivation (including team working) 

• New ways of working 

• Integrated Care System and organisation change 
 
The response from staff was extremely positive with ninety responses received, this has 
enabled us to evaluate how staff were feeling, to know their thoughts about home / office 
working and to work together to plan further health and wellbeing activities, and what things 
they felt they needed to be supported during the next year of organisational change. 
 
7.1   Temperature check feedback 
The following sections of the report provide Governing body with high level feedback from 
each of the survey areas and outline next steps. 
 
 
 
 
 

https://people.nhs.uk/
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7.1a Health and wellbeing 
 
Stress and mental health was the number one topic staff identified for health and wellbeing 
support. 

 

 
 

Other health & wellbeing topics requested 
 

 
 
The health and wellbeing advocates are developing a range of activities and bespoke plans 
to provide support for the areas staff have identified. 
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7.1b Climate change 
 
There was overwhelming support for information on climate change including  
raising awareness and sharing tips on reducing plastic waste and recycling. We also asked 
staff "Do you think making fewer journeys travelling to work over the last year has helped 
save the environment?" 
 
From the information provided we estimated approximately 203,100 miles per year have 
been saved from not travelling to the office, and staff shared how they have used the extra 
time they’ve had available instead of travelling to/from the office 
 

 

 
 
7.1c Motivation (including team working) 
 
The questions in this section link to the Staff survey feedback and gave us the opportunity to 
evaluate if the support offered to staff was having an impact, and what else we need to put in 
place. 
 
We asked staff: 

➢ On a scale of 1-10, how motivated are you feeling at the moment? (1 = 
Disconnected, overwhelmed, 5 = Soldiering on, doing OK but not great, 10 = 
Energised, informed and in control, and   

 
Responses………………………….. 

1-4    (15 responses 17%) 5 (16 responses 18%) 6-9  (59 responses  65%) 

1 – 6 = 
2 - 1 
3 - 3 
4 - 5 

5 - 16 6 - 17 
7 - 18 
8 - 19 
9 – 5 
10 - 0 

 
Clearly it is concerning that some staff are feeling less motivated, and efforts continue to 
reach out to these staff, including reminders at staff sessions, health and wellbeing emails 
and through advocates about where support is available. Bill Cunliffe reminds staff at CMT 
feedback what his role can offer as a freedom to speak up guardian and this raises the 
profile of the support offer. 
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However, it is reassuring that a high number of staff are feeling positive and are benefiting 
from the support offered to all staff.   
 
We also asked staff if there was anything affecting or influencing how staff were feeling - this 
could be due to work or home. The feedback is quite mixed, and Directors are responding to 
the issue re workload. 
 

Personal/ 

home life 

Home 

working 

e.g. 

isolation 

Way of 

working - 

place 

Lack of 

clarity 

Miss 

social 

aspect – 

face 2 face 

Workload ICS 

changes 

Other 

14 

responses 

5 

responses 

 

4 

responses 

4 

responses 

9 

responses 

16 

responses 

7 

responses 

15 

responses 

 
An area of concern highlighted in the 2020 Staff survey was that staff felt disconnected from 
the CCG and the work at place, therefore we re – visited this in the Temperature check and 
asked: 
 How do you feel about the following statements? (Agree /disagree Neither etc for each one) 

1. I am connected with the work of the CCG 
2. I am connected with my colleagues who are aligned to place in Newcastle or 

Gateshead 
3. I understand the CCG's key priorities  
4. I know what is expected of me in my role 

 

 
 

2 

1 



 

 Page 11 of 15  

 
 
The answers provided are much improved from the staff survey and we will continue to focus 
efforts in these areas with staff as a priority to ensure we deliver the CCG's obligations as 
we transition to the new organisation in 2022.  
 
We also re visited the area of support for staff from managers, and again this was much 
improved with almost 92% of staff saying they felt supported by their line manager, and 93% 
of staff said they felt fully supported to do their job at home. 
 

 

3 

4 
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7.1c New ways of working 
 
At the time of undertaking the Temperature check the Government restrictions were starting 
to ease and in line with other CCG's we used the survey to engage with staff to consider our 
ways of working including working from the office. 
 
We were also aware that other public sector organisations such as LA's suggested that a 
hybrid way of working will be adopted when staff return to office working. 
 
It was clear from the responses we received that most staff were not looking forward to 
returning to work in the office. 
 

 
 

 
How do you feel about a hybrid working model with time working in the office and time 
working at home? 
 

 
 
 

19

11

13

10
9

8 8

3 3

0
0

2

4

6

8

10

12
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16

18

20

1 2 3 4 5 6 7 8 9 10

R
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p
o

n
se

s

How much are you looking forward to returning to work in the office 
(1 dreading it, 5 ambivalent, 10 cant wait)
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Which aspects of office-based working are you most looking forward to? 

 

 
 

Which aspects of office-based working are you least looking forward to or most concerned 
about? 

 
 
It became apparent that staff felt there were more positives than negatives to working at 
home, and this is reflected in the table below with 76 staff suggesting working 1-2 days in the 
office from 84 responses received. 
 

How many days would you like to work from our CCG office in any given week? 
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The feedback was shared and discussed with Directors who agreed the hybrid model would 
be adopted once agreement from the Government for return to office working is given; with 
consideration to future ways of working post 1st April 2022 part of these discussions. 
 
Health and Safety colleagues will be involved in the assessment of the CCG offices as the 
roadmap is developed and HR have an updated staff risk assessment which staff will be 
asked to complete. Staff side have been regularly kept up to date with plans for returning to 
office working via the HR partnership forum. 
 
7.1d Integrated Care System and organisation change 
 
The final section of the survey focused on the coming months as the CCG transitions to the 
ICS to try and understand what support we can put in place for staff at CCG level. At this 
point Mark Adams has regularly updated staff at staff sessions and the employment 
commitment for staff below board level has been shared. 
 
 

 
 
 

What 3 words sum up your feelings about the next 12 months? 

 
 

The responses represented a point in time, but gave us an indication of how staff were 
feeling, and more importantly an indication of what we needed to put in place to support.  
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Staff appraisal will be vital this year in identifying training and development needs to enable 
bespoke packages to be delivered alongside health and wellbeing topics. 
 
Next steps 
 
The results from the temperature check were shared with staff at a staff session in June and 
the Health and wellbeing actions are now being turned into a plan to take us to 1st April 
2022, 
working together we are developing a roadmap for returning to office working and a range of 
options to support staff through the ICS changes will be put in place.  
 
The Governing Body will be updated on these actions and progress against plans. 

The final words though must go to staff, and a huge thank you to them for their honesty and 

feedback and for providing a reflection on their experience of Newcastle Gateshead CCG. 

What 3 words would you choose to sum up your experience working for the CCG over 

the last 12 months? 
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for the ICS. Other senior Board level post appointments will follow once the 
Chief Executive has been appointed.  

  

Legal / equality & 
diversity / 
sustainability 
implications 

The paper describes the due diligence process that the CCG will need to 
undertake to ensure a safe handover of staff, contracts, liabilities, etc as we 
transition to the new ICS arrangements.  

  

Report history N/A 
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Next steps N/A 
  

Appendices N/A 

 

 

 

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:  

 



 

 

 

Governing Body 

Transition to Integrated Care Board and CCG closedown 

Update report  

Purpose 

1. This report provides a high-level update on transition arrangements for the 

establishment of the Integrated Care Board as a statutory body from 1 April 2022. 

Background and context 

2. In February 2021, the Government published its White Paper “Integration and 

Innovation: Working together to improve integration and innovation for all”. 

Subsequently, the Health and Care Bill was laid before Parliament on 6 July 

2021.  

 

3. The key elements of the Bill: 

• A statutory Integrated Care System (ICS) will be made up of a statutory NHS 

body – the Integrated Care Board (ICB) and a statutory joint committee - the 

Integrated Care Partnership (ICP) - bringing together the NHS, Local 

Government and partners. ICSs will be able to delegate significantly to place 

level and to provider collaboratives. 

• The ICB will be directly accountable for NHS spend and performance within 

the system. As a minimum, the ICB board must include a Chair and 2 non 

executives, the ICB Chief Executive, Director of Finance, Director of Nursing, 

Medical Director and representatives from NHS trusts, primary care and local 

authorities. Others may be determined locally.  

• The ICP will be a wider group than the ICB and will develop an integrated care 

strategy to address the health, social care and public health needs of their 

system. The membership and detailed functions of the ICP will be up to local 

areas to decide. 

• Place-based arrangements between local authorities, the NHS and providers 

of health and care will be left to local areas to arrange. The statutory ICB will 

work to support places to integrate services and improve outcomes. Health 

and Wellbeing Boards will continue to have an important role in local places. 

NHS provider organisations will remain separate statutory bodies and retain 

their current structures and governance, but will be expected to work 

collaboratively with partners. 



 

 

• A duty to co-operate will be introduced to promote collaboration across the 

healthcare, public health and social care system. ICSs, NHS England and 

Improvement (NHSEI) and NHS providers will be required to have regard to 

the ‘Triple Aim’ of better health and wellbeing for everyone, better care for all 

people, and sustainable use of NHS resources. 

4. The Bill continues to make its way through Parliament and at the time of writing is 

soon to be considered in Committee stage in the House of Commons. This is the 

stage where the Bill is considered in detail and allows MPs to propose 

amendments to the Bill for the Government to consider. Once through Committee 

and Report stage, the Bill will pass to the House of Lords and will follow a similar 

process before Royal Assent can be granted to allow the new arrangements to 

take place - planned for 01 April 2022.  

 

Programme oversight 

5. A dedicated ICS Development & Transition Programme Board has been 

established, which includes CCG Accountable Officers, ICS Executive Lead, 

Director of Strategy Transformation, and NECS Managing Direct supported by a 

small core project team which includes CCG, NHSE/I and NECS representatives 

with a range of workstreams, in place to support the process.  

 

6. NHSE are continuing to release guidance, toolkits and templates for 

consideration and completion as part of the ICS development and the process for 

CCG dissolution. This guidance is in the main relating to the development of the 

new statutory organisation and there will be a requirement for the shadow ICB 

supported by the project team to assure NHSE of its readiness to operate as a 

statutory organisation from April 2022. There is also a requirement to ensure 

appropriate due diligence is undertaken on both CCG dissolution and the ICB 

development. 

 

7. Co-ordinating leads for each of the workstreams met together for the first time in 

September, with progress being made in key areas. A range of CCG staff are 

involved in these workstreams, providing valuable expertise in planning for the 

transition and looking at opportunities for improving ways of working in the future. 

Partners are also linked in where appropriate. Workstreams share the approach 

of building on what is already working well at place. 

 

8. Reporting arrangements and monthly meetings are in place to track progress. 

There is a two-way flow of knowledge between workstreams sharing their 

contributions into the Programme Board and ultimately for consideration as part 

of the ICB developments. Relevant guidance is signposted to individual 

workstreams, flagging key points for action and consideration in their plans. 

 

 

 



 

 

Workstream Co-ordinator 

ICS development Alan Foster 

Informatics BI/ICT/GPIT/Population 

Health Analytics 

Ian Davison 

Finance (including property & 

assets) 

Audrey Pickstock 

Clinical leadership, Clinical 

Networks, PCNs, Nursing Clinical 

Quality & Safeguarding, Medicines 

Optimisation 

Neil O'Brien / Mike Bramble /Gill 

Hunt / CCG DoN 

Communication & Engagement Mary Bewley / Claire Riley 

Human Resources & Org 

Development 

Michelle McGuigan 

Integrated Governance Dan Jackson 

ICS Digital Strategy Graham Evans 

Commissioning & contracts (Spec 

comm, Joint Commissioning, 3rd 

party contracts NECS), 

Procurement 

David Gallagher 

Provider Collaborative 

Development 

Louise Robson 

Research & Innovation Mike Bramble 

System Performance & 

Improvement 

Mark Adams 

ICS Workforce Strategy Ken Bremner 

EPRR Mark Adams / Alison Slater 

 

National guidance  

9. To help guide the transition to the new arrangements, a series of guidance 

documents and templates have been issued centrally to aid system redesign. 

Workstreams are currently reviewing the guidance documents which will help in 

the design of governance and partnership arrangements. The guidance 

documents include: 

 



 

 

• Thriving places: Guidance on the development of place-based partnerships as 

part of statutory integrated care systems 

• HR Framework for Developing Integrated Care Boards 

• ICS implementation guidance and checklist: Due diligence, transfer of people 

and property from CCGs to ICBs and CCG close down 

• Guidance on the ICB readiness to operate statement (ROS) 

• Integrated Care Board: Model Constitution Template and supporting notes 

• Interim guidance on the functions and governance of the integrated care 

board 

• List of statutory CCG functions to be conferred on ICBs 

• ICS Design Framework - Provides the next level of detail to ICSs about how 

they will operate from April 2022 and the core expectations as part of ICS 

establishment. 

 

10. We anticipate further guidance from NHSEI over the rest of this calendar year, 

which we will reflect as work develops. Publicly available guidance has been 

published here. 

 

Next steps 

Design group 

11. Four ICP engagement events were held in July to gather the views of a range of 

stakeholders, including the chairs and accountable officers of CCGs, on the 

transition to the new ICS and the foundations that our system needs to build upon 

in the North East and North Cumbria.  

 

12. The next stage of this work will comprise a design group of NHS and Local 

Authority executives to consider the feedback from those ICP engagement 

events as well as the recently issued national guidance on ICS development. 

These meetings will be held on 29th September and the 5th and 20th October with 

the purpose of developing proposals for the composition of our ICB and ICP, and 

an operating framework setting out where key decisions are made, and where the 

ICB's statutory functions are discharged. This will include recommendations on 

place-based governance arrangements and delegations, and how they relate to 

the ICB and ICP 

ICS Constitution 

13. On 19 August 2021, NHSEI published a model ICS constitution (see appendix 1) 

and Interim ICS functions and governance guide. The Governance Working 

Group is supporting the development of the ICS constitution, the constitution will 

be required to set out governance arrangements including the detail on key 

issues such as delegation arrangements, ICB board arrangements, ICP and 

Place based governance arrangements (much of which will be guided by the 

design group discussions). 

 

https://www.england.nhs.uk/publication/integrated-care-systems-guidance/


 

 

14. The Health and Care Bill requires CCGs to both formally propose the ICS 

constitution and 'consult any persons they consider it appropriate to consult' in its 

development, but the development process will be led by the designate ICS Chair 

and Executive Lead, with system partners engaged throughout. It should be 

noted that the process for the development of the constitution will need to be 

finalised, but it is envisaged that this process will be supported by the design 

group as a key contributor, CCG Governing Bodies as proposers, with 

discussions held with other key parties such as the regional overview and 

scrutiny committee,  the regional community and voluntary sector leads and the 

regional Health and Well Being Board Chairs Group. The expectation is that 

these discussions will focus on ensuring the content of the proposed constitution 

is in keeping with the requirements set out within the NHSE model constitution 

template and not on whether ICSs should be established.  

 

15. CCG Governing Bodies will be required to propose the draft ICS constitution to 

NHSE for approval in early 2022 to enable the ICS to operate fully from April 

2022. 

 

Due diligence 

16. NHSEI have produced guidance and checklists concerning the close down of 

CCGs and the establishment of ICBs. The checklists provide a route for CCG 

Accountable Officers and the ICB Chief Executive (when appointed) to provide 

evidence of due diligence on the transition from CCGs to the ICB. 

 

17. CCG Close Down and ICB Establishment Due Diligence Checklist - CCGs 

and ICSs must undertake an appropriate level of due diligence and it is 

recommended that this checklist is used as the basis for the exercise. The 

checklist is designed to be a live working document that can be updated as the 

due diligence process progresses.   

 

18. It is essential that a robust and consistent approach to due diligence is 

undertaken and as such a sub group of the Governance workstream is to be set 

up to lead and coordinate this. The sub group will have membership from each 

CCG and will coordinate the work required in order to reduce duplication of effort 

and information requests and will aim to provide the appropriate level of 

assurance to each CCG.  

 

19. CCGs and the existing ICS will be required to provide evidence of due diligence, 

to be passed on to ICBs so that there is a clear picture of the people, property, 

liabilities, risks and issues that they are receiving on legal establishment.   The 

consistent approach agreed will form the basis on which the Accountable Officer 

of each existing CCG will formally confirm that an appropriate level of due 

diligence has been undertaken.  This will support the legal transfer of people and 

property, close down of the CCGs and establishment of the ICB.  

 

 



 

 

20. NHSE will expect to see that a plan for the due diligence process is developed to 

guide the process and aid assurance. NHSEI regional system support teams will 

also provide assistance with the due diligence process, including how to use the 

checklist - and they aim to undertake 'light-touch' assurance to ensure that there 

is consistency of approach, for the benefit of CCGs and the new ICB (once 

established)   

 

21. Guidance on the ICB readiness to operate statement (ROS) - In March 2022 

each ICB chief executive designate and their relevant NHSEI regional director will 

be asked to co-sign a ‘Readiness to Operate Statement’.  This will be a high-level 

statement to confirm that all legally required and operationally critical elements 

are in place ready for the establishment of the ICB as a statutory body on 1 April 

2022; and, arrangements are in place for the ICB to fulfil its role within the wider 

ICS, including establishing the ICP with the relevant local authorities. 

 

22. The ROS checklist will be the key mechanism for reporting and assuring progress 

towards ICB establishment.  The completion of this checklist will be coordinated 

by the core project team in conjunction with the chair and chief executive 

designates on behalf of the shadow ICB  

 

23. There will be a joint review of progress against each element of the checklist 

between systems and the NHSEI regional team throughout the transition 

process.  ICSs will be asked to share their checklist with the regional team at 

designated points.   

 

24. There will be a final progress review in mid-February 2022 and each ICB’s ROS 

will need to be signed off in March 2022 (deadline date to be confirmed). 

Appointments 

25. NHSEI have started a recruitment process to appoint a designate Chief Executive 

of the North East and North Cumbria Integrated Care Board, subject to 

legislation. The advert is live on the national microsite supporting the CE 

recruitment process for ICB chief executives, and in national publications. The 

closing date for applications is 26 September 2021 with the expectation that 

interviews will take place in October 

 

26. It is anticipated that once the Chief Executive is in post, recruitment to other ICB 

positions will follow – including the Director of Finance, Medical Director and 

Director of Nursing.  

Governing Body involvement and decisions 

27. CCG Governing Bodies within the North East and North Cumbria have a key role 

to play in the transition to the new system. Governing Bodies will be required to 

propose the constitution on behalf of the new ICB to NHSE for approval, with the 

CCG responsibilities transferring to the new body on 1 April 2022. 

 



 

 

28. Governing Bodies will receive regular formal updates at future meetings on any 

issues including any requirements as sending organisations, processes/ 

decisions for CCG close down, due diligence progress and when required will be 

asked to approve/propose elements required to progress ICS ‘authorisation’ in 

due course. 

 

Recommendation 

29. Governing Bodies are asked to note the progress to date in developing transition 

arrangements to the new statutory ICS for the North East and North Cumbria.  
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Integrated Care Board 

Model Constitution Supporting Notes: 

 Draft V1.0 

This working draft of the Model Integrated Care Board (ICB) Constitution 

supporting notes is based on the Health and Care Bill which was introduced 

in Parliament on 6 July 2021. 

The purpose of the supporting notes to is provide additional information, 

advice, and explanations for systems as they develop the constitution for 

their emerging ICB. They will also provide useful reference for applications to 

NHS England to vary an ICB constitution in future. Introductory notes: 

The Health and Care Bill proposes the establishment of statutory ICS 

arrangements, including new ICBs previously referred to in the ICS Design 

Framework as ICS NHS bodies.  

Each ICB will be required to have a constitution and the Bill sets out proposed 

statutory requirements as to what must be included in the constitution. The legal 

requirements will be similar to the requirements of Clinical Commissioning Group 

(CCG) constitutions. Feedback on the structure, format, style and content of the 

existing CCG model constitution has been positive, and in our engagement with 

systems it was proposed we use a similar approach for ICB constitutions. For these 

reasons, this draft model document is evolved from the constitution currently used 

for CCGs. This should not be interpreted to mean that the new ICBs will be similar 

organisations. ICBs may wish to include a foreword or introduction in their 

constitution to help signal to their local partners the changes that developing the 

ICB brings.  

