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Thursday 24th September 2015 
10:00 – 12:00 

Living Waters Church, Alice Street, South Shields, NE33 5PB 

 
AGENDA 

 

ITEM TIME TITLE 
 

LEAD 

2015/70 10:00 

Welcome and introductions 

Matthew 
Walmsley 

Verbal Apologies for absence 

Declarations of Interest 

2015/71 10:05 

Draft Minutes from the last 
Governing Body meeting held 
on 27.7.2015 

 Matters arising from the 
minutes 

 Action Log  
 

Matthew 
Walmsley 

 
Enclosure 1 
 
Enclosure 2 
 

2015/72 10:10 

Question time 
Members of the public may raise 
questions that relate to items on 
the agenda.  The Chair’s 
discretion is final on the matters 
discussed and timescale 

Matthew 
Walmsley 

Verbal 

2015/73 10:15 Chief Officer’s Information 
David 
Hambleton  
 

Verbal 

 Quality   

2015/74 10:20 
Key assurances and risks from 
the Quality and Patient Safety 
Committee 

Ann Fox  Enclosure 3 

 Performance  

2015/75 10:30 Performance Report  

Christine 
Briggs 
(Author 
Aaron 
Tucker) 

Enclosure 4 
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of the ‘Protocol for audio recording in meetings’ is available on request. 

 

 

 Finance   

2015/76 10:40 
Finance Monitoring report  
 

Kate Hudson 
Enclosure 5 
 

 Commissioning Business  

2015/77 10:50 
System Resilience Planning and 
Reporting  

Christine 
Briggs / 
Aaron Tucker 
 

 
Presentation 

2015/78 10:55 
Primary Care Co 
Commissioning Level 3  
 

Christine 
Briggs 
Author: Jo 
Farey 

Enclosure 6 

2015/79 11:00 
Incident and Business 
Continuity Plan  

Christine 
Briggs 
Author: Aaron 
Tucker/ 
Lindsay Bell 

Enclosure 7 
 

 Partnership  

2015/80 11:05 
Public Health and Health and 
Wellbeing Update 

Amanda 
Healy 

Enclosure 8 

2015/81 11:15 
Section 75 Agreement for Better 
care fund  

Christine 
Briggs /Kate 
Hudson 
Author: 
Emma 
Hamblin 

Enclosure 9 

 Governance  

2015/82 11:25 Risk Register Review 

Christine 
Briggs 
Author Kate 
Watson/ 
Helen Ruffell 

Enclosure 10 

2015/83 11:35 Governance Assurance Report 
Debra Elliott  Enclosure 11 

 
Sub-committee minutes  
(for Information) 

 

2015/84 11:45 

Executive Committee minutes of 
meetings held on: 
30th April 2015 
25th June 2015 
30th July 2015 

Matthew 
Walmsley 

 
 
Enclosure 12a 
Enclosure 12b 
Enclosure 12c 
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2015/85 11:50 

Quality and patient safety 
committee minutes of meeting 
held on: 
17th June 2015 
15th July 2015 

Matthew 
Walmsley 

 
 
 
Enclosure 13a 
Enclosure 13b 

 Any other business  

2015/86 11:55 

Question time 
Members of the public may raise 
issues of general interest that 
relate to items already 
discussed 
 

Matthew 
Walmsley 

Verbal 

 Close 

Date and time of next meeting 
Thursday 26th November 2015  
10.00 – 12.00,  
The Clervaux Exchange 
Conference & Business Centre 
Clervaux Terrace 
Jarrow 
South Tyneside  
NE32 5UP 

 

 



 

Agenda Item – 2015/71 

Enclosure - 1 

 
Governing Body  

Thursday 23rd July 2015 
10 00 -12.00 

Bede’s World, Church Bank, Jarrow NE32 3DY 

PUBLIC 
Present: 

Matthew Walmsley  CCG Chair STCCG     MW 
Mr Jeff Gosling  Lay Member (Public and Patient  

Involvement) STCCG    JG 

Dr David Hambleton Chief Officer, STCCG    DH 

Paul Morgan   Lay Member (Governance), STCCG  PM 
Kate Hudson   Chief Finance Officer STCCG   KHu 
Dr Vis-Nathan  GP Governing Body Member, STCCG  VN 
Dr Tarquin Cross  Secondary Care Consultant,   TC  
Jeanette Scott Thomas Head of Quality and Patient Safety, 

STCCG      JST 
Tom Hall   Consultant in Public health, ST Council  TH 
 

In Attendance: 
Keith Haynes   Consultant, NECS     KHa 

Colleen Van der Sandt       Governance Officer and minutes, NECS  CVS 

Christine Briggs  Director of Operations (STCCG)   CB 
Ben Landon   Communications manager, NECS  BL 
Aaron Tucker  Commissioning manager (STCCG)  AT 
 
 

2015/54 Welcome and Introductions 
MW welcomed colleagues and members of the public to the meeting.  
It was noted that as usual the Governing Body meeting was being 
held in public in the spirit of openness and transparency and gave 
members of the public an opportunity to observe the business of the 
CCG.  MW made the public members aware that there would be an 
opportunity to ask questions relevant to items on the agenda.  JG will 
be making notes during the meeting to review the effectiveness of the 
meeting. 

  Apologies for absence  

  Ann Fox  Director of Nursing, Quality & Safety  
STCCG     AF 

Amanda Healy Director of Public Health, STC  AH 
Stephen Clark Deputy Chair and Lay Member,  

STCCG     SC 
 
  Declarations of Interest 
  None were noted at the meeting 
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2015/55 Minutes of the last meeting (Enc 1) 
The minutes of the meeting held on 28th May 2015 
Action – The committee accepted these minutes as accurate with 
minor grammatical corrections 

 
Matters arsing  

 Pg. 4 –JG asked if there was any progress and feedback from the 
activity on the ‘Perfect week’ taking place in July.  CB advised that 
there is an update in her performance report later on in the 
meeting (2015/59). 

 
Action Log (Enc 2) 
2015/15 – Terms of reference will be presented at a later meeting 
date. 
2015/39 – Completed - the appendix was shared at the meeting. 

 
2015/56 Question time 

Q - What will happen to the 900 hundred registered patents at the Walk in 
Centre as no one has been advised?  
A - The registered GP list is separate to the Walk in Centre.  There 
are two aspects to the contract for the NDUC (Northern Doctors 
Urgent Care), service one is a registered list component that is 
commissioned by NHS England and the second which does not have 
registered list is CCG-commissioned, the Walk in Centre.   NHS 
England is currently looking at arrangements for the practice list as 
this contract is due to expire at the end of September 2015.  It was 
noted no decision has been taken as yet. 

 
Q - The Independent Reconfiguration Panel (IRP) said that the Walk 
in Centre would only be closed if a robust plan was in place to 
address concerns that were mentioned in the appeal.  How does 
closing the service improve obtaining GP access? 
A – first of all, the 6 recommendations were not made by the 
Independent Reconfiguration Panel; they were made by the 
Governing Body.  This was to ensure that the correct steps were in 
place before the Walk in centre was re-located.  Work has been 
completed to understand whether GP access is an issue for the 
borough of South Tyneside and there is now good evidence to 
suggest that generally people do have good access to GPs.  The 
survey which Health Watch completed was independent to the CCG 
and this demonstrated that people were largely satisfied with Gp 
services and access to them and therefore the decision was based on 
those facts.  The paper which was submitted in the minutes today was 
the same paper which was presented to the Health and Wellbeing 
Board chaired by the leader of the council and they also signed off the 
paper.   
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Q – If there is adequate cover how will the 27000 appointments be 
covered as people are running out of appointments with their own GP. 
A - The 27,000 attendances represent 15,000-16,000 people who 
generated the appointments.  Throughout this work we have 
investigated the experience from other parts of the country where 
Walk in Centres in the community were being closed.  All the 
evidence shows that those people do not turn up in their local A&E 
department as they do find other ways of accessing services.   
If they are not able to make an appointment with their GP there are 
other services such as community pharmacists who are willing to 
provide advice and support. It was noted that Pharmacies are under-
used and are motivated and engaged and ready to take on the work. 
 
Q – What is being done as part of your role to address the lack of 
GPs? 
A – Commissioning GP services is the responsibility of NHS England 
but as of the last few months we have entered into joint arrangements 
with NHS England whereby the CCG has started to have more 
influence on what decisions are made for South Tyneside. 
 
Q – There are GP practices in the area that are not aware of the 
closure and they are going to have patients turning up to register with 
a doctor. 
A - The 6 recommendations have been addressed and these are set 
out in the papers submitted in this meeting.  It has been demonstrated 
that satisfactory progress is being made.  The Health and Wellbeing 
Board have indicated that they want to remain closely connected to 
the progress. 

 
Q – Can you clarify the questions that are allowed to be raised at the 
meeting and do they need to be part of the agenda.  Are you a 
statutory Body?  
A – It was confirmed that the questions raised need to be in relation to 
items on the agenda.  The CCG is a statutory Body which is governed 
by standing orders and these are available on the website.  It was 
clarified that by its constitution South Tyneside CCG is membership 
organisation.   
 
Q – A member of the public requested to write to Dr Hambleton about 
his questions. 
A - DH confirmed that he is happy to respond as well as meet 
personally with the member of the public. 
 
Q – The IRP document lists the 6 points so were these points taken 
into consideration  
A - The recommendations originated from the Governing Body and 
the IRP endorsed these.  The paper in the meeting reflects this and is 
on the website.  It was noted that the same paper was presented to 
the Health and Wellbeing Board. 
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2015/57 Chief Officer’s Information  
The national focus on the urgent and emergency care system and the 
pressures in A&E departments continues.  An Urgent and Emergency 
Care Network has been formed across the North East and we have 
also submitted a northeast-wide Vanguard application.  Locally, the 
A&E pressures related to achieving the 4-hour standard have 
continued.  
 
We are currently undertaking a re-launch of the ‘Think Pharmacy First’ 
initiative and this is detailed in the urgent care report. 
 
Dr Matthew Beattie, a local GP, has joined the CCG as the new 
Clinical Director for Urgent care and long term conditions and his 
appointment was warmly welcomed. 
 
The appointment of Steve Williamson as the Chief Executive of South 
Tyneside FT has also been made recently and everyone wished 
Steve every success in his new role. 
 

2015/58 Quality (Enc 3) 
Key assurance and risks from Quality and Patient Safety (Enc 3) 
The report presented for April and May was to provide assurance 
that safe services are being commissioned, that the primary areas of 
concerns or risks have been identified, that actions have been taken 
and appropriate assurance has been obtained.  A complete report 
will come to a future Governing Body meeting which will detail the 
outcome of the joint quality visits in care homes.  
 
A detailed review of the risk register has been undertaken and it has 
been updated in line with the key recommendations.  
 
NEAS issues – the trust Chief Executive is leading for the 
organisation on a robust plan around improving recruitment to close 
the workforce gap, which is also a national pressure. 
 
The CQUIN targets for Quarter 4 and year end position reported, all 
indicators have been achieved.  
 

2015/59 Performance  
Performance Report (Enc 4) 

The report presented highlighted the issues with the achievement of 
the A&E 4-hour standard at South Tyneside FT, particularly the 
complexity of the individuals presenting.  There is an action plan in 
place to address these issues and a system resilience plan has been 
submitted to NHS England and Monitor which covers the issues. 
These are detailed in the paper submitted today. 
 
The indicators for referral to treatment (RTT) were explained and in 
the past there have been 4 indicators for Referral to Treatment. It 
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was requested that the actual numbers be added into the reports as 
well as the threshold to allow full analysis.   
 
NEAS performance was discussed and it was agreed there is a 
system-wide requirement to support NEAS in achieving performance 
targets in the interim and therefore the Vanguard submission was 
very important.  It was recognised that the reported performance is 
for the whole of the North East. 
 
Finance  

2015/60 Finance Monitoring Report (Enc 5) 

 Khu presented the Finance report and drew the attention to the 
revised format of the report, highlighting that for the next Governing 
Body report, all the risks highlighted will be cross-referenced back to 
the CCG Risk Register. 

 

 Of particular note this month, the Better Care Fund pooled budget is 
up and running with a robust Section 75 Agreement in place.  The 
Council manages the budget on behalf of STCCG and reports will go 
to the Integration Board on a quarterly basis and will be fed back to 
the Governing Body. 

  
2015/61 NHS South Tyneside Clinical Commissioning Annual Audit letter 

(Enc 6) 

 It was noted that the accounts were a true and fair reflection of the 
financial position of the CCG and concluded that there are adequate 
arrangements in place to deliver value for money in relation to its 
resources. 

 

 The Annual Audit letter confirmed that the accounts were of good 
quality and it was a reliable document for publication.  The CCG has 
met all of their statutory targets for the year and therefore the overall 
conclusion was positive and there were no qualifications necessary.  

  
2015/62 CCG Scheme of Delegation 15/16 (Enc 7) 

 The report reflects the current Scheme of Delegation for the financial 
ledger and is reviewed on an annual basis to ensure there is the 
correct level of delegation.  The key changes are that Dr F Nixon has 
resigned from the Clinical Director role and will be removed, as well 
as Ros Whitehead and Dr. W Hall as they no longer have corporate 
responsibilities which require inclusion in the ledger.  Caroline Bannon 
and Allison Ridge have had their limits for financial authorisation 
increased in order to process more routine transactions.  Matthew 
Beattie (new Clinical Director) will be added. 

   

 Commissioning Business  
2015/63 Acute Hub Update (Enc 8) 

 In the interests of transparency the same paper that was presented to 
the Health and Wellbeing Board (HWBB) was shared. The 
Independent Reconfiguration Panel endorsed the 6 recommendations 
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made by the CCG Governing Body.  Following this, a sub-group of the 
HWBB was established to oversee the process and to ensure that the 
recommendations are being met. The group reported back on 
progress on the 3rd June 2015.  The work around GP access is a 
particular concern for residents. Results of the National GP survey 
shows that South Tyneside practices are in the top band for GP 
access and further local data has confirmed this.  As well as this, work 
has been carried with local GP practices encouraging them to look at 
their access policies and to put mechanisms in place to improve their 
access.   

 

 In addition, the pharmacy minor ailments scheme has been enhanced 
and relaunched. The scheme now includes a range of new conditions 
which can be addressed.  Work has also been undertaken to 
understand the reasons why young people attend the walk in Centre 
(mostly minor common complaints) and this has helped shape the 
revision of the minor ailments scheme. 

 

 The HWBB agreed that sufficient progress was being made on the 6 
recommendations to allow for the relocation to happen as planned on 
the 1st October 2015. 

 

 The Governing Body endorsed this and noted the progress being 
made. 

  
2015/64 Recommended Bidder report, Lifestyle Primary Care Mental 

Health service (Enc 8a) 

 The report presented the outcomes of the procurement exercise for 
the Improving Access to Psychological Therapies IAPT Children and 
Young people services. 

 

 It was requested that the Governing Body ratify the decision within the 
document and be aware that the Bidder 3 was the highest quality and 
most economically advantageous. 

 Action: the Committee endorsed the recommendation 
  

2015/65 Continuing Healthcare Update (CHC) (Enc 9) 

 The report covers aspects for mainstream and retrospective CHC.  
The issues were discussed and are included on the Risk Register as 
areas of high risk for the CCG.   

 

 There are 132 retrospective cases in South Tyneside and working 
with Gateshead and Sunderland, the CHC Nurse co-ordinator team at 
South Tyneside FT has been commissioned to deliver the service.  
Phase one (screening) is complete. Additional capacity is being 
sourced to get cases completed and settled by March 2017 however 
there are indications that the date could be revised to September 
2016.   
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 There is complexity in the process and there have been delays in 
accessing records.  There are financial considerations that need to be 
taken into account as there is a national finance pool in place till 
March 2017 and there is no assurance that the funding will continue 
beyond this date.  Monthly reports are being produced for NHS 
England and they are developing a regional assurance process.  
Monthly meetings are taking place as well as weekly escalation 
conference calls. 

 

 The operational issues around the main stream CHC are overseen in 
depth by the Quality and Patient Safety Committee on behalf of the 
Governing Body. It was recognised that there are financial challenges 
and increasing numbers due to an ageing population.  

 
  Partnership 

2015/66 Public Health and Health wellbeing Update (Enc 10) 
The report was presented to the committee.  The committee was 
updated that there has been a Health and Wellbeing Board 
development session which took place on the 8th July to look at health 
and social care integration. The Better Health at Work awards were 
presented on the 30th June and the CCG obtained a bronze award. 
 
Governance 

2015/67 15/16 NHS England CCG assurance progress (verbal) 
The Assurance meeting for quarter 4 was held on the 1st July. The 
achievements for 14/15 were covered as well as the ambitions for 
15/16 discussed.  A separate letter will be circulated to the 
Committee. 
 
The lack of achievement against the 4-hour A&E standard has held 
the CCG back on the assurance rating and the CCG are entering the 
current financial year with a rating of limited assurance, however work 
is being done to recover the performance and assurance status.   
All other matters that NHS England monitors are scored well.   
 
Sub –committee minutes 

2015/68 Audit and Risk committee minutes (10.3.2015) (Enc 11) 
  Minutes were submitted and accepted by the committee.   
   
2015/69 Any other business 
  Question time 
   

Q – My practice is in central Jarrow and if you are in need of an 
urgent appointment they often advise patients that if you need an 
appointment to go the Walk in Centre.  This is a needed service as 
people do not have cars.  We feel the CCG has dismissed the valued 
centre for residents.  
A - One of the challenges for the Governing Body is that the decisions 
being made are often difficult but these decisions are based on 
extensive investigation, surveys and gathering factual information 
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from a range of sources. The decisions are made in the best interests 
of the population of the whole of the borough. 

   
Q- Has the Walk in Centre patients been asked why they are 
attending? If so they would have stated it was due to them not being 
able to get an appointment with their doctors  
A – During the public consultation period that took place last year 
there were indeed interviews with patients in the Walk in centre and 
Health Watch were also in the centre as part of the work.  
 
Q – Why close a place as valuable as the Walk in Centre in Jarrow 
when years ago it was opened because it was needed? 
A – Originally the then PCT was instructed to open the walk in centre 
whether it was needed or not.  At that time there was no local 
perceived need for the centre but it was recognised that the public 
have now become accustomed to using the service. 
 
Q- Jarrow GP is open from 8 to 8 and 24/7.  Other GPs need to aspire 
to this and you are now closing the one GP service that has the facility 
to be open every day.  Can the other local GPs cope with the extra 
volume? 
A – It needs to be clear that the Walk in Centre part of the service 
does not function as a GP practice, but an urgent walk-in service. This 
service is being re-located to a place which is more convenient for the 
whole of the borough. 
 
Q – In the Health watch survey on GP access, when people were 
asked the questions if you could not see a GP or a Nurse we were 
advised to go to the Walk in centre  
A – Clearly most people can get an appointment with their GP when 
they want one. If a GP surgery cannot offer an appointment there are 
other alternatives such as the enhanced minor aliments scheme at 
pharmacists. 
 
Q – The Financial monitoring report on page 13 reflects the Mental 
Health out of area placements.  Monies are being spent on other out 
of area cases, how is the risk split? 
 A – It was agreed that the Committee will look into the details and 
requested that the questioner leaves their contact details and a 
response will be given. 

