
                                                                         

 

Enclosure: 07 
 
 

South Tyneside Improving Care Scheme 2013/14 (STICS) 
 
For 2013/14 South Tyneside CCG want to build on the outcomes of the Quality and Demand 
Management (QDM) project that supported the delivery of the Referral Improvement 
Scheme (RIS)  in 2012/13. The aim of the proposed scheme for 2013/14 is to deliver care in 
a different way to more vulnerable groups of patients in South Tyneside. It aims to do this by 
building on existing skills gained in Shared Decision Making (SDM) as well as the CCG 
supporting the development of additional skills training and support for clinicians in 
supporting hard to reach and more vulnerable patients. It is hoped that the scheme will 
facilitate better health outcomes for patients, support GPs in reaching hard to reach patients, 
and to enable and support better care planning and MDT working with all key health and 
social care partners across the borough. This targeted approach will support effective 
management of these patients which will in turn enable them to use services such as 
secondary care in a more planned way and support practices in managing their practice 
level budgets effectively.  
 
The principles behind the 2013/14 scheme are: 
 

 To build on the successes of schemes such as the PCT Quality Prescribing Scheme 

and in particular the CCG Referral Improvement Scheme (RIS) for 2012/13 which 

effectively improved the quality of referrals to secondary care for Gynaecology, 

General Surgery, and Orthopaedics 

 To maintain momentum from the work started in 2012/13 using key skills in SDM 

with target groups of patients 

 To be transparent  and communicate effectively with practices - the CCG will work 

with practices on the schemes development, potential outcomes and its progress 

including regular engagement with all practices 

 To support and compliment other key strategies in improving the health of 

patients with LTCs, reducing health inequalities, reducing hospital admissions such 

as the current care homes project, QP in the QoF, and the new Risk Profiling DES  

 To prioritise effectively to enable practices to be using their resources effectively in 

areas where a real difference can be made as well as acknowledging the external 

pressure on general practice in the coming year 

The scheme will be clinically led by Dr Jon Tose, Clinical Director on the CCG Board, and 
will be supported by a STICS Steering Group from the CCG which includes all other Clinical 
directors and the Board Practice Manager lead. 
 
The scheme will be £2.05 per registered patient for South Tyneside CCG. 



                                                                         

 

 



                                                                         

 

The main elements of the scheme will be: 
 

1. Improve the quality of Chronic disease registers for COPD. 

2. Identification of a group of patients for each practice to ‘work’ with based on per 

1000 list size basis to ensure workload is spread fairly amongst practices across the 

CCG. Patients will be  

3. Support the practices to visit these patients in their own homes / or at an appropriate 

place to have a shared decision making discussion with them around their 

condition(s). This will enable the discussion with patients around ways that these 

patients can be supported to manage their condition better – Self Care, access to 

appropriate community services etc. As well as putting in place key preventative 

measure such as rescue medication for COPD patients and other best practice 

interventions which will support that patient more effectively. As part of this practices 

will complete a standard SITCS template in practice. 

4. Provide the GPs in practices with training around the skills needed to support these 

patients. They will be typically seldom seen patients who may not have had contact 

with the practice and so the skills needed to support them will need to be developed. 

This training will support GPs in helping patient to manage their conditions more 

effectively using self care as well as supporting GPs to manage their psychological 

as well as physical needs.  

5. Provide the Nurses in practices with training around the skills needed to support 

these patients. 

6. Practices will write a report summarising the work done in practice with their cohort 

of patients. 

7. Analysis of levels of emergency admissions for the cohort of patients before and 

after the practice intervention. 

Rationale for choosing target group of patients 
 
South Tyneside CCG is over plan and over budget for non elective activity with the greatest 
financial risk in the specialities of General Surgery, Cardiology and Respiratory Medicine. 
Practices have little influence over non elective general surgical activity and there has 
already been attention paid to cardiological activity previously and so it was felt the most 
appropriate focus for the scheme would be on respiratory medicine. Many admissions for 
Ambulatory Sensitive Care Conditions (ASCC’s) could be avoided if appropriate prevention 
was in place and better coordination between primary and community teams was in place. 
South Tyneside also has a higher than expected prevalence for COPD which combined with 
the levels of smoking in the borough causes poorer outcomes for patients in South Tyneside 
in comparison to other areas. It also should be acknowledged that practices have carried out 
a significant amount of work with patients with whom they have regular contact with through 
chronic disease management clinics (QoF management) etc. and so it was felt that targeting  



                                                                         

 

 
COPD patients who are seldom seen or who may be accessing secondary care without 
accessing support by the practice would be the most effective focus for the scheme. 
 
Target group of patients would be: 
 
The practice identifies patients that are housebound or who are exception reported from 
QOF because fail to respond to invites (seldom seen/ heard) patients.  
 

1. Practices expected to identify 10 housebound patients per 1000 list size who are on  
>1 chronic disease register 

2. Practices expected to identify 10 seldom seen patients per 1000 list size who are on  
>1 chronic disease register 

 
Patients who are part of the care homes project are exempt from this part of the scheme; 
therefore practices must work with different patients. It is expected that a significant 
proportion of these patients will have COPD. 
 
The patients will be identified using the RAIDR system with support from the Commissioning 
Managers as part of the Quality and Demand Management project from the CCG. 
 
 
Dr Jon Tose 
STICS Steering Group 
April 2013 
  