Content and terminology are subject to the legislation and its parliamentary 

process. This version of the draft model constitution is therefore incomplete and 

subject to change. It is intended to describe what would be required if the current 

proposals were implemented, while recognising that the legislation is subject to 

Parliament’s amendment and approval. Its main purpose is to indicate the likely 

direction of travel and likely requirements, to allow system leaders to prepare for 

transition. Updates to the model will be made as necessary in line with publication 

of the legislation and parliamentary process and any agreed NHS England and 

NHS Improvement policy. Systems may make reasonable preparatory steps in 

advance of legislation but should not act as though the legislation is in place or 

inevitable.  
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1. This section could be used to set the context for the new statutory body in 

an introduction or foreword. It may be helpful to set out how the ICB differs 

from organisations that have preceded it and to create an opportunity to 

introduce the partners taking part in the local arrangements. The section 

might also be used to introduce any local place-based arrangements and 

provider collaboratives if desired.  

Once established, ICBs may also wish to draw out the mutual 

accountability agreed between the partners and make reference to the 

Triple Aim1. Based on expected legislation, none of these details will need 

to be included in the constitution legally but there may be local benefit to 

signal these in a prominent place. Reference might be made here to the 

Integrated Care Partnership (ICP) and arrangements made to align this 

constitution with its terms of reference. 

2. The name used here must be the exact name used in the establishment 

order.  

3. The legal name of the statutory body will be determined by legislation. The 

Design Framework and White paper currently uses ICS NHS body rather 

than ICB. 

4. The description of the area must match that on the establishment order. 

Further advice will be prepared regarding suitable descriptors. It should be 

clear who the group of people are for whom the ICB has core 

responsibility, in accordance with rules published by NHS England in this 

regard (new section 14Z31 of the 2006 Act).  

5. The Bill proposes amendment of the 2006 Act so as to confer on ICBs the 

functions of commissioning primary care but these provisions may not be 

in place as of April 2022. Further amendments to the model will be 

prepared when necessary. 

6. NHS England will publish a procedure for making an application to change 

the constitution. Discussion is underway to determine how to make this as 

streamlined as possible within the legal requirements. There is recognition 

that this needs to align with both the legal framework and practical 

 

1 It is a proposed common duty for NHS bodies that plan and commission services (NHS England and ICBs) and that provide 

services (Trusts and Foundation Trusts). 
 
It will oblige these bodies to consider the effects of their decisions on: 

• the health and wellbeing of the people of England 

• the quality of services provided or arranged by both themselves and other relevant bodies 

• the sustainable and efficient use of resources by both themselves and other relevant bodies 
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arrangements. Feedback is welcome on this as part of current 

implementation.  

7. This section should be used to set out the procedure for variations. This 

should include as a minimum: who may propose a change to the 

constitution and how this is done, who will be consulted on any proposed 

changes and how the decision (typically this will be the board) about 

proposed changes will be taken prior to an application being made to NHS 

England. These arrangements are for local determination and the process 

should comply with the ICB legal duties as a minimum.  

8. A model Scheme of Reservation and Delegation (SoRD) is being prepared 

by NHS England with support from with the Healthcare Financial 

Management Association. 

9. It will be for each ICB to determine whether, and to which committee or 

part of the system its functions will be delegated. 

10. There is no reason why an ICB could not call the Governance Handbook 

by an alternative name to suit local arrangements, but it must be clear 

where things are published. 

11. The terms of reference for committees will need to be published and easily 

accessible. This is to fulfil the requirement for the constitution to specify 

the arrangements made by the ICB to outline the transparency of its 

decision making. Terms of reference can also supplement the Functions 

and Decision map and work together with any delegation arrangements 

which are part of the arrangements for the exercise of the ICB’s functions. 

12. As a minimum, a summary of the delegation arrangements and the basis 

on which they are agreed should be published. 

13. ICBs may choose to publish key policies relating to governance 

arrangements in their Governance Handbook or elsewhere. 

14. ICBs may choose, in line with usual practice, to publish an introduction to 

their Board members on their websites. Details of the individuals are not 

required within the constitution. 

15. ‘Ordinary members’ is the term used in the Bill to describe members who 

are not the Chair and Chief Executive. 

16. The Bill requires at least one from each sector. ICBs may decide to have 

more. 

17. These director roles may be filled in a range of possible ways. For 

example, different job titles may be used and individuals may hold other 

responsibilities as well as filling this role. ICBs can change the wording 
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here to reflect locally-agreed arrangements within the agreed NHS 

England policy.  

18. A minimum of two independent non-executive members are required. 

ICBs may appoint more. 

19. ICBs may add further members beyond statutory minimum and NHS 

England policy requirements. All additional members of the Board must be 

specified in the constitution including any additional Partner, Executive or 

Non-Executive members. When designing the board membership, there 

will be a need to ensure balance of perspectives on the Board. This will 

include, for example, ensuring that the perspectives of all sectors and 

types of provider within the ICB’s area are included (e.g. acute, mental 

health, community and specialist). ICBs will need to ensure that the views 

and perspectives of patients, carers and the public are heard and included 

in the board decision-making process along with those from clinical and 

professional groups, under-represented communities and different 

geographical perspectives. A board made up from diverse individuals, 

backgrounds and perspectives will be more likely to make the best 

decisions for its communities. Beyond the composition of the Board itself, 

ICBs should ensure there are mechanisms for how the full range of 

perspectives is included using the decision-making model and structures 

that the ICB employs. ICBs will also be expected to comply with good 

governance practices for example on board size, to allow appropriate 

decision making to take place. NHS England will be required to approve 

the constitutions, including Board Membership. 

20. This whole section is entirely optional, and feedback on its application is 

welcome. The clauses are crafted to help systems articulate local 

arrangements clearly and may require some editing. There is only a need 

to use them if there is local discussion proposing the idea of “non-voting” 

members (which are not permitted). The term “non-voting member” should 

not be used here because an individual is either a member and may vote 

or they are not a member and hence may not vote. ICBs that opt to use 

this section should use the term ‘Participants and Observers’ as outlined 

in Appendix 1. 

21. Having regular participants recognises that some local partners will attend 

every meeting and while they do not formally take part in decision making, 

their views are sought, listened to and valued. It is recommended to limit 

the number of participants as most parties will play their largest role in the 

partnership or in operational fora and task and finish groups. A distinction 

is drawn here between participants and observers as some organisations 

have previously had difficulty being clear about roles and what behaviours, 
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permissions and privileges are extended to such individuals. ICBs can set 

out the expectations clearly from the outset. 

22. This is optional. It is not a requirement to list participants and observers in 

constitutions.  

23. This is not a requirement and suggested wording is offered for those 

organisations who have indicated that it would be helpful to identify 

specified individuals who are invited to meetings and receive papers in 

advance but not have any speaking or participation rights. In practice 

these individuals have no different status to members of the public but 

some organisations have found this approach useful in developing and 

managing local relationships.  

24. Regulation 5 of the Health and Social Care 2008 (Regulated Activities) 

Regulations 2014 sets out the “fit and proper person test”. We anticipate 

that regulations regarding the “fit and proper person test” will apply to ICBs 

when established, so there is an expectation that designate board 

member appointments comply with these principles.  

25. Legal disqualification criteria will most likely be prescribed in Regulations, 

but these would be made too late to facilitate designate appointments. 

Systems should at this stage seek to avoid designate appointments of 

individuals with these characteristics. Any additional locally agreed 

disqualification criteria should be added to the list. 

26. In some cases, the Chair of the Board may also be appointed to the role of 

Chair of the Integrated Care Partnership.  

27. Please note that the appointment of designate chairs is being separately 

managed as part of the ICB establishment process. 

28. ICBs need to specify the term and number of terms permitted. Good 

practice would be no more 8-9 years in total to ensure ongoing 

independence. As an example, 3x3 years or 2x4 years.  

29. The appointment is made by the Chair of the Board with approval from 

NHS England. (Please note that in the first instance the appointment of 

designate Chief executives is being separately managed as part of the 

establishment process.) 

30. NHS England expects to publish a process to describe how Chairs and 

Chief Executives will be appointed and how appointments proposed by 

ICBs will be approved.  

31. ICBs should add any additional criteria including those required as per 

NHS England guidance. 
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32. This refers to NHS Trusts and Foundation Trusts that provide services 

within the ICB area and are of a description prescribed in the Regulations. 

33. Please note the Regulations that will define this are not yet available. 

34. The ICS Design Framework states this will often be the Chief Executive. 

35. It is a requirement that the constitution sets out who appoints the Ordinary 

Members. All appointments of Ordinary Members must (under the Bill) be 

subject to the approval of the Chair. 

36. The constitution must set out the appointment process in full. As a 

minimum, it must include two parts (a) an element that is designed to build 

the confidence of stakeholders that the perspective of the individual will 

contribute to the board discussions (the nomination process) and (b) an 

element that is designed to assess that the individual can demonstrate 

they have the skills, knowledge, experience and attributes required to fulfil 

the role. The process should include who may take part in the process, 

what the procedure to be used entails and what the decision-making 

arrangement is. If appointments are limited to a specific term, any re-

appointment process should also be specified. The process should reflect 

any guidance issued by NHS England and should be clear and 

unambiguous.  

37. ICBs need to specify the term and, if limited, the number of terms 

permitted (for the partner members it is not a requirement to limit the 

number of terms). The details of a re-appointment process should be 

specified including at what intervals. Appointments are always to be 

subject to the approval of the Chair.  

38. For example, ICBs might refer to the nature of services provided or to the 

proportion of their services that are provided with in the ICB area. 

39. The constitution should set out who appoints the Ordinary Members. All 

appointments to the Board of the ICB (except the Chief Executive) must 

by law be subject to the approval of the Chair.  

40. The constitution must set out the appointment process in full. As a 

minimum, it must include two parts: (a) an element that is designed to 

build the confidence of stakeholders that the perspective of the individual 

will contribute to the board discussions (the nomination process) and (b) 

an element that is designed to assess that the individual can demonstrate 

they have the skills, knowledge, experience and attributes required to fulfil 

the role. The process should include who may take part in the process, 

what the procedure to be used entails and what the decision-making 

arrangement is. If appointments are limited to a specific term, any re-

appointment process should also be specified. The process should reflect 
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any guidance issued by NHS England and should be clear and 

unambiguous.  

41. ICBs need to specify the term and, if limited, the number of terms 

permitted (for the partner members it is not a requirement to limit the 

number of terms). The details of a re-appointment process should be 

specified including at what intervals. Appointments are always to be 

subject to the approval of the Chair.  

42. The constitution should set out who appoints the Ordinary members. All 

appointments to the Board of the ICB must by law be subject to the 

approval of the Chair. 

43. The constitution must set out the process in full. As a minimum, it must 

include two parts (a) an element that is designed to build the confidence of 

stakeholders that the perspective of the individual will contribute to the 

board discussions (the nomination process) and (b) an element that is 

designed to assess that the individual can demonstrate they have the 

skills, knowledge, experience and attributes required to fulfil the role. The 

process should include who may take part in the process, what the 

procedure to be used entails and what the decision-making arrangement 

is. If appointments are limited to a specific term, any re-appointment 

process should also be specified. The process should reflect any guidance 

issued by NHS England and should be clear and unambiguous. 

44. ICBs need to specify the term and, if limited, the number of terms 

permitted (for the partner members it is not a requirement to limit the 

number of terms). The details of a re-appointment process should be 

specified including at what intervals. Appointments are always to be 

subject to the approval of the Chair.  

45. NHS England guidance is that the Board should normally include this role 

but recognise the role may be fulfilled in different ways, for example, they 

may have a different job title or hold other responsibilities with a wider 

portfolio. 

46. This does not exclude them from also being an employee of another 

organisation. 

47. The constitution should set out who appoints the Ordinary Members. All 

appointments to the Board of the ICB must by law be subject to the 

approval of the Chair. 

48. NHS England guidance is that the Board should normally include this role 

but recognise the role may be fulfilled in different ways; for example, they 

may have a different job title or hold other responsibilities with a wider 

portfolio. 
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49. This does not exclude them from also being an employee of another 

organisation. 

50. The constitution should set out who appoints the Ordinary Members. All 

appointments to the Board of the ICB must by law be subject to the 

approval of the Chair. 

51. NHS England guidance is that the Board should normally include this role 

but recognise the role may be fulfilled in different ways; for example, they 

may have a different job title or hold other responsibilities with a wider 

portfolio. 

52. This does not exclude them from also being an employee of another 

organisation. 

53. The constitution should set out who appoints the Ordinary Members. All 

appointments to the Board of the ICB must by law be subject to the 

approval of the Chair. 

54. NHS England guidance (ICS Design Framework) requires a minimum of 

two independent members (in addition to the Chair) ICBs may choose of 

they wish to appoint more than two independent members. The locally 

agreed number should be inserted into clause 3.11.1. 

55. It is good practice for an independent member to be appointed as a senior 

independent member. This person would take a role in appraisal of the 

Chair. This role could not be fulfilled by the Chair or the chair of the Audit 

committee.  

56. It is a requirement that the constitution sets out who appoints the Ordinary 

members. All appointments to the Board of the ICB must by law be subject 

to the approval of the Chair. 

57. The ICB may want to add other local criteria such as requiring Non- 

Executive members to have a connection to (such as living or working in) 

the ICB area. This is entirely for local determination. 

58. ICBs need to specify the term and number of terms permitted. Good 

practice would be no more than about 9 years in total to ensure ongoing 

independence. For example, three terms of three years or two terms of 

four years would be normal. ICBs should also consider whether individuals 

who have served in equivalent roles on the boards of previous and current 

NHS Bodies locally could be sufficiently independent. 

59. This is optional. The ICB can adopt this clause if they want to reduce the 

risk of lost continuity from mass retirement of board members.  
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60. Any re-appointment process should be set out along with any associated 

criteria. 

61. There is a requirement that all the details of Board appointments should 

be set out in the constitution. For any additional roles (this does not 

include observers and participants) full details should be included as per 

the required roles. 

62. The constitution should set out what criteria are to be used. They are for 

local determination. The following are provided as suggestions: 

a) If they fail to attend a minimum of xx% of the meetings to which they 

are invited unless agreed with the Chair in extenuating 

circumstances 

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

performance at their annual appraisal 

c) 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 ICBS (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 

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

Life 

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

body 

63. Remuneration for board members not employed (such as the partner 

members) by the ICB is for the board to determine but the ICB should 

ensure that no-one will be paid twice for the same time. 

64. This is not a legal requirement, but if an ICB has developed such a code it 

could be referenced here. 

65. Please note committees and sub-committees may include, or be formed 

from, individuals who are neither employees of nor board members of the 

ICB. This is one of the flexibilities that will enable ICBs to exercise their 

functions in a collaborative way with a wide range of partners from the ICB 

area. 

66. Terms of reference for committees will always be agreed by the board. 

Terms of Reference for committees should specify whether or not the 

board is delegating the power to make further delegations to sub-

committees and approve their terms of reference. 
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67. ICB should describe their own local arrangements. This might include 

requiring regular decision or assurance reports from committees to be 

submitted to the board, requiring attendance at Board meetings of the 

Chair, compliance with internal audit findings and committee effectiveness 

reviews. All terms of reference should set out the arrangements for 

meetings and these will usually be in line with the standing orders or 

specified alternative arrangements. Best practice is that terms of reference 

should always be approved by the Board (or by the parent committee for 

sub-committees when the Board has delegated the power to establish 

sub-committees) and must always be aligned with the SoRD. Membership 

of committees should be specified by the Board. 

68. Model Audit Committee terms of reference may be provided by NHS 

England separately. The Audit Committee should be made up of 

independent people, this may include the non-executive members but not 

the Chair. Not all members of the Audit Committee should be members of 

the Board of the ICB. The Chair of the Audit Committee should be 

independent, and it is not good practice for them to chair any other 

committees.  

69. Model terms of reference may be provided. The Remuneration Committee 

should be chaired by an independent Non-Executive member other than 

the Audit Chair. No individual should ever be involved in discussions about 

their own remuneration and the terms of reference should set out 

arrangements for ensuring this. The committee should be required to 

consider advice from a suitably qualified individual (such as a Director of 

HR or equivalent) and to ensure that suitable benchmarking informs their 

decisions.  

70. ICBs are not required to include the terms of reference in the constitution 

(as previous organisations have been required to) but they must be 

published. 

71. ICBs are not required to include the terms of reference for all committees 

in the constitution but must publish them as part of their duty to be 

transparent. This also forms part of specifying the arrangement for 

exercising the functions. 

72. Example contents could include:  

a) reporting arrangements to the Board, at appropriate intervals  

engagement events or other review sessions to consider the aims, 

objectives, strategy and progress of the arrangements  

b) progress reporting against identified objectives 

c) specify, the legal basis for such arrangements 
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d) identify the roles and responsibilities of all organisations that have 

agreed to work together 

e) specify how performance will be monitored and assurance provided 

to the Board on the discharge of responsibilities, so as to enable 

appropriate oversight as to how strategic intentions are being 

implemented 

f) set out any financial arrangements that have been agreed, including 

identifying any pooled budgets (if applicable) and how these will be 

managed and reported in annual accounts 

g) specify how risks will be managed and apportioned between the 

respective parties 

h) set out how contributions from the parties, including details around 

assets, employees and equipment to be used, will be agreed and 

managed  

i) identify how disputes will be resolved and the steps required to 

safely terminate the working arrangements 

j) specify how decisions are communicated between the partners 

73. The constitution must specify arrangements for the exercise of the ICB’s 

functions and the procedure for making decisions and for delegation. This 

is ordinarily set out in the Standing Orders (SO). ICBs that opt to not 

include their full SOs will be required to include other clauses that satisfy 

the full requirements of paragraphs 10 and 11 of schedule 1B to the 2006 

Act.  

74. A model template for standing orders is provided. ICBs are free to adapt 

these. 

75. Please see the NHS-wide guidance on conflicts of interest 

https://www.england.nhs.uk/ourwork/coi/ 

These set out minimum good practice for all NHS Trusts and NHS 

England. As it was issued prior to their inception, ICBs are not specifically 

included; however, the good practice would still apply. NHS England may 

issue guidance for ICBs in due course and this section of the constitution 

should be updated to align with it as appropriate.  

76. Where independent providers (including the voluntary sector) hold 

contracts for services (for example, community services) it would be 

appropriate and reasonable for the body to involve them in discussions 

(for example, about pathway design and service delivery, particularly at 

place-level). However, this would be clearly distinct from any 

considerations around contracting and commissioning, from which they 

would be excluded. 

77. ICBs are legally required to publish the registers of interest and its good 

practice to ensure that members of the public have access on request. 

https://www.england.nhs.uk/ourwork/coi/
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78. The ICB should insert the names of their relevant policies. 

79. This is optional - ICBs are not required to appoint a COI Guardian but may 

choose to do so as it is considered good practice. If an ICB does not 

appoint a COI guardian this clause should be removed. 

80. The Bill sets out a proposed requirement that ICBs include in their 

constitution a statement of the principles to be followed in implementing 

the arrangements that have been made for conflicts of interest. 

81. 14Z30 requires that ICBs maintain one or more registers of interest in 

relation to these categories of individuals. 

82. ICBs are legally required to publish the registers of interest. It is good 

practice to ensure that members of the public have access on request. 

83. We do not expect these two clauses to be a legal requirement but ICBs 

may include them as good practice. 

84. The ICB may want to include a set of transparency principles. 

85. The Bill proposes it to be a legal requirement to be that ICBs must publish 

registers of interests or make them available to the public on request. 

86. Some ICBs may have more than one Health and Wellbeing Board. The 

ICB is required to have regard to the local health and wellbeing strategy 

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

in Health Act. 

87. ICBs will need to ensure that there are decision-making structures within 

the ICB that will allow for decisions around arranging healthcare services 

to be made in line with the NHS Provider Selection Regime. This includes 

ensuring that there are appropriate governance structures that will deal 

with any challenges that may follow decisions about provider selection. 