 
Date and time of Next Meeting 

Thursday 24th September 2015 
10.00 – 12.00 
Living Waters Church, Alice Street, South Shields, NE33 5PB 
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Date Raised 
Item Number 

Action
Lead Status 

15-Jan-15

2015/15 

Policies - 

Amended 

Terms of 

Reference  

Policies (ToR)

Senior Governance Manager, North of England Commissioning 

Support Unit (NECS) will check with the Head of Governance 

regarding the Terms of Reference for the Remuneration 

Committee

Update July 2015 ToR reuire review and will be updated and 

presented to Renumuration committee at next meeting 

23.09.15 then to GB 26.11.15 for formal approval  

Senior 

Governance 

Manager 

In progress 

GOVERNING BODY COMMITTEE MEETING 

ACTION LOG 



 
 

MEETING TITLE: Governing Body   DATE: 24
th

 September 2015 

REPORT TITLE: 

KEY ASSURANCES FROM THE 
QUALITY AND PATIENT SAFETY 
COMMITTEE (Q&PSC) 

AGENDA ITEM: 2015/74 

ENCLOSURE: Enclosure 3 

LEAD DIRECTOR / REPORT 

SPONSOR: 

 Name/Title: Ann Fox, Director of Nursing, Quality and Safety 

 South Tyneside Clinical Commissioning Group 

 Tel/E-mail: 0191 512 8473  ann.fox3@nhs.net  

REPORT AUTHOR: 

 Name/Title: Michelle Grant, Clinical Quality Manager 

 North of England Commissioning Support Unit  

 Tel/E-mail: 0191 374 2740   michelle.grant@nhs.net 

REPORT SUMMARY / 

RECOMMENDATIONS: 

Purpose of report  

The purpose of this précis is to provide assurance to the Clinical Commissioning 
Group Governing Body that safe effective services are being commissioned and 
that where primary areas of concern or risk have been identified that robust actions 
have been taken and appropriate assurance obtained.    

This précis highlights the work undertaken by the Quality and Patient Safety 
Committee (Q&PSC) during June and July 2015 in ensuring that concerns/ risks 
have been identified and are being managed accordingly.  
  
Quality v CIP Assurance 
A verbal update was provided to the Committee which detailed the processes 
undertaken to understand quality monitoring which is linked with cost 
improvement programmes and how exception reporting is monitored in year.  The 
Committee was informed that Northumberland Tyne and Wear NHS Foundation 
Trust (NTWFT) have a robust benefit realisation plan with ongoing monitoring.  
Work is being completed with the principal community pathways and exception 
reporting provided through the Quality Review Group (QRG).  
Issue: It was noted there are significant financial challenges for South Tyneside 
NHS Foundation Trust and there is a need to carry out service reviews in year, 
therefore full assurance could not be given to their plans until the reviews are 
complete and potential consequences understood.   
Action: Due to clinical involvement, all the schemes which were part of the cost 
improvement programmes were RAG rated green following the assessments and 
they will be monitored regularly in year. 
 
Clinical Quality and Safety Report  North East Ambulance Service NHS 
Foundation Trust (NEASFT) 
The key highlights from the May 2015 QRG were discussed. 
Issue: Workforce issues due to the national shortage of paramedics, high attrition 
rates and the move to a 3 year training programme.  
Action: The Committee was advised that NEASFT are working closely with Health 
Education North East (HENE) and continuing to pursue recruitment opportunities 
locally, nationally and internationally.  . 
Clinical Quality and Safety Report – NTWFT.  
It was noted that the Trust will be providing CCG level detail for future QRG reports, 
which will subsequently be provided to the QPSC.  It was also noted that the 
NTWFT QRG has been operational for 12 months and there will be a Governance 
review undertaken for this group.  
Issue: CYPS RTT -Further information and assurance was requested with regards 
to CYPS referral to treatment performance targets. 
 

REPORT CLASSIFICATION – please refer to 

Report Classification Guidance and check appropriate box below 
 NHS Official  
 NHS Protect 
 Public 

Agenda item  2014/78 
Enclosure  01 
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Quarterly Quality action plan update  
The Committee were updated on the progress against the action plan, including 
the updating of 6 actions and the addition of 2 new actions including consideration 
of the recommendations of the Kirkup Report (March 2015) and implementation of 
the revised Serious Incident and Never Event Framework (March 2015). 
 
Quality in Care Homes  
A report was presented to the June 2015 formal committee, followed by a 
presentation to the July informal committee, to detail how the clinical quality element 
has been included in the current quality monitoring arrangements carried out by the 
Local Authority on behalf of STCCG as part of the Section 75 agreement.  The 
report is the first outcome of the Clinical Quality monitoring. Agreement has been 
made with the care homes on the approach taken for this year which involves the 
use of two separate monitoring tools, with the intention of one integrated tool in use 
by 2016/17, to be included in the contact arrangements with the homes, however 
this requires agreement from the providers. The next steps are to moderate the 
scores from the monitoring visits, although the clinical quality scoring will not 
influence the payment banding this year. Feedback to be given to the homes 
involved, including actions plans for improvement where required.. 
Issue: The report highlights the proposed closure of a care home by the owner.   
Action: A meeting was held with residents and there is clarity required on the 
strategic direction due to contracts in place. Further guidance/update is being 
awaited.  
 
Quality in primary care  
The Committee was advised that there is a Joint Primary Care Commissioning 
Group with NHS England in place and the CCG is working with NHS England to 
implement level 2 co-commissioning arrangements. Internal work is being 
undertaken to determine the type of quality information that is going to be reported 
to the Committee. 
 
Quality and safety risk management report  
It was noted that, following the review of the risk register, the report received at the 
June 2015 Committee did not contain revised wording and would be revised for 
subsequent reports. The residual risk ratings on risks 244 (MRSA - failure (PCT or 
FT) to maintain 0 case trajectory. Performance target, associated with CCG quality 
premium payment) and 807 (The death of a child or adult at risk where concerns 
are raised as to how agencies worked together to safeguard and protect), recorded 
under the Quality and Safeguarding delivery area, have both decreased. 244 has 
decreased from 20 (Extreme) to 6 (Moderate) and 807 from 16 (Extreme) to 12 
(High). The reduction in risk 244 is due to there now being separate risks for MRSA 
and Cdifficile, which will be reviewed and updated separately from now on. The 
reduction in risk 807 is due to the controls in place for undertaking and reviewing 
SAR /SCR /DHR - however the residual risk will never be eliminated due to the 
ongoing identification of new reviews at any time. The Committee discussed the 
downgrading of 244 and agreed that it should remain at 9. 
 
Safeguarding highlight report  
The highlight report for April / May 2015 was presented and the updated joint 
escalation process was discussed.  
 
Continuing Healthcare Update 
Issues: The outcome letters following the CHC decision making process; the 
changing requirements of patients where community provision can no longer meet 
their needs and therefore need to be placed out of area which results in high costs, 
impacting on the patient and their families. 



 

Action: It was noted that there is Regional work being under taken around fast 
track.   
 
In addition it  was also noted that the CHC team has been allocated into two teams 
to deal with the backlog and current referrals separately which was previously on 
110 days and has been reduced to 49 days.  There is continuous work being done 
to achieve the 28 day target and this is being closely monitored. There is a 
requirement to capture the date for dispute process and this information will be fed 
back to the committee. 
 
Transforming Care Update 
The Committee received an update report and draft plan describing how local 
services will be transformed so that people no longer have to live inappropriately in 
hospitals when they could live in their own home or alternative accommodation and 
that they feel supported to do this successfully. Outlined in the plan is the Clinical 
Commissioning Group and Councils commitment to working with individuals and 
families to put patients at the centre of care services.  
Issue: It was noted that the action plan was high level. 
Action: The Committee were advised that all the individuals have had an 
assessment completed and confirmed that an anonymized reports can be provided 
as assurance. 
 
Cumbria North East NHS England Quality Surveillance Group (QSG) 
Feedback was provided on the QSG which focused on mortality. The QSG have 
received STCCG and STFT assurances and it was agreed this could be monitored 
in the Quality Review Group. Feedback from NHSE has been provided to STFT that 
the Trust that may be required to give additional assurance directly to NHSE.  
 
Minutes Received and endorsed 
HCAI Improvement group; Medicines Optimisation; South Tyneside Cancer 
Locality group 
 
Annual reviews of Terms of Reference and Effectiveness: 
Quality and Patient Safety Committee.  
Issue: This report was presented the Governing Body in May 2015 and the formal 
committee requested that the actions be reviewed.   
Action: The review occurred at the informal Committee in July 2015, where it was 
noted that revised dates for the meetings are being discussed to ensure that there 
is representation to include the Secondary Care Consultant. It was agreed that the 
annual reviews needs to be completed earlier in order to get more timely feedback. 
The cycle of business is to be amended to reflect this 
Cancer Locality Group. 
Issue: The questionnaire was disseminated and 2/13 responses were received.   
Action: It was agreed that next year the process will be completed sooner to 
facilitate a more fulsome response. 
Joint Strategic Safeguarding Group - the summary of the group work completed 
during 14/15 was presented.  The Terms of Reference for the Sunderland and 
STCCG reporting arrangements were also included and approved  
 
Serious Incidents and Never Event Guidance 
Summary of the revisions to the guidance and subsequent changes to process was 
presented to the Committee, which were noted. 
 
 
 
 



 

Quality and Equality Impact Assessment  
This document was originally discussed at the March Informal QRG where it was 
agreed to draft a joint combined quality and equality impact assessment tool.  The 
committee was asked to review and suggest any amendments/recommendations.  
Action: The role of the Director of Nursing, Quality and Safety was to be added and 
an implementation and engagement plan developed to ensure the approach is 
embedded in the work of the CCG as outlined within the Quality Strategy. 
 
Key Risks  

 Continuing Healthcare 

 Quality in Care Homes 
 

Copies of the minutes of the formal Q&PSC, held on the 17th June 2015 
(Appendix A) and the minutes of the informal Q&PSC held on the 15th July 2015 
(Appendix B) are attached.  
 

The Governing Body is asked to:  
 

 Receive this update as assurance that the Quality and Patient Safety 
Committee is discharging its responsibility in ensuring that residents of 
South Tyneside CCG receive safe, effective care from CCG 
commissioned services and that appropriate assurances have been 
sought and actions taken were necessary.    

 

  
 

FINANCIAL IMPLICATIONS / 

RISKS 

 

None 

EQUALITY IMPACT 

ASSESSMENT 

COMPLETED 

Has an Equality Impact Assessment 

been completed using the equality 

impact tool ensuring that no persons 

are adversely affected as required 

by the Equality Act 2010 

 

Please check the relevant box by 

double clicking on the box and 

selecting “checked” under the default 

value heading – only one box should 

be checked. 

NO YES 

  

If no please specify the reason why: 

 

If yes please attach a copy of the completed 

assessment to the back of your report 

 

PURPOSE OF REPORT: 

(checking box instructions as above) 

 

For Information 

 

For Approval 

To Note 
For Decision 

   

SPONSORING LEAD 

DIRECTOR’S SIGNATURE:  
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Premium. The report provides threshold, actual and year to date 
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FINANCIAL IMPLICATIONS / 

RISKS 

 

 

No risks identified 

EQUALITY IMPACT 

ASSESSMENT COMPLETED 

Has an Equality Impact Assessment been 

completed using the equality impact tool 

ensuring that no persons are adversely 

affected as required by the Equality Act 

2010 

 

Please check the relevant box by double 

clicking on the box and selecting 

“checked” under the default value heading 

– only one box should be checked. 

NO YES 

X  

If no please specify the reason 

why: 

This is a position statement 

against a national dataset which 

in itself will have been subject to 

an Equality Impact Analysis at 

national level. 

 

If yes please attach a copy of the completed 

assessment to the back of your report 

PURPOSE OF REPORT: 

(checking box instructions as 

above) 

 

For Information 

 

For Approval 

To Note 
For Decision 

 X  

SPONSORING LEAD 

DIRECTOR’S SIGNATURE: 
 

  

REPORT CLASSIFICATION – please refer to Report 

Classification Guidance and check appropriate box below 
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Introduction: 
 

The following report provides a summary of the performance at CCG level for NHS 
Constitution Indicators, CCG Outcome Indicators and CCG Quality Premium.  
 
This includes a highlight report indicating changes since last report and dashboards with 
thresholds, actual and year to date performance with a trend line based on the last 4 
available data points. In addition risk to year end performance is RAG rated.  
 
Where an indicator is identified as being red, additional information is provided describing 
the issue and actions being taken to recover performance. 
 
Highlight Report:  
 

NHS Constitution Indicators:  Changes since last report  

 
6 are rated red 
(1 RTT admitted, 1 
Diagnostics, 1 A&E targets, 2 
Cancer, 1 MSA)  

 Mixed Sex Accommodation 
 One 52+ week waiter 
 Diagnostic waits 
 31 day sub cancer – Drugs 
 Cat A (Red 2) 

  
17 are rated green 

  

CCG Outcome Indicators:  Changes since last report  

 
6 are rated red 
(3 Emergency admission 
targets, 1 Long term 
conditions target, 1 FFT, 1 
HCAI target)  

 Family and Friends Test A&E response rate 
 Unplanned hospitalisation for chronic ambulatory 

care sensitive conditions 
 

 
12 are rate green 

 

Aaron Tucker 
Commissioning Manager 
September 2015 
  

NHS South Tyneside CCG Performance Report  

September 2015 
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NHS Constitution Dashboard: 

Monthly Year end

Trend risk

assessment

% of patients initial treatment within 18 weeks for admitted pathways 90.0% 89.8% 89.3%

% of patients initial treatment within 18 weeks for non- admitted pathways 95.0% 97.6% 97.8%

% patients waiting for initial treatment on incomplete pathways within 18 

weeks
92.0% 95.0% 95.0%

Number of patients waiting more than 52 weeks for treatment 0 0 1

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

audiology)
Jul-15 1.00% 2.5% 2.5%

% patients spending 4 hrs or less in A&E or minor injury unit 95.0% 95.0% 93.1%

Over 12 hour trolley waits 0 0 0

% patients spending 4 hrs or less in A&E or minor injury unit 95.0% 96.1% 95.4%

Over 12 hour trolley waits 0 0 0

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

cancer
93.0% 95.7% 94.8%

% of patients seen within 2 weeks of an urgent referral for breast symptoms 93.0% 93.8% 90.6%

% of patients treated within 31 days of a cancer diagnosis 96.0% 100.0% 98.8%

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

surgery
94.0% 100.0% 100.0%

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

drugs
98.0% 96.7% 99.2%

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

radiotherapy
94.0% 97.1% 98.0%

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

cancer
85.0% 87.8% 88.1%

 % of patients treated within 62-day of referral from an NHS cancer 

screening service
90.0% 100.0% 100.0%

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

upgrade status
N/A N/A 50.0%

Category A (Red 1) 8 minute response time 75.0% 75.0% 81.6%

Category A (Red 2) 8 minute response time 75.0% 74.8% 76.9%

Category A 19 minute transportation time 95.0% 96.8% 97.0%

Mixed Sex 

accommodation
Mixed Sex accommodation - number of unjustified breaches Jul-15 0 0 1

Care Programme 

Approach

% people followed up within 7 days of discharge from psychiatric in patient 

care
Q1 2015/16 95.0% 100.0% 100.0%

6 Week wait IAPT treatment Apr-15 75% 100.0% 100.0%

18 Week wait IAPT treatment Apr-15 95% 100.0% 100.0%

Ended referrals

Easrly intervention in psychosis - % with 1st episode treated within 2 weeks

% of acute trusts with an effective model of liaison psychiatry

Mental Health

Indicator in development

Indicator in development

Jul-15

Aug-15

A&E  - South 

Tyneside FT

A&E - City 

Hospitals 

Sunderland

Jul-15

Threshold Actual YTD

NHS South Tyneside CCG Performance Indicators 2015/16 - NHS Constitution

Latest Data 

Period
Indicators Indicator Description

Referral to 

treatment access 

times

Ambulance

Cancer Waits

Jul-15
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NHS Constitution dashboard - exception report 

Performance area Issues and risks Key actions 

RTT - % of patients 

initial treatment within 

18 weeks for admitted 

pathways 

 This indicator has fallen 
below 90% target. 

 In July this indicator has fallen below target to 89.8%.  

 Breaches continue to be with CHS and Newcastle. Specialities include 

ENT, Urology and T&O at CHS.  

 Breaches at Sunderland and Newcastle have been raised with respective 

CCGs to seek assurance and recovery actions.  

 Note the admitted and non-admitted operational standards are being 
abolished. The incomplete standard will become the sole measure of 
patients’ constitutional right to start treatment within 18 weeks. (NHS 
England letter 24 June 2015. Gateway Reference: 03615) and from this 
perspective STCCG would be fully compliant with 92% standard, current 
performance is 95%.  

 NHS England are considering whether further changes need to be made 
to the CCG Quality Premium scheme as a consequence of these 
changes to RTT standards. 

RTT - Patients waiting 

more than 52 weeks for 

treatment 

 1 52+ week waiter reported 
in June 

 A South Tyneside CCG patient has been reported in June as waiting 
more than 52 weeks. The patient was a complex spinal patient requiring 
a full days theatre list. The FT had been in contact with the patient over 
the past few months to identify a suitable date. The patient was seen on 
16 July. Whilst this indicator will remain on the dashboard for the rest of 
15/16 it is important to note that the issue has been resolved. 

Diagnostic Waits - 1% 

tolerance 

 This indicaor is rated red in 
July at 2.5% 

 Performance fell below target in July with just over 2.5% of patients 
waiting +6weeks. 33 patients waiting over 6 weeks in echocardiography  
with 4 patients waiting over 13 weeks. All patients are waiting at GHFT 
which is experiencing problems in this area. 

 21 patients were waiting +6 weeks for non-obsteric ultrasound. Again all 
patients are waiting at Gateshead Health FT. 

 The FT have taken the following steps to improve performance: 
o Full time locum now in post with immediate effect for 8 weeks 
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NHS Constitution dashboard - exception report 

Performance area Issues and risks Key actions 

contract 
o Additional locums in place each providing 1 day a week on a Monday 

and Friday;  
o One of the 2 long term sick staff returned beginning of August;   
o The FT has re-commissioned a third echo machine and a third room 

to increase throughput is now available; 
o There has been a review of the booking systems for open access 

echos and Outpatient referrals.  This has now been centralised and 
standardised; 

o GHFT are producing weekly trajectories and are are working towards 
being back on track from October/November 2015. 

A&E 4 hour wait – 

South Tyneside FT  

 This indicator is rated red 
July ytd 93.1% of patients 
seen within 4 hours against 
a target of 95%. 

 The South Tyneside Foundation Trust is below target year to date.  

 However the FT has achived the standard in July (95.0%) and local data 
shows that August has also been achieved (96.3%) and September 
performance continues to be good.  