ICBs will need to evidence that they have properly exercised their 

responsibilities for arranging healthcare services set out in the NHS 

Provider Selection Regime. This will include publishing their intentions for 

arranging services in advance, publishing contracts awarded and keeping 

records of decision making. ICBs will need to ensure that local audit 

arrangements will be capable of auditing the decisions made under the 

NHS Provider Selection Regime. 

88. Additional information will be provided in relation to terms and conditions. 

Local titles may be used; for example Remuneration and HR or 

Remuneration and Nominations. Terms of reference do not need to be 

included but should be published. 

89. These should be locally determined; and might include:  
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a) Setting the ICB pay policy (or equivalent) and standard terms and 

conditions 

b) Making arrangements to pay employees such remuneration and 

allowances as it may determine 

c) Set remuneration and allowances for members of the board  

d) Set any allowances for members of committees or sub-committees 

of the ICB who are not members of the board 

e) Any other relevant duties 

90. The Bill proposes a requirement for a statement of principles to be 

followed by the ICB in implementing its arrangements regarding public 

involvement to be included in the constitution. The 10 principles are from 

ICS implementation guidance on working with people and communities (to 

be published). Each ICB should use these principles as a basis for 

developing a system-wide strategy for engaging with people and 

communities, building on the existing relationships, good practice and 

networks across system partners.  

91. The ICB may want to add any further local principles. 

92. NHS England policy expectations are set out in the ICS Design 

Framework and ICS implementation guidance on working with people and 

communities.  

93. Likely to include local policies and procedures and any commitments to 

regular events or structures for engagement. 

94. The text is provided as a sample. ICBs will need to edit what is provided to 

ensure that: 

a) there is consistency with local language (e.g. for the names used for 

the meetings and roles)  

b) local agreements regarding e.g. quorum arrangements and voting 

arrangements are reflected  

c) there is clarity and no room for ambiguity 

95. We do not expect it to be an explicit legal requirement to include the SO in 

the constitution but do expect a legal requirement to include the procedure 

to be followed for making decisions. The drafting of the model constitution 

template assumes that the procedure will be set out in the SO and that 

they are appended to the constitution. ICBs that choose not to append the 

SO must include additional information in their constitution, beyond that 

indicated in the model.  

96. In many cases, the SO are incorporated into the constitution document so 

this will not be required. If the ICB decides to publish the SO as a separate 

document the date from which they are effective should be added and 
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maintained up to date. The effective date is the date of approval by NHS 

England. 

97. The ICB is subject to the Public Bodies (Admission to Meetings) Act 1960.  

98. It is good practice for a schedule of meetings to be agreed at the start of 

the year and be supported by a cycle of business which sets out which 

recurring matters are handled at specific meetings throughout the year.  

99. The ICB should publish the times and places for the meetings. 

100. The experience of managing COVID-19 has shown that it is possible to 

convene virtual meetings with very short notice. 

101. Add agreed local arrangement. There may be a deputy appointed or there 

may be provision for the assembled members to appoint a deputy.  

102. It is good practice for the agenda to be agreed by the Chair in discussion 

with the lead executive director.  

103. There is no requirement to allow deputies. The ICB can consider whether 

deputies will be allowed, for which roles, whether to permit them to vote or 

count towards the quorum.  

Both ICBs and its board members should understand the accountabilities 

and liabilities associated with the role may not be delegated to a deputy. 

That means that the “can is carried” by the office holder, not the deputy.  

The nature of the unitary board means that there are potential implications 

for all board members when other members delegate to a deputy. 

Ideally deputies should be named in advance and the deputy role should 

be included in their role description. Eligibility / disqualification should also 

be confirmed.  

Another option could be to allow the substantive office holder to confirm 

their nomination of a deputy in writing to the chair in advance of the 

meeting. This confirmation should also provide assurance to the chair that 

the nominated individual fulfils the requirements of the role and is not 

disqualified. Ad-hoc deputy arrangements should not normally be 

permitted. 

If an ICB agrees to allow deputies, the following advice will be helpful: 

• Deputy arrangements must be set out in the standing orders 

• It should be made clear which roles may appoint deputies 

• Members of the board or committee should understand the risks and 

associated liabilities 
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• Mechanisms should be in place to ensure that any deputy is 

appropriately experienced, fulfils all requirements for the role and it 

has been confirmed that they are not disqualified 

104. ICBs will want to use the learning of COVID-19 to describe how individuals 

may attend meetings using technology solutions such as telephone and 

video attendance. Provision may be made for circumstances, where whole 

meetings may take place online. Consideration should be given to whether 

a minimum number should be physically present, under what 

circumstances virtual attendance will be permitted and arrangements for 

transparency, including the requirement for the meeting to be held in 

public.  

105. ICBs will want to consider the balance of perspectives required for good 

decision making. This is likely to include a specified number of executive 

directors, a clinical perspective, an independent perspective and partner 

perspective. 

106. The SO needs to be unambiguous about who is eligible to vote. Proxy 

could be permitted if the ICB chooses, and in such circumstances the full 

procedures for proxy voting must be specified.  

107. Not all ICBs will have these. 

108. ICBs may want to add something about consultation with other Board 

members. A balance will be needed between allowing urgent decisions in 

exceptional circumstances. 
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Notes 

This template is provided as a starting point for emergent ICBs to develop their 

constitution.  It should be completed with reference to the supporting notes (add 

link) and superscript numbers in red indicate which supporting note should be 

referred to. 

 

Text in black indicates a legal or policy requirement and should be retained unless 

agreed otherwise with NHS England  

 

Text in green indicates a clause which is optional, or which requires local 

completion.  Supporting notes will explain more about what is required and may 

also provide examples that could be suitable 
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1. Introduction  

1.1 Background/ Foreword1 

 

1.2 Name 

1.2.1 The name of this Integrated Care Board is [insert name2] (“the ICB”). 

 

1.3 Area Covered by the Integrated Care Board 

1.3.1 The area covered by the ICB3 is [insert appropriate description]4. 

 

1.4 Statutory Framework 

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

2006 Act.  

 

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

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

an NHS body for the purposes of the 2006 Act.  

 

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

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

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

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

made under the 2006 Act).5  

 

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

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

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

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

address] 

 

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 1989 and section 14Z32 of 

the 2006 Act); 

b) Exercising its functions effectively, efficiently and economically 

(section 14Z33 of the 2006 Act);  

c) Duties in relation children including safeguarding, promoting welfare 

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

Families Act 2014) 

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

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

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

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

General Data Protection Regulation 2016/679 and Data Protection Act 

2018, and the Freedom of Information Act 2000). 

g) Provisions of the Civil Contingencies Act 2004 

 

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

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

the results of its assessment. 

 

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

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

how well it has discharged its duties under— 

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

i) section 14Z35 (reducing inequalities),  

j) section 14Z38 (obtaining appropriate advice), 

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

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

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

n) 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 [date] by [name and reference of establishment 

order], which made provision for its constitution by reference to this 

document. 

 

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

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

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

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

 

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

England’s published procedure6 and that application is approved; 

and 

 

b) where NHS England varies the constitution of 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) Add local procedure (To be determined locally in accordance with 

supporting notes) 

b) Proposed amendments to this constitution will not be implemented 

until an application to NHS England for variation has been 

approved.   

 

1.7 Related Documents 

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

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

 

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

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

 

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

to be used for meetings and the selection and appointment 

processes for the ICB committees. 

 

1.7.3 The following do not form part of the constitution but are required to be 

published.  

 

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

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

decisions that have been delegated in accordance with the powers of 

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

consistent with the constitution. The SoRD identifies where / who 

functions ad 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 
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decision making responsibilities that are delegated to the ICB (for 

example, from NHS England). 

 

c) Standing Financial Instructions – which set out the arrangements 

for managing the ICB’s financial affairs.  

 

d) The ICS Governance Handbook10– which includes: 

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

Board that exercise ICB functions11. 

• Delegation arrangements12 for all instances where ICB functions 

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

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

trust, local authority, combined authority or any other prescribed 

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

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

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

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

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

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

accordance with section 65Z6 of the 2006 Act. 

• [Add other key contents]. 

 

e) Key policy documents13 - including: 

• Standards of Business Conduct Policy 

• Conflicts of interest policy and procedures 

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

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

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

appointed is in section xxx. 

 

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

on our website [add link].14 

 

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

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

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

a) a Chair 

b) a Chief Executive  

c) at least three Ordinary members. 

 

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

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

Partner Members) are identified and appointed in accordance with the 

procedures set out in Section 3 below: 

• NHS trusts and foundation trusts who provide services within the 

ICB’s area and are of a prescribed description 

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

area of the ICB and are or a prescribed description 

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

or any part of the ICB’s area. 

While the Partner Members will bring knowledge and experience from their 

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

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

2.1.5 The ICB has [3]16 Partner Members. 

 

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

Ordinary Members: 

a) three executive members, namely: 

• Director of Finance 

• Medical Director 

• Director of Nursing 

b) Two18 independent non-executive members. 

 

2.1.7 The ICB has also appointed the following further Ordinary Members: to the 

Board19 

a) List locally agreed additional members 
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2.2 Regular Participants and Observers at Board Meetings20 

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

its meetings in order to inform its decision-making and the discharge of its 

functions as it sees fit. 

 

2.2.2 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. 
a) [list invited participants]22 

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

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

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

address the meeting and may not vote. 

a) List invited observers] 
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3 Appointments Process for the Board 

3.1 Eligibility Criteria for Board Membership: 

3.1.1 Each member of the ICB must: 

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

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

the Nolan Principles) 

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

skills and attributes set out in a role specification. 

 

3.2 Disqualification Criteria for Board Membership25 

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

 

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

in Scotland or Northern Ireland. 

  

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

of the proposed appointment, has been convicted— 

a) in the United Kingdom of any offence, or   

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

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

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

proceedings was a sentence of imprisonment (whether suspended 

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

of a fine. 

 

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

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

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

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

restrictions orders and undertakings). 

 

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

immediately preceding the date of the proposed appointment, otherwise than 

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

 

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

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

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

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

that the person should continue to hold that office 

b) that the person failed, without reasonable cause, to attend any 

meeting of that health service body for three successive meetings, 
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c) that the person failed to declare a pecuniary interest or withdraw 

from consideration of any matter in respect of which that person 

had a pecuniary interest, or 

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

duties; 

 

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

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

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

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

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

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

body, where that suspension has not been terminated 

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

not been restored to the register 

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

preventing the person from practising the profession in question, 

where that decision has not been superseded, or 

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

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

where those conditions have not been lifted. 

 

3.2.8 A person who is subject to— 

a) a disqualification order or disqualification undertaking under the 

Company Directors Disqualification Act 1986 or the Company 

Directors Disqualification (Northern Ireland) Order 2002, or 

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

(disabilities on revocation of administration order against an 

individual). 

 

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

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

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

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

misconduct or mismanagement in the administration of the charity for which 

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

person by their conduct contributed to or facilitated. 

 

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

management or control of any body under— 

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). 



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

Parliament  

Enc 11.2 App1b0.8 

  14 

 

 

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) Add any local criteria 

 

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

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

ICB area.  

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

c) Xxx 

 

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

a Chair may serve is X28 terms.  

 

3.4 Chief Executive 

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

with any guidance issued by NHS England.29 

 

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

with any procedure published by NHS England30 

 

3.4.3 The Chief executive must fulfil the following additional eligibility criteria  

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

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

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

b) Specify any further local criteria31 

 

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  

c) Specify any further local exclusions 

 

3.5 Partner Member(s) - NHS Trusts and Foundation Trusts [add which32 
NHS Trusts and FTs provide services within the ICB area] 

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

regulations33: 
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a) [list trusts] 

 

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

following additional eligibility criteria  

a) Be an Executive Director of one of the NHS Trusts or FTs within 

the ICB’s area34 

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

guidance 

c) Specify any other criteria agreed locally by the ICB 

 

3.5.3 Individuals will not be eligible if 

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

b) add any exclusion criteria set out in NHS E guidance 

c) Add any locally determined exclusion criteria  

 

3.5.4 This member will be appointed by35 [x] subject to the approval of the Chair 

 

3.5.5 The appointment process will be as follows36: 

a) [for local determination and must include both nomination and 

selection elements] 

 

3.5.6 The term of office37 for this Partner Member will be X years and the total 

number of terms they may serve is X terms.  

 

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

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

regulations].   

 

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

following additional eligibility criteria  

a) Specify any other criteria set out by NHS England’s guidance 

b) Specify any other criteria agreed locally by the ICB38 

 

3.6.3 Individuals will not be eligible if: 

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

b) Add any criteria set out in NHS E guidance 

c) Add any locally determined criteria 

 

3.6.4 This member will be appointed by39 [x] subject to the approval of the Chair 

 

3.6.5 The appointment process will be as follows40: 

a) [[for local determination and must include both nomination and 

selection elements] 
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3.6.6 The term of office41 for this Partner Member will be x years and the total 

number of terms they may service is X terms.  

3.7 Partner Member(s) - local authorities   

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

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

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

a) [insert list of those LAs] 

 

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

following additional eligibility criteria  

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

the bodies listed at 3.7.1   

b) Specify any other criteria set out by NHS England’s guidance 

c) Specify any other criteria agreed locally by the ICB 

 

3.7.3 Individuals will not be eligible if 

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

b) [Add any locally determined criteria  

c) and any criteria set out in NHS E guidance] 

 

3.7.4 This member will be appointed by42 [x] subject to the approval of the Chair 

 

3.7.5 The appointment process will be as follows43: 

a) [for local determination and must include both nomination and 

selection elements] 

 

3.7.6 The term of office44 for this Partner Member will be x years and the total 

number of terms they may service is X terms. 

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 

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

d) Specify any other criteria agreed locally by the ICB 

 

3.8.2 Individuals will not be eligible if: 

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

b) Add any locally determined criteria  

c) and any criteria set out in NHS E guidance 
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3.8.3 This member will be appointed by47 [x] subject to the approval of the Chair. 

 

3.9 Director of Nursing48 

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

following additional eligibility criteria  

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

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

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

b) Be a registered Nurse or Midwife 

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

d) Specify any other criteria agreed locally by the ICB 

 

3.9.2 Individuals will not be eligible if: 

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

b) Add any locally determined criteria  

c) and any criteria set out in NHS E guidance 

 

3.9.3 This member will be appointed by50 [x] subject to the approval of the Chair. 

 

3.10 Director of Finance51 

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

following additional eligibility criteria  

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) Specify any other criteria set out by NHS England’s guidance 

c) Specify any other criteria agreed locally by the ICB 

 

3.10.2 Individuals will not be eligible if: 

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

b) [Add any locally determined criteria  

c) and any criteria set out in NHS E guidance] 

 

3.10.3 This member will be appointed by53 [x] subject to the approval of the Chair 

 

3.11 [Two54 ] Independent Non-Executive Members55 

3.11.1 The ICB will appoint [Add number] independent Non-Executive Members 

 

3.11.2 These members will be appointed by56 [x] subject to the approval of the 

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

following additional eligibility criteria  

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

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

area 

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

makes them suitable for appointment to the Chair of the Audit 

Committee 

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

makes them suitable for appointment to the Chair of the 

Remuneration Committee 

e) Specify any other criteria set out by NHS England’s guidance 

f) Specify any other criteria agreed locally by the ICB57 

 

3.11.4 Individuals will not be eligible if 

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

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

ICB area  

c) add any locally determined criteria  

d) and any criteria set out in NHS E guidance 

 

3.11.5 The term of office for an independent non-executive member will be x years 

and the total number of terms an individual may serve is X58 terms. after 

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

 

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

executive members retiring at once. Thereafter, new appointees will 

ordinarily retire on the date that the individual they replaced was due to retire 

in order to provide continuity. 

 

3.11.7 Subject to60 [e.g. satisfactory appraisal] 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 

Local completion of all details for any/ all other members is 

required. 

 

3.13 Board Members: Removal from Office.  

3.13.1 Arrangements for the removal from office of Board members is subject to the 

term of appointment, and application of the relevant ICB policies and 

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

office if any of the following occurs:  

3.13.3 :  

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

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

guidance 

b) Add further local criteria62 

 

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

whether any of the matters in 3.13.3 apply. 

 

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

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

reason for termination of the employment. 

 

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

approval of the Secretary of State.  

 

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

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

so, it may: 

 

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

 

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

replacement and on what terms. 

  

 

3.14 Terms of Appointment of Board Members  

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

executive, arrangements for remuneration63 and any allowances will be 

agreed by the Remuneration Committee in line with the ICB remuneration 

policy and any other relevant policies published [say where] and any 

guidance issued by NHS England or other relevant body. Remuneration for 

Chairs, Non Executives and chief executives will be set by NHS England. 

 

3.14.2 Other terms of appointment will be determined by the Remuneration 

Committee. 

 

3.14.3 Terms of appointment of the Chair will be determined by NHS England.  
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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 has agreed a code of conduct and behaviours64 which sets out the 

expected behaviours that members of the board and its committees will 

uphold whilst undertaking ICB business.  It also includes a set of principles 

that will guide decision making in the ICB.  The ICB code of conduct and 

behaviours is published in the Governance Handbook. 

4.2 General 

4.2.1 The ICB will: 

a) comply with all relevant laws including but not limited to the 2006 Act 

and the duties prescribed within it and any relevant regulations; 

b) comply with directions issued by the Secretary of State for Health 

and Social Care 

c) comply with directions issued by NHS England;  

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

England; and 

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

guidance issued by relevant authorities, including that issued by 

NHS England.  

f) respond to reports and recommendations made by local Healthwatch 

organisations within the ICB area 

 

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

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

constitution, its governance handbook and other relevant policies and 

procedures as appropriate. 

4.3 Authority to Act 

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

authority to act on its behalf to:  

a) any of its members or employees 

b) a committee or sub-committee of the ICB 

 

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 
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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 [add where] 

 

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

only be approved by the Board 

  

4.4.3 The SoRD sets out: 

 

a) those functions that are reserved to the board; 

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

committees and sub committees; 

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

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

 

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

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

the Board for the exercise of their delegated functions.  

4.5 Functions and Decision Map  

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

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

the SoRD. 

 

4.5.2 The Functions and Decision Map is published [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 
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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 SoRD. 

 

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

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

reference are published in the Governance Handbook.  

 

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

delegated to committees and subcommittees and therefore, appropriate 

reporting and assurance arrangements are in place and documented in 

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

functions of the ICB, will be required to: 

a) Add Local arrangements for assurance67   

 

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

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

 

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

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

SFIs and any other relevant ICB policy. 

 

4.6.7 The following committees will be maintained:  

 

a) Audit Committee68: This committee is accountable to the Board 

and provides an independent and objective view of the ICB’s 

compliance with its statutory responsibilities. The committee is 

responsible for arranging appropriate internal and external audit.  

The Audit Committee will be chaired by an independent non-

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

qualifications, expertise or experience to enable them to express 

credible opinions on finance and audit matters. 
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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.   

4.6.8 The terms of reference for each of the above committees are published in 

the governance handbook70. 

 

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

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

SoRD and further information about these committees, including terms of 

reference, are published71 in the Governance Handbook. 

 

4.7 Delegations made under section 65Z5 of the 2006 Act  

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

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

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

combined authority or any other prescribed body). 

 

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

Scheme of Reservation and Delegation and included in the Functions and 

Decision Map. 

 

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

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

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

fund.  The power to approve delegation arrangements made under this 

provision will be reserved to the Board.  

 

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

that it has delegated and therefore, appropriate reporting and assurance 

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

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

published [specify where- probably the governance handbook]  

 

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

strategic or other transformation discussions with its partner organisations on 

an informal basis.   
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5 Procedures for Making Decisions73 

5.1 Standing Orders 

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

processes that are employed to undertake its business.  They include 

procedures for: 

• conducting the business of the ICB 

• the procedures to be followed during meetings; and 

• the process to delegate functions. 

 

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

ICB unless specified otherwise in terms of reference which have been 

agreed by the Board.  

 

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

part of this constitution. 

 

5.2 Standing Financial Instructions (SFIs) 

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

financial authority set out in the SoRD. 

 

5.2.2 A copy of the SFIs published specify where 
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6 Arrangements for Conflict of Interest Management 

and Standards of Business Conduct  

6.1 Conflicts of Interest75 

[DN: 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 which are 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 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. 

 

6.1.5 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 

Conflicts of interest Policy and the Standards of Business Conduct Policy78. 

 

6.1.6 The ICB has appointed the Audit Chair [edit accordingly] to be the Conflicts 

of Interest Guardian79. In collaboration with the ICB’s governance lead, their 

role is to: 

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; 
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d) Provide independent advice and judgment to staff and members 

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

policies and principles in an individual situation; 

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

6.2 Principles80 

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

a) Xxx 

b) xxx 

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  

 

6.3.2 In accordance with section 14Z30(2) of the 2006 Act registers of interest are 

published on the ICB website /add where82. 

 

6.3.3 All relevant persons as per 6.1.3 and 6.1.5 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 
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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 Policy, and 

any requirements set out in the policy for managing conflicts of 

interest. 

 

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 policy.    
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7 Arrangements for ensuring Accountability and 

Transparency  

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

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

for transparency in accordance with paragraph 11(2) of Schedule 1B to the 

2006 Act.  

7.2 Principles84 

7.2.1 Add local principles 

7.3 Meetings and publications 

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

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

not be in the public interest.  

 

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

 

7.3.3 Annual accounts will be externally audited and published. 

 

7.3.4 A clear complaints process will be published.  

 

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

Information Commissioner Office requirements regarding the publication of 

information relating to the ICB. 

 

7.3.6 information will be provided to NHS England as required. 

 

7.3.7 The constitution and governance handbook will be published as well as other 

key documents including but not limited to:  

• Conflicts of interest policy and procedures 

• Registers of interests85 

• Key policies 

• add further documents. 

 

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). 
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And  

a) proposed steps to implement the XXX joint local health and 

wellbeing strategy(s)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. 

 

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

Regime including: 

a) Add local arrangements to describe87. 

 

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) Add local arrangements e.g. HR advisers being in attendance or 

appointment of independent HR advice to the Rem com.   

 

8.1.4 The Board may appoint independent members or advisers to the 

Remuneration Committee are not members of the board. 

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

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

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

where 

8.1.6 The duties of the Remuneration Committee include89: 

a) Add local points 

 

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 
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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) Add local arrangements 

 

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) 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 In addition the ICB has agreed the following:91  

 

9.1.5 These principles will be used when developing and maintaining 

arrangements for engaging with people and communities. 

 

9.1.6 These arrangements, include92: 

a) ICB to specify other local arrangements93 
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Appendix 1: Definitions of Terms Used in This 

Constitution 

 

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

Health and Social Care Act 2012 and the Health and Care 

Act 2022 

ICB Board Members of the ICB 

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

Committee A committee created and appointed by the ICB Board.  

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

Integrated Care 

Partnership 

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

Place-Based 

Partnership 

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

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

Executive plus other members.  All other members of the 

Board are referred to as Ordinary Members.  

Health Service 

Body 

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

Act 2006 or (b) NHS Foundation Trusts. 

 ICBs should add local definitions as required and should 

always include any local terms that refer to legally 

prescribed roles or functions. 
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Appendix 2: Standing Orders 

1.  Introduction94 

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

XXX 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 xx 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 [refer to the 

clause number in the constitution for making amendments]. 

 

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 [add title for senior governance adviser,] 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. 

 

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 
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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 

4.2. Meetings of the Board of the ICB shall be held at regular intervals98at such 

times and places99 as the ICB may determine. 

 

4.3. 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 two100 

days’ notice by setting out the reason for the urgency and the 

decision to be taken. 

 

4.3.1. A public notice of the time and place of the meeting and how to 

access the meeting shall be given by posting it at the offices of the 

ICB body and electronically at least three clear days before the 

meeting or, if the meeting is convened at shorter notice, then at the 

time it is convened. 

 

4.3.2. The agenda and papers for meetings will be published electronically 

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

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

public. 

4.4. Chair of a meeting 

4.4.1. The Chair of the ICB shall preside over meetings of the Board.  

 

4.4.2. If the Chair is absent, or is disqualified from participating by a conflict 

of interest. [add agreed local arrangement-there may be a deputy 

appointed or there may be provision for the assembled members to 

appoint a deputy101 
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4.4.3. 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. 

 

4.5. Agenda, supporting papers and business to be 

transacted 

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

Chair102 of the meeting. 

 

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

all items must be submitted at least seven calendar 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. 

 

4.5.3. 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]. 

4.6. Petitions 

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

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

4.7. Nominated Deputies103 

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

Executive Directors and the Partner Members of the Board may 

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

unable to attend.  The deputy may/ may not, speak and vote on their 

behalf. 

 

4.7.2. The decision of person presiding over the meeting regarding 

authorisation of nominated deputies is final. 

4.8. Virtual attendance at meetings104 

4.8.1. 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. 
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4.9. Quorum105 

4.9.1. The quorum for meetings of the Board will be [agreed local number 

or proportion] members, including: 

a) Either the Chief Executive or the Director of Finance  

b) Either The Medical Director or the Director of Nursing  

c) At least one independent member  

d) At least one Partner Member 

 

4.9.2. 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. 

 

4.9.3. 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. 

 

4.10. Vacancies 

4.10.1. In the event of vacancy or defect in appointment the following 

temporary arrangement for quorum will apply: 

•  To determine locally 

 

4.11. Decision making 

4.11.1. 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. 

 

4.11.2. 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 
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does not preclude anyone attending by teleconference or other 

virtual mechanism from participating in the meeting, including 

exercising their right to vote if eligible to do so.  

 

c) For the sake of clarity, any additional Participants and 

Observers107 (as detailed within paragraph 5.6. of the Constitution) 

will not have voting rights. 

 

d) A resolution will be passed if more votes are cast for the resolution 

than against it. 

 

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 

4.11.3. if consensus cannot be reached, the chair may make decisions on 

behalf of the board where there is disagreement. Where necessary 

boards may draw on third party support such as peer review or 

mediation by NHS England and NHS Improvement. 

 

Urgent decisions 

4.11.4. 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. 

 

4.11.5. 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. 

 

4.11.6. 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. 

4.12. Minutes 

4.12.1. The names and roles of all members present shall be recorded in the 

minutes of the meetings.  
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4.12.2. The minutes of a meeting shall be drawn up and submitted for 

agreement at the next meeting where they shall be signed by the 

person presiding at it. 

 

4.12.3. No discussion shall take place upon the minutes except upon their 

accuracy or where the person presiding over the meeting considers 

discussion appropriate. 

 

4.12.4. Where providing a record of a meeting held in public, the minutes 

shall be made available to the public. 

 

4.13. Admission of public and the press 

4.13.1. In accordance with Public Bodies (Admission to Meetings) Act 1960 

All meetings of the ICB at which public functions are exercised will 

be open to the public.  

 

4.13.2. 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.  

 

4.13.3. The person presiding over the meeting shall give such directions as 

he/she thinks fit with regard to the arrangements for meetings and 

accommodation of the public and representatives of the press such 

as to ensure that the Governing Body’s business shall be conducted 

without interruption and disruption. 

 

4.13.4. 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.  

 

4.13.5. Matters to be dealt with by a meeting following the exclusion of 

representatives of the press, and other members of the public shall 

be confidential to the members of the Board.  

5. Suspension of Standing Orders 

5.1. In exceptional circumstances, except where it would contravene any 

statutory provision or any direction made by the Secretary of State for 

Health and Social Care or NHS England, any part of these Standing Orders 

may be suspended by the Chair in discussion with at least 2 other members,  
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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. 

If the organisation has a seal, arrangements made for its safe keeping and 

authorisation of its use should be set out here: 

   



Provider 
collab

Comms 
and 

engageme
nt

Governance

HR and 
OD

Contracts

IM&TFinance

ICS SHADOW BOARD

Key workstreams/ Task and Finish groups

Programme management group  (core team) and coordinator leads for the workstreams

Transition 
Programme Board
(Senior leadership 

Group)

Each area will have a clear set of objectives, key milestones, 
project plan and timeline and a lead drawn, where appropriate 

from current system leaders

Clinical 
leadership

Transitional Programme Management approach

ICS Programme 
Development Board 

(ICS Management 
Group) 

Others…
.

Expert reference 
groups/key contributors

PCNs
Clinical networks

COO Groups – providers 
and CCGs

Provider collaborative
CFO group

Regional Meds 
Optimisation group

LMCs
Nursing and Quality Board 

network
Others…..

Focus on CCG close 
down and transition; 

commissioning 
decisions with where 
needed link to Joint 
Committee of CCGs

Focus on broader 
ICS development 

decisions

Appendix 2



 

Cover Sheet 

 
 

Version 1 – February 2018 

 

Purpose (click one box only) 
Decision ☒ Information ☐ 

  

Classification 
(delete as appropriate) Official 

  

Meeting NHS Newcastle Gateshead CCG Governing Body Meeting 

Date 28 September 2021 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 15 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  
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Appendices 

Appendix 1: Risk Report on the Assurance Framework 
Appendix 2: Assurance Framework 
Appendix 3: Operational risks scored 15 or 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 14 September 2021 
 

 
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 or high. 
 
 The reporting period is 29 June 2021 to 14 September 2021. 
 

2. Changes to 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. The CCG has 
adopted a new risk rating matrix in common with the other regional CCGs.  
 
The new matrix has changed the risk ratings which are now as follows: 
 
 

 

 
 

 

 

• The introduction of the new risk assessment ratings means that strategic 
risk 2237 is now rated as high (amber) having previously been rated as 
extreme (red). There has been no change in score. 

 

• The new risk ratings mean that 14 strategic risks that were previously rated 
as low (green) are now moderate (yellow): 

 
o 1303 – Failure to ensure commissioned services deliver adequate 

standards of infection control and meet quality targets.   
o 1308 – Lack of member engagement in CCG work.   
o 1295 – Failure to define and assess the health needs of the population. 
o 1296 – Failure to have coherent strategy/plan for investment and 

disinvestment. 
o 1299 – Challenges of delivering programmes of joint work with local 

authority partners. 

Risk scores Rating 

20 - 25 Extreme 

12 - 16 High 

8 - 10 Moderate 

1 – 6  Low 



 

4 

o 1300 – Formal primary care commissioning arrangements. 
o 1302 – Failure to commission services in an appropriate, transparent 

manner. 
o 1304 – CCG commissions service that fall below required standards. 
o 1306 – Achievement of statutory breakeven position. 
o 1307 – Failure to manage delivery of expenditure with providers against 

contracts. 
o 1311 – Fraud, bribery and corruption risk assessments. 
o 1312 – Effectiveness of corporate governance. 
o 1313 – Processes to manage conflicts of interest. 
o 1635 – Identification and management of information governance risks. 

 

• No new strategic risks have been opened in the reporting period. 
 

• No risks have been closed in the reporting period.  
 
Full details of the Assurance Framework can be found in Appendix 2. 

 
2.2 Extreme and high operational risks 
 

• There are currently four operational risks with a score of 15 or above. 
 

• No new extreme operational risks have been added to the CCG’s risk 
register in the current reporting period.  Two risks previously rated as 
extreme (red) are now amber (high): 

 
o 2263 – Children and young people's access to mental health services. 
o 2313 – Impact of the pandemic on safeguarding vulnerable groups. 
 

• No movement in risk score in the reporting period. 
 

Details can be found in Appendices 1 and 3. 
 
 
2.3 All CCG risks 

No new risks have been added to the CCG risk register in the reporting period.   
 
Appendix 4 contains the new consequence descriptors that have been adopted 
by the CCG. 

 
 

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.  
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Appendices 

Appendix 1: Risk Report on the Assurance Framework 
 
Appendix 2: Assurance Framework 
 
Appendix 3: Operational risks scored 10 or above (extreme/high) 
 
Appendix 4: Risk matrix (for information only when reviewing risks) 
 
 



Governing Body
Risk Report

28 September 2021
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EXECUTIVE SUMMARY OF THE CCG RISK PROFILE AS AT 14/09/2021 

1. Risk Heatmap (all risks) 2. Key Points 

(Assurance Framework and extreme or high operational)

• The CCG has adopted a new risk rating matrix in common 

with the other regional CCGs. In summary the risk ratings 

are now as follows: 

• No new risks have been created and no risks have been 

closed.

• No risks have changed in score in the reporting period.

Assurance Framework (Strategic risks) = blue

Risk scores Rating

20 - 25 Extreme

12 - 16 High

8 - 10 Moderate

1 – 6 Low
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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 20 R n

IAPT contract management is being transferred to 

place based management to give more place based 

ownership. Further work required to complete the 

transfer.

2235
Capacity to meet performance targets for 

diagnosis, treatment, cancer and A&E
25 R 20 R 20 R n

Increased wait times expected due to Covid-19.  

Terms of reference for Cancer ICP group to be 

developed.

2342

CCG strategic and operational plans need 

reviewing post Covid and in light of new 

planning guidance which is expected to 

include coping with future surges.

25 R 20 R 20 R n Regular North ICP planning meetings.

2263 Mental health services for children 16 R 16 A 16 A n Score is driven by waiting times. 

2237 Sustainability of Primary Care 20 R 16 A 16 A n
Current process for identifying candidates for 

resilience support to be reviewed.

2313 Safeguarding vulnerable groups 16 R 16 A 16 A n Vacancy in designated nurse role.

*Scores of 15 and 16 are now amber (high)
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NEW AND CLOSED RISKS FOR THE ASSURANCE FRAMEWORK

4. New Strategic Risks 

5. Closed Strategic Risks

No strategic risks closed in the period. 

No new strategic risks have been created in the period.



14/09/2021

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.

2346, 2347, 2258, 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 None

Stop / continue critical activity
re-planning

NoneRe-prioritised list of critical
activities

None

Business continuity plans & IA's BIA's were updated however
some staff have been
deployed elsewhere

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 12 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

20 12 12

2. Engage In Strategic Planning Relating To The Commissioning Of High-Quality Health Services

367, 2234, 2235, 2270,Operational risks:

2269 Dominic
Slowie

Steven
NGMO
Llewellyn

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

16 12 6
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14/09/2021

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

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
expectations for prescribing
activities.

NoneAgreed formulary and local
guidelines through the North
of Tyne & Gateshead Area
Prescribing Committee

NoneNGA 2018-19/12: Medicines
Optimisation

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

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

Notes and action logs

16 8 8
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14/09/2021

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

submissions required.

Implementation of Phase 3
response was audited and
substantial assurance was
received

Terms of reference were
proposed

Internal Audit

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

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

25 8 8

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. NHS National Staff Survey

8 6 6
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14/09/2021

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. Appraisal programme.
3. Monitoring of completion of
appraisals by Head of
Organisational Development.
4. Personal Development
Plans.

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

NHS Staff survey received and
feedback from local wellbeing
survey.

Responses from surveys will
be used to develop bespoke
OD support for staff.

2342 Joe Corrigan

Hilary
Bellwood

CCG Post Covid recovery plan

CCG strategic and operational
plans need reviewing post
Covid and in light of new
planning guidance which is
expected to include coping
with future surges.

Existing Operational Plan Awaiting planning guidance
from NHSE/I

Approved by Exec March
2020

Phase 2 recovery planning cell
established, meeting weekly
with Dr Dominic Slowie Medical
Director leading the cell as
SRO.
Phase 3 guidance released and
CCG plan with commentary on
patient activity and workforce
numbers has been submitted.

Notes and action logs
NGCCG Phase 3 plan
monitoring

CCG Phase 3 plan is a local
iteration of the wider ICS plan

Reporting to Governing body
and Executive Committee on
status of plans

Reports and minutes of
meetings

Regular North ICP planning
meetings

Notes of meetings

Between July 2020- March
2021 NHSE/I released planning
guidance in response to phased
recovery from COVID and H1
planning guidance.

Plans have been submitted in
line with the submission
deadlines.

Awaiting feedback but plans
have been shared with
Executive Committee and
Governing Body.

NHSE/I

Health and Inequalities is a
large feature of long term plan
and H1 planning guidance
therefore local CCG and place

Plans are currently being
developed and will be shared
with Governing Body.

The Health and Inequalities
plan was included in the North
ICP plan and received good
feedback will be reviewed in

25 20 8
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14/09/2021

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

based health and inequalities
plan being developed.

September 2021.

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.

Some CCG team members
on temporary contracts which
could result in increased
workload when contracts end.
Current vacancies in these
teams will reduce capacity for
support.

PCG membership includes
enablement team and they
have a regular standing item
on the agenda.

NoneRegular audits covering areas
such as CQC audit, Patient
Access Audits, NHS
Workforce reporting, GP IT
audit, 6 facet estates surveys.

Access to Resilience
programmes to support Primary
Care with specific service
provision issues.

Annual, one off process to
access programme with
limited provision which
requires risk ranking and no
guarantees funding will be
provided. 
All practices likely to need
funding for resilience once
implications of Covid 19 are
fully realised. This annual
funding may not cover all
requests.

No gapsNHS England assess access
to Resilience program and
carry out regular progress
audits.

Place based strategic meetings
are taking place in primary care.

CCG has no formal
assurance and receives no
progress updates

CCG place based director
attends the meetings

No formal minutes taken to
record decisions / outcomes.
No overarching CCG wide
assurance

20 16 8

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.

NonePCCC 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.

None

Primary Care Quality Assurance
Process discussed in Primary
Care Quality Meeting

National data sets used can
be based on historic
information.  Current data set
(Q4 19.20) is delayed as a
result of Covid - 19 pandemic.
Latest data set due
September 2020.
Looking to source local data

Minutes of Primary Care
Quality Meetings. Quarterly
report sent to PCCC. 
New dashboards in
cooperating local data will be
in place covering quarter 3
2021 data and going forward.

None

16 8 8
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14/09/2021

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

to improve current assurance
processes.

Quality assurance dashboard Dashboard updated and now
provides better data.

Some data out of date due to
COVID

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

3. Transform Lives Together Through The Delivery Of Commissioned Health Services Based On Clinically Led, Patient-Focussed And Evidence Based Programmes

1896, 2271, 2263, 2261, 2314, 1156,Operational risks:

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 phase 3 COVID response.
SRO appointed and work
includes a dedicated work
stream looking specifically at
health inequalities.

Phase 3 project board.
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.

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.

Attend all Route Cause
Analysis reviews at FTs

16 9 6
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14/09/2021

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

Healthcare Acquired Infection
Partnership Board.

Notes of quality review
groups.

CCG rep now chairs ICS
anti-microbial resistance
board.

Service delivery Safety controls adhering to
the COVID policy

PPE provided when attending
patients
Regular reviewal on COVID
policy to meet the national
guidelines

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

NGA 1819-09 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

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

Internal audit report NGA
1718/04 safeguarding
arrangements (substantial
assurance)
NGA 1718/02 S117 [mental
illness aftercare] (good
assurance)
NGA 1819/10 Quality of
commissioned services
(substantial assurance)

CQC inspections CQC reports - all FTs are
rated good or outstanding.

20 8 8

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

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 particularly in relation
to cost reduction plans
4. Notes of meetings of
specific working groups
established to address waiting
time challenges (i.e
dermatology and
ophthalmology).

None16 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

in reduced need to scrutinize
activity levels and associated
costs.

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 fiancial 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
fiance reports are being
provided by NECS colleagues
to provide an indicative guide
on how contracts woul;d 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).

NoneNGA 1819-09 Contract and
Performance Monitoring -
substantial assurance

Given the intorcution of block
vcontract arrangements due to
the impact of the pandemic,
activity pressures reports have
been stood down.

None1. Ongoing review of financial
position particularly in relation
to cost reduction plans. Note,
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.

NoneNGA 1819-09 Contract and
Performance Monitoring -
substantial assurance

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. Contract Operational Group
minutes.
4. Integrated Delivery
presentations to Executive
Committee.

NoneAudit Report: Non-financial
Performance Management
18/19(significant assurance)
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14/09/2021

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

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.

Executive committee. Minutes and papers from EC Regular procurement updates
from NECS.