 The Systems Resilience Group continues to use its approved action plan 
for recovery of the A&E target. This plan focuses on a range of whole 
system  actions including; 

• Improved discharge arrangements over a weekend   
• STFT to lead and run a PERFECT WEEK OF DISCHARGES week 

of 16th September 
• The SRG continues to have oversight of resilience schemes for 

2015/16  
• Audit of  >75s cohort to understand acuity issues/tipping points & 

whether non elective admission preventable 

Cancer - % of patients 

seen within 2 weeks of 

an urgent referral for 

breast symptoms 

 July performance 93.8% 
met national standard  

 YTD date performance is 
below the 93% standard  

 Whilst July performance met the national standards it should be noted 
that  due to poor performance in previous months the CCG is below the 
93% standard on a year to date basis. 
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NHS Constitution dashboard - exception report 

Performance area Issues and risks Key actions 

Cancer % of patients 

receiving subsequent 

treatment for cancer 

within 31 days - drugs 

 The target of 98% was 
breached in July. 

 96.7% of patients were seen within target. 29 of the 30 patients were 
seen; 1 patients breached at GHFT due to delay in FEC chemotherapy. 

 We are seeking assurance that the FT has appropriate mitigations in 
place subject to RCA. 

Category A (Red 1) 8 

minute response time 

- NEAS 

 Red 1 target of 75%  was 
not achieved 2014/15. 
Target was breached in 
August 74.9% 
 

 National shortage of paramedics. 

 NHSE Performance summit to be held with local and national NHSE 
resilience teams present.  

 Failure of this target will reduced the CCGs Quality Premium by 20%. 
 

Mixed Sex 

accommodation - 

number of unjustified 

breaches 

 1 breach of the standard 
occurred in June 2015. 

 In June one patient breached at STFT.  

 This was raised at the contract review meeting with the Trust 23rd July.  

 The patient was in HDU at STFT. The FT were unable to find a bed 
outside of HDU within the escalation period as the patients condition 
improved, however, at the point that they were deemed to no longer 
require HDU care, a breach occurred. 
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CCG Outcome Dashboard: 

NHS Outcomes Framework Dashboard: 

Dashboard: 

Threshold date Threshold
Latest Data 

Period
Actual

Risk 

Assessment

Under 75% mortality rate from cardiovascular disease 82.4 80.7

Under 75% mortality rate from respiratory disease 49.0 39.6

Under 75% mortality rate from liver disease 27.2 16.5

Under 75% mortality rate from cancer 165.1 156.3

Emergency admissions for alcohol-related liver disease July 2015 ytd 12.6 July 2015 ytd 24.1

Health related quality of life for people with LTC TBC
Data still to be 

sourced

Proportion of people feeling supported to manage their long term condition Mar-12 74.41 Mar-13 72.7%

Unplanned hospitalisation for chronic ambulatory care sensitive conditions July 2015 ytd 345.8 July 2015 ytd 394.2

Unplanned hospitalisation for asthma, diabetes and epilepsy (under 19s) July 2015 ytd 146.1 July 2015 ytd 102.2

Estimated diagnosis rate for people with dementia Mar-15 72.5% March 2015 ytd 73.1%

Emergency admissions for acute conditions that would not usually require hospital 

admission 
July 2015 ytd 604.6 July 2015 ytd 595.2

Emergency readmissions within 30 days of discharge from hospital June 2015 ytd 14.57% June 2015 ytd 15.21%

Total health gain assessed from patients i. hip replacements 0.41 0.38

Total health gain assessed from patients  ii.knee replacements 0.29 0.27

Total health gain assessed from patients  iii Groin Hernia 0.08 0.08

Total health gain assessed from patients  iv varicose veins 0.06 0.00

Emergency admissions for children with LRTI July 2015 ytd 67.2 July 2015 ytd 33.1

NHS South Tyneside CCG Performance Indicators 2015/16 - Outcomes Framework

Enhancing Quality of life for 

people with LTC

Indicators Indicator Description
NHS South Tyneside CCG

Mar-13

20132012

Helping people recover from 

episodes of ill health or following 

injury

Preventing people from dying 

prematurely

2011/12
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Patient experience of GP OOHs services Sep-14 67.1% Mar-15 64.3%

Satisfaction with the quality of consultation at the GP practice Sep-14 451.48 Mar-15 448.53

Satisfaction with the overall care received at the surgery Sep-14 90.6% Mar-15 89.3%

Satisfaction with accessing primary care Sep-14 79.8% Mar-15 78.9%

Patient experience of hospital care 2012/13 76.5 2013/14 78.9

Friends and family test  Response rate - A&E Jul-15 15.0% Jul-15 14.8%

Friends and family test  Response rate - IP Jul-15 15.0% Jul-15 36.9%

Friends and family test  Response rate - Maternity
started in Oct -

13

Friends and family test % recommended - A&E Jul-15 n/a Jul-15 90.9%

Friends and family test  % recommended - IP Jul-15 n/a Jul-15 96.1%

Friends and family test  Score - Maternity
started in Oct -

13

Increase percentage people with anxiety  disorders and depression who access 

psychological therapies (IAPT) 
July 2015 ytd 5.00% July 2015 ytd 5.90%

IAPT Recovery Rate July 2015 ytd 50% July 2015 ytd 50.36%

Incidence of MRSA (QP) July 2015 ytd 0 July 2015 ytd 0

Incidence of C Diff (QP) July 2015 ytd 17 July 2015 ytd 27

NHS South Tyneside CCG Performance Indicators 2015/16 - Outcomes Framework

Treating and caring for people 

and protecting from avoidable 

harm

Positive Experience of care
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NHS Outcomes Framework Exception Report 

Performance Area Issues and Risks Key Actions 

Emergency admissions 

for alcohol-related liver 

disease 

 This indicator is above 
target in July. 

 The CCG are reporting 15.21% compared to a target of 14.57% 

 NECS are currently investigating the increase in activity. 

Proportion of people 

feeling supported to 

manage their long term 

condition 

 This indicator is below 
target. 

 This is annual indicator and we have been red since it was published 

last year. We are currently awaiting the publication of new data in the 

autumn.  

 This indicator will remain on the dashboard for the rest of 15/16.  

Emergency admissions -

Unplanned hospitalisation 

for chronic ambulatory 

care sensitive conditions   

 This indicator is above 
trajectory year to date in 
July, 394.2 against a 
year to date target of 
345.8 

 This relates to 661 admissions 2015/16 compared to 572 admissions for 

the same period 2014/15. An increase of 89 patients. 

 Admissions include; 208 COPD; 79 Angina; 73 Diabetes; 69 CGH; 68 

Flutter. Most patients, 608 in total, were seen at STFT, 20 at CHSFT, 15 

at NUTHFT, 9 at GHFT and 9 out of area.  

 It is worth noting that the CCG’s own local target to increase pulmonary 

rehab uptake has performed well at 61.5% increase against a targeted 

improvement of 30.4%; this should improve health outcomes for those 

with CoPD.  

 Issues in relation to CVD and respiratory disease will be further taken 

into account during the planning round for 16/17. 

Friends and Family test - 

A&E and inpatients 

 This indicator continues 
to be green for most 
parts. 
The response rate for 
A&E was above the 15% 
recommended rate in 

 The percentage who would recommend STFT in July was 90.9% for 
A&E services and 96.1% for Inpatient services.  

 In July the inpatient response rate was 36.9%, but the A&E response 
rate fell below the mandated rate of 15%, to 14.8%. 

 A&E has been highlighted as an area of priority for STFT. A recovery 
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NHS Outcomes Framework Exception Report 

Performance Area Issues and Risks Key Actions 

April and May, but fell 
below 15% in June and 
July. 

plan for FFT was put in place in July 2014.  

 Scrutiny of this continues via CCG Quality routes and further detail is 

provided in the GB Quality Report. 

IAPT – Access and 

Recovery rate 
 These indicators continue 

to be green year to date, 
however is included here 
due to previous 
performance issues. 

 IAPT performance in July is above the target of 5.0% at 5.9%.  

 50% recovery trajectory is also above target with a recovery rate of 

50.36% in July. 

 

Dementia Diagnosis   This indicator has been 
achieved and this good 
performance is worthy of 
note. 

 The CCG’s performance against the dementia diagnosis standard 

continues to be a good news story with the diagnosis rate reported as 

73.1% in March, exceeding the target for the year of 72.5%. 

Local Quality Premium - 

People with COPD and 

Medical Research Council 

(MRC) Dyspnoea Scale >3 

referred to a pulmonary 

rehabilitation programme 

(Target 30.4%) 

 This indicator has been 
achieved and this good 
performance is worthy of 
note. 

 2014/15 COPD target of 30.4% has been exceeded with an outstanding 

performance of 61.5% reported March 2015. 

HCAI – C.DIff infections  

 

 The CCG has 27 cases of 
C.Diff year to date 
compared to trajectory of 
17 July. 

 

 STFT has breached the CDiff trajectory for May ytd with 3 cases 

compared to   a tolerance of 1. 

 Of the 27 cases assigned to the CCG, 14 were community acquired. 

 Scrutiny of this continues via CCG Quality routes and further detail is 

provided in the GB Quality Report. 
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This dashboard shows the CCG’s position against the Quality Premium, payment for which is made in 2016/17 in relation to this year’s 

performance.  

The below table describes the indicators that have been selected for 2015/16 quality premium. In a change to previous years the CCG has 

been asked to select 3 Urgent and Emergency Care measures, 2 mental health measures as well as 2 local measures. 

CCG Quality Premium Dashboard: 

CCG Population 148,788

Measure

Title of Measure

% of 

quality 

premium

Value for 

CCG's
Threshold for success Latest Data

Measure 

Achieved

Eligible QP 

Funding

Reducing potential years life lost 10.00%  £     74,394 1.2%  reduction or more required 2012 -2015
2,278 (2013) compared 

to 2,451.7 (2012)
 £            74,394 

Improving antibiotic prescribing in primary and secondary 

care (reduction required across 3 categories) 
10.00%  £     74,394 

Reduction in the number of antibiotics prescribed, and 

proportion of broad spectrum antibiotics in primary 

care; secondary care providers validating their total 

antibiotic prescription data

Q1 2015/16                 

'Part A 0.28                

Part B 5.97

 £            74,394 

Reduction in avoidable emergency admissions 10.00%  £     74,394 0% or reduction required compared to 2012/13
July ytd 995.2 compared 

to Target 959.6
 £         74,394 

Increasing the number of patients admitted for non- 

elective reasons discharged at weekends or bank 

holidays.

10.00%  £     74,394  At least 0.5% higher or >30% in 2015/16
May ytd discharges - 

20%
 £         74,394 

Delayed transfers of care which are an NHS responsibility 10.00%  £     74,394 Reduction 2015/6 against 2014/15  £         74,394 

Reduction in the number of patients attending A&E 

departments for mental health related needs who wait more 

than four hours to be treated and discharged  or admitted 

(minimum 95%) together with  a defined improvement in 

coding of patients attending A&E. (minimum 90%) 

20.00%  £   148,788 4 hour wait 95% and coding 90% May ytd coding 84.7%  £       148,788 

Reduction in the number of people with severe mental 

illness who are currently smokers
10.00%  £     74,394 

Reduction in smoking rates between 31 March 2015 

and 31 March 2016.
 £         74,394 

10.00%  £     74,394 

People with COPD and Medical Research Council 

(MRC) Dyspnoea Scale >3 referred to a pulmonary 

rehabilitation programme 

March 2015 61.5%  £         74,394 

10.00%  £     74,394 Cancer: early detection  £         74,394 

TOTAL 100%  £   743,940  £       743,940 

Measure 

Achieved
Comments Adjustment to funding

YTD
89.3% July 15 YTD

10%

YTD
97.8% July 15 YTD

10%

YTD 95.0% July 15 YTD 10%

YTD 93.7% July 15 YTD 30%

YTD 94.8% July 15 YTD 20%

YTD 74.9% Aug 15 YTD 20%

Total Adjustment

Revised Total

Ma
nd
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d
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ge

nt
 &

 E
me

rg
en

cy
 C

ar
e

Me
nt

al 
He

alt
h

 £                                        -   

NHS South Tyneside CCG Quality Premium 2015/16

A&E Waits (mapped data target - 95%)

Cancer waits - 2WW (Target 93%)

Category A Red 1 ambulance calls (NEAS target 75%)

 £                                        -   

 £                           743,940.00 

Further local measure agreed by CCG and local Health 

and Wellbeing Board with NHS EnglandLo
ca

l

 £                                        -   

AchievementValue

Quality Premium Funding 

Adjustment

 £                                        -   

 £                                        -   

% patients waiting for initial treatment on admitted pathways within 18 

weeks (90%)  £                                        -   

 £                                        -   

% patients waiting for initial treatment on non-admitted pathways within 

18 weeks (95%)

NHS Constitutional rights and pledges

Referral to treatment times (18weeks)(Incomplete pathways 92%)
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Quality premium conditions:   

 

If the above conditions are not met at year end the CCG will see the final QP financial pot reduced by a proportion described in the adjustment 

to funding column.  

For example if the CCG had earned the full £743,940 through hitting all the QP targets, but failed to meet  the 18 Week standard for admitted 

pathways and the A&E 4 hours standard, we would see the financial pot reduced by 30% to £520,758  

This year’s quality premium takes into account 2 RTT standards, both the “admitted pathways” and the “incomplete pathways” standard, this is 

due to a change in focus on RTT standards centrally with a move to monitoring the “incomplete pathways” more closely      

  

CCG Population 148,788

Measure

Title of Measure

% of 

quality 

premium

Value for 

CCG's
Threshold for success Latest Data

Measure 

Achieved

Eligible QP 

Funding

Reducing potential years life lost 10.00%  £     74,394 1.2%  reduction or more required 2012 -2015
2,278 (2013) compared 

to 2,451.7 (2012)
 £            74,394 

Improving antibiotic prescribing in primary and secondary 

care (reduction required across 3 categories) 
10.00%  £     74,394 

Reduction in the number of antibiotics prescribed, and 

proportion of broad spectrum antibiotics in primary 

care; secondary care providers validating their total 

antibiotic prescription data

Q1 2015/16                 

'Part A 0.28                

Part B 5.97

 £            74,394 

Reduction in avoidable emergency admissions 10.00%  £     74,394 0% or reduction required compared to 2012/13
July ytd 995.2 compared 

to Target 959.6
 £         74,394 

Increasing the number of patients admitted for non- 

elective reasons discharged at weekends or bank 

holidays.

10.00%  £     74,394  At least 0.5% higher or >30% in 2015/16
May ytd discharges - 

20%
 £         74,394 

Delayed transfers of care which are an NHS responsibility 10.00%  £     74,394 Reduction 2015/6 against 2014/15  £         74,394 

Reduction in the number of patients attending A&E 

departments for mental health related needs who wait more 

than four hours to be treated and discharged  or admitted 

(minimum 95%) together with  a defined improvement in 

coding of patients attending A&E. (minimum 90%) 

20.00%  £   148,788 4 hour wait 95% and coding 90% May ytd coding 84.7%  £       148,788 

Reduction in the number of people with severe mental 

illness who are currently smokers
10.00%  £     74,394 

Reduction in smoking rates between 31 March 2015 

and 31 March 2016.
 £         74,394 

10.00%  £     74,394 

People with COPD and Medical Research Council 

(MRC) Dyspnoea Scale >3 referred to a pulmonary 

rehabilitation programme 

March 2015 61.5%  £         74,394 

10.00%  £     74,394 Cancer: early detection  £         74,394 

TOTAL 100%  £   743,940  £       743,940 

Measure 

Achieved
Comments Adjustment to funding

YTD
89.3% July 15 YTD

10%

YTD
97.8% July 15 YTD

10%

YTD 95.0% July 15 YTD 10%

YTD 93.7% July 15 YTD 30%

YTD 94.8% July 15 YTD 20%

YTD 74.9% Aug 15 YTD 20%

Total Adjustment

Revised Total

M
an
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d
U
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t &
 E

m
er

ge
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y 
C

ar
e

M
en

ta
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 £                                        -   

NHS South Tyneside CCG Quality Premium 2015/16

A&E Waits (mapped data target - 95%)

Cancer waits - 2WW (Target 93%)

Category A Red 1 ambulance calls (NEAS target 75%)

 £                                        -   

 £                           743,940.00 

Further local measure agreed by CCG and local Health 

and Wellbeing Board with NHS EnglandLo
ca

l

 £                                        -   

AchievementValue

Quality Premium Funding 

Adjustment

 £                                        -   

 £                                        -   

% patients waiting for initial treatment on admitted pathways within 18 

weeks (90%)  £                                        -   

 £                                        -   

% patients waiting for initial treatment on non-admitted pathways within 

18 weeks (95%)

NHS Constitutional rights and pledges

Referral to treatment times (18weeks)(Incomplete pathways 92%)
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Finance Report Month 4 (July) 2015/16 
 

1. Reason for the Report 
 

The purpose of this document is to;  
 

 Report on the financial position for the four months ended 31st July 2015 and 
provide the forecast position for 2015/16. 
 

 Provide a summary of Primary Care Co-commissioned budgets for information. 
 

 Provide assurance to the Governing Body of the CCG on delivery against key 
financial performance targets in 2015/16.   
 

2. Current Performance 
 
The 2015/16 planned financial performance for South Tyneside CCG is a surplus of 
£2,464k – equivalent to 1% of the CCG allocation.  Below is a summary of the overall 
position as reported nationally. This report then provides a more detailed breakdown 
by service area, including running costs and primary care co-commissioning.  
 
Additional analysis is included in the appendices to this document as follows: 
 

 Appendix 1 – Financial Targets 

 Appendix 2 – DoH in year allocations 

 Appendix 2 – In year budget movements 

 Appendix 3 - Better payment practice code 
 
 

 

YTD Budget 

£'000

YTD Actual 

£'000

YTD Variance 

(Under)/ 

Overspend 

£'000

Annual 

budget £'000

 Forecast 

Outturn £'000

Forecast 

Variance 

(Under)/ 

Overspend 

£'000 RAG 

rated
TOTAL ACUTE 43,105 43,814 709 129,317 131,106 1,789

TOTAL MENTAL HEALTH 8,312 8,429 117 24,936 24,919 (17)

TOTAL COMMUNITY 3,897 3,940 43 11,690 11,928 238

TOTAL BETTER CARE FUND 4,197 4,197 0 12,591 12,591 0

TOTAL CONTINUNG CARE 6,559 7,391 832 17,792 20,287 2,496

TOTAL PRIMARY CARE 10,934 11,107 173 32,804 33,170 366

TOTAL CORPORATE 1,423 1,440 17 4,268 4,120 (149)

TOTAL RESERVES 2,411 (732) (3,142) 7,230 151 (7,079)

TOTAL RUNNING COSTS 1,105 1,032 (74) 3,316 3,233 (83)

81,943 80,618 (1,325) 243,944 241,505 (2,439)
FOR INFORMATION 

TOTAL PRIMARY CARE CO-COMMISSIONING BUDGET 6,005,231 5,914,186 (91,045) 18,016,652 17,743,163 (273,489)

INCOME AND EXPENDITURE REPORT FOR SOUTH TYNESIDE CCG

YTD AND FORECAST POSITION FOR THE FOUR MONTHS TO 31ST JULY 2015
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Headlines   

 The month 04 position shows an over-spend for year to date with a forecast 
overspend of £1,789k.  This is due to; 

 Forecast over performance with City Hospitals Sunderland of £631k.  This is being 
investigated by NECS colleagues to ascertain the reason for the over performance 
and we should have a greater understanding by next month.  