12 8 8

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,Operational risks:

5. Make Effective Financial Decisions Which Balance Individual, Local, Strategic And Population Needs

2315,Operational risks:

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.NGA 2019-20/07: Key
Financial Controls and QIPP
Reporting - substantial
assurance

Regular meetings between
budget holders and finance
team to ensure progress
against cost improvement plan
As part of the interim financial
framework some meetings were
paused during the early part of
2020/21

Action taken on evidence and
review of budget statements
Month 1-6 financial framework
involved reimbursement of
actual costs.

No current gap

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: NGA
2019-20/07: Key Financial
Controls and QIPP Reporting
(substantial assurance)

Approved annual financial plan. Governing Body agenda and
minutes.

Quality, Performance and
Financial Sustainability meeting.
(QPFS).  The operation of this

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

12 8 8
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14/09/2021

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

meeting was paused in the
early part of 2020/21 alongside
the suspension of QIPP

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

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

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.

QPFS meeting notes and
action points.

No current gaps

12 8 8

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

QIPP 20/21 Overdelivered
Benchmarking and financial
data collected and shared in
the CCG meetings. 

NECS database of approved
pathways of care.
Regional CHC benchmarking
information.
Treasury funded from March
to September on discharge to
assess model and now fund 6
weeks after discharge for
scheme 2 then patients are
reassessed after.

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

6. Ensure That Strong Corporate Governance And Information Governance Processes Are In Place

2437, 1094,Operational risks:
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14/09/2021

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

1635 Joe Corrigan

Neil Hawkins

Information governance risks
are not identified and
appropriate action to manage
them is not identified / taken to
manage and mitigate risks,
reducing them to an
acceptable level. 
.

Information Governance
Strategy

No gaps in controls identified.1. Quality, Safety and Risk
Committee agenda and
minutes.
2. Governing Body agenda
and minutes.
3. Internal Audit

Currently no gaps in
assurance identified.

Data security and protection
toolkit submitted March 2019 -
fully compliant.

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 March 2019 -
fully compliant. 
Governance Assurance
Report from NECS.
NGA 2019-20/03: 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 March 2019 -
fully compliant. 
NGA 2019-20/03: Data
Security and Protection Toolkit
- substantial assurance

16 8 8

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 2020-21/02: Conflicts of
Interest - substantial
assurance

Standing Orders and Prime
Financial Policies.

1. Governing Body agenda
and minutes
2. Audit Committee agenda
and minutes

NGA 2020-21/02: Conflicts of
Interest - Substantial
Assurance

Conflict of interest guardian in
post

Audit Committee agenda and
minutes.

NHS England Assurance
Framework
NGA 2018-19/04: Conflicts of
Interest - Substantial
Assurance

12 8 8
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14/09/2021

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

Managing conflict of interest
mandatory training

Training reports received
confirm all decision making
staff who are required to
complete training have done
so.

NGA 2020-21/02: Conflicts of
Interest - 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

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/

12 8 8
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14/09/2021

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

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.

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
2019-20/07: Key Financial
Controls and QIPP Reporting
(substantial assurance)

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 Services

Production of Counter Fraud
Annual Report

Annual Self Review Tool
completion and action plan

Staff briefings

Audit committee agenda and
minutes

NHS Protect Assessment.

12 8 8

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
North Cumbria) which could
have knock on effects to the
workload of the executive team
and senior staff. This would

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
effective deployment of staff
throughout the organisation.

Agreed organisation structure,
in line with CCG constitution
and scheme of delegation.
Staff survey.
Chief Officer meets director
team weekly at CMT to
address the organisation-wide
agenda.

9 6 6
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14/09/2021

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

mean that the CCG risks
failing to deliver across the full
range of responsibilities to a
continued high standard.

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).

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

Julia Young

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.

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.

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.

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.

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 Julia Young

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). 
Clinical Chair, Assistant Clinical
Chair, Clinical Directors and
Clinical leads engaged in
planning and delivery.

1. Clinical Steering Group
notes.
2. Executive Committee
agenda and minutes.
3. Operational Plan.

Currently no gaps in
assurance to consider.

NGA 2018-19/05: Financial
and Strategic Planning -
substantial assurance

Annual Members Meeting Minutes of AMM. Currently no gaps in
assurance to consider.

Weekly practice bulletin -
provides main source of
information sharing with
practices and federations.

None No gaps identified

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

Supported by regular Teams
sessions and workshops
(bi-monthly/monthly)
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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

14/09/2021

NHS Newcastle Gateshead CCG Extreme Operational Risks (15 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 (N/G)

25 20ICP performance group RTT CCG Governing Body and
Committees receive regular
reports on performance
through the integrated delivery
report (IDR).

Meeting now meets
regualry on a
bi-monthly basis and
is minuted and well
represented. Terms of
reference are agreed
and in place.

None No gap.

ICP performance group for
cancer

CCG Governing Body and
Committees receive regular
reports on performance
through the integrated delivery
report (IDR).

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.
Non urgent
elective activity
has been stood
down since the
beginning of April
and Out Patient
appointments are
severely curtailed.

No gaps in
assurance

Monthly meeting with FT
cancer leads and CCG lead
clinician for cancer

Meeting minutedNone No gaps in
assurance

A&E Delivery Board - board
and operational groups.

M.H provides the
organizational link into urgent
emergency planning.

Meetings are minuted
+ terms of reference
documented

The impact of
covid 19, whilst
reducing demand
on A&E, has
continued to
operate at 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 None

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. 

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

55 42. Engage In
Strategic Planning
Relating To The
Commissioning Of
High-Quality Health
Services

4 2 85 29/07/2021

Colin Smith

Control updated with
CS, VC to email MH
on one of the controls
for risk 2235

08/04/2021

Colin Smith

Control and actions
updated.

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

14/09/2021

NHS Newcastle Gateshead CCG Extreme Operational Risks (15 or above)

Provision of IAPT services in
Newcastle
IAPT services are not provided
timely or to quality for access
and recovery. Caused by staff
shortages, demand, Covid 19
and management of service.
Results in poor outcomes for
patients or regulatory scrutiny.

Dominic Slowie

Jackie Cairns

2270        

Operational (N/G)

20 20Contract with IAPT provider
and review meetings
Mtgs not currently taking place
due to Covid

Regular contract performance
meetings and performance
data not currently in place due
to Covid 19

staff shortages at
provider and large
waiting list
change in delivery
to remote/digital
solutions during
Covid 19

None

Demand modelling as result of
phase 2

Adhoc mtg with providersCOVID is taking
priority over
routine contract
management

None

54 42. Engage In
Strategic Planning
Relating To The
Commissioning Of
High-Quality Health
Services

4 2 85 02/08/2021

Jackie Cairns

Action updated

17/03/2021

Julia Young

Responsible Director
changed

10/03/2020 Jackie Cairns
IAPT contract management
is being transferred to place
based management to give
more place based ownership.
Further work required to
complete the transfer.
Further actions to be agreed
once this has progressed.

11/01/2021 - 22/11/2021

Transferred to place based,
work has commenced. 

IAPT provider to implement
an improvement and
development plan to meet
deadline in September noting
actions to take to improve
activities and outcomes. 

Decision in September by
CCG ether the assured plan
will deliver, if not alternative
actions to be taken. 

Date Entered : 02/08/2021
16:31
Entered By : Valerie
Chopamba

Children and Young Peoples
Access to mental health
services
CYPS patients do not receive
the right treatment and access
to services, at the right time.
Caused by lack of capacity,
discrepancies in treatment
thresholds, poor
communication and referral
processes. Results in patients
have poor access to timely
and effective treatment, or
could escalate to crisis.
Reputation damage to the
CCG.
Capacity in CYPS for increase
in demand due to Covid 19
and pressure on service if
workforce capacity reduced.

Dominic Slowie

Catherine
Richardson

2263        

Operational (N/G)

16 16CNTW monthly contract
review meeting

NECS Chair the meeting
across north CCGs

Not currently
taking place due to
Covid

None

Trailblazer service
commissioned

The Trailblazer has now been
awarded to a new provider with
performance management
process in place.
Signed contract

None

Monthly access group
(attended by CYPS, school
health, PMHW, education,
social care, Barnardos)

Papers, actions plans, meeting
TOR

Waiting list for
referrals over 18
weeks

None

Quarterly performance
monitoring of variance to the 4
week wait plan.

Report details and trendsReport detail and
trends

None

Daily consultation line for
professionals to call CYPS or
PMHW to discuss queries.

PMHW quarterly
report on number of
consultations

Weekly emotional and health
wellbeing triage meeting
attended by CYPS, PMHW
and school health where
referrals from the early help
hub are discussed when it is
not clear which service would
be best.

44 43. Transform Lives
Together Through
The Delivery Of
Commissioned
Health Services
Based On Clinically
Led,
Patient-Focussed
And Evidence
Based Programmes

4 2 84 08/06/2021

Catherine Richardson

Controls and
assurances updated
and reviewed

04/03/2021

Catherine Richardson

Controls and
assurances updated

25/02/2020
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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

14/09/2021

NHS Newcastle Gateshead CCG Extreme Operational Risks (15 or above)

Phase 4 covid planning
required Crisis 24/7 CYP MH

Limited until contracting
reinstated 
There is a 24/7 crisis provision
in place

Awaiting contract from
NHSE/I

None Contracting
mechanisms

Safeguarding Vulnerable
Groups
As a result of the Corona Virus
pandemic and restrictions on
normal service delivery there
is a risk that there will be a
reduced level of safeguarding
referrals and self-reported
disclosure.  This may result in
statutory safeguarding
partners being unable to meet
their responsibilities to
safeguard and protect
vulnerable adults and children
and potentially serious
safeguarding incidents being
reported by the Police.  Once
restrictions on service delivery
are lifted significant volumes of
cases of abuse, neglect and
exploitation will become
known which may potentially
result in considerable demand
from partners supporting adult
and children's MASH
arrangements

Julia Young

Julia Young

2313        

Operational (N/G)

16 16Regular
video/teleconferencing with
external key partners

Regular network calls to
highlight and respond to
emerging risks/challenges

Meetings take place as
scheduled and are adequately
represented

Multi-agency
partnerships

None None

Daily CCG director and team
video conferencing to discuss
issues identified and agree
actions to respond accordingly

Exceptions escalated to
Executive Committee and
Governing Body

None

CCG Quality and Safety group
meeting to seek assurance
from commissioning and
clinical leads, and agree
actions for exception areas.

Exceptions to Exec and
Governing Body

Quality review groups updates
to the QSRC.

We have agreed
with providers we
will receive only
exception
reporting at
present
June 2021,
returned to
comprehensive
quality review
groups.

None

CCG to work with GP
practices and and other
stakeholders to support the
shielded patients and
residents in the care sector.

CCG Quality and Safety Group
Exec and Governing Body

NHSE assurance
framework

NHSE policy guidance
has been updated in
light of the vaccination
programme.

None

CCG safeguarding team
designated professionals
continue to provide specialist
advice and support to primary
care team and work with key
partners to ensure statutory
key committees are
functioning as usual - MAPPA,
MARAC, MASH, CCN etc.

Daily CCG director and team
call
Exec and Governing Body

None None

Recovery plans to be
developed by commissioning
leads to allow business as
usual in a phase approach
when appropriate, so normal
services can be provided to
meet the health needs of
patients

Exec
Governing Body

Recovery plans
are in
development.

CCG comms team to work
with national and regional
teams to promote public health
messages and encourage
people who are unwell to seek
help from their GPs and/or

CCG Quality and Safety Group

Exec
Governing Body

Some healthcare services

44 48. Collaborate And
Communicate With
All Relevant
Stakeholders In
Relation To The
Commissioning Of
High-Quality Health
Services.

4 2 84 16/06/2021

Julia Young

Controls, assurances
and actions reviewed
and updated.

16/03/2021

Chris Piercy

Risk owner &
responsible director
amended.

30/04/2020 Julia Young
To successfully recruit to
designated nurse
safeguarding adult post
Job advertised and
interviews to take place.

11/06/2020 - 30/09/2021

Role for Designated Nurse
Safeguarding Adults has now
been recruited to. 

Date Entered : 16/06/2021
15:54
Entered By : Valerie
Chopamba
-----------
Ongoing pandemic has
impacted on completion of
action

Date Entered : 16/03/2021
17:31
Entered By : Wendy Marley
-----------
The mitigation for the risk of
the current post holder
leaving and a 3 month gap
before new person starts: A
member of the safeguarding
adults team will act up to
Band 8a to lead the
safeguarding adults team
This arrangement will be in
place for 4 months to allow a
transition. During the period
the band 8a will report
directly to the Executive
Director of Nursing with day
to day support and advice
from the Designated Nurse
Safeguarding Children.
Interviews for the
replacement are to be held
on 17th June and there are 5
very experienced candidates
and I anticipate an
appointment will be made
with a start date of 1st
October 2020 
 

Date Entered : 15/06/2020
10:42
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C L Score C L Score C L

Controls

14/09/2021

NHS Newcastle Gateshead CCG Extreme Operational Risks (15 or above)

hospitals if needed. have started on the recovery
pathway (e.g dental) to help
balance the urgent demand
against elective recovery
programme

Designated Nurse
Safeguarding Adults in post to
offer expert advice and
guidance

The mitigation for the risk of
the current post holder leaving
and a 3 month gap before new
person starts is  A member of
the safeguarding adults team
will act up to Band 8a to lead
the safeguarding adults team
This arrangement will be in
place for 4 months to allow a
transition. During the period
the band 8a will report directly
to the  Executive Director of
Nursing with day to day
support and advice from the
Designated  Nurse
Safeguarding Children.
 

Executive director of nursing,
patient safety and quality will
assist and a team member is
acting up into the role for 3
months.

Current
designated nurse
safeguarding
adults is leaving.

Entered By : Liz Durham
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Newcastle Gateshead CCG Risk Matrix 
Table 1:   Consequence score 

 
 

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

 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. 
 

Moderate impact on 
achieving mandate 
priorities. 
 
Moderate amount of 
adverse media 
coverage. 
 
Moderate amount of 
negative public 
interest. 
 
 
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. 
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Enclosure 13.1(a)1 

Executive Committee 
Tuesday 6th July 2021 – 10:00 – 10:30 

Via MS Teams 

MINUTES 

 
Chair Dr David Jones 
Present Dr Mark Dornan, Neil Hawkins, Joe Corrigan, Bill Cunliffe, Mark Adams 

Dr Georgina Butler, Lynn Wilson, Dr Dominic Slowie, Jackie Cairns, Julia Young 
 

Apologies                               
In attendance  
PA Support                Carol Kaikavoosi 

  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 the previous meeting held 29th June 2021 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 
2.1 (2021/22 Operational Internal Audit Plan) – Joe Corrigan 

The Internal Audit Plan for the 2021/22 financial year is to be submitted to the Audit 
Committee for approval. As part of the approval process NGCCG Executive Committee 
is asked to review the plan as it is the organisation's management proposals to deploy 
internal audit resources to test and assure management on the control's environment 
within the organisation. This Audit Plan sets out the current processes in the current 
year to provide assurances in the coming year. 
 

The operational internal audit plan aligns with the strategies, objectives and risks of 

NGCCG. The document sets out the methodology adopted to create a detailed 

operational internal audit plan for 2021/22. 

ACTION: The Executive Committee supported the proposed 2021/22 Operational Internal 
Audit Plan. 
 
Newcastle 
No agenda items 
 
Gateshead 
No agenda items 
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3 For information only 
3.1 Transforming Care Quarter 1 (May-June 2021) Report 

Agenda item 3.1 - 

Committee Transforming Care Updated July 2021.docx
 

 

 
 

 

4 Governance 
No agenda items 
 

 

5 Any other business 
Integrated Delivery Report 

This report is sent out on a monthly basis to NGCCG Staff and electronically filed on the 
Newcastle Gateshead CCG Hub. 

 

 

 Next Meeting 
Tuesday 13th July 2021 Via MS Teams 
10:05 – 10:30 
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Enclosure 13.1(a)2 

Executive Committee 
Tuesday 13th July 2021 – 10:00 – 10:30 

Via MS Teams 

MINUTES 

 
Chair Dr Mark Dornan 
Present Neil Hawkins, Joe Corrigan, Mark Adams 

Dr Georgina Butler, Lynn Wilson, Dr Dominic Slowie, Jackie Cairns, Julia Young 
 

Apologies                              Dr David Jones, Bill Cunliffe 
In attendance Sangeetha Bommisetty 
PA Support                Carol Kaikavoosi 

  Action 

1 Welcome 
Dr Mark Dornan (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 the previous meeting held 6th July 2021 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 
 
Newcastle 
No agenda items 
 
Gateshead 
No agenda items 
 

 
 

 
 
 
 
 
 

 

3 For information only 
No agenda items 
 

 
 

 
4 Governance 

4.1 Risk Register Report – N Hawkins 
The Risk Register report is now changing to the new Matrix all risks are now being transferred 
across, this is still being worked through with the risk auditors. 

Executive Committee Risks 
• No new risks have been created in this period. 

• No closed risks have been added in this period. 

• One operational risk has reduced in score: 
 

Risk 1295 regarding failure to define and assess the health needs of the population has 
decreased from 10 Y (moderate) to 8 Y (moderate) as further planning guidance has been 
released and plans submitted in accordance and to deadlines. 
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All NGCCG Risks 
One strategic risk has been closed: 

Risk 1632 related to meaningful engagement with partners and stakeholders. The risk was 
scored 8 Y (moderate) and was closed as the 360° survey was not undertaken this year.  

 
Three additional operational risks have changed in score: 

• Risk 2271 relates to eating disorder services. The risk has decreased from 16 R 
(extreme) to 9 Y (moderate) due to agreement with CNTW to recruit roles specialising in 
eating disorders in Q3. 

• Risk 2313 relates to safeguarding vulnerable groups. The risk has increased from 12 A 
(high) to 16 A (high) due to vacancy in designated nurse role. 

• Risk 1094 regarding preparation for the Liberty Protection Safeguards has decreased 
from 9 Y (moderate) to 6 G (low) as the CHC team has put systems in place to mitigate 
the risk. 

ACTION: The Executive Committee note the content of the report; and agreed the 
risks accurately reflect the NGCCG risk profile. 

5 Any other business 
Integrated Delivery Report 

This report is sent out on a monthly basis to NGCCG Staff and electronically filed on the 
Newcastle Gateshead CCG Hub. 

 

 

 Next Meeting 
Tuesday 20th July 2021 Via MS Teams 
10:05 – 10:30 
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Enclosure 13.1(a)3 

Executive Committee 
Tuesday 20th July 2021 – 10:00 – 10:30 

Via MS Teams 

MINUTES 

 
Chair Dr David Jones 
Present Neil Hawkins, Joe Corrigan, Bill Cunliffe, Dr Georgina Butler, Julia Young 

 
Apologies                              Dr Mark Dornan, Mark Adams, Lynn Wilson, Dr Dominic Slowie, Jackie Cairns 
In attendance Sangeetha Bommisetty, Mark Anderson 
PA Support                Carol Kaikavoosi 

  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 the previous meeting held 13th July 2021 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 
 
Newcastle 
No agenda items 
 
Gateshead 
No agenda items 
 

 
 

 
 
 
 
 
 

 

3 For information only 
3.1 SEND Update – Mark Anderson - Consultant Paediatrician, Designated Medical Officer  
      for SEND (Newcastle upon Tyne) 
Update brought to Executive Committee to ensure that the NGCCG is aware of issues relating to 
Special Educational Needs and Disability – SEND.  
 
There has been a revisit from CQC and Ofsted having had a failed inspection 2018, a written 
statement of action was put into place, which focusses on 4 areas which were reinspected in 
May 2021. On the whole it was felt this was a very positive experience and report. 
The revisited areas were: 

1) Area leaders should exercise their collective responsibility to meet the requirements of 
the SEND code of practice and respond to the significant concerns and areas for 
development inspectors identified. (The area has made sufficient progress in addressing 
this area of significant weakness) 

2) Area leaders should establish effective arrangements to identify the impact of the area’s 
work on improving outcomes for children and young people with SEND. (The area has 
not made sufficient progress in addressing this area of significant weakness) 
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3) Area leaders should improve joint commissioning and planning to better meet children 
and young peoples identified and assessed needs. (The area has made sufficient 
progress in addressing this area of significant weakness) 

4) Area leaders should make sure that decisions made at all levels are influenced by 
meaningful co-production with parents and carers. (The area has made sufficient 
progress in addressing this area of significant weakness) 

 
SEND Team in NGCCG has expanded with the recent recruitment of Jenny Ellis Band 7 
Specialist SEND Nurse Advisor she is working into the Youth Justice System to provide NGCCG 
representation within this arena and Rachel Slee Band 6 SEND Nurse who is currently focusing 
on trying to improve the health information that feeds into EHCP processes. 
 
D Jones Chair of the Executive Committee thanked M Anderson and all the SEND Team for all 
their hard work which went into the SEND reinspection in May 2021. 
 

4 Governance 
No agenda items 
 

 

5 Any other business 
Integrated Delivery Report 

This report is sent out on a monthly basis to NGCCG Staff and electronically filed on the 
Newcastle Gateshead CCG Hub. 

 

 

 Next Meeting 
Tuesday 27th July 2021 Via MS Teams 
10:05 – 10:30 
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Newcastle Gateshead CCG 
Enclosure 13.1(b) 

Quality, Safety and Risk Committee 
Thursday 1 July 2021, 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 

Dominic Slowie                          (DS) Medical Director 

Neil Hawkins                              (NH) Head of Corporate Affairs 

Sangeetha Bommisetty              (SB) CCG Clinical Lead for Quality 

Kirstie Atkinson  (KA) Clinical Quality Manager/Interim Head of Quality & 
Patient Safety (NGCCG) 

Trina Holcroft                             (TH) Designated Nurse Safeguarding Children 

Steven Llewellyn                        (SL) Senior Medicines Optimisation Pharmacist 

Catherine Horn                          (CH) Portfolio Manager Children, Young People & Families 

Hannah Brooks                          (HB) Senior Governance Officer - EDI 

Ann Garside                              (AG) PA Support 

Item  Action  
1. Welcome and Introductions 

Margaret Stewart welcomed everyone to the meeting and introduced Dr 
Sangeetha Bommisetty as a new member of the Committee. 
 

 

2. Apologies for absence 
Bill Cunliffe & Neil Macknight 
 

 

3. Quoracy 
The meeting was declared to be quorate 
 

 

4. Declarations of Conflict of Interest 
None 
 

 

5. 
 
 
 
 
 
 
 
 
 
 
 

5.1   Notes of previous meeting held 06.05.2021 
The notes were agreed as a true and accurate record. 
 
Matters Arising; 
 
There was some discussion around the future of QSR Committee in the light of 
NHS structural changes.  Noted discussions presently taking place around 
finance and design of the new ICS system.  Timetable of dates may change in 
view of appointment of new Secretary of State.  NH noted the CCG is still 
legally obliged to discharge its duties hence there may be an element of twin 
tracking.  More guidance awaited.  
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Query re Never Event involving wrong lens.  KA advised report not yet 
received.  It will come to QSR Committee in due course. 
 
5.2   Action Log 
 

• Update re Mental Health services  – Report to go to Governing 
Body.  Noted that report went to last Governing Body and will be re-
visited at a future meeting. 

 

• Access & Choice Policy to be updated and brought back to QSR 
for approval.  Agenda item 7.2 today 
 

• Equality Strategy to be updated and brought back to QSR for 
approval.  Agenda item 7.3 today 

 

• Medicines & Pathways Terms of Reference to be updated and 
brought back to QSR for approval.  Agenda item 10 today 

 

• Maternity Services – JY to prepare a short update summary for 
next meeting.  Agenda item 12 today 

 
 

6. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Integrated Quality, Safety & Risk Reports 
 
6.1   NG CCG Clinical Quality Exception Report 
Kirstie Atkinson (KA) updated QSR Committee 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/exceptionsraised will be discussed in Quality 
Review Groups to gain assurance/detailsof mitigating actions in place. 
 
The following observations were made; 
 
Gateshead NHS Foundation Trust (GHFT) 
 
Page 11 – IT issues involving numerous patients and GP practices.  KA 
advised issue was raised with the Trust in November 2020 and a Task & Finish 
Group was set up to establish why issues were occurring.  Work paused due to 
the impact of the pandemic but has now re-started.  An update will be provided 
at the QRG in July. QSR Committee noted this was good governance. 
 
Page 11 – Emerging theme relating to communicating the extent of patients’ 
pressure damage to the medical team caring for the patient – a review will be 
undertaken. 
 
Page 12 –   Noted that targeted vaccination clinics for Addiction Services 
patients are operating in each locality, with the exception of South Tyneside. 
 
Newcastle upon Tyne Hospitals NHS Foundation Trust (NuTHFT) 
 
KA reported two very recent Never Events at NuTH but no harm was sustained 
by the patients.  After reports have been to the Serious Incident panel they will 
be shared with QSR Committee. 
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Page 13 – Ophthalmology.  Previous report around patients lost to follow up. 
KA noted an extraordinary QRG deep-dive meeting was held with the Trust on 
24 May 2021 where it was confirmed that harm reviews were being undertaken 
for all long-term waiters and waiting lists were being clinically prioritised.  A 
working group is in place.  Noted Karen Beacham chairs the Ophthalmology 
Board. KA confirmed that a robust improvement plan is in place and this will 
continue to be monitored via the QRG. 
 
A query was raised as to whether any further discussions had taken place in 
respect of the minor eye problems service and it was advised that the Trust 
was looking to sub contract this work to an Optometry service. DS commented 
on the need for appropriate controls to avoid activity which was not clinically 
necessary. 
 
DS also reported that patients taking the Rheumatology drug 
hydroxychloroquine are now required to have further eye screening.  
Discussions taking place with both Ophthalmology and Rheumatology 
services.  Two Serious Incidents have been reported where patients did not 
have screening and have suffered harm. 
 
QSR Committee agreed the need for a long term strategy for this high volume 
specialty in the light of the ageing population and advances in treatment. 
  
 
NEASFT 
 
Page 7 – Staff absence rates of 12.06% noted.  NEAS has high levels of 
sickness, especially due to MSK problems.  KA noted rates have dropped in 
the last month and are showing improvement. 
 
DS noted staff sickness absence and staff turnover are good indicators of job 
satisfaction.  
 
 
CNTWFT 
 
Page 8 – Staff absence rates noted as 5.13% which is above the 5% standard.  
Work being undertaken to support staff wellbeing.  
 
Action: QSR Committee received and noted the content of the Clinical 
Quality Exception Report 
 
 

7. 
 
 
 

Corporate Governance documents for approval/noting 
 
7.1  Risk Register report 
 
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 
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• Details of any recommendations to close risks 

• Details of any new risks that have been added to the risk register 
 
NH reported that the matrix was being updated and is a work in progress.  Will 
have red, amber, yellow and green indicators very soon.   
Main changes; 
 
Risk 2271 – Eating Disorder Services 
Score has reduced from Extreme to low as service model and funding through 
the community mental health transformation has been agreed with NHS 
England to commence in June. 
 
Risk 2313 – Safeguarding vulnerable groups during and after Covid 
This risk has increased from high to extreme due to vacant designated nurse 
role. 
 
Closed Risk; 
Risk 1632 -  Failure to have meaningful engagement with significant partners 
and stakeholders had a score of 8 green (low).  The risk has been closed as 
annual 360 stakeholder survey is not being undertaken this year. 
 
No new risks have been opened in the reporting period. 
  
DS noted Eating Disorder Service is due to commence.  There was no 
community service at all so this change is welcomed.  Just recently a 7 year 
old child was taken into in-patient service. 
 
PG queried Risk 2264 – Autism diagnosis and support. 
Noted that Executive Committee has agreed to fund an external provider 
(Psychiatry UK) who can provide a much faster route to diagnose ADHD and 
ASD in children and adults.   CNTW very welcoming of this initiative.  Patients 
being encouraged to use the pathway. 
 
Action:  QSR Committee received and noted the content of the Risk 
Register report 
 
 
7.2   Access & Choice Policy  
 
Neil Hawkins (NH) updated QSR Committee on the Access & Choice Policy 
It is firmly written into the NHS Constitution that ‘patients will be at the heart of 
everything the NHS does’ and therefore have the right to make informed 
choices about their healthcare. This means that, by law, patients should be 
offered the opportunity to compare and make choices that suits their needs. 
 
This policy sets out the mechanisms that the CCG will adopt to fulfil its legal 
obligations.  Amendments are highlighted via tracked changes within the 
revised policy for the Committee’s ease of reference. 
 
It is highlighted that Patient Transport Fees/Overnight stays is pending further 
review and will be updated in due course. 
 
Following a query as to the meaning of Trailblazer, it was confirmed that this 
relates to embodying fully trained staff in schools to intervene with low level 
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mental health issues.  It was noted that there is a five year plan to extend the 
Mental Health Support service in Newcastle. 
 
Query concerning Monitoring and particularly 20.1.3; Patient Surveys will be 
conducted to identify the uptake of choice and the results will be fed back to 
GP practices, secondary care and the appropriate Clinical Commissioning 
Group. 
 
Action: QSR Committee received and approved the updated Access & 
Choice Policy 
 
 
7.3  EDS01 – Equality, Diversity & Inclusion Strategy 
Hannah Brooks (HB) attended from NECS to update QSR Committee on the 
Equality Strategy 
 
The Equality Strategy outlines the CCG’s strategic direction to ensure 
compliance with the Public Sector Equality Duty and the Equality Act 2010. 
 
The strategy highlights the national and local drivers that will shape and 
influence the CCG’s approach and describes a clear picture of the significant 
targets the CCG has set in relation to Equality and Human Rights. 
 
The strategy is founded on a long-term commitment to equality, diversity and 
inclusion, which is driven by the equalities’ legislation and the needs of local 
people and staff. The strategy covers equality, diversity and inclusion (EDI) 
and these are defined as: 
 

• Equality - removing barriers and making sure people from all sections 
of the community have fair and equal opportunities to access services.  

• Diversity - respecting and valuing people’s differences and treating 
them in an appropriate way.  

• Inclusion - making sure that people feel comfortable to be themselves 
and feel that they belong. 

 

HB noted Equality Strategy runs through to 2024. 

Includes an update on health inequalities, equality objectives and an update on 
the EDS process.  At present EDS2 is in force but NHS England is looking to 
develop EDS3.  Objectives 2018 – 21 being reviewed in line with the current 
position and looking to develop an interim Equality Action Plan.   
 
It was queried as to how it will be known that the Strategy has been 
implemented and it was confirmed that the Equality Objective Action Plan will 
confirm this and progress can be tracked by governance. 
 
It was noted this is an important piece of work and offers the opportunity to 
make sure that it reflects the ethnic diversity of the population eg. BAME/ 
Bangladeshi/Jewish community etc.   

 

With regard to health outcomes data, it was confirmed that a piece of work is 
being undertaken to utilise the Data Monitoring Tool looking at workforce and 
cross referencing the Local Authority data, gender, ethnicity, sexual orientation 
and religion which links into the NHS People Plan.  

https://www.legislation.gov.uk/ukpga/2010/15/contents
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A query was raised concerning geographic areas of deprivation in the 
workforce and it was confirmed this is considered generally but not locally. 

 
The CCG has a duty to show that due regard has been given to all protected 
groups and in order to demonstrate compliance with this duty, Equality Impact 
Assessments are undertaken where required.  This process has been 
embodied in the CCG. 
 
Action: QSR Committee received and approved the updated Equality 
Strategy 
 
 

8. 
 
 
 
 
 
 
 
 
 

Safeguarding Annual reports 
 
8.1     Safeguarding Adults 
In the absence of Richard Scott, Julia Young (JY) provided an update to QSR 
Committee. 
 
The 2020-2021 Safeguarding Adult annual report details activity across 
Newcastle Gateshead Clinical Commissioning Group (NGCCG) in relation to 
the statutory safeguarding duties and responsibilities. It sets out the breadth of 
partnership working and safeguarding activity, including Safeguarding Adult 
Reviews (SARs) Domestic Homicide Reviews (DHRs) and safeguarding 
assurance.  
 
The report also highlights the impact of Covid -19 on safeguarding adults and 
how the CCG has worked to manage some of these issues.  It includes a 
progress update against agreed priories for 2020-2021 and sets out priorities 
for 2021-2022. 
 
JY noted the increase in domestic homicides. 
 
With regard to training, the Safeguarding Team have been delivering training 
across primary care which has been a challenge during the Covid pandemic.  
 
JY noted a recent Police investigation involved finding women who had been 
trafficked.  The investigation came to a good conclusion. 
 
Richard Scott and Kirstie Atkinson doing work from a care home perspective.  
Taking a proactive approach to hopefully prevent Safeguarding issues. 
 
In answer to a query JY confirmed that Contest Boards involve the Police 
special branch. 
 
 
 8.2     Safeguarding Children 
Trina Holcroft (TH) provided an update to QSR Committee 
 

The report provides members with the details of safeguarding children activity 
in Newcastle & Gateshead Clinical Commissioning Group for 2020–21 in 
relation to meeting statutory responsibilities. 

Key themes will focus on: 

• Progression of the implementation of the new requirements of the 
Children Act 2004, as amended by the Children and Social Work Act 
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2017, of which the CCG is a statutory partner 

• General safeguarding activity with reference to children on child 
protection plans and the impact of the Covid pandemic  

• Learning child safeguarding practice reviews 

• Inspection/audit feedback 

• Safeguarding assurance arrangements 

• Work of the safeguarding children team 

The report outlines the key challenges/priorities for 2021-22 
 
Apart from statutory duties, now focusing on embedding new safeguarding 
partnership arrangements. 
Delivered safeguarding reviews nationally. 
One Serious Case Review is outstanding due to Crown Prosecution Service 
delays.  The case is due to go to Court in August. 
 
The Child Death Overview Panel (CDOP) North & South of Tyne has been 
combined.  The first combined panel commenced virtually in April 2020. 
 
TH noted that three lockdowns have been very difficult for children. 
Many children and families have been hidden during the three lockdowns, 
particularly with the closure of schools.  This created reduced opportunities for 
victims of abuse and domestic violence to seek help. 
 
TH noted there appeared to be an increase in numbers of children presenting 
with mental health issues, some from a very young age.  Children were 
experiencing greater anxieties for several reasons. 
 
Regular calls were held with NHSE to discuss 'hot spots' across the area and 
nationally it was recognised that the incidence of domestic abuse was 
increasing. 
 
The numbers of shaken babies nationally were also on the rise. 
 
The Chair thanked Trina for the very comprehensive report and noted it is very 
sad and disturbing that domestic abuse has increased and children have been 
hidden because of Covid. 
 
DS queried whether there was any useful learning from the Laura report in 
respect of children unable to verbalise.  TH confirmed there was an Action Plan 
for primary care about hearing the voice of the child and hearing them on their 
own.  It is all about being inclusive and challenging. 
 
 
8.3     Safeguarding LAC 
In the absence of Linda Hubbucks Trina Holcroft (TH) provided an update to 
QSR Committee 
 
This report provides members with the developments and achievements for 
looked after children/Children in care (LAC/CIC) in Newcastle & Gateshead for 
2020-21 and identifies the priorities for 2021-22 from a commissioning and 
service delivery perspective outlined within the attached Annual Report. 
 

• Statistical profile of LAC 
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• Activity of provider teams 

• Performance data 

• Achievements & Priorities 
 

An overview of the impact of the Covid 19 pandemic and recovery of services 
was be outlined. 
 
Health Assessments - additional resources available to increase capacity 
within the health team.   
 
The numbers of LAC/CIC continue to increase and remain high in both 
Newcastle and Gateshead.   
 
The main focus is maintaining the statutory function of health assessments. 
Virtual appointments were used to undertake Health Assessments during the 
first lockdown.  Where risk assessments identified a need to be seen, 
appropriate safety measures were put in place including the use of PPE.   
 
Continue to work with the Local Authority in both Newcastle and Gateshead. 
 
The 2021-22 areas of focus were noted and priorities include 
Covid 19, compact management & recovery 
Health assessments 
Emotional & mental health 
SEND 
Care Leavers 
Dental Care 
Speech & Language 
Sexual Health 
 
Continuing to press for recruitment to the post of Named Doctor CIC/LAC with 
both Trusts. 
 
JY noted huge congratulations to Trina and the wider Safeguarding Team for 
all of their hard work.  The flexibility and adaptability of the team in difficult 
circumstances is to be commended.  
 
Action: QSR Committee received the Safeguarding Annual reports and 
noted the updates 
 
 

9. SEND Update 
Catherine Horn (CH) provided an update to QSR Committee 
The report provides an update on the CCG statutory obligations under the 
SEND Code of Practice and work to date at Place in Gateshead. 
 
CH noted this is the quarterly update working towards meeting the 
requirements of the Children & Families Act. 
There is no Designated Clinical Officer (DCO) for SEND at present but looking 
to employ an Allied Health Professional or similar into this role 3 days per 
week. 
Fiona Steedman who works as a GP at Bridges surgery in 
Gateshead has recently taken on the Clinical Lead role for 
Children. 
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CH noted that the Data Sharing Agreement between the Local Authority and 
CCG has been finalised and this will join up the data for children with SEND or 
for those needing SEND support. 
The SEND nurse co-ordinator has been delivering health awareness sessions 
across both primary and secondary sectors.  A figure of 45% has been 
reached over three months starting from zero. 
 
Special schools have all signed up to the Children's Eye Site service in the 
region. 
 
LD Health Checks.  The SEND nurse co-ordinator is working with a local 
practice to develop guidance to be shared across primary care.  Increasing 
uptake of the Health Checks across 14 – 25 year olds.  Also raising the profile 
of LD Health Checks in special schools.  A good practice protocol is being 
developed which will be shared across primary care and adapted for sharing 
with schools. 
 
There was a joint CQC/Ofsted visit in March 2021.  The CQC inspectors were 
very complimentary and Gateshead shown as doing really well during the 
pandemic.   
Following the inspector's visit Gateshead volunteered to support the CQC and 
Ofsted in piloting the new inspection framework.  Inspectors returning next 
week for a further meeting. 
 
Also picking up on report from Healthwatch around Children and Young 
People's mental health services and the eight ways to make a difference.  This 
report gathered the views of children and young people in relation to the 
children and Young Peoples Service.  An action plan has been developed and 
surveys sent to Young People, professionals and families, the results of the 
survey will be updated in the next report. 
 
A further healthwatch action plan has been developed around the recent "Don't 
Box Me In" report, healthwatch are attending the next Child Be Healthy 
Partnership meeting to discuss further. 
 
The Chair thanked CH for her update and members agreed this was an 
impressive report. 
 
JY noted as CCG assurance is required across the whole system, an update is 
also required for Newcastle Place.  Newcastle has had a recent SEND 
inspection.  Three of the four elements requiring attention had improved but 
one was outstanding.  Request Nicola Gannon – Delivery Project lead 
Newcastle to provide an update at next QSR Committee. 
 
SB advised Kooth has an online app and queried whether this was being 
looked at to incorporate into the plan.  CH confirmed they were working very 
closely with Malcolm Connelly at Kooth. 
CH also advised information was to be placed on GP Teamnet pages and they 
were working towards making it Children & Young People friendly. 
Streetwise also get young people to try out some of the apps to make sure 
they are safe. 
 
PG requested a copy of the newsletter attached as Appendix 2.  CH will send 
through information to Ann for distribution to QSR Committee 
CH noted she would welcome comments on the report or any improvements. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

AG 
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Action: QSR Committee received and noted the SEND update 
 

10. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Medicines Optimisation 

 

10.1 Annual Report 
Steven Llewellyn (SL) provided an update QSR Committee 

 

As part of the terms of reference of the Quality, Safety and Risk Committee 
(QSR), there is a requirement for an annual Medicines Optimisation and 
controlled drugs report to be provided. 

The MPC has delegated decision-making responsibilities by the Quality, Safety 
and Risk Committee in relation to the recommendations made to it by the North 
of Tyne, Gateshead and North Cumbria Area Prescribing Committee (NoTGNC 
APC), and will determine which pathways, guidelines and medicines, 
recommended outside of the National Institute for Health and Care Excellence 
(NICE) structure, will be used by the CCG. The MPC also has a remit to 
receive regular reports on medicines use within the CCG to provide assurance 
that medicines use is safe, cost-effective and evidence based.  