 Forecast over performance with South Tyneside FT.  This is in the main due to non 
elective activity and A&E attendances. Part of this over performance will be funded 
from the BCF reserve.   

 
Risks 

 1325 Over performance on acute contracts – monitored monthly at Executive 
Committee, Contract Operational Group and bi-monthly at Governing Body. 

 
 
 

 

 
 
Headlines   

 The month 04 position shows an improvement on month 03 with the total mental 
health forecast being an underspend of £17k 
 

Risks 

 1324 Out of Area Placements, new arrangements in place with NTW to manage and 
repatriate out of area patients - monitored monthly through the contracting route.   

ACUTE SERVICES (Including 

Ambulance services)

YTD Budget 

£'000

YTD Actual 

£'000

YTD Variance 

(Under)/ 

Overspend 

£'000

Annual 

budget £'000

 Forecast 

Outturn £'000

Forecast 

Variance 

(Under)/ 

Overspend 

£'000 RAG 

rated Forecast Trend

South Tyneside NHS Foundation Trust 24,903 25,247 344 74,710 75,741 1,031

City Hospitals Sunderland NHS Foundation Trust 7,341 7,546 205 22,023 22,653 631

New castle Upon Tyne Hospitals NHS Foundation Trust 3,713 3,713 0 11,138 11,138 0

Gateshead Health NHS Foundation Trust 2,613 2,613 (0) 7,840 7,844 3

County Durham & Darlington NHS Foundation Trust 473 512 39 1,419 1,536 117

Northumbria Healthcare NHS Foundation Trust 189 176 (12) 566 480 (86)

North East Ambulance Service NHS Foundation Trust 1,605 1,576 (29) 4,814 4,854 40

Spire Healthcare 200 212 12 601 636 36

Transformation Fund 97 97 0 291 291 0

Other Acute Providers 70 65 (5) 210 123 (87)

Readmissions 462 458 (3) 1,385 1,380 (4)

Planned Care 0 0 0 0 0 0

Clinical Assessment and Treatment Centres 466 442 (24) 1,399 1,361 (38)

Urgent Care 0 0 0 0 0 0

Winter Pressures 416 416 (0) 1,248 1,248 0

Non Contract Activity 557 741 183 1,673 1,821 148

TOTAL ACUTE 43,105 43,814 709 129,317 131,106 1,789

MENTAL HEALTH SERVICES

YTD Budget 

£'000

YTD Actual 

£'000

YTD Variance 

(Under)/ 

Overspend 

£'000

Annual 

budget £'000

 Forecast 

Outturn £'000

Forecast 

Variance 

(Under)/ 

Overspend 

£'000 RAG 

rated Forecast Trend
Northumberland, Tyne and Wear NHS Foundation Trust 7,340 7,410 70 22,020 22,039 19

Tees, Esk and Wear Valleys NHS Foundation Trust 0 4 4 0 0 0

Other Providers / NCAs 424 466 42 1,272 1,236 (36)

CAMHS 548 548 0 1,644 1,644 0

TOTAL MENTAL HEALTH 8,312 8,429 117 24,936 24,919 (17)



Page | 3 

 

 

 

 
  
Headlines 

 There is a slight over performance indicated at month 04 for the AQP contracts.  
These are activity based contracts and can fluctuate month on month.  We expect 
the forecast to stabilise once the new specifications are implemented for some AQP 
services later in the year. 

 
 

 
 

Headlines 

 The Better Care Fund is a pooled budget arrangement with South Tyneside Council.  
It is a being administered by the Council 

 The BCF reserve is held in the event that the BCF does not meet its targets in 
reducing emergency admissions.  This will be released back into the BCF if targets 
are achieved. For Q1, the reserve will be used to fund the over performance in South 
Tyneside FT as the BCF targets were not achieved. 

 
Risks 

 1326 Risk of overspend on BCF or failure to deliver NEL activity reductions – 
majority of BCF schemes are funded on block and clear risk share in place within 
S75 agreement with Council regarding operation of the pooled budget.  BCF activity 
performance monitored at COG, and Integration Board 

 
 

COMMUNITY SERVICES

YTD Budget 

£'000

YTD Actual 

£'000

YTD Variance 

(Under)/ 

Overspend 

£'000

Annual 

budget £'000

 Forecast 

Outturn £'000

Forecast 

Variance 

(Under)/ 

Overspend 

£'000 RAG 

rated Forecast Trend
South Tyneside NHS Foundation Trust - Community 3,092 3,122 31 9,275 9,329 53

New castle Upon Tyne Hospitals NHS Foundation Trust - Community 108 122 13 325 370 45

City Hospitals Sunderland NHS Foundation Trust - AQP 104 104 0 313 313 0

AQP 137 157 20 412 551 139

Miscellaneous Commissioning 327 304 (23) 980 981 1

Carers 129 131 2 386 386 0

TOTAL COMMUNITY 3,897 3,940 43 11,690 11,928 238

BETTER CARE FUND

YTD Budget 

£'000

YTD Actual 

£'000

YTD Variance 

(Under)/ 

Overspend 

£'000

Annual 

budget £'000

 Forecast 

Outturn £'000

Forecast 

Variance 

(Under)/ 

Overspend 

£'000 RAG 

rated Forecast Trend
South Tyneside Foundation Trust - BCF 2,805 2,805 0 8,414 8,414 0

South Tyneside Council 1,158 1,158 0 3,473 3,473 0

Reserve 235 235 0 705 705 0

TOTAL BETTER CARE FUND 4,197 4,197 0 12,591 12,591 0
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Headlines 

 Continuing heath care is a key area of risk for the CCG.  Work is ongoing to 
understand the trends, drivers and potential mitigations to this pressure.  NECS are 
also undertaking a benchmarking exercise. 

 Information received from the Council and the NECS CHC team indicate that CHC 
expenditure continues to rise.  In month 04 a worst case scenario has been forecast 
showing an overspend of £2.5m.   

 
 Risks 

 1321 Financial reconciliation between council and CCG not undertaken in a timely 
manner – no concerns to report at this stage 

 1322 Strategic Risk that national provision for retrospective cases will be 
inaccessible for the CCG if retrospective cases are not processed by September 
2016.  CCG liaising with STFT with regard to increasing the funding available for the 
CHC team (non recurrently) in order to ensure delivery by autumn 2016. 

 1323 Children’s CHC packages demand pressure continues and rises - NECS to 
ensure a Children’s lead to review cases and agree costs.  

 

 
    
Headlines 

 The prescribing information from the PPA is released two months in arrears.  The 
forecast position takes account of the outturn from 14/15 and is worked out on a 
rolling basis.  The position at month 04 shows a projected overspend of £366k 
 

Risks 

 1327 Prescribing budget insufficient - monitored monthly at Executive Committee, 
Medicines Group and bi-monthly at Governing Body. 

 
 
 

CONTINUING CARE

YTD Budget 

£'000

YTD Actual 

£'000

YTD Variance 

(Under)/ 

Overspend 

£'000

Annual 

budget £'000

 Forecast 

Outturn £'000

Forecast 

Variance 

(Under)/ 

Overspend 

£'000 RAG 

rated Forecast Trend
Adult Joint Funded 83 50 (33) 250 150 (100)

Children 367 550 183 1,100 1,649 550

Continuing Healthcare Assessment and Support 398 398 0 1,194 1,194 0

Funded Nursing Care 240 203 (37) 720 609 (111)

PCT Legacy National Contribution 943 943 0 943 943 0

Adult Fully Funded 4,528 5,248 719 13,585 15,743 2,157

TOTAL CONTINUING CARE 6,559 7,391 832 17,792 20,287 2,496

PRIMARY CARE  

YTD Budget 

£'000

YTD Actual 

£'000

YTD Variance 

(Under)/ 

Overspend 

£'000

Annual 

budget £'000

 Forecast 

Outturn £'000

Forecast 

Variance 

(Under)/ 

Overspend 

£'000 RAG 

rated Forecast Trend
Out of Hours 367 370 3 1,101 1,101 0

Local Enhanced Services 126 107 (20) 379 378 (1)

Medicines Managements - Clinical 118 118 (1) 355 354 (2)

Commissioning Schemes 258 258 0 773 773 (0)

Oxygen 233 211 (22) 699 658 (41)

Primary Care IT 185 188 3 554 554 0

Prescribing 9,257 9,466 209 27,771 28,182 410

Prescribing reserve 390 390 0 1,171 1,171 0

TOTAL PRIMARY CARE 10,934 11,107 173 32,804 33,170 366
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Headlines 

 The month 04 position shows a forecast underspend over the corporate services.  
This is as expected. 

 
 

 
 
Headlines 

 Reserves budgets are held in order to be released for agreed developments and to 
account for the agreed surplus of 1% and contingency of 0.5% 
 

Other CCG Risks 

 1328  CCG is deemed to be over-funded by 9% according to current allocation 
formula and there is a clear indication by NHSE to move CCGs towards target 
allocation but the pace of change is unclear.  For the CCG to move to within 5% of 
target allocation would require reductions in expenditure of £9m.  Finance working 
group to work through all current expenditure budgets to review opportunities for 
change and report to Executive Committee. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

OTHER CORPORATE 

YTD Budget 

£'000

YTD Actual 

£'000

YTD Variance 

(Under)/ 

Overspend 

£'000

Annual 

budget £'000

 Forecast 

Outturn £'000

Forecast 

Variance 

(Under)/ 

Overspend 

£'000 RAG 

rated Forecast Trend
North East Ambulance Service NHS Foundation Trust - NHS 11 171 166 (5) 514 511 (3)

Exceptions and Prior Approvals 117 66 (51) 350 301 (49)

Interpreting Services 33 37 5 98 110 13

Reablement 50 50 0 150 50 (100)

NHS Property Services 414 414 0 1,242 1,242 0

Safeguarding 78 72 (6) 234 234 0

Other Miscellaneous 560 634 74 1,680 1,671 (9)

TOTAL OTHER CORPORATE 1,423 1,440 17 4,268 4,120 (149)

RESERVES

YTD Budget 

£'000

YTD Actual 

£'000

YTD Variance 

(Under)/ 

Overspend 

£'000

Annual 

budget £'000

 Forecast 

Outturn £'000

Forecast 

Variance 

(Under)/ 

Overspend 

£'000 RAG 

rated Forecast Trend
Commissioning Reserve 930 (938) (1,868) 2,788 (457) (3,245)

Contingency 400 0 (400) 1,200 0 (1,200)

Non Recurrent Reserve 269 0 (269) 808 608 (200)

Non Recurrent Programmes 0 206 206 0 0 0

Surplus 811 0 (811) 2,434 0 (2,434)

TOTAL RESERVES 2,411 (732) (3,142) 7,230 151 (7,079)
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RUNNING COSTS 
 

 
 

Headlines 

 The forecast position in running costs shows an underspend of £83k however this 
is a very tight margin and will be monitored closely to ensure the CCG does not 
breach its running costs allocation.  It should also be noted that because of the 
10% reduction in running costs this year, the ability to underspend on running 
costs to offset commissioning overspends is no longer available 

 
Risks 

 1329 Strategic risk as move to Primary Care Delegated Commissioning if the 
additional running costs associated with the additional responsibility is not 
recognised by NHSE. CCG is working closely with NHSE to understand exposure on 
this risk, also raising nationally where appropriate. 

 1330 Quality Premium – Risk that CCG will not achieve 100% payment for Quality 
Premium accruing from 2014/15 and payable during 2015/16.  Receipt of Quality 
Premium not relied upon in financial plan however provides additional resilience for 
the CCG. 
 
 
 
 
 
 
 
 
 
 
 
 
For information only – Primary Care co-commissioning 

WTE Budget WTE Actual 

YTD Budget 

£'000

YTD Actual 

£'000

YTD Variance 

(Under)/ 

Overspend 

£'000

Annual Budget 

£'000

Forecast 

Outturn £'000

M4 Forecast 

Variance 

(Under)/ 

Overspend 

£'000

Running Costs 

Admin Projects 0.00 0.00 33 33 0 100 100 0

Administration & Business Support 3.60 3.87 545 532 (13) 1,635 1,631 (4)

CEO / Board Office 3.40 3.00 161 159 (3) 484 470 (14)

Chair & Non Execs 0.00 4.05 42 34 (8) 127 121 (5)

Clinical Support 1.96 1.23 79 72 (7) 238 215 (23)

Commissioning 5.50 6.49 102 97 (5) 305 294 (11)

Education and Training 0.00 0.00 0 2 2 0 0 0

Estates and Facilities 0.00 0.00 27 27 0 80 80 0

Finance 1.93 1.44 58 52 (6) 175 158 (17)

General Reserve - Admin 0.00 0.00 31 0 (31) 94 94 0

IM&T 0.00 0.00 0 0 0 0 0 0

Quality Assurance 0.80 0.80 26 23 (3) 77 68 (9)

Quality Premium Admin 0.00 0.00 0 0 0 0 0 0

1,105 1,032 (74) 3,316 3,233 (83)

INCOME & EXPENDITURE REPORT FOR RUNNING COSTS  - SOUTH TYNESIDE CCG  - YTD & FORECAST POSITION AS AT 31 JULY 2015
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The co-commissioning budget is showing a forecast underspend of £273k.   
 

3. Recommendation 
 

The Governing body is requested to: 
 
i) Consider this report and note the positive position for the CCG. 
 
 

Kate Hudson 
Chief Finance Officer  

Primary Care Co-

Commissioning
YTD Budget 

£'000

YTD Actual 

£'000

YTD 

Variance 

(Under)/ 

Overspend 

£'000

Annual 

budget £'000

 Forecast 

Outturn £'000

Forecast 

Variance 

(Under)/ 

Overspend 

£'000 RAG 

rated

General Practice - GMS 3,327,674 3,346,768 19,094 9,983,074 10,040,303 57,229

General Practice - PMS 468,898 468,590 -308 1,406,721 1,405,769 -952

General Practice - APMS 378,805 354,808 -23,997 1,136,433 1,065,030 -71,403

QOF 640,454 625,634 -14,820 1,921,558 1,876,901 -44,657

Enhanced Services 395,003 365,919 -29,084 1,185,412 1,097,758 -87,654

Premises Cost Reimbursement 566,959 532,137 -34,822 1,701,058 1,596,410 -104,648

Other Premises Cost 0 0 0 0 0 0

Dispensing/Prescribing Drs 45,731 39,740 -5,991 137,245 119,221 -18,024

Other GP Services 179,907 177,857 -2,050 539,751 533,570 -6,181

CCG Prescribing 1,800 2,733 933 5,400 8,200 2,800

PH Enhanced Service 0 0 0 0 0 0

Grand Total 6,005,231 5,914,186 (91,045) 18,016,652 17,743,163 (273,489)
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APPENDIX 1 
 

 

Board Report Target Achievement

Financial Target Target Detail

Year to Date 

Position 

Forecast 

Position 

Revenue Allocation  - Programme To keep expenditure within allocation h g

Revenue Allocation - Running Costs To keep expenditure within allocation h g

Cash Limit

To keep cash outgoings within the cash 

limit g g

BPPC

To pay CCG creditors within 30 days of 

receipt of invoices or goods g g
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APPENDIX 2 
 

 
 

 
 
 

 
 
 
 
 
 
 
 
 
 
 

CCG Allocation Recurrent Non Recurrent Total

£000's £000's £000's

Confirmed Allocations: 

Total Allocation for CCG 237,356 237,356

Running Costs Allocation (3,316) (3,316)

Better Care Fund 4,195 4,195

Brought Forward 2014-15 Surplus 1,171 1,171

ETO/DTR Funding 661 661

GPIT 398 398

GPIT - Transitional Funding 156 156

Waiting list validation and improving operational processes 7 7

Total NHS England Confirmed Programme Allocation 2015-16 238,235 2,393 240,628

0

Total NHS England Anticipated Programme Allocation 2015-16 0 0 0

Total NHS England Programme Allocation 2015-16 238,235 2,393 240,628

Running Costs Opening Baseline 3,316 3,316

0

Total Confirmed Running Costs Baseline 3,316 0 3,316

Total NHS England  Running Cost Allocation 2015-16 3,316 0 3,316

Total Allocations 241,551 2,393 243,944

NHS ENGLAND IN YEAR ALLOCATIONS - SOUTH TYNESIDE CCG
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APPENDIX 3 

 

SOUTH TYNESIDE CCG

Budget movements from June 15 July 15

Jun-15 Jul-15 Variance Description

ACUTE SERVICES (Including Ambulance services)

South Tyneside NHS Foundation Trust 74,710 74,710 0

City Hospitals Sunderland NHS Foundation Trust 22,023 22,023 (0)

New castle Upon Tyne Hospitals NHS Foundation Trust 11,177 11,138 (39) CPAP maintenance correction

Gateshead Health NHS Foundation Trust 7,840 7,840 0

County Durham & Darlington NHS Foundation Trust 1,919 1,419 (500) Dermatology correction

Northumbria Healthcare NHS Foundation Trust 566 566 0

North East Ambulance Service NHS Foundation Trust 4,814 4,814 (0)

Spire Healthcare 603 601 (2)

Transformation Fund 291 291 0

Other Acute Providers 210 210 0

Readmissions 1,383 1,385 2

Planned Care 0 0 0

Clinical Assessment and Treatment Centres 1,398 1,399 0

Urgent Care 0 0 0

Winter Pressures 1,248 1,248 0

Non Contract Activity 1,673 1,673 (0)

TOTAL ACUTE 129,856 129,317 (539)

MENTAL HEALTH SERVICES
Northumberland, Tyne and Wear NHS Foundation Trust 22,020 22,020 0

Tees, Esk and Wear Valleys NHS Foundation Trust 0 0 0

Other Providers / NCAs 1,272 1,272 0

CAMHS 1,644 1,644 0

TOTAL MENTAL HEALTH 24,936 24,936 0

COMMUNITY SERVICES
South Tyneside NHS Foundation Trust - Community 9,227 9,275 49 Correction to contract value

New castle Upon Tyne Hospitals NHS Foundation Trust - Community330 325 (6) CPAP maintenance corretion

City Hospitals Sunderland NHS Foundation Trust - AQP 312 313 1

AQP 434 412 (22) Correction to contract value

Miscellaneous Commissioning 980 980 0

Carers 272 386 114 Budget realignment

TOTAL COMMUNITY 11,555 11,690 135

BETTER CARE FUND
South Tyneside Foundation Trust - BCF 8,414 8,414 0

South Tyneside Council 3,473 3,473 0

Reserve 705 705 0

TOTAL BETTER CARE FUND 12,591 12,591 0

CONTINUING CARE
Adult Joint Funded 250 250 0

Children 1,100 1,100 0

Continuing Healthcare Assessment and Support 1,194 1,194 0

Funded Nursing Care 720 720 0

PCT Legacy National Contribution 944 943 (1)