 
This report summarises the activity of the MPC for the 2020/21 financial year. 
 
The report provides details of the Medicines & Pathways Committee showing 
membership and the number of meetings held in the reporting period.  Section 
5 details the remit and responsibilities of the Committee and notes the standing 
agenda items. 
 
SL noted some successes in the Practice Engagement Plan (PEP).  
Engagement with practices has been good despite the pandemic. Through the 
improvements made by member practices, the CCG achieved the national 
target this year around antibiotic prescribing and was the first CCG in the 
region to do so. With regards to opioid and gabapentinoid prescribing, there 
has been a sustained reduction in rates of prescribing. 
 
SL advised a great deal of time has been spent on issues around Covid, ie 
issuing guidance to GP's monitoring of medicines shortages, activity with 
community pharmacies and support to care homes. A lot of work also carried 
out when the PCN local vaccination sites were set up to support PCN Clinical 
Directors and give assurances of appropriate medicines governance. Further 
support was given when the vaccination programme moved to care homes and 
housebound patients around safe transportation of the vaccines. More recently 
the team have supported the vaccination programme around issues involving 
mutual aid transfer where vaccine was in short supply and in ensuring 
appropriate medicines governance arrangements are in place for mobile 
vaccination clinics. 
 
Section 8 of the report notes the financial position and SL confirmed the cost 
growth was in line with other areas.  Controlled drugs are looked at quarterly 
and discussed at Medicines & Pathways Committee to consider any further 
actions required. Optimise Rx achieved net savings of £359,378. 
 
DS advised he had just recently taken over Director responsibility of the 
Medicines Optimisation team.  It is a good team and runs very well.  The team 
involvement with vaccinations was invaluable.   
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JY commented that following a recent investigation at a care home the MO 
team were a great support.  It was a huge amount of work to collate the 
information and required great attention to detail. 
 
The chair asked that thanks be passed to the MO team for all of their hard 
work and their speed of response to a considerable challenge.  
 
PG queried page 6 of the report and reference to the Valproate Pregnancy 
Prevention Programme.  It was understood work was in hand with NuTH to 
address engagement issues with this Programme.  
 
Action: QSR Committee received and noted the Annual report update 
 
 
10.2     Terms of Reference 
 
Action: QSR Committee received and noted the updated Terms of 
Reference 
 
 

11. Covid-19 Update 
Julia Young (JY) provided an update to QSR Committee 
 
JY reported good news that the vaccination programme in Gateshead had 
gone really well.  Newcastle had some problems with vaccine supplies. 
 
The number of Covid positive patients in hospital has increased with one death 
at the QE of an elderly person who had been double vaccinated. 
 
The number of Covid outbreaks in care homes has increased dramatically and 
some infections have been rising largely due to staff going on holiday.  One 
outbreak was caused by two members of staff who had travelled abroad. 
 
A number of organisations escalated to Opel 3 with workforce being a key risk. 
Pressures from a NEAS perspective is at a level normally seen at Christmas 
and New Year. 
 
Another element is around children.  A huge rise in childrens' illnesses is 
expected this year.  As well as the normal coughs and colds there has been an 
increase in the number of young babies and children with respiratory problems. 
 
A query was raised concerning the 111 service which is experiencing 
unprecedented demand with 43% of calls going unanswered at present.  This 
in turn puts pressure on A&E. 
 
There are concerns that when restrictions are eased on the 19 July things will 
get really busy. 
 
Action: QSR Committee received and noted the update 
 
 

 

12. Maternity Services Update 
Julia Young (JY) updated QSR Committee  
 
JY suggested that a meeting around maternity services was taking place this 
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afternoon and suggested this update be brought back to the next meeting in 
September when fuller information will be available. 
 
Action: Item to be brought back to QSR in September 
 
 

 
 
 

JY 

13. Notes from other Committees for information 
 
A query was raised re the SI panel notes, page 5, item 6.3, where an 
addendum on the patient's notes was missed resulting in the patient suffering a 
subdural haematoma and being left with a disability. 
KA confirmed that a robust Action Plan was in place around this case. 
 
Action: QSR Committee received the notes from other committees for 
information and noted the content. 
 
 

 

14. Any other Business 
There were no other items of business raised. 
 
 
 

 

 Date and Time of Next Meeting 
 
Thursday 2 September 2021 via MS Teams   
 
Advance apologies from JY for next meeting 
MS available on the 9 September if meeting put back one week. 
KA noted she will be on leave week commencing 6 September 
 
JY and AG to explore any alternative meeting dates 
 

 
 
 



1 
 

 s 
 

Enclosure 13.1(c) 

Minutes of an Audit Committee meeting  
(Incorporating the Finance and Performance Committee)  

Held on Friday 21 May 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: 
Mark Adams 

 
Chief Officer, CCG 

 
MA 

Joe Corrigan 
Neil Hawkins 
Jill McGrath 
Carl Best 
Gillian Robson 
Cameron Waddell 
Gary Walsh 
Paul Oates 
 
Minutes: 

Chief Finance & Operating Officer, CCG 
Head of Corporate Affairs, CCG 
Head Of Finance, CCG 
Audit One, Internal Audit 
Audit One, Internal Audit 
Mazars, LLP, External Audit 
Senior Finance Manager, NECS  
Finance Manager, NECS 
 

JC 
NH 
JMc 
CB 
GR 
CW 
GW 
PO 
 
 
 

Val Wood PA Support 
 

VW 
 
 

05/21 01 Pre-meeting for Members and Auditors   
 

Lay Members and Auditors held a private discussion prior to the formal meeting.   
 

05/21 02 Welcome and Apologies  
 

The chair opened the meeting and welcomed everyone.  There were apologies 
from Oliver Wood. Gillian Robson, Interim Group Audit Manager, Audit One was 
introduced to the committee. 

 

05/21 03 Confirmation of Quoracy 
 

The meeting was declared quorate.  
 

05/21 04 Declarations of Interest 
 

There were no declarations of interest. 
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05/21 05 Minutes of the meeting held on 17 March 2021 and matters arising 
 

The minutes of the 17 March 2021 meeting were accepted by the committee as a 
true and accurate record. 

 
05/21 06 Action Log 

 
There were no outstanding actions to discuss.  

 
05/21 07 Chairman’s Business –  
 

   i     Audit Committee Chair’s Annual Report to Governing Body 2020-21 
 
MB presented the Audit Committee Chair’s Annual Report written on behalf of the 
committee to Governing Body. The report reflects the Covid 19 situation and gives 
assurance to Mark Adams, that the information in the governance statement of the 
annual report is a reflection of how the committee sees the controls operating in the 
CCG across the past year. 
 
Minor amendments, including a sentence outlining a less than satisfactory report 
with regard to the Data Protection Toolkit which mirrors those in the annual report, 
will be made prior to submission.  
 
The report was accepted by the committee  
 

  05/21 08 CCG Matters 
 
   i      Minutes of the Audit Committee Workshop 28 April 2021 
 

The minutes of the Audit Committee workshop on 28 April 2021 were accepted by 
the committee as a true and accurate record. 

 
ii        Draft Annual Accounts/Annual Report 2020/21/Remuneration Report  

With regard to the Audit Committee workshop minutes reviewed previously, JC 

commented that these were a reflection of the accounts at that time.  

Draft Annual Accounts  

PO outlined the schedule of changes to the Annual Accounts since submission to 

NHSE. 

• There had been no change to the previously reported surplus of £1,436k  

• A sentence has been included to consider going concern and the white paper. 

• Updated narrative on the pension top up paid centrally by NHS England but 
included in costs of the CCG 

• Amendment made regarding Margaret Stewart appearing twice in the register 
of interests to reflect her areas of work. 

• Added note on Other Services - Audit to reflect cost of the Mental Health 
investment standard and also to name Mazars as the auditor. 
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Remuneration Report 

GW informed the committee of minor changes to Remuneration Report since the 

Audit Workshop. 

• Footnote added to the Senior Management Remuneration table to explain the 
value of increases 

• Pension table values amended 

• Amended fair pay value 

• Amended head count 

• Sentence added on minimum wage 
 

Changes to the Draft Annual Accounts and Remuneration Report were agreed 

by the committee and will be submitted to Governing Body pending any 

changes requested by auditors. 

Annual Report  
 

• Text regarding the Mental Health Investment Standard and challenges around 
Newcastle IAPT were reflected in the report  

• Data Security Protection Toolkit audit highlighted problems around evidence 

• SAR reports had not been added previously, some words to reflect exceptions 
to be included after checking with Diane Harold. 

 
   iii. NECS SARS Letter/Final Service Auditor Report  
 
GW apprised the committee of the Service Audit Report for 2020-21 and reported 

that all of the SARs were qualified for this year with exceptions for NECS around 

Purchase Orders and ESR.  This was a SAR for the whole of NECS which did not 

impact on NGCCG and with compensating controls in place, meaning issues had 

already been identified and would be reported to audit. 

The report was accepted by committee. 

 
   iv.  Governance Assurance Report Q4 2020/21 
 
NH gave an update to the committee on the current targets and achievements in 
relation to training. 
 

• Data Protection training – target for year hit (95%) not in report. 
 
MB queried if training targets were aspirational or if they must be achieved.   
 
NH clarified that the CCG were required to hit the threshold.  This will come into 
sharper relief as there would be a need to have completed training for staff to 
achieve their next pay step.  A system to flag when an expiry date is imminent is in 
place. 
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The report was accepted by the committee 
 

v.  Risk Assurance Framework/Risk Register Update 
 
NH updated the committee on the current status of Operational Risks 
 
Operational Risks 
 

• Risk (2437) – (increased) relates to the potential impact on CCG service 

delivery due to a cyber-attack. The risk was scored as 8 G (low) and has 

increased to 10 A (high).  

• Risk (2258) – (reduced) relating to system resilience and escalation planning 

has reduced from 16 R (extreme) to 12 A (high) as the impact of COVID 

pressures have reduced. 

• Risk (2316) – (closed) lack of accessible PPE compromising patient and staff 

safety.  The risk was scored as 10 A (high) and is closed due to the situation 

being resolved.  Added last year processes now in place nationally. 

The committee were given assurances that the main risks had been identified and 
steps were being taken to alleviate these, although it was acknowledged that IAPT 
remained a problem. 
 
MA informed the committee that there had been discussion among CCGs and 
informed the committee.  ‘As we are moving from one organisation to another we 
need to be clear about current and future plans and also setting priorities we want to 
deliver this year.  As we move to the new organisation we will have priorities which 
still need to be done. The risk is about losing momentum in terms of delivery for 
patients, and finding ways and means of mitigations where we can, and keeping up 
the momentum’. 
 
There was conversation within the committee around what was an acceptable level 
of risk including the risk to reputation. It was also commented as a committee it was 
difficult to understand the problems IAPT had on patients in the short, medium and 
long term. 
  
JC commented that this was a good discussion for the committee to have and 
suggested a step change was needed, by constantly coming back to the Governing 
Body to examine what progress was being made.  He suggested reputational 
consequence shouldn’t touch the radar as the greatest risk was public confidence in 
the NHS being undermined.  The CCG were duty bound over the next 9 months to 
look at what progress we are making.   
 
JH stated he would only be prepared to agree the risk register if an action was added 
in the diary agreeing what was going to happen by next month and to challenge the 
Governing Body. 
 
BC commented that action had already been taken to go to tender and do something 
about waiting times, he agreed that action hadn’t been taken soon enough as it was 
suggested that this would have caused excess pressure on the whole system.  He 
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further agreed it was right to ask what improvements could be taken from the change 
in course, but to change again would not be good thing in his opinion. 
 
It was suggested that the Governing Body needed to examine the improvement plan, 
be assured by it and to ask in 6 – 12 months’ time where do we expect to be. 
 
It was noted that there was a presentation planned for the next Governing Body 
concerning mental health including IAPT where further discussions on the 
improvement plans can take place.   

  
vi. Risk Matrix Proposal 
 

NH presented the Risk Matrix Proposal which had been received from NECS.  The 
proposal is to replace the current risk scoring matrix we use with one from NHSE. 
This is proposed for all CCGs in the North East and will bring commonality across 
the system.  An exercise to start looking across CCGs to identify gaps had 
commenced.  It was suggested that current risks could be transposed to the matrix, 
giving an opportunity to examine current risks to see if they are scored appropriately.  
 
The committee were informed a Governance meeting had taken place with everyone 
present agreeing this proposal was worth exploring, in addition it had been 
discussed at Quality Safety and Risk who were also minded to go with this system.   
 
There was agreement by the committee to explore if there was a way to further 
define reputational harm for the NHS into internal reputational harm for the CCG. 
 
JC commented this was a moot point, shifting the risk appetite.  If there were fewer 
reds we would be concentrating on what was seen as higher priorities,  but if there 
wasn’t capacity to support organisation responses that in its self could be seen as an 
issue. 
 
MA added that careful reference was needed regarding the previous comments to 
ensure that this does not take away from our prioritisation or any of the momentum. 
But added that when CCGs end and ICS is in place there would be more 
standardisation. 
 
The matrix was accepted by the committee 
 
 

05/21  09 Audit One  
 

i       Internal Audit Progress Report 

GR introduced the Internal Audit Report for the 2020/21 plan. 

• 5 final reports issued together with 3 draft reports. 
• Primary Care Commissioning report finalised since last Audit Committee with 

substantial assurance. 
• Plan almost complete with a few reports to finalise. 
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• DSP toolkit reported as draft interim review which does not impact on the 
Head of Audit Opinion. 

• Planning for 2021/22, core fundamentals agreed and a draft plan will be 
brought to the next Audit Committee for approval. 

• 1 action overdue (Section 75), but there is a revised target date of September  
 

  ii      Internal Audit Annual Report incorporating Head of Internal Audit    

Opinion. 

CB presented the Internal Audit Annual Report which reflected the last year, the 

impact of covid and the reduced programme.  Focus had been maintained to get 

through CCG core areas and it had been reconfirmed there was enough work to give 

a robust opinion. 

There were three pieces of work at draft stage. 

• Phase 3 response 
• CHC hospital discharge 
• DSP Toolkit 

 
All reports have been given substantial assurance except the draft report on the DSP 
toolkit. 
 
The draft DPS toolkit audit is an important part of the programme with work ongoing 

towards a submission date of 30 June.  The interim position shows unsatisfactory 

and limited ratings, one around standards and one around the toolkit. Discussions 

have taken place with NGCCG and NECS regarding the current position. There is 

around 6 weeks to make improvements regarding the required evidence needed to 

demonstrate that controls are working well, and the audit could not be signed off until 

then.  It was highlighted however that this was a positive annual report with a caveat 

around the interim work. 

Client feedback has been positive with external quality assurance review reporting 

that Audit One had met required standards. 

MB expressed the committee’s congratulations on Audit One’s high score by the 

external body and remarked the committee had also been impressed by the quality 

of the work over the last year. 

JC commented that in relation to the DSP Toolkit, looking at other areas of 

assurance from NECS, the committee could get a degree of assurance, it was the 

requirement to produce evidence which was required at the moment. 

The committee thanked internal audit team for their hard work. 
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 05/21  10i External Audit - Audit Completion Report 20/21 

 

The key areas of the Audit Completion Report 2020/21 were presented by CW  

• Audit Opinion -Regarding the status of work testing has just commenced.  At 
this stage it was not considered necessary to modify any aspects of the audit 
report in terms of the accounts or the governance statement. 

• Work completed to-date and has not identified any significant weaknesses 
that would require Mazars to make a significant recommendation. 

• Regularity – Nothing identified to suggest the need to qualify the regularity 
opinion e.g. the CCG achieved the financial performance targets as disclosed 
in the accounts. 

• Despite receiving group instructions from NAO in late April/Early May, we 
have complied with the NAO timetable to date. 

• Audit approach- Fundamentally unchanged since presenting the Audit 
Strategy Memorandum earlier in the year. Service Audit reports have been 
summarised and most were limited assurance, however mitigating controls 
are in place where needed. 

• Non-material difference between estimated and actual prescribing 
expenditure for March 2021. 

• Journals –Have been tested with no issues identified to-date.  Letters from the 
Committee and CFO around arrangements has been received covering fraud, 
internal control, laws and regulations and going concern. 

• VFM – returning to VFM CW informed the committee that reflecting pandemic 
had slightly changed the timetable for reporting to NHSE. Whilst Mazars work 
to-date has not identified any significant weakness in the CCG arrangements, 
the commentary on arrangements will not be issued until June/July 2021 in 
line with revised NAO Guidance. Therefore, it will not be possible to issue the 
certificate concluding the audit until this commentary is issued. 

• Any reporting points subsequent to this meeting will be included in a follow up 
letter(s), which will be issued to the Committee after today’s meeting 
 

The committee thanked Mazars for their work to date. 

  05/21 11 Any Other Business  
 
JC said he would like to take the opportunity to thank everyone.  Listening to internal 
and external audit it was little wonder they were top rated by assessments. 
 
MA reiterated we were living through an exceptional year and we are moving to a 
new place.  Challenges of recovery are significant, with the new structure of the NHS 
dealt with and still dealing with. He expressed his thanks to everyone involved in the 
Audit Committee, Finance, Auditors and NECS for their massive efforts and said it 
was a tribute to everyone’s hard work to get to this point. 
 
The meeting closed at 15.15 p.m. 

 
 05/21 12 Dates of next and future meetings 

• Wednesday 07 July 2021  
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Section 01:
Introduction 



1. Introduction

Purpose of the Auditor’s Annual Report
Our Auditor’s Annual Report (AAR) summarises the work we have undertaken as the auditor for NHS Newcastle Gateshead Clinical Commissioning Group (‘the CCG’) for the year ended 31 March 2021.  Although this report is 
addressed to the CCG, it is designed to be read by a wider audience including members of the public and other external stakeholders.  

Our responsibilities are defined by the Local Audit and Accountability Act 2014 and the Code of Audit Practice (‘the Code’) issued by the National Audit Office (‘the NAO’).  The remaining sections of the AAR outline how we have 
discharged these responsibilities and the findings from our work.  These are summarised below.

4

Introduction Audit of the financial statements Commentary on VFM arrangements Other reporting responsibilities and our fees

Opinion on the financial statements
We issued our audit report on 11 June 2021.  Our opinion on the financial statements was 
unqualified.

Opinion on regularity 
In our audit report we gave an unqualified opinion on regularity.  This means that in our 
opinion, in all material respects the expenditure recognised in the financial statements has 
been applied for the purposes intended by Parliament.

Wider reporting responsibilities
In line with group audit instructions issued by the NAO, on 11 June 2021 we reported that 
the CCG’s consolidation schedules were consistent with the audited financial statements. 

Value for Money arrangements 
In our audit report issued we reported that we had not completed our work on the CCG’s 
arrangements to secure economy, efficiency and effectiveness in its use of resources and 
had not issued recommendations in relation to identified significant weaknesses in those 
arrangements at the time of reporting.  Section 3 confirms that we have now completed this 
work and provides our commentary on the CCG’s arrangements.

Following the completion of our work we have issued our audit certificate which formally 
closes the audit for the 2020/21 financial year.  



Section 02:
Audit of the financial statements
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2. Audit of the financial statements 

The scope of our audit and the results of our opinion

Our audit was conducted in accordance with the requirements of the Code, and International Standards on 
Auditing (ISAs).

The purpose of our audit is to provide reasonable assurance to users that the financial statements are free from 
material error.  We do this by expressing an opinion on whether the statements are prepared, in all material 
respects, in line with the financial reporting framework applicable to the CCG and whether they give a true and 
fair view of the CCG’s financial position as at 31 March 2021 and of its financial performance for the year then 
ended.  Our audit report, issued on 11 June 2021 gave an unqualified opinion on the financial statements for 
the year ended 31 March 2021. 

We are also required to form and express an opinion on whether the CCG’s expenditure has been, in all 
material respects, applied for the purposes intended by Parliament (our regularity opinion).  Our audit report 
also included an unqualified opinion on regularity. 

Qualitative aspects of the CCG’s accounting practices 
We have reviewed the CCG’s accounting policies and disclosures and concluded they comply with Department 
of Health and Social Care Group Accounting Manual 2020/21, appropriately tailored to the CCG’s 
circumstances. There were no significant changes to accounting policies.