Adult Fully Funded 13,585 13,585 0

TOTAL CONTINUING CARE 17,793 17,792 (1) 0

PRIMARY CARE  
Out of Hours 1,101 1,101 0

Local Enhanced Services 379 379 0

Medicines Managements - Clinical 355 355 0

Commissioning Schemes 773 773 0

Oxygen 699 699 0

Primary Care IT 554 554 0

Prescribing 27,771 27,771 0

Non recurring prescribing reserve 1,171 1,171 0

TOTAL PRIMARY CARE 32,804 32,804 0

OTHER CORPORATE 
North East Ambulance Service NHS Foundation Trust - NHS 11 514 514 0

Exceptions and Prior Approvals 350 350 0

Interpreting Services 98 98 0

Reablement 150 150 0

NHS Property Services 1,242 1,242 0

Safeguarding 234 234 (0)

Other Miscellaneous 1,627 1,680 53

TOTAL OTHER CORPORATE 4,215 4,268 53

RESERVES

Commissioning Reserve 2,430 2,788 358

Corrections to contracts - 

Dermatology and Carers.  Additional 

allocation for w aiting lists 7k

Contingency 1,200 1,200 0

Non Recurrent Reserve 808 808 0

Non Recurrent Programmes 0 0 0

Surplus 2,434 2,434 0

TOTAL RESERVES 6,872 7,230 358

240,622 240,628 6 Allocation for waiting lists
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Better Payment Practice Code - 30 Days NUMBER £000's

Non-NHS

Total Non-NHS Trade Invoices Paid in the Year 1,697 10,194

Total Non-NHS Trade Invoices Paid Within 30 Day Target 1,652 10,060

Percentage of Non-NHS Trade Invoices Paid Within 30 Day Target 97.35% 98.69%

NHS 

Total NHS Trade Invoices Paid in the Year 438 56,853

Total NHS Trade Invoices Paid Within 30 Day Target 431 56,509

Percentage of NHS Trade Invoices Paid Within 30 Day Target 98.40% 99.39%

BETTER PAYMENT PRACTICE CODE - SOUTH TYNESIDE CCG 

FOR THE FOUR MONTHS TO 31 JULY 2015
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Updated  

Not Updated   

SPONSORING LEAD DIRECTOR’S 

SIGNATURE:  

 

 

  

REPORT CLASSIFICATION – please refer to Report 

Classification Guidance and check appropriate box below 
 NHS Official 
 NHS Protect 
 Public 



2 
 

 

PRIMARY CARE COMMISSIONING: CONSIDERATION OF MOVING TO LEVEL 3 CO-

COMMISSIONING STATUS 

1. Introduction and Background 

 
Giving CCGs greater say over NHS England’s primary care commissioning responsibilities is part of 
the wider strategy to support the development of “place-based” commissioning and joined up care 
pathways.  It is a critical step towards enabling the new models of care set out in the NHS Five Year 
Forward View, on the assumption that integrated commissioning is a key enabler of integrated 
provision 
 
To support this, co-commissioning of primary medical services (general practice services) was 
introduced in April 2015.  At this time, 63 CCGs nationally assumed delegated responsibility for the 
commissioning of general practice services (level 3) and a further 86 CCGs took forward joint 
commissioning arrangements with NHS England (level 2).  South Tyneside CCG chose to take part 
in the latter category, entering into co-commissioning arrangements at level 2 in April 2015.  A bi-
monthly Joint Primary Care Committee (JPCC) has been established, and the CCG and NHSE 
conduct business jointly via this forum. 
 
NHS England have extended a further invite to CCGs to progress between levels of co-
commissioning. South Tyneside CCG needs to assess if and when wants to make an application to 
move to level 3 co-commissioning status.  This currently relates to general practice commissioning 
rather than other aspects of primary care. 
 
NHS England has confirmed that they will support all CCGs to take forward the co-commissioning 
arrangement of their choice (except in cases where the assurance process has raised significant 
concerns in respect of current capacity and capability to enter into a delegated commissioning 
arrangement).     
 
Discussions at Executive Committee level have not yet drawn any conclusions around moving to L3, 
with further work being required to understand the following: 
 

 Level of financial risk 

 Capacity requirements and risks therein 

 What cannot be achieved through L2 joint commissioning, ie what benefit will moving to L3 
bring to the system 

 

2. Early Insights from those already operating at Level 3 

There are two CCGs in the local region who are have been operating at level 3 since 1st April 2015.  
Informal discussions have yielded the following information around the practical and strategic 
implications of operating at level 3: 
 

 The impact and infrastructure requirements of managing operational issues and issues of a 
contract management and quality assurance nature should not be underestimated; 

 CCG infrastructure needs to be geared towards being highly responsive, particularly in 
relation to the CCGs over-riding remit to ensure patient safety is the highest priority; 

 It is key to think in advance about how risks can be mitigated, and to consider what the 
organisational residual risk will be.  

 There was not a “big bang” in moving from a L1 to the L3 position, the change has been 
relatively gradual 
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Additionally, locally, generally there is no evidence to suggest that CCGs at level 3 are any further 
forward in terms of developments when compared to those at L2..  

 

3. Benefits and risks  

The table at Appendix 1 sets out key areas of the CCG’s role and remit, and considers broadly 
potential benefits and risks in relation to a move to level 3 co-commissioning status.   Generally, 
risks tend to relate to concerns around:  
 

 CCG capacity (higher risk area subject to further assessment) 

 Financial risk (potentially a higher/medium level risk area– subject to further assessment  

 Conflicts of interest (lower risk – systems already in place) 

 A potential change in dynamic between the CCG and its member practices (difficult to 
tangibly assess level of risk at this stage) 

 

4. Application process 

Applications need to be submitted by 6th November and worked up in liaison with NHS England 
around 6-8 weeks in advance of submission.  In particular preparatory work is required in relation to:  
 

 Governance  -Constitution and Conflicts of Interest Policy  

 Finance  

 IG (where the CCG is not L2 compliant please note that this is not an issue for STCCG)  
 
The timeline the CCG is therefore working to is as follows: 
 

 Engagement with Council of Practices – discussions to gauge views – meeting on 17th 
September 2015 

 Updates to Governing Body and Joint Committee – 24th September 2015 

 Executive Committee to consider further the risks relating (eg around capacity and finance) 
and arrive at a considered recommendation - meeting on 30th September 2015 

 Further discussions with Council of Practices and decision to be made – 15th October 2015 

 If decision made to go to L3, application to be made to NHSE by 6th November 2015 

 Follow on updates to Governing Body and Joint Primary Care Committee – 26th November 
2015 

 

5. Action needed 

Members are invited to discuss the content of the paper to inform the dialogue, and to note the work 
underway, as well as timelines. 
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Appendix 1 – Initial summary assessment of risks and benefits (to note that further work is underway) 

Function Benefits  Risks  
Finance   At level 3 there would be the ability to use funding 

to influence GPs to work differently, eg enhanced 
services  

  Increasing degree of control and influence. 

 Any surplus relating to GP contractual funding, not 
linked to PMS review, would potentially be 
available for the CCG to make decisions on 
reinvestment or direct to other funding priorities 

 The CCG will carry the liability for the overall bottom line on GP contractual 
funding.  There are plans to move to a new Carr-hill formula which may also 
impact on the budget available. 

 If budget reduces there are increased financial risks that the budget will overspend 
and impact on the CCG’s ability to achieve surplus 

 The CCG will have to take on liability for additional costs relating to other financial 
and governance functions such as audit & fraud etc 

 There are risks relating to how the finance, audit and accounting functions will be 
carried out, should there not be access to additional staffing resource or access to 
existing NHSE finance officers.  Loss of expertise is a key risk.  Lift and drop to 
hosting arrangement would be preference.   

 The impact of any move to a primary care allocation formula is not known 

 Need to fully work through proposed budget transfer  

 
Strategic Planning & 
Service Transformation 

 Plan as a whole system to bring general practice 
into main stream planning given that CCG core 
commissioning arrangements have limited 
opportunities to transform and improve general 
practice 

 Potential to realise more system wide efficiencies 
and innovations 

 Potentially more influence on key strategic issues 
such as GP practice access and reducing 
variations in care 

 Better opportunity to bid for Education monies from 
HENE 

 Ned to fully work through capacity requirements 

 To strategically plan around the future of general practice may signal a change in 
relationship 

 Need to fully work through impact on role of general practice in the 
strategic/transformation agenda 

System resilience  Potentially more control and impact across the 
system due to joined up approach (eg better 
integration with partners such as FTs and LAs) 

 

 Ability of general practice to respond 

Contract management  CCGs able to strategically influence the shape of 
general practice contracting arrangements  
 

 Some level of staff transfer would occur from NHSE 
to CCG (HR arrangements have yet to be more 
clearly identified but current NHSE staff are likely to 
continue in a shared services function). 

 Direct consequence of this aspect of the role on relationships with member 
practices 

 Volume of work for CCG in the new arrangements is not yet clear 

 CCG directly employed staff do not have  capacity to take on new responsibilities 
of this nature 

 Uncertainty around the NECS offer   

 Associated with the above, risks of service continuity and succession planning 
should all or part of access to this team be no longer available 
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Function Benefits  Risks  
Clinical Quality and 
Patient Safety 

 Increased opportunity to influence both governance 
and quality monitoring in Primary Care thereby 
supporting improvement to quality, patient safety 
and patient experience. 

 Increased opportunity to influence contracts 
(including incentive schemes) to support integration 
and reform across patient pathways 

 

 Need to fully work through baseline of quality monitoring and assurance 
information  

 Unknown but anticipated resource impact for quality and safeguarding team  

 Conflict of interest as variation in practice and quality issues will be more visible 
and subject to scrutiny  

 Direct consequence of the above on relationships with member practices 

 Resistance from practices in adopting assurance requirements aligned with 
existing providers 

Governance   Given “clunkiness” of Joint Committee 
arrangements, L3 should bring clearer decision 
making processes rather than this being an “add 
on” 

 Conflicts of interest in terms of member practices commissioning their own 
contracts  

 Potential loss of key NHS England representatives in decision making, with 
expertise and knowledge on primary care commissioning 

Communications and 
Engagement  

 Opportunities to align with engagement strategies  

 Wider ability to effect the communication and public 
engagement agenda Potential to strengthen 
member engagement through wider action and 
intervention to support GP practices and  
participation groups  
 

 Additional work relating to our legal duties to consult with public in relation to 
commissioning of general practice contracts 

 Relationship with practices could be compromised due to the duality of CCG role 
as transformation leads and contract managers  

 Could be difficult to engage with practices on doing things differently whilst 
ensuring effective performance management of general practice contracts  

 Lack of federation/practices working collaboratively together makes co-ordinated 
engagement and operationalisation of objectives more fragmented 

IM&T (including 
Business Information 
Services)  

 Control over the budget to flex between GPIT 
budget and core commissioning budget 

 Potential to support innovative practice around 
technology and telehealth interventions 

 If the budget is all committed on core primary care IT services then no potential for 
additional investment to support innovation 

 If we require additional IT support from NECs this will impact on both the funding 
and our commissioning relationship with NECs  

Medicines Optimisation   Direct performance management of prescribing 
processes in GP practices (not individual GPs) 

 Greater ability to develop commissioned services 
supporting optimal medicines management to suit 
local need  

 More influence on issues such as GP practice 
access, communications with other organisations 
(e.g. community pharmacies)  

 Simplify resolution of cross system issues 
Reduction of risk to prescribing budget by having 
greater control over commissioned services 
influencing prescribing patterns 

 Increased resources required to develop and monitor both core contracts and 
additional services including in medicines optimisation team in NECS. 

 Increased pressure to provide services and support not currently provided by 
NHSE e.g. PGDs for core contract functions. NB NHSE locally provides PGDs for 
travel vaccines administered under NHS contracts 

 Need to fully work through decision making processes 

 Increased risk to prescribing budget if changes to services commissioned from GP 
practices 
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SECTION 1 

 

1.1.0 Introduction   
 

1.1.1 This Incident Business Continuity Plan (BCP) describes how South Tyneside 
Clinical Commissioning Group (CCG) will discharge its functions in the event of a 
major incident that causes or threatens to cause serious interruption of business 
operations.  

 
1.1.2 As Category 2 responders under the Civil Contingencies Act 2004, CCGs are 

required to have a Business Continuity Plan in place to manage the effects of any 
incident that might disrupt its normal business. 

 
1.1.3 This plan also details the procedures that will be implemented to ensure that the 

CCG is also able to plan for and respond to emergencies and surges in accordance 
with the NHS Emergency Planning Resilience and Response (EPRR) guidelines and 
the Civil Contingencies Act 2004 and successfully discharge its duties as Category 2 
responder. 

 
1.1.4  Clinical Commissioning Groups are designated as a ‘Category 2’ responder 

organisations in an amendment made to the Civil Contingencies Act (CCA). The 
CCA prescribes specific emergency planning and response duties for a range of 
organisations. As a Category 2 responder the CCG has a duty to: 

 
i. Cooperate with other responders 
ii. Share information with other responders. 

 
1.1.5 The NHS England Core Standards for EPRR (Emergency Planning Response  
  and Resilience) adds: 

 
“Category 2 Responders, such as Clinical Commissioning 
Groups, are seen as co-operating organisations.  They are 
less likely to be involved in the heart of planning, but they will 
be heavily involved in incidents that affect their sector. 
Although Category 2 Responders have a lesser set of duties, it 
is vital that they share relevant information with other 
responders (both Category 1 and 2) if EPRR arrangements are 
to succeed.” 

  
 

The intent of these duties is to ensure that CCG and other Category 2 organisations 
can fulfil the responsibilities imposed by other legislation, such as the Health and 
Social Care Act, 2012, in a way that is integrated with the work of other organisations 
that are usually more involved in planning for and responding to emergencies. 
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1.2.0  Business Continuity Management 
 

1.2.1   Business Interruption can be defined as; 

 
‘An unwanted incident which threatens personnel, 
buildings, operational  procedures, or the reputation of 
the organisation, which requires special  measures to be 
taken to restore things back to normal’. 

 
 

1.2.2 South Tyneside CCG will maintain a specific Incident and Business Continuity Plan 
(including EPRR and Surge Management arrangements) which outlines their critical 
functions and services. The plan provides details of how business continuity is 
maintained when faced with loss of premises, staff and other resources.  

 
1.2.3 Incident and Business Continuity Management (IBCM) is a business driven process 

that establishes a fit-for-purpose strategic and operational framework to:  
  

i. Proactively improve the organisation’s resilience against severe interruption 
ii. Provide a rehearsed method of restoring the organisation’s ability to supply its 

key services to an agreed level within an agreed time after an interruption  
iii. Deliver a proven capability to manage a business interruption and  

                                 protect the organisation’s reputation and brand. 
 
 

1.2.4      Business Continuity Management can be defined as: 
 

“ A holistic management process that identifies potential 
threats to an organisation and the impacts to business 
operations that those threat if realiseds might cause, and 
which provides a framework for building organisational 
resilience with the capability for an effective response 
that safeguards the interests of its key stakeholders, 
reputation, brand and value creating activities”. 

 
          (BS 25999 Business Continuity Management – Part 1 2006: Code of Practice, British Standards Institute) 

 
At the heart of business continuity planning are four key areas:  

 
i. Damage/denial of access to premises 
ii. Non availability of key staff 
iii. Loss or damage to other resources 
iv. Loss/damage to IT or data.       

 
 

1.2.5 Business continuity is complementary to the risk management framework that sets 
out to understand the risks to operations or business, and the consequences of 
those risks. Reference should be made to the organisation’s risk management 
strategy and risk register which relate to corporate and directorate risk assessments 
that may be considered in conjunction with this resilience planning process. 

 
 



 

6 
 
 
 

1.3.0   Purpose and scope 

 

1.3.1  The purpose of this plan is to ensure business continuity arrangements are in place 
which: 

 
i. Identify and maintain critical activities during and after any interruption 
ii. Restore them to full functionality 
iii. Promote recovery as quickly as possible. 

 
The plan describes how South Tyneside CCG maintains a good standard of 
preparedness to respond safely and effectively to a full spectrum of threats and 
hazards and disruptive events as part of a multi-agency response.  

 
1.3.2  To perform its duty on a day-to-day basis, South Tyneside CCG depends upon a 

wide range of complex systems and resources, and seeks to maintain a good 
reputation. Inevitably, there is potential for significant interruption to normal business 
or damage to the organisation’s reputation through loss of those systems and 
resources. South Tyneside CCG priorities when faced with a significant interruption 
(whether actual or impending) will always be to: 

 

i. Facilitate a return to normal operations as soon as practicable 
ii. Ensure the safety and welfare of its personnel and visitors 
iii. Endeavour to meet its obligations under legislative requirements 
iv. Secure replacement critical infrastructure and facilities 
v. Protect its reputation 
vi. Minimise the exposure to its financial and reputational position. 

 
 

1.3.3  The scope of this IBCP will centre on conformity with ISO 22301, ISO 22313,  
requirements within the Civil Contingencies Act (CCA) 2004, NHS England guidance 
and compliments other CCG, commissioned services, partner organisations, area 
and national support centre incident and business plans which enhance NHS 
England resilience. 

 

1.4.0 Categorisation and prioritisation of services   

 

1.4.1   Successful incident and business continuity planning includes the ability to define 
the essential business services of the organisation, and these must be identified at 
all levels.  

 
Business services can be broken down into critical, vital, and desired. Determining 
and categorising services in this way is the responsibility of heads of service within 
the organisation.  
 
Definitions are as follows: 

 
CRITICAL Services must be provided immediately or the loss of life,  

infrastructure destruction, loss of confidence and significant loss of 
revenue will result.  It is an essential function which needs to be 
restored within 0 -24 hours.  
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VITAL Services are those that must be provided within 2 – 7 days  or loss 
of life, infrastructure destruction, loss of confidence and significant 
loss of revenue or disproportionate recovery costs will result.  

  
DESIRED Services could be delayed for 8 days or longer, but are required to 

return to normal operating conditions and alleviate further 
disruption or disturbance to normal conditions. 

 
1.4.2   Incidents that could seriously disrupt day to day business of the organisation would 
           include: 
 

i. Failure of IT systems 
ii. An inability to operate normal services from a site which has been fully or 

partially interrupted due to an incident occurring e.g. fire, loss of utilities 
iii. Failure of service provision arising from a key 3rd party supplier or provider 

organisation 
iv. Greatly reduced staffing levels following severe weather conditions, fuel 

shortages or flu pandemic 
v. Loss of telephone communications. 

 
1.4.3 And as a result this could impact: 

 
i. Health and safety requirements  
ii. Financial and reputational damage. 
iii. The need to relocate to alternative premises. 

 
1.5.0 Organisational Culture  
 

1.5.1 To be successful, this Incident and Business Continuity Plan must be “owned” by 
everyone within the organisation as many disruptions to critical services and 
organisations are caused by internal failures. All staff must be convinced that 
business continuity is a serious issue for the organisation and they have an 
important role to play in maintaining the delivery of critical services for patients.  

 
1.5.2 All South Tyneside CCG job descriptions include a description of the expected role 

and responsibilities of the employee as part of this incident and business continuity 
planning and management process. In order to assist staff in being able to discharge 
these duties, regular updates and awareness raising programmes will be established 
as part of the overall implementation of the Business Continuity Plan. 

 
1.5.3 Each individual employee will be responsible for ensuring that he/she is familiar with 

the BCP and his/her role within it (when specifically named in the plan) or aware of 
how they may contribute to the achievement of the organisation’s business continuity 
objectives. 

 
1.6.0 Accountable Emergency Officer and Oversight of Incident Business Continuity 

Management.   

 
1.6.1 The Accountable Emergency Officer for South Tyneside CCG is the Director of 

Operations. 
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1.6.2 The Director of Operations is the person with senior level responsibility for incident 
and business continuity planning and management. The Director of Operations 
seeks advice from and provides reports to the Governing Body as required. Formal 
oversight of the CCG Business Continuity Management arrangements is the 
responsibility of the CCG Executive Committee. The Director of Operations will 
prepare a formal report on Incident and Business Continuity for that committee at 
least annually.  

 
 The Director of Operations will be supported by the Commissioning Manager who 

has responsibility for operational emergency planning. 

 
SECTION 2 
 
2.1.0 Service Priorities 
 

2.1.1   All functions of the organisation have been designated a level of priority based  
           upon the completion of the Business Impact Assessments (BIAs). This  
           assumes IT functionality is maintained, in line with IT business continuity and  
           disaster recovery plans.  
 
2.1.2   Business impact assessments have been carried out by service leads. These  
 BIAs prioritise services using the RAG ratings: refer to Table 1. 
  

A number of these functions are administered by NECS or others on behalf of the 
CCG but the CCG is required to assess them, 
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Table.1 – Prioritised Service Activities 

Critical Functions  

 

An essential function 
needing to be restored 
within 0 – 24 hours 
 

 

 Decision making on packages of care for 

CHC (fast tracked only) 

 Serious Incidents 

 Communications and media relations 

 IT systems including telephony 

 

Vital Functions 

 

An important function 

needing to be restored 

within 24hours to 7 days  

 

 Quality and patient safety  

 Safeguarding 

 Access to legal advice  

 Senior leadership function 

 Statutory and regulatory meeting 

 Routine CHC decision making  

 Individual funding requests  

 Complaints 

 Responding to correspondence received, e.g. 

FOIs MP letters etc. 

 Payment of suppliers 

 Financial reporting 

 Payroll function 

 Provider management 

 Procurement 

 

Desired  

An desired function 

needing to be restored 

within 8 working days 

 

 

None  
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         2.2.0 The prioritised activities identified by the business Impact Assessments (BIA’s) have 

                  been scoped onto recovery plans.  

 

         2.2.1  It is important that contacts and necessary business activities are informed as soon as 

                   possible in the event of a declared incident or increased risk, to ensure that response 

                   and recovery measures are implemented in a timely and effective manner. Recovery 

                   plans can be seen at Appendix 13.  

 

        2.2.2  The recovery plans help to determine: 

 

I. which critical services should have priority  

II. which services will be the most difficult to resume  

III. the minimum resources required to resume a service and an indication of 

the timeline in which these should be accomplished (the Recovery Time 

Objective (RTO). 

 

          The corporate recovery plan outlined in Table 2 includes the recovery time objective 

(RTO) for the activity, and the maximum period of tolerable disruption (MPof TD).  

The recovery time objective (RTO) is defined as “the targeted duration of time a 

service level must be restored after a disaster”. 

The maximum period of tolerable disruption (MP of TD) is defined as “the maximum 

amount of time a service can be unavailable after an event that causes disruption to 

operations, and before service users or stakeholders perceive unacceptable 

consequences.  

The maximum period of tolerable disruption should always be more that the recovery 

time objective. 
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Table 2 Corporate Activity Recovery Plan 

 
Department 

 
Vital/Critical activity 

 
Risk 

Rating 

RTO MPof 
TD 

Specific ICT 
Requirements 

Other 
Requirements 

Dependencies 
(internal/extern

al) 

Key stakeholders availabl
e staff 

(mutual 
aid) 

Inter-
Depend
encies 

ICT 
 

 
Loss of IT network/telephony 

 
High 

 
4hrs 

 
24hrs 

NECS IT disaster 
plan, N3 connection 

None NECS STFT, GP practices, 
NHS England, 
general public, 3

rd
 

Sector /charity 
organisations, Local 
Authority 

None NECS 

Communications 
and Engagement 
(Caroline Latta 

Loss of Comms & 
engagement service 

High   
2hrs 

 
24hrs 

NECS IT disaster 
plan 

Proactive/reactiv
e comms 

NECS STFT, GP practices, 
Local Authority, 

NECS 

None NECS 

Quality and Patient 
Safety 

) 

 
CHC decisions (fast track 

urgent) 

 
High 

 
 

0-24hrs 

 
 

24hrs 

 
 

IT disaster recovery 
plan, SIRMS 

 
 

1 x workstation, 
desktop/laptop, 

chair 

 
 

NECS, Police, 
Local Authority, 

STFT 

 
NECS, Local 

Authority, STFT, GP 
practices 3

rd
 sector 

organisations 

 
 

None 

 
Local 

Authority
, STFT, 
NTW 

Serious incidents 

Quality and Patient Safety  
Med 

 

 
2-7days   

 
7 days Safeguarding 

Complaints 

CHC decisions (routine) 

 
 
 

Governance/Decisi
on/ Corporate 

 

 
Individual Funding Requests 

 
 

 
 

Med 
 

 
 
 

2-7 days 

 
 
 
7 days  

 
 
 
 

NECS IT disaster 
plan 

 
 
 
 

Agile plus 
workers with 
laptops/Ipads 
use nhs.net 

accounts 

 
 
 
 

NECS, GP 
practices 

 
 
 
 

NECS, Local 
Authority, STFT, GP 
practices, general 

public 
 

 
 
 
 

None 

 
 
 
 

NECS 

Package of care decisions 

Snr leadership/statutory and 
regulatory meetings 

Access to legal advice 

Responding to 
correspondence received 

eg. FOI, MP letters 

 

Finance 
( 

Payment of suppliers  
 

 
 

Med 
 

 
 
 
 

2-7 days  

 
 
 
 

7days  
days 

 
 
 
 

Oracle, BI, NECS IT 
disaster plan 

 
 
 

None 

 
 
 

Northumbria 
Healthcare, 
NECS, SBS, 
NHS England 

STFT, Sunderland 
CHS, NTW, CDDFT, 
NECS, Local 
Authority, all 
providers, GP 
practices, NHS 
England Area team, 
Pharmacies, 3

rd
 

Sector organisations 

 
 
 

Band 8a 
    Band 
5 

 
 
 

NECS, 
SBS 

Payroll 

Financial Systems Reporting 

Provider Management 

Procurement 
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SECTION 3 

 

3.1.0      Emergency Planning, Resilience and Response (EPRR): Statutory and Legal 

              Obligations and Requirements  

 

3.1.1 The operating framework for the NHS in England 2014/15 requires EPRR to remain 
a core function for NHS organisations in line with the Civil Contingencies Act 2004. 

 
All organisations are required to maintain a good standard of preparedness to 
respond safely and effectively to a full spectrum of threats and hazards and 
disruptive events such as: 

 
i. Pandemic influenza  
ii. Mass casualty  
iii. Potential terrorist incidents 
iv. Effects of severe/adverse weather  
v. Chemical, biological, radiological and nuclear (CBRN) incidents 
vi. Fuel and supply chain disruption 
vii. Public health incidents. 

 
3.1.2   Whilst NHS England bears the majority of responsibilities in preparing for and 

responding to incidents and emergencies as the Category 1 Responder, South 
Tyneside CCG as a Category 2 Responder will undertake the following in order to 
effectively discharge its duties:  

 
i. Carry out Risk Assessments of its own operations 
ii. Prepare emergency plans and participate in exercises 
iii. Communicate with the public when required 
iv. Cooperate with other responders through the Local Resilience Forum  
v. Share information with other responders as and when appropriate 
vi. Undertake a debrief and provide support to staff where required 
vii. Assist with recovery to normal services where appropriate. 

 
          3.1.3   Emergency planning will be coordinated by the incident director (or out of hours, 

                     the NEC’s Director on call) who will take charge of the situation to establish the 

                     extent of the interruption and to organise the appropriate response. 

 

3.2.0        Surge Management Arrangements  

 
3.2.1   South Tyneside CCG is supported by the North East Commissioning Support  

Unit (NECS) in its management of surges and winter preparedness. NECS on behalf 
of the CCGs works directly with the Emergency Departments, the North East 
Ambulance Service, other providers such as the Local Authorities as well as NHS 
England on a daily basis to do this. The aim is to assist the Emergency Departments 
(ED) to be more effective, by ensuring that they are able to manage patients safely 
and effectively within their capacity on a day to day basis and in times of increased 
demand which cause significant pressures. 
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3.2.2   The NECS Surge Team have a regional footprint and provide an overview of  

pressures, manage demand through the facilitation of mutual aid and ensure 
appropriate diverts are implemented where and when necessary. Depending upon 
the level of pressures being experienced, NECS chair a teleconference between 
providers and CCGs. 

 
Under certain circumstances, it may be necessary for South Tyneside CCG to 
implement the agreed Surge Management Policy when and where sustained 
pressures are being locally experienced (Appendix 8). 

 

3.2.3 During any sustained surge or the winter period (November until March), the level of 
surge along with any relevant information will be posted daily on the visibility wall 
within the South Tyneside premises. 

 

SECTION 4 

 

4.1.0        Activating the Incident and Business Continuity Plan (IBCP)  

 
4.1.1 Notification of a business interruption may originate from any source, during working 

hours or ‘out of hours.’ When a business interruption occurs it is the responsibility of 
the most senior manager on duty to decide the relevant response. Activation of the 
Incident and Business Continuity Plan (IBCP) is likely to be needed when 
something has happened that impacts on critical business functions, for 
example: 

 
i. All or a substantial part of the CCG office building at Monkton Hall are 

unusable for a period of time exceeding 7 hours  
ii. Less than one third of staff from the organisation are available for work  
iii. If a major incident has been declared in or around the geographic area (mass 

casualties, flu pandemic, adverse weather etc.) 
iv. The need for additional internal/external resources 
v. Increased severity of the business interruption 
vi. Increased demands from government departments, the service or 

commissioned service 
vii. Heightened public or media interest. 

 
4.1.2 An alert can be raised by any member of staff to their Director. The Director will 

inform the Chief Officer or Deputy as well as the Director of Operations as the 
assigned BCP/EPRR Lead who will consider the appropriate response and whether 
to activate this Incident and Business Continuity Plan.  

 
4.1.3   The Chief Officer or in his absence the Director of Operations will activate the  

Incident and Business Continuity Plan, taking charge of the situation to establish the 
extent of the interruption and organise the appropriate response. In the absence of 
either of the aforementioned any CCG Director may activate the plan. The Chief 
Officer and Director of Operations will agree the senior person in charge to ensure 
that the role defined below is promptly delivered. 

 
4.1.4   An alert may also be raised to the Director on Call by NHS England or other  
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organisations such as the Local Authority, North East Ambulance Service or a local 
Foundation Trust when a major incident has been declared or when organisations 
are at standby and are preparing to declare a major incident.  The appropriate 
response will be considered and whether the Incident and Business Continuity Plan 
is to be activated.  
 

4.1.5  If an incident were to occur out of hours an alert would be made to the designated  
officer on call at the Northern Clinical Commissioning Groups out of hours on call 
service. This person would manage the incident and then hand over to the South 
Tyneside Director on call at 9.00am on the next working day. 

  
4.2.0       The Incident and Business Continuity Team (IBCT) 

 

4.2.1  The role of the IBCT is to co-ordinate the incident response, including allocation of 

resources and to ensure appropriate communications are given to staff and 

stakeholders. When determined by the incident response levels the IBCT should 

escalate to assist the CCG as appropriate.  

 

Requests made may include, but are not limited to: 

 

i. Mutual aid assistance  

ii. Governance advice or assistance  

iii. Communications advice or support  

iv. HR advice or support  

v. IT support 

vi. Estate issues. 
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Table 3 – Key Personnel in the IBCT 

 

ROLE Personnel 

Incident Director  Director of Operations 

IBCP Lead   Commissioning Manager with 
responsibility for emergency planning 

Business continuity  support  Commissioning Officer 

Senior manager in charge  

 

Take charge of the situation 

Roles designated by the senior manager 
in charge which may include: 

• Communications lead 
• Estates and facilities lead 
• HR lead 
• Finance lead 
• IT lead 
• Loggist and administration 

 

Appendix 3 is the action checklist for 
senior manager in charge 

 

4.2.2   This is the minimum membership of the IBCT.  The nature of the disruption may 
mean additional support is required for example from staff within South Tyneside 
CCG or specific colleagues at North East Commissioning Support, particularly when 
an incident, outbreak or disruption is likely to be prolonged and last for more than 24 
hours. This will be as determined by the senior manager in charge.  

 
4.3.0        Plan Activation Phases 

 

4.3.1 The following activation sequence will normally be used when informing staff of  
  the activation of this plan:  
 

i. Standby phase 
ii. Implementation phase 
iii. Stand down phase. 

 
‘Standby’ will be used as an early warning of a situation which might at some later 
stage escalate and thus require implementation of this Plan.  This is particularly 
important if an interruption occurs towards the end of office hours and staff may need 
to be asked to stay at work until the situation becomes clear.  

 
‘Implementation’ is the immediate activation of this plan.  

 
‘Stand Down’ will be used to signify the phased withdrawal of the activation of the 
plan e.g. the standing down of the incident room. 
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4.4.0        Incident and Business Continuity Room (IBCR) 

 

4.4.1  The purpose of the incident room is to provide a place where the CCG can implement 
and co-ordinate the organisation wide initial response and recovery operations by:  

 
i. Providing a single point of contact for requests for assistance 
ii. Providing the Incident Business Continuity Team an immediate overview of 

the organisation-wide response 
iii. An area for information collation and preparation of any briefings. 

 
The business continuity incident room will be - “South Tyneside CCG headquarters 
Office 4 or the nearest available room”. 

 
South Tyneside CCG has 19 members of staff. If they could not gain access to their 
working premises most of the staff could work from home. It is anticipated a 
maximum of 5 staff would need to work from an alternative premise if the need 
arises.  

 
If Monkton Hall is not useable and the CCG has to operate from a secondary 
business continuity incident room there is a mulit-aid agreement in place which 
allows South Tyneside CCG if required, to work from Gateshead CCG or Sunderland 
CCG business premises.  

 
4.5.0        Designate roles 

 

4.5.1 On activation of the Incident Business Continuity Response Plan in response to a 
business interruption, personnel will adopt specific roles. 

 

4.5.2 The senior manager in charge is the most senior person on dutyand their role will be 
to take charge and to formulate the overall strategic response to the business interruption. 
An initial checklist of actions is in Appendix 3.   

 
4.5.3 The Incident and Business Continuity Room  

 
The primary role of the incident and business continuity room (IBCR) is to support 
the senior manager in charge and to run the incident room.  
 

4.5.4 Incident and Business Continuity Support 
 

Incident and business continuity support is activated when required by the senior 
manager in charge and the incident room co-ordinator. 
 

4.5.5  Other roles outside of the Incident Business Continuity Incident Room may be 
established, depending upon the nature of the incident or disruption. It may also be 
necessary for these roles to be discharged off site (e.g. as part of the tactical 
command with another agency or provider). This will be determined by the Senior 
Manager in Charge. 

 
           Detailed responsibilities for each role can be found in the action cards.  
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4.6.0           Non-availability of Staff  

The recovery plan identifies the minimum number of staff required and skillset to 
deliver prioritised activities. This information provides the basis from which the IBCT 
will ensure that prioritised activities are suitably staffed to ensure continuity and 
recovery. The IBCT is responsible for redeploying staff and identifying the 
requirement for additional staff (internally or externally sourced). Any requests for 
additional staffing support from other parts of the organisation should be escalated to 
the IBCT.  

 

4.7.0        Communications 

 
4.7.1 Effective communications during an incident are crucial. Accurate and timely 

information will be disseminated to staff, partners, stakeholders and where 
necessary the public during the response to a business interruption. The business 
continuity coordinator will liaise with the CCG’s communications lead and the NECS 
Communications Team to ensure effective, on-going communications.  

 
All media enquiries will go through the Incident Business Continuity Team (IBCT). 
Clear and concise communication with staff is vital in ensuring an effective response.  
Staff will be made aware of available communication methods to be used by the 
IBCT and will receive the latest information, including alternative working 
arrangements. If staff are directed to work from alternative locations e.g. home or a 
different location to normal, the IBCT must provide adequate information and 
support, including maps, directions, commuting options and access details. 
Communications must be regularly maintained during the length or the anticipated 
length of the incident. 

 
The IBCT must examine appropriate communication methods to staff during an 
incident.  All incident notifications should be issued by the Communications Team 
supported by NECS who will endeavour to issue incident notifications in a timely 
manner. All media enquiries should go through the IBCT. If staff are directed to work 
from an alternative location e.g. home or a different location to the norm, the IBCT 
will provide adequate information and support, including maps, directions, 
commuting options and access details. Communications will be regularly maintained 
throughout the length of the incident. 

 
The IBCT will take into consideration partners, organisations, stakeholders and 
service users who may be affected by the impact of the incident and relay 
appropriate information where possible. 
  
In preparedness contact details have been disseminated to relevant personnel and 
stakeholders to maintain effective channels of communication in case an incident 
were to occur. 

 
Communications will be overseen by the senior manager in charge.  
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4.8.0      Business Continuity Activities 

 
4.8.1 Prioritised business activities are those which must be continued during and 

following an incident in order to mitigate impacts on the delivery of services. Red 
activities are those that must be continued, Amber activities are those which could 
be scaled down if necessary and Green activities are those which could be  

            suspended if necessary.  
 
            South Tyneside CCG prioritised activities and Recovery Time Objective 

(listed in Table 2) have been identified through a business impact assessment (BIA) .  
Staff levels and service requirements are scoped onto each recovery plan. The 
guidance below states how unavailability of staff, loss of premises or loss of 
technology will be managed in order to ensure that prioritised activities continue to 
be delivered or are restored within the stated recovery time objective. 

 
Those activities that are Amber or Green are not immediate priorities. When 
considering the resumption/continuation of prioritised activities the Incident Business 
Continuity Incident Response Team will consider: 

 
i. Suspending Green and Amber activities and/or diverting resources to support 

prioritised activities 
ii. Recovering these activities after the prioritised activities have been resumed. 

    
            A business interruption may cause additional pressures for staff.  Managers  
            must ensure that they monitor and maintain staff welfare (e.g. regular breaks  
            due to increased intensity or pressure of work). 
 
 
4.9.0       De-escalation of BCP 

 

4.9.1 The Senior Manager in charge will determine when the activated IBCP is to be stood 
down in line with the phase described in Section 3 of this plan. 
Criteria for de-escalation would include:  

 
i. Reduction in internal resource requirements 
ii. Reduced severity of the incident 
iii. Reduced demands from government departments, the service and 

commissioned service 
iv. Reduced public or media interest. 

 

4.10.      Mutual aid 

 

4.10.1 During a disruptive event mutual aid agreements have been developed to ensure 
continued delivery of the CCGs prioritised activities.  
 