Going concern

We discussed with the CCG the going concern assumption, as set out in accounting policy 1.1, which states 
that “if services continue to be provided, the financial statements are prepared on a going concern basis”. In 
considering management’s going concern assumption, we are required to consider at least 12 months after the 
date our opinion is signed. In light of the February 2021 White Paper proposals for CCGs, we recommended 
the CCG expand upon the going concern policy, to clarify the proposals would result, if the legislation is passed, 
in the CCG’s functions transferring to a new statutory body by April 2022 (i.e. the CCG’s services would 

continue to be provided). 

Compliance of the CCG template with the Government Accounting Manual (GAM)

We noted there were a small number of areas where the CCG template used by NHS Newcastle Gateshead 
CCG did not fully comply with the GAM, including: 

• the split of disclosures into programme and administration expenditure; and 

• the wording of some accounting policies. 

We were satisfied there were no material omissions, noting the additional narrative included by the CCG at the 
foot of the operating costs disclosure. 

Significant difficulties during the audit
During the course of the audit we did not encounter any significant difficulties and we have had the full 
cooperation of management.

6
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Approach to Value for Money arrangements work 
We are required to consider whether the CCG has made proper arrangements for securing economy, efficiency 
and effectiveness in its use of resources.  The NAO issues guidance to auditors that underpins the work we are 
required to carry out and sets out the reporting criteria that we are required to consider. The reporting criteria 
are:

• financial sustainability - how the CCG plans and manages its resources to ensure it can continue to 
deliver its services;

• governance - how the CCG ensures that it makes informed decisions and properly manages its risks; and

• improving economy, efficiency and effectiveness - how the CCG uses information about its costs and 
performance to improve the way it manages and delivers its services.

At the planning stage of the audit, we undertake work so we can understand the arrangements that the CCG 

has in place under each of the reporting criteria; as part of this work we may identify risks of significant 
weaknesses in those arrangements.  Where we identify significant risks, we design a programme of work (risk-
based procedures)  to enable us to decide whether there is a significant weakness in arrangements. Although 
we describe this work as planning work, we keep our understanding of arrangements under review and update 
our risk assessment throughout the audit to reflect emerging issues that may suggest there are further risks of 
significant weaknesses. 

Where our risk-based procedures identify actual significant weaknesses in arrangements, we are required to 
report these and make recommendations for improvement. 

The table below summarises the outcomes of our work against each reporting criteria.  On the following page 
we outline further detail of the work we have undertaken against each reporting criteria, including the 
judgements we have applied.

Overall, we have not identified any significant weaknesses in arrangements. 

3. VFM arrangements – overall summary

8

Reporting criteria Commentary page reference Risks of significant weaknesses in arrangements 
identified?

Actual significant weaknesses in arrangements 
identified?

Financial sustainability 9 to 10 No No

Governance 11 to 13 No No

Improving economy, efficiency and effectiveness 14 to 15 No No
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3. VFM arrangements – financial sustainability
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Risks of significant weaknesses in arrangements
Our work did not identify any risks of significant weaknesses in the CCG’s arrangements.

Overall commentary on the financial sustainability reporting criterion

Background to the NHS financing regime in 2020/21

Following the onset of the Covid-19 pandemic in March 2020, the original NHS Planning Guidance 2020/21 
was suspended and a new financial regime was implemented. For the first half of the year (April to September 
2020) all NHS trusts and NHS foundation trusts were moved to block contract payments ‘on account’ and the 
usual Payment by Results national tariff payment process was suspended. The Financial Recovery Fund was 
also suspended and NHS providers were able to claim for additional costs due to COVID-19. Whilst 
commissioner allocations for 2020/21 had already been notified, individual commissioner financial positions 
were kept under review and top-up payments were issued to CCGs to cover the difference between allocations 
and expected costs. 

For the second half of the year (October 2020 to March 2021) there was a move to “system envelopes” i.e. 
principally those NHS organisations providing services in the geographical areas of Northumberland, North 
Tyneside, Newcastle and Gateshead. Funding allocations covering most NHS activity were made at the 
system level, including resources to meet the additional costs of the Covid-19 pandemic. There were no further 
general retrospective top-up payments and all Covid-19 costs from that point were funded through the fixed 
Covid-19 funding allocation with a few exceptions.

Systems were expected to achieve financial balance within this envelope. Individual organisations were able to 
deliver surplus or deficit positions by mutual agreement within the system, however, NHS trusts were still 
required to meet statutory break-even duty and CCGs were required to meet their resource limits. 

How the CCG ensures that it identifies all the significant financial pressures that are relevant to its 
short and medium-term plans and builds these into them

Following the introduction of the new finance regime the CCG approved and submitted a revised financial plan. 

We reviewed the assumptions underpinning the revised plan, the reports provided to the Governing Body, the 
minutes of relevant meetings where the revised financial plan was considered and did not identify any 
significant issues.

The CCG has reported an outturn position at 31 March 2021 of £1.4 million along with a carried forward surplus 
of £16.9 million; this was in line with expectations and forecasts. We have considered the arrangements in 
place in respect of budget management as part of the Governance criterion, further in this report. 

During the year the CCG reported its financial position to the Executive Committee, the Audit Committee and 
then subsequently the Governing Body. There is evidence of appropriate scrutiny and challenge based on our 
review of minutes.

How the CCG plans to bridge its funding gaps and identifies achievable savings

As part of the 2020/21 budget setting, the CCG identified £1.4 million of Quality, Innovation, Productivity and 
Prevention target. As a result of COVID-19, many of the original plans were delayed or superseded by the new 
financial regime, where savings were linked to NHS provider contracts. The CCG’s Executive Committee has 
continued to meet during the year and as part of their remit receive regular financial updates which are 
considered before being sent to Governing Body as part of the overall assurance process. 

How the CCG plans finances to support the sustainable delivery of services in accordance with 
strategic and statutory priorities

The CCG has aligned its financial plans with the NHS Long Term Plan and more locally, the North East and 
North Cumbria Integrated Care System (NENC ICS) Strategic Delivery Plan which is a key enabler of delivering 
its strategic plan, operational plans and statutory duties. Working as a wider ICS, and also within the North of 
Tyne and Gateshead Integrated Care Partnership (ICP), is very much a key driver in ensuring local health 
services are sustainable in the long-term. 



3. VFM arrangements – financial sustainability
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Overall commentary on the financial sustainability reporting criterion - continued

How the CCG ensures that its financial plan is consistent with other plans such as workforce, capital, 
investment, and other operational planning which may include working with other local public bodies 
as part of a wider system

The CCG has been required to work within the system envelope set for its ICP for the second half of 2020/21, 
under the revised financial regime. 

There is a ICP planning group in place with includes representatives from all bodies . This group comes 
together to discuss issues and coordinate action, for example work is ongoing in relation to elective recovery 
plans that are included within the system plans for H1 to make progress n elective activity to get back to pre-
pandemic levels.

In addition, Finance leads from the ICP bodies meet on a regular basis with the aim of managing achievement 
of the system control total. 

How the CCG identifies and manages risks to financial resilience, e.g. unplanned changes in demand, 
including challenge of the assumptions underlying its plans

As outlined above, arrangements are in place for internal CCG committees to receive regular financial updates 
for consideration before being reported to Governing Body.

During 2020/21, the CCG was reporting an underspend for all of the financial year, subject to receipt of COVID-
19 reimbursements, with the biggest risk to achieving financial balance being the challenge of ensuring a 
balanced position across the ICS/ICP without a material impact on the CCG.

The CCG successfully managed this challenge, given the year-end outturn of £1.4 million along with a 
cumulative carried forward surplus of £16.9 million. 

The CCG has noted that the latest planning guidance has indicated cumulative historic under and overspends 
will continue to be reported at a CCG level; however, any future access to historic underspends will additionally 
take into consideration the net position of the system. 



3. VFM arrangements – governance
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Risks of significant weaknesses in arrangements
Our work did not identify any risks of significant weaknesses in the CCG’s arrangements.

Overall commentary on the governance reporting criterion
Background

The CCG has had to adapt how it has worked during 2020/21, including how management has overseen the 
organisation during this critical period. The CCG has maintained a focus on good governance arrangements 
from the very start of the pandemic, recognising they remained vital to support the changed ways of working. 

How the CCG monitors and assesses risk and how the body gains assurance over the effective 
operation of internal controls, including arrangements to prevent and detect fraud

The CCG’s overarching governance framework is encapsulated in its Assurance Framework, which is in turn 
supported by reporting and monitoring of strategic and corporate risks. 

In 2020/21, the CCG’s strategic objectives were: 

• achieve the CCG’s statutory duties; 

• through the regional integrated care system (ICS), engage in strategic planning relating to the 
commissioning of high-quality health services and organisational development; 

• transform lives together through the delivery of commissioned health services based on clinically led, 
patient-focused and evidenced based programmes; 

• deliver the CCG vision of improving patient involvement, experience and outcomes through transformation; 

• make effective financial decisions which balance individual, local, strategic and population needs; 

• ensure that strong corporate and information governance processes are in place; 

• engage with the public on key issues to ensure patients experience the highest level of care available to 

them; and

• collaborate and communicate with all relevant stakeholders in relation to the commissioning of high-quality 
health services. 

Additional significant risks monitored by the CCG in 2020/21 have included:  

• changes to CHC assessments as a result of the Covid-19 pandemic; 

• medium to long-term financial uncertainty;

• the impact on safeguarding vulnerable groups as a result of the pandemic; and

• cyber-attacks (operational risk). 

The CCG has appropriate arrangements in place for monitoring their corporate objectives, including formal 
quarterly reporting to the Governing Body along with supporting oversight by other Committees. 



3. VFM arrangements – governance
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Overall commentary on the governance reporting criterion - continued

How the CCG approaches and carries out its annual budget setting process

The normal budgeting process for 2020/21 was superseded by the pandemic and the revised financial regime 
that was put in place, as described earlier. For 2021/22, a revised financial regime continues to be in place, with 
a focus on Covid-19 recovery and system-working remaining. 

Following the outbreak of Covid-19 last year, interim financial arrangements were put in place to allow the NHS 
to focus its efforts on managing the pandemic. The NHS has been notified that these interim financial 
arrangements will in continue into the first half of 2021/22 financial year, covering the period April – September 
(also referred to in NHSE guidance as H1). 

The CCG are therefore required to make initial financial plans covering this period.  The interim financial 
arrangement required Newcastle Gateshead CCG to work alongside partners in the North ICP to develop a 
plan that contributes to an overall balanced system plan for the Cumbria and North East ICS. A balanced 
system wide plan was submitted 6th May. 

Risks to achieving the system-wide budget include: 

• overspending budgets;

• under delivery of financial efficiencies;

• impact of changes to the hospital discharge programme;

• further Covid-19 waves;

• elective recovery fund (achievement of); and

• uncertainty around the financial envelope available for the second half of 2021/22. 

Despite the revised financial regime, the CCG has maintained a focus on close budget monitoring, within the 
wider CIP – as demonstrated by its achievement of its control total for 2020/21.

How the CCG ensures effective processes and systems are in place to ensure budgetary control; to
communicate relevant, accurate and timely management information (including non-financial
information where appropriate); supports its statutory financial reporting requirements; and ensures
corrective action is taken where needed

Comprehensive financial monitoring reports are taken to the Governing Body, along with updates to the Audit
Committee and Executive Committee. Based on our attendance at these Committees and review of other
Committee and Governing Body papers, these reports are discussed and challenged and also include detail on
pressure areas and financial risks.

How the CCG ensures it makes properly informed decisions, supported by appropriate evidence and
allowing for challenge and transparency: this includes arrangements for effective challenge from the
audit committee

The Audit Committee, which is a formal committee of the Governing Body, has been integral to ensuring the 
CCG has maintained good governance during the past year. The Committee has provided the Governing Body 
with an independent and objective view of the CCG’s system of internal control, including financial systems, 
business systems, performance information, financial information and compliance with laws, regulations and 
directions governing the CCG.

Based on our attendance at the Audit Committee, there is appropriate challenge of officers, as part of the 
Committee’s oversight responsibilities. This is supported by the results of the 2020/21 Audit Committee’s self-
assessment survey of its operation and effectiveness during 2020/21.

In order to provide assurance over the effective operation of internal controls, including arrangements to 
prevent and detect fraud, the CCG has appointed internal auditors (IA) and local counter fraud specialists. Work 
plans are agreed with management at the start of the financial year and reviewed by Audit Committee prior to 
final approval.  

The Counter Fraud team at AuditOne undertake and provide regular training and briefings to ensure the CCG’s 
staff remain alert to the risk of fraud. This team reports to the Audit Committee as demonstrated through our 
attendance at the meetings in 2020/21. 



3. VFM arrangements – governance
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Overall commentary on the governance reporting criterion - continued

The CCG also engages with the AuditOne internal audit team who are responsible for providing annual 
assurance on the CCG’s internal control environment. IA report progress on the Audit Plan to the Audit 
Committee, with an overall ‘substantial’ opinion again being given for 2020/21. 

We have reviewed the Internal Audit plans for 2020/21 and 2021/22 and confirmed planned work appears 
appropriate and reasonable. Progress reports are presented to each Audit Committee meeting, including follow-
up reporting of recommendations not fully implemented by due dates. This allows the Committee to effectively 
hold management to account on behalf of the Governing Body. Our attendance at Audit Committees throughout 
the 2020/21 period confirms the significance placed on internal audit findings



Background

In considering performance during 2020/21, it is important to recognise the revised regime in place. When the 
pandemic arose in early 2020, normal performance management processes and procedures were stood down 
and internal CCG governance changed to reflect the requirement to deal with the COVID-19 pandemic and the 
local NHS response to it. 

Against the backdrop of the pandemic, the CCG has started working with partners on workstreams in light of 
the February 2021 White Paper proposals to transfer the functions of CCGs to new statutory bodies, the 
Integrated Care Systems (ICS), from 1 April 2022. The ICS has set out its vision for the region, recognising that 
life expectancy for people in the North East and Cumbria remains amongst the poorest in England with some of 
the most stark health inequalities and high levels of preventable disease and early death rates. The ICS wants 
to change this by working together as an Integrated Care System whereby every partner organisation is fully 
committed to and focused on creating a common purpose and joint determination to drive improvements in 
health, wealth and wellbeing.

How financial and performance information has been used to assess performance to identify areas for 
improvement

As a result of the pandemic, normal performance management arrangements were stood down. As with all 
CCGs, this CCG has experienced a deterioration in some key NHS performance indicators, as detailed further 
in this section. 

How the CCG evaluates the services it provides to assess performance and identify areas for 
improvement

The CCG has a number of controls in place for monitoring performance including: 

• continuously evaluating the performance of providers through the Integrated Delivery Report (finance, 

performance and quality), which is reported to the public session of every Governing Body and the Audit 
Committee. This is evidenced via our attendance at Committees and also via minutes of meetings and we 
note the comprehensive presentations that accompany this report, which usefully covers the wider 
Integrated Care Partnership; 

• clinical exception reports are regularly taken to the Quality and Safety Committee; and

• during Covid-19 the CCG has increased its focus on nursing homes and has provided additional support to 
them, for example providing training to assist in coping with the pandemic. Further enhancements have 
been made to homes and community services regarding safe discharges; and

The CCG is assessed annually by NHSE, with an overall rating given; for 2019/20, the CCG was assessed as 
‘outstanding’, which was the same assessment as the prior year.

The March 2021 performance report highlighted the following key risk areas: 

• risk of delivery of NHS Constitutional and national expectations as a result of Covid-19; 

• A&E four hour standard - this standard is subject to national scrutiny; 

• ambulance response times; 

• cancer waiting times; 

• Improving Access to Psychological Therapies (IAPT); and

• Referral to Treatment waiting times. 

3. VFM arrangements – improving economy, efficiency and effectiveness
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Risks of significant weaknesses in arrangements
Our work did not identify any risks of significant weaknesses in the CCG’s arrangements.

Overall commentary on the improving economy, efficiency and effectiveness reporting criterion



3. VFM arrangements – improving economy, efficiency and effectiveness
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How the CCG ensures it delivers its role within significant partnerships, engages with stakeholders it 
has identified, monitors performance against expectations, and ensures action is taken where 
necessary to improve

Partnership working remains a priority for the CCG and ahead of the new Integrated Care System, it is already 
focused on delivery of ‘place-based’ working, via its Collaborative Newcastle and Gateshead Cares 
partnerships. 

The role of the integrated care system (ICS) has been vital over the past year, in the region’s response to the 
pandemic. There has been an ICS-level coordination of the Covid-19 response, with: 

• joint working with local partners, including local authorities, police and fire; 

• new ways of working, including virtual consultations and GP hubs; 

• various initiatives including the capacity tracker tool, developed to monitor care home capacity; and

• many other cross-boundary initiatives, including ones focused on supporting staff wellbeing. 

Other key areas of partnership work include: 

• strong partnership arrangements with Newcastle and Gateshead Councils, including the development and 
delivery of the joint health and wellbeing strategies; 

• continued development of the Primary Care Networks (PCNs), in spite of the pandemic, recognising the 
significant role of the PCNs in delivery of the vaccination programme; and

• working with the local voluntary sector organisations and community groups to identify the needs of the 
diverse local community to improve health and healthcare for the local population. 

The local health and wellbeing board will remain a key area of focus going forward under the new ICS. The 
Health and Wellbeing Board is playing a key role to play in providing shared leadership and ensuring there is an 
integrated strategic approach in recovering from the pandemic. 

Where the CCG commissions or procures services, how the body ensures that this is done in 
accordance with relevant legislation, professional standards and internal policies, and how the body 
assesses whether it is realising the expected benefits

As set out earlier in this report, a revised financial regime has been in place for 2020/21 and in 2021/22 to date, 
to support the NHS response to the pandemic. The CCG has, however, continued to monitor performance in 
spite of block contracts being in place, as part of understanding and monitoring performance. 

There is appropriate oversight of contract and quotation waivers by the Audit Committee. 

Overall commentary on the improving economy, efficiency and effectiveness reporting criterion - continued
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4. Other reporting responsibilities and our fees

Matters we report by exception

The Local Audit and Accountability Act 2014 provide auditors with specific powers where matters come to our 
attention that, in their judgement, require specific reporting action to be taken.  Auditors have the power to:

• issue a report in the public interest;

• make a referral to the Secretary of State; and

• Make a written recommendation to the CCG which must be responded to publicly.

We have not exercised any of these statutory reporting powers 

We are also required to report if, in our opinion, the governance statement does not comply with relevant 
guidance or is inconsistent with our knowledge and understanding of the CCG.  We did not identify any matters 
to report in this regard.

Reporting to the NAO in respect of consolidation data
The NAO, as group auditor, requires us to report to them whether consolidation data that the CCG has 
submitted is consistent with the audited financial statements.  We have concluded and reported that the 
consolidation data is consistent with the audited financial statements.
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4. Other reporting responsibilities and our fees
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Area of work 2020/21 fees

Planned fees in respect of our work under the Code of Audit Practice £47,300

Total fees £47,300

Fees for work as the CCG’s auditor
We reported our proposed fees for the delivery of our work under the Code of Audit Practice in our Audit Strategy Memorandum presented to the Audit Committee on 17 March 2021.  Having completed our work for the 2020/21 
financial year, we can confirm that our fees are as follows:.  

Fees for other work
We have undertaken NHSE-mandated assurance work for the CCG in respect of the Mental Health Investment Standard for 2019/20; due to the timing of deadlines, the 2019/20 work was reported in 2021. The fee for this
assurance work was £7,500 plus VAT (prior year £9,500 plus VAT).
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Mazars

Mazars is an internationally integrated partnership, specialising in audit, accountancy, advisory, tax 
and legal services*. Operating in over 90 countries and territories around the world, we draw on the 
expertise of 40,400 professionals – 24,400 in Mazars’ integrated partnership and 16,000 via the 
Mazars North America Alliance – to assist clients of all sizes at every stage in their development.

*where permitted under applicable country laws.

The Corner 
Bank Chambers
26 Mosley Street
Newcastle upon Tyne
NE1 1DF
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