South Tyneside CCG has 19 members of staff. If they were unable to gain access to 
their working premises most of the staff could work from home. It is anticipated a 
maximum of 5 staff would need to work from an alternative premise if the need 
arises.  
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In the event that STCCG headquarters Monkton Hall is not useable and the CCG 
has to operate from a secondary incident business continuity room, arrangements 
have been made for an Incident Business Continuity Room (IBCR) to be available at:  
 

 Newcastle Gateshead CCG, Riverside House, Goldcrest Way,  
    Newcastle, NE15 8NY – Telephone 0191 2172544. 
 

 Sunderland CCG, Joseph Swan Suite, Permberton House, Colima Avenue, 
Sunderland, SRS 3XB – Telephone 191 512 8484. 

 
Arrangements are in place for landlines to be transferred over to the secondary IBCR 
if required.  
 

4.11.     Incident records retention 
         
         4.11.1 During an incident, any electronic or paper records generated including incident logs,  
                      meeting notes, briefings, purchasing information and advice given or received will be  
                      saved on the shared drive.  In the event that the shared drive is unavailable a 
                      temporary folder will be created. Records must be transferred to the shared drive as 
                      soon as is practicable.  

4.12.    Debrief 

         

        4.12.1 Debriefs must be conducted in an open and honest manner. The purpose of a  

          debrief is to properly appraise staff on the incident response and capture  

          good practice and requirements for continual improvement. The Chief Officer,  

through the IBCT, will be responsible for organising an internal debrief. At the 

conclusion of the incident, the Director of Operations will lead a debrief session and 

prepare a report on the incident (Appendix 6), to include issues identified by the 

debriefing process. 

        

4.12.2   Hot Debrief - To be conducted immediately following incident stand-down. Staff 

should provide feedback on incident response to identify lessons to be learned and 

good practice. 

 

4.12.3  Cold Debrief - To be conducted within 14 days of incident stand-down.  This  

debrief should encompass feedback and incident logs. The debrief should be co-

ordinated by the Operations Director and construct a chronological list of events and 

actions.  Analysis should be undertaken to identify lessons learned and establish 

good practice. A subsequent incident report should be created including an action 

plan. 

 

4.13.   Debrief with Stakeholders 

 
      4.13.1 Depending on the nature of the incident, there may be the need for a multi-  

         agency response. As appropriate, stakeholders and partner organisations will  

          be invited to participate in the appropriate debriefs. 
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4.14.  Incident and Business Continuity Management Plan – Holding,    Maintenance and   
Review procedure  

 
4.14.1 The Director of Operations is responsible for the maintenance of the business 

continuity plan. This includes: 
 

i. Ensuring up to date copies of the plan are accessible to the Accountable 
Emergency Officer, Directors and all staff 

ii. Formally reviewing the business continuity plan at least annually 
iii. Advising the Quality and Safety Committee about the plan, as required, no 

less frequently than annually  
iv. Engaging with both the Local Health Resilience Forum and Local Resilience 

Forum.  
 
4.15. Training and exercises 

 

4.15.1 Responsibility for overseeing the relevant training, testing and exercising of the plan 
is delegated to the Director of Operations who acts on behalf of the Executive 
Committee and Governing Body, as appropriate. This includes supporting those 
involved in developing and implementing the IBCP to be competent to carry out their 
tasks and to support all staff to have a general awareness of business continuity 
management issues.  

 
4.15.2 Staff from South Tyneside CCG will where appropriate, participate in any exercise 

designed to test and improve the organisations and/or sectors preparedness.  
 

As part of the exercise process, South Tyneside CCG will encourage staff at all 
levels to participate in the identification of alternate methods of working should 
normality ever be disrupted. Where appropriate, these ideas will be incorporated into 
the IBCP.  

 
A table top exercise and/or a communications exercise will take place annually. 
Lesson learnt from these exercises will be identified, discussed and will inform future 
incident and business continuity planning  

 

The level of training required for incident and business continuity planning varies 
depending on the employee’s individual level of responsibility. Training requirements 
are detailed below.   

Training Staff Group 

 

IBCP Strategic Preparedness  

 

Directors and Incident and 
Business Continuity Team 

IBCP Management  IBCP Manager/Service Leads 

IBCP Service Lead 

IBCP principles and process  All staff  

Loggists  Staff Loggists   
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 The Director of Operations will ensure that the necessary training or education  
required to implement the framework/procedure(s) is identified, resourced and built 
into the delivery planning process.  NHS England are supporting the CCGS in the 
provision of training opportunities. 

 
 
           
 
 
 
 



Appendix 1 
 
 

Adverse Weather/Fuel Shortages – staff attendance 
 
1. The need to balance business continuity and staff availability during periods of 

adverse weather or fuel shortages is the responsibility of the whole staff team, led 
by the Chief Officer and Senior Manager Team. The safety of patients and staff is 
paramount. 
 

2. Individual members of staff should make contact with their line manager (or 
Director on call or Chief Officer in the absence of their line manager) to discuss 
their options and plans. This should be at the earliest opportunity, even the 
evening before when adverse weather starts or fuel shortage is forecast.  

 
2.1.1  The first option to consider is that the member of staff attends their 

usual place of work (the CCG office), taking into account any particular 
travel arrangements (e.g. allowing extra time, using public transport)  

 
2.1.2 If the employee and manager agree that it is not practical for the 

employee to get to the office, then the second option is to consider 
going to the nearest CCG or NECS office where the employee can 
access the necessary IT systems. If this is agreed, the employee 
should speak to the senior manager in charge at that office 
immediately on arrival, as well as notifying their own line manager.  

 
2.1.3 If the employee and manager agree that neither option 1 nor 2 is 

practical, then the line manager may consider option 3 - that the 
employee can work from home. The work to be done and how contact 
will be maintained whilst the employee is working at home should be 
clearly agreed.  

 
2.1.4 If the employee and manager agree that none of these options are 

practical, then the employee will take leave.  
 

3. It is essential that communication is maintained between the employee and 
manager, to keep the situation under review, maintain the safety of the employee 
and ensure adequate oversight of the work. As a minimum the manager should 
speak to the employee at the start of each working day, at least once during the 
day and at the end of each working day.  

 
4. During prolonged periods of adverse weather or fuel shortages the Chief Officer 

and Senior Manager team will keep the matter of workload and office cover under 
daily review.  
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Appendix 2 

 

South Tyneside CCG - Activation Plan 

ACTION to be taken on receipt of an alert 

ActiaCP 

Activate the BCP 

 

 

 

 

          

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

 

 

  

Is the incident disrupting a priority 
activity e.g. critical or vital? 

No 

Recovery plan not activated. 
Declare ‘standby’ or   monitor and 

review 

Activate the recovery plans  

Are any of the priority activities critical 
(RTO 0-24 hours)? 

No Yes 

Alerted of Incident  

 

Is the incident disrupting a 
number of prioritised activities 

activities? 

Assessment of impact determined with assigned BC Lead 

Yes 

Yes 

 

No 

Activate IBCP 

IBCP not activated. Declare ‘standby’ or 
monitor and review 

Is there a risk that the  
Recovery Time Objective  

(RTO) for a prioritised activity will be missed? 

Yes 

 
No 

Monitor and review 
Escalate to NHS area team 

if necessary  
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Appendix 3 

 
Action Checklist for Senior Manager in charge 

 

 ACTIONS FOR CONSIDERATION: STAND
BY 

IMPLEMENT STAND 
DOWN 

1 Obtain fullest details from caller and request further 
information where necessary 

* *  

2 Locate copy of Business Continuity Plan 
 

* *  

3 Take charge and activate the Incident Business 
Continuity Plan 

 *  

4 Start a personal log, and ensure it is maintained 
throughout the interruption period 

* *  

5 Arrange for incident room (IBCR) to be opened 
(determine the most appropriate site) 
 

* *  

6 Alert staff and where relevant remind them to start 
personal log 
 

* *  

7 Ask members of IBCT Team to go to incident room 
 

 *  

8 Brief all assembled IBCT members and assign tasks – 
see First Meeting Agenda 

 *  

9 Review Corporate Priorities in light of interruption and 
timing and take action accordingly 
 

* *  

10 Inform Chair, and Chief Officer, Area Team and NECS 
as required (NECS may be needed to provide 
immediate and on-going support)  
 

* * * 

11 Consider and arrange as necessary regular briefings 
to key staff 
 

 *  

12 Consider own domestic arrangements if situation 
escalates 
 

* *  

13 Re-establish normal service delivery as soon as 
possible 
 

 *  

14 Thank all staff involved in response to business 
interruption 
 

  * 

15 Prepare final report and debrief, highlighting lessons 
learned and report to Quality and Safety Committee  
 

  * 
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Appendix 4 
 

Incident Assessment and Situation Report 
 
 

Report details 
 

Date 
 

 Time  

Name of person completing form 
 

 

Name of contributors 
 

 

 
Summary of the current situation 

 

What are the facts about the incident? Use the aide memoir below as a guide 
 

C – Number of casualties, if they require any 
primary care treatment 
 

 

H – Hazards i.e. chemical, gas 
 

 

A – Access (road closures etc) 
 

 

L – Location (address of incident, type of 
building, where appropriate) 
 

 

E – Emergency Services (who should be 
contacted for more information) 
 

 

T – Type (i.e. chemical/road traffic 
accident/outbreak/closure of building 
 

 

Other facts 
 

 

What are the assumptions about the incident? 
 
 
 
 
 
 

What additional information is required? 
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Alerting and informing 
 

What agencies are involved in the incident? Who has been informed (when and by whom, if 
known?) 
 
 
 
 
 
 

Do we need to inform or request actions of other individuals/services/partner organisations? 
 
 
 
 
 
 
 

Risks 
 

What are the main risks and consequences of the incident? 
 
 
 
 
 
 

What are the knock-on effects to other services and/or partner organisations? 
 
 
 
 
 
 

 

Media 
 

Will the incident attract media interest?  What is the current situation with the media? Are 
actions required? 
 
 
 
 
 
 

 

 
 
 
 

 



 

27 
 
 
 

          Appendix 5 
 

FIRST MEETING AGENDA - MEETING OF BUSINESS CONTINUITY TEAM 
 
DATE, TIME AND PLACE: 
ATTENDEES: 
CHAIRED BY: 
 

No Item Action Action By 
Who 

Action By 
When 

1 Analysis of Impact 
 
Review Service Impact Analysis 
Sheets 
Brief team on nature, severity and 
impact of disruption. 
Identify information gaps 
Agree immediate action necessary 
Adjourn to take immediate action as 
needed 
Agree time to reconvene 
  

   

2 Confirm Roles 
 
Agree roles and responsibilities of staff 
during the disruption. 
If required revise roles and determine if 
additional staff/deputies are required. 
Identify additional team members that 
may be required 
Stand down members not required 
 

   

3 Confirm Key Contacts at Scene of 
Disruption 
 
Main points of contact for ongoing 
information updates 
 

   

4 Logs  
 
Ensure personal logs in place. (Written 
record of significant events and all 
communications) 
 

   

5 Recovery Management 
 
Review recovery priorities 
Determination of support requirements 
 

   

6 Welfare Issues 
 
Have members of staff, visitors or third 
parties been affected? 
What is their location? 

   



 

28 
 
 
 

No Item Action Action By 
Who 

Action By 
When 

What immediate support and 
assistance is required? 
 
What ongoing support and assistance 
might be required? 
 

7 Communications 
 
Who should we inform? 
Are Communications managers 
required / present?  
Professional Public Relations/Media 
advisors required? 
Determine which, if any external 
regulatory bodies should be notified. 
Determine any internal 
communications that need to take 
place (other sites, affected services 
etc. 
 

   

8 Media Strategy 
 
Determine the media strategy to be 
implemented. 
What is the story?  What is the 
deadline? 
 

   

9 Legal Perspective 
Determine what legal action or advice 
is required 
 

   

10 Insurance Position 
Determine whether insurance cover is 
available and if so, how best to use the 
support it may provide 
 

   

11 Next meeting 
Date, time, place and attendees of 
next meeting. 
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Appendix 6 

South Tyneside CCG 
Debrief template post incident 

 

Incident date:  Outline: 
 

 

This debrief template provides the framework for undertaking a structured de-brief 
and will assist in the development of the post incident report which will cover –  

 What was supposed to happen? 

 What actually happened? 

 Why were there differences? 

 What lessons were identified? 
 

Issue Response 
How prepared were we?  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

What went well?  
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Issue Response 
What did not go well?  
 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

What can we do better in the future?  
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Issue  Response  
Is there a need to modify the plan/training? 

 
 
 
 
 

Other issues   
Communications  
 
 
 
 
 
 
 
 
 

 
 
 
 
 

Equipment  
 

 
 
 
 
 

Human resources  
 

 
 
 
 
 

Planning and briefing  
 

 
 
 
 
 

Other issues  
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Appendix 7 

 
Key Contact List 

 
Name/Designation Office Number Mobile Number 

South Tyneside CCG Contacts 

Director of Operations 0191 2832920 07979757920 

Commissioning Manager  0191 2832874 07760990569 

Commissioning Officer 0191 2831312 07824548652 

NHS England 

Central Business Continuity 
Manager 

England.businesscontinuity@nhs.net 07585960144 

Other NHS Organisations 

NHS Property Services  
Strategic Estates Planner 

0191 2172664  

NHS Commissioning Board Area 
Team 

0113 8253314  

North Tyneside CCG 0191 2931140  

Northumberland CCG 01670 335180  

Sunderland CCG 0191 5128484  

Newcastle Gateshead Alliance 0191 2172544  

North Durham CCG 0191 6053248  

Darlington CCG 01325 364271  

Durham Dales, Easington and 
Sedgefield CCG  

0191 3713222  

Hartlepool and Stockton CCG 01642 745000  

South Tees CCG 01642 511868  

NECS Teams 

Senior Governance Manager  01913742749  

Senior Governance Officer  01913742766  

Head of Communications and 
Engagement  

01913744171  

Senior Clinical Quality Manager 01913011300 07825128086 

Provider Management – Senior 
Commissioning Manager 

 07919290682 

Service Planning Support – Senior-
Commissioning Manager 

 07826891878 

IT Systems Manager  07887541633 

Other outside contacts and 
stakeholders 

  

NHS Property Services, Strategic 
Estates Planner 

01912172707  

STMBC – Social Care and Health 019142718181  

North East Ambulance Service 01914302000  

Provider of the GP Out of Hours 
Services 
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Appendix 8 
 

South Tyneside CCG Surge Management Policy 
 

 
1. INTRODUCTION 
 
Whilst winter is traditionally a time of high pressures, South Tyneside, like all parts of 
the North East, have experienced rising demand over the last few years throughout 
the year which has placed increasing pressure upon the full spectrum of health and 
social care services. Extreme weather conditions experienced in the winter time, 
Christmas, New Year and Easter holiday times and peaks in seasonal illness such 
as influenza and hay fever can all place additional, sustained demand and add 
increased pressure to services.  
The increasing emphasis on the management of emergency pressures has led 
health and social care organisations to plan not just for the winter period but to 
engage in capacity planning for the entire year. A focus is, however, maintained on 
the pressures caused during the winter period, when it is recognised that demand for 
services is likely to be at its highest level. 
 
Whilst all health and social care providers already have their own detailed 
organisational plans to deal with this increased demand or ‘surges’, this plan is 
designed to enhance the effectiveness of these local procedures through the 
adoption of proactive management processes and best practice across South 
Tyneside; ensuring consistency where possible by detailing the whole systems 
approach to ensure that all stakeholders work together to ensure that service 
flexibility and capacity is at optimal levels at all times. 
 
The purpose of this plan then is to describe the high level multi-agency approach 
which will be taken by  South Tyneside SRG in order that these ‘surges’ in demand 
can be rapidly and seamlessly managed by all key stakeholders so that the provision 
of high quality patient care is not adversely affected through effective partnership 
and collaborative working.  
 
 
2. DEFINITION OF A SURGE 

 
A surge is defined as the requirements of the service extending beyond their 
capability during normal business. A surge in one service may not be experienced by 
other services but may impact on the whole health economy. 
 
 
3. ROLES & RESPONSIBILITIES  
 
There is an expectation that the organisations who provide support to the people of 
South Tyneside will work in partnership to deliver those services. 
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The organisations which are involved in surge planning and response will act as a 
commissioner, provider or both and have the following roles & responsibilities: 
 
 
Commissioner 
 
Services with this role are responsible for administering, monitoring and managing 
contracted services. This includes ensuring contracted services meet the needs of 
the pressure surge management arrangements by including arrangements in 
contracts through to ensuring the commissioned services providers are aware of the 
requirements. 
 
The commissioner must ensure that the services they have commissioned are 
appropriate for the local population needs, which includes ensuring there are 
services available out of hours and ensuring they can meet the capacity of that 
population. In a pressure surge this may mean procuring extra resources, making 
funding available or resolving funding issues to ensure the flow of patients through 
the discharge process. 
 
The commissioner must also ensure that providers are able to continue their service 
even if they face a business disruption, through business continuity planning. 
 
Provider 
 
Services with a provider function are responsible for delivering a contracted service, 
whether it is primary or community care. At the front line of patient management and 
care, these services are critical to ensuring that patients are maintained in the 
community and not in an acute trust, reducing the likelihood of creating a pressure 
surge. 
 
It is imperative that these services have plans to ensure the continuity of their service 
through business continuity planning, allowing them to provide their service in a 
business disruption. 
 
3.1  STAKEHOLDERS 
  
To ensure that a whole systems perspective has been taken, a wide range of 
stakeholders have been involved in the development and testing of this plan as 
members of the Urgent Care Boards. 
The organisations involved are: 
 

i. South Tyneside CCG as the lead commissioners of health services and 
responsible for declaring the status of the whole economy and leading on the 
implementation of escalation measures, until such a time that the surge has 
been managed and the system can be de-escalated; 

ii. South Tyneside Council as the lead commissioners of social care services 
and providers of community services. 

iii. South Tyneside NHS Foundation Trust as the providers of acute hospital 
community nursing and urgent care Services.   

iv. The provider of the GP Out of Hours services. 
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v. North East Ambulance Service (NEAS) as the provider of the 999 and 111 
call handling service, ambulance services for serious or life threatening 
conditions and patient transport services. 

vi. Northumberland, Tyne and Wear NHS Foundation Trust as the provider of 
mental health services. 

vii. North East Commissioning Support Unit as the provider of a full range of 
commissioning support services including a range of statutory and non-
statutory functions. Services provided include business information, 
communications, corporate governance, contract management, service 
planning and management of clinical Incidents  

 
3.2  INDIVIDUAL ORGANISATIONAL RESPONSIBILITIES 
 
Each individual organisation will be responsible for developing, testing and regularly 
reviewing their own organisational surge or escalation plan, maintaining local 
resilience and managing surges within the context of the overall agreed process. 
This will include ensuring they are prepared for surges in demand and training staff 
in relevant escalation plans.  
 
This plan also assumes that sufficient capacity is available to allow services to 
provide both emergency care and elective/routine services within agreed tolerance 
levels and that at points of escalation additional resources can be accessed to 
maintain the flow of patients and the standards of required.  
 
Individual organisations will not implement changes that may undermine the ability of 
other organisations to manage their core business without prior discussion with key 
stakeholders.  
 
3.3 COMMUNICATION 
  
Communication between partner agencies will be crucial in managing surges in 
demand and ensuring high quality patient services are maintained through periods of 
pressure. 
 
The key individuals from the organisations have been identified as being the named 
senior management contact for each organisation and are able to escalate, 
communicate and plan a response to the management of acute system pressures as 
well as agree key actions to alleviate or control any pressures. 
 
4.  SURGE MANAGEMENT 
 

4.1  MONITORING 

In order to monitor activity, trends and pressures on a daily basis across South 
Tyneside, a ‘Surge Dashboard’ has been developed by NECS. This dashboard will 
be visible to all organisations including primary care and will show the level of 
pressure being experienced across the system as well as the escalation level. Using 
this dashboard, stakeholders will then be able to determine the relevant actions to be 
taken to pre-empt a worsening situation within their own organisations should activity 
increase. 
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4.2  TRIGGERS AND ESCALATION 
 

Surges may be identified at any point and by any provider. Each organisation will 
have a different range of factors, developed internally, to trigger escalation both 
internally and externally following a surge.  
 
Following a surge, there is likely to be a real or imminent increase in one of the 
following which may require a whole systems approach: 
 
 

A&E attendances/admissions Limited planned discharges 

Number or ‘batching’  of emergency 
admissions 

Reduced capacity 
(Acute/Community/OOH/999/111/Care 
Homes) 

Other demand above predicted levels 4 hour target breaches (A&E/WiC) 

Cancelled elective operations  Handover/delays 

Level of delayed transfer of care (DTOCs) Critical care beds availability 

Staffing issues Infection control/outbreak of infectious 
disease 

 

 
4.3  ESCALATION LEVELS 
 
There are two Escalation frameworks: 
 - one for the health and social care community as a whole and  
-  one for Primary Care. 
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Health and Social Care  

 
 
 
 
Primary Care 

 

North East Escalation Plan (NEEP) Framework 

Level Trigger Description  

NEEP 1  Normal Service 
(White) 

NHS organisations are operating at ‘normal service’. 

NEEP 2  Concern (Green) Evidence of increasing activity or poor weather which is 
challenging services. 

NEEP 3 Pressure (Amber) - Activity is placing real pressure on organisations. 
- Deterioration in weather conditions. 

NEEP 4 Severe Pressure 
(Red) 

- Evidence of significantly increased activity which is 
placing severe pressure on services. 

- Actions taken at NEEP level 3 have not reduced 
pressure. 

- Extended period of severe weather.  

NEEP 5 Critical (Purple) - Extreme activity within the North East is having a 
critical impact on NHS services across the region. 

- Actions taken at NEEP level 4 have not reduced 
pressure on organisations. 

- Severe weather disruption. 

NEEP 6 Potential Service 
Failure (Black) 

The impact of very significantly increased activity is 
placing severe pressure on organisations. 
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Within both escalation frameworks there are six levels with quantifiable core triggers 
for each in order to standardise the process across organisations. Individual 
organisations’ levels may vary within this.  
 
4.4  CO-ORDINATION  
 
This plan will be activated as soon as one or more of the organisations reaches 
LEVEL 3 and is maintained for longer than a period of 48 hours and the internal 
actions taken (in line with the affected individual organisations escalation or business 
continuity plan) do not return the organisation back to LEVEL 2 or below.  
 
After considering the local economy pressure and once internal actions have not 
returned the affected organisation(s) to normal, South Tyneside SRG will take the 
decision to form the Surge Management Group (SMG) and undertake 
teleconferences with providers in the SRG area.  
 
The SMG teleconference will comprise of representatives from the IBCT detailed in 
section 2. The Local teleconference will be co-ordinated and chaired by the CCG, 
regional call will be organised and chaired by NECS. 
 
The role of the SMG will include: 

i. Review organisation’s pressure surge status, actions taken and impact on 
local economy. 

ii. Facilitate interagency solutions. 
iii. Consider requests for resources. 
iv. Reflect on learning from escalation incident and consider action required to 

ensure effective recovery period. 
 

The SMG will only be established once all individual organisations have 
implemented their surge/ escalation plans as part of a locality wide, multi-agency 
response AND there has been no obvious improvement as a result of these 
mitigating and recovery actions.   
 
3.4  TELECONFERENCES 
 
Once invoked, conference calls will initially be scheduled on alternative days, but 
may be varied according to the developing situation. The teleconference will be 
chaired by Director of Operations/the Commissioning Manager with responsibilities 
around emergency planning and will be held at 11:00 hrs. 
 
However if the situation dictates that action is required outside of these times then it 
is appropriate to convene a teleconference at the earliest convenience for the 
organisations involved, again co-ordinated by NECS. 
 
The decision to stand down/de-escalate the teleconferences will be taken by South 
Tyneside CCG. 
 
The routine information areas regarded as key to effective teleconferences are: 

i. A&E access times 
ii. Volumes and changes in non-elective admissions to Acute Services 
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iii. Division and  
iv. transfers to community hospitals 
v. Volumes and changes in discharges from Acute Services Division and 
vi. Community hospitals and services 
vii. Number of delayed transfers of care and time in delay 
viii. Numbers of Boarders 
ix. Critical care capacity 
x. Unplanned cancellations of elective activity 
xi. Additional capacity opened in system 
xii. Ambulance activity and performance. 
xiii. Primary Care activity 
xiv. Community Services activity including nursing teams capacity and Walk in 

Centre performance 
xv. Local Authority Social Care Teams activity and performance. 
 
Should there be a period of sustained pressures across the region, NHS England 
may also instigate a teleconference. The frequency along with the required 
participants will be determined by NHS England and will depend upon the duration 
and severity of pressures being experienced across CCG areas. 
 
  
4. SUMMARY 
 
Although every effort has been made to prepare for surges; it is recognised that from 

time to time all care providers are likely to be functioning under extreme pressure. 

This therefore is a live document which will be reviewed, adapted and added to as 

need is identified. 
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Appendix 9 

 

Action Cards 

 

Incident and Business Continuity Response Team (IBCT) Action 
Cards 

 IBCT action card 

 
The Incident Business Continuity Team (IBCT) will comprise key individuals drawn 
from the Senior Management Team as required. The Chief Officer will ensure clear 
command and control of the incident response and distribute the action cards 
appropriately. The IBCT is responsible for coordinating teams, identifying and 
allocating resources to the recovery, communication with staff and other 
stakeholders and escalating any risks or issues to NHS England as appropriate. 

An ongoing approach in the incident response should be: 

 

i. Incident   - confirm occurrence 

ii. Investigate   - incident specifics 

iii. Escalate   - to appropriate internal management 

iv. Activate   - appropriate response 

v. Communicate  -  to staff / stakeholders as required  

 

Actions (Initial and On-Going)  

 Evaluate the impact of the interruption on prioritised activities. 

 Consider who needs to know the interim arrangements e.g. key stakeholders, 
customers 

 Initiate any necessary action to resolve the cause of the interruption 

 Activate the Business Continuity Plan if required if not already done so 

 Liaise with senior managers to give and receive regular updates 

 Ensure that staff are given relevant briefings on the progress of the incident 

 Ensure on-going compliance with corporate policy and relevant legislation (e.g. 
Health and safety) 

 
Recovery 
 Identify key staff members and resources required to restore all prioritised 

activities to business as usual standards  

 Negotiate and agree any mutual aid required with the lead Director of the 
incident 
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 Confirm contact details of staff members. 

 Be aware of and consider the implications of Health and Safety in relation to 
staff working conditions and hours. Liaise with HR as required. 

 Consider the Health and Safety of personnel requested to work at the affected 
site. This may include: 

 staff have to undertake different activities during IBC incident 

 staff have to do more of or less of activities during a IBC incident 

 staff have to do “normal” activities but without some of the normal 
resource/information/support 
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Action Card 1 

 

 Business Continuity Lead 

 

1. Attend Incident and Business Continuity Room (IBCR). 

 

2. Familiarise yourself with surroundings and ensure arrangements are in place 

for the incident director and loggist including telecoms and IT access. Liaise 

with other agencies as required. 

 
3. Assemble Incident and Business Continuity Team (IBCT)  

 
4. Ensure that the incident room has all the required resources. 

 
5. Provide updates as requested. 

 
6. Liaise with communications manager where release of information is required 

7. Support the loggist who will be maintaining the decision-action log for the 

incident director. 

 

8. Ensure resilience for your role and the loggist role. 

 
9. Maintain a personal log of events and activities  
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Action Card 2 

 

Communications Lead  

 

1. Through the communications response plan advise the incident director on 

crisis communications messaging surrounding disruptions to critical and vital 

services. 

 

2. Assume responsibility for managing all internal, public and media 

communications 

 

3. Ensure that all employees have been notified not to release information and 

to refer requests to the Communications Lead. 

 

4. Advertise using appropriate media. 

 
5. Hold press conference where necessary. 

 
6. Ensure stakeholders, contractors etc. are notified as soon as possible. 

 
7. Maintain a personal log of events and activities 
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Action Card 3 

 

Estates and Facilities Lead 

 

1. Ensure incident room is suitable. 

 

2. Liaise with Finance Lead and governance lead regarding asset registers of 

equipment, insurance and reporting arrangements of damage assessment. 

 

3. Liaise with the emergency services where appropriate. 

 
4. Liaising with the building owner/ NHS Property Services Ltd (if necessary) for 

where there is damage to infrastructure or internal issues. 

 
5. Liaise with senior Governance Officer (Health and Safety) within NECS to 

ensure the safety, fire and security of employees and buildings during the 

emergency response. 

 
6. Assess any damage that has occurred. 

 

7. Report damage findings to the IBCT. 

 
8. Obtain essential resources from suppliers where necessary, working with the 

Finance Manager to adhere to emergency expenditure and procurement 

procedures. 

 
9. Maintain a personal log of events and activities. 
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Action Card 4 

 

HR Lead 

 

1. Account for the status of all employees. 

 

2. Recall staff on holiday, contact agency staff etc. (if necessary). 

 
3. Coordinate a resource pool of unassigned personnel, assessing 

     organisational needs and reassigning where appropriate. 

 
       4. Liaising with the senior governance officer (health and safety) within 

    NECS to ensure there are no risks to the health, safety, security of staff    

    where appropriate. 

 

5.   Liaising with Occupational Health to secure post-incident counseling    

      where appropriate. 

 

4. Advise on anticipated personnel concerns e.g. payroll, child care, 

transportation. 

 

      5.   Liaising with operational areas and the senior governance officer (IG)    

   within NECS in identifying, prioritising and protecting all paper vital   

   records. 

 

      6.   Maintain personal log of events and activities 
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Action Card 5 

 

Finance  

 

1. Liaise with Estates and Facilities Lead in coordinating insurance and 

ensuring that procurement procedures are adhered to. 

 
2. Authorise emergency expenditures when required. 

 
3. Liaise with IBCT on financial decisions. 

 
4. Maintain a record of purchases and expenditures. 

 
5. Maintain a personal log of activities. 
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Action Card 6 

 

IT  

 

1. Ensure that IT systems are recovered as laid down in the ITIL Incident 

and Problem Management Procedures (NECS IT procedure document). 

 

2. Identify with the Senior Governance Officer (IG) within NECS in 

identifying, prioritising and protecting all vital electronic information. 

 

3. Liaise with operational areas to ensure that where staff are relocated (if 

required), IT services are set up. 

 
4. Where necessary contact suppliers to obtain essential resources. 

 

5. Control resource distribution. 

 
6. Coordinate the requirements for specialised installations. 

 
7. Liaise with Finance Manager where assets require replacing due to 

damage/loss. Maintain a record of purchases and expenditure. 

 
8. Address organisational needs for essential information and prioritise 

records retrieval. 

 
9. Ensure IT policies have been adhered to when storing/backing up 

information. 

 
10. Maintain a peersonal log of events and activities. 
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Action Card 7 

 

Loggist/Administration Coordinator 

 

1. Liaising with the BC lead.  

 

           2.  Maintain a decision-action log for the Incident Director. 

 

2. Ensuring available resources in the incident room e.g. hard copies of 

plans, stationary, writing materials, flip chart, telephone, computer and 

printer. 

 
3. Taking notes for IBCT as required. 

 
4. Type final reports. 
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Appendix 10 

Role of senior person in charge 

Role of senior person in charge Hyper link this section 

Take charge of the situation Appendix 3 is the action checklist for the 
senior manager in charge 

Undertake service impact analysis 
and take/direct any immediate 
remedial actions (e.g. making an 
area safe) 

Refer to the profroma in Appendix 4   

Identify a room to use as the 
incident room 

Office 4 or nearest available office 

Start a personal log detailing 
information received and action 
taken 

 

Arrange and chair the first meeting 
of the business continuity team 

Appendix 5 gives an agenda for this 
meeting 

Lead the organisation through the 
period of interruption and 
restoration 

 

Stand down the incident room and 
the team at the end 

 

Prepare final report and debrief, 
highlight lessons learned 

Appendix 6 
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Appendix 11 

 

 

Mutual aid agreement guidance and template 

 

Introduction: 

The purpose of this mutual aid agreement is to provide a framework for South 

Tyneside CCG, fellow CCG’s, NECS and NHS England to assist each other during a 

business continuity incident including, but not limited to, a denial or loss of premises. 

The rationale for mutual aid is: 

 

i. Teams share strategic objectives, provide similar services and have the 

potential to develop a mutual understanding of prioritised activities; 

ii. Teams may have geographically proximity and possibly the same ICT 

solutions. Therefore, this increases the potential for inter-operability of staff 

between premises. 

iii. To ensure that arrangements for managing a prolonged incident are in place 

and robust. 

 

In the event of an incident arising which prevents access to Monkton Hall it will be 

beneficial to have arrangements in place to provide mutual aid and assistance. This 

will help to ensure that prioritised activities of the requesting organisation can be 

continued at an alternative location. 

 

The purpose of the mutual aid agreement is to make available options that can 

contribute to improving the collective resilience of NHS England.  This will 

complement local business continuity arrangements and is to be read in conjunction 

with local Business Continuity Plans (BCPs). 

 

Mutual Aid by Definition: 

 

Pre-arranged understanding between two or more entities to render assistance to 

each other.         ISO 22301:2012 

 

An agreement between Category 1 and 2 responders and other organisations not 

covered by the [Civil Contingencies] Act, within the same sector or across sectors 

and across boundaries, to provide assistance with additional resource during an 

emergency.   
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Objectives: 

The objective of mutual aid is to establish a framework through which organisations 

may:  

 

i. Request mutual aid in the event of a business disruption; 

ii. Consider requests for mutual aid; 

iii. Accept and approve requests for mutual aid; 

iv. Make available or arrange agreed and scheduled resources in response to 

the request; 

v. Ensure notification of regional and national support centre Business 

Continuity leads when executing mutual aid agreements. 

 

Implementation:  

 

The criteria for implementing mutual aid arrangements are: 

 

 The requesting organisation have an incident causing significant disruption to 

normal service delivery and in particular the delivery of prioritised activities at 

their normal working premises; 

 The organisation can no longer manage the incident within their resource levels.  

 

 Procedure:  

1. A formal request for mutual aid shall be made and documented by a BCP lead 

(or authorised officer) on behalf of the requesting organisation to the BCP lead 

(or authorised officer) of the assisting organisation.  

 

2. The assisting organisations BCP lead shall liaise with an appropriate authorising 

officer (usually the Accountable Emergency Officer) on the request for assistance 

and take appropriate action to respond to the request in a timely manner.  

 

3. The details of mutual aid and associated costs, if applicable, are to be discussed 

and agreed between the two organisations at the time that the mutual aid 

agreement is invoked.  

 

4. Mutual aid should be provided whenever possible to ensure the continued 

delivery of prioritised activities across NHS England. If unable to provide mutual 

aid, then the assisting team should ensure that the requesting team is informed 

as soon as possible to ensure incident escalation and co-ordination.  

 

5. Mutual aid will be coordinated by the Business Continuity Lead, Incident 

Manager, or Authorising Officer, on behalf of their organisation.  
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6. There should be regular liaison between organisations whilst the incident is on-

going and a full debrief, including both the assisting and requesting teams, 

should take place once the incident has been stood down.  

 

7. Mutual aid agreements, procedures and capability should be reviewed annually. 

 

8. Regional and national support centre business continuity leads are to be notified 

when mutual aid is provided between organisations. 

 

Conditions of mutual aid agreement: 

Review of agreement:  

Mutual aid agreements will be reviewed annually. Each organisation will be 

responsible for ensuring any changes are conveyed to all interested parties. 

Financial Reimbursement: 

Mutual aid may be subject to full reimbursement of any costs incurred, e.g mutual 

aid provision by non-NHS England organisations . Any costs associated with 

assistance are to be discussed and agreed between the organisations authorising 

officers at the time of the agreement. Any costs associated with providing mutual aid 

are to be recorded by the assisting organisation.  

 

Health & Safety:  

Teams maintain responsibility for the safety and welfare of their own staff. However, 

assisting organisationss have overall responsibility and liability for the health and 

safety of all staff and visitors on their premises. 

Provision of mutual aid: 

Each organisation is required to consider a request for mutual aid and every effort 

should be made to provide assistance. The exact conditions and provisions of each 

mutual aid agreement are to be established between the requesting and the 

assisting organisationss at the time of an incident. 

Mutual aid agreements, as a minimum, should consider provision of the following 

resources; 

 

i. Office accommodation, furniture and equipment; 

ii. Staff resources; 

iii. ICT equipment (co-ordinated by corporate ICT service management); 

iv. Wi-Fi and data connectivity; 

v. Access to utilities. 



 

 53 

Mutual Aid Request Template: 

 
Agreement:  

This document details the provision of mutual aid during an incident between the 

teams given in the table below, co-ordinated by an authorising officer(s) within each 

organisation.  

 
NB: issue a copy to the assisting team and retain a copy for record purposes 

MUTUAL AID REQUEST 

Date: (Date of request) 

Time:  (Time of request) 

To: (Contact: assisting organisation)  

Assisting 
Organisation 
Contact 
Details: 

Tel: 

Email: 

Location 

From: (Incident Manager: requesting organisation) 

Incident 
Manager 
Contact 
Details: 

Tel: 

Email: 

Location:  

Details of 
request: 

No of staff:  

No of desks:  

ICT equipment:  

Other resource:  

Comments:  

Requested 
timeline for 

Start date:  
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assistance 

Estimated end date:  

MUTUAL AID AGREEMENT 

Assisting 
organisation 
authorising 

officer 

Tel: 

Email: 

Location:  

Details of 
mutual aid 
provision 

No of staff:  

No of desks:  

ICT equipment:  

Other resource:  

Comments:  

Confirmed 
timeline for 
assistance 

Start date: 

Estimated end date: 

Additional 
details / 

conditions of 
assistance 

Access arrangements: 

Other details: 

Request conditions: 

Requests for mutual aid must be documented.  

An estimated time of requirement should be made clear, with an agreed review 

timeframe.  

Signatories (requesting and assisting organisations): 

Organisation Authorising 
officer / contact 
details 

Signature Date 
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Appendix 12 
 

Business Impact Analysis forms 
 

Estates issues, relating to access to Monkton Hall as the CCG’s base, are included within 
each Business Impact Analysis rather than separately. A separate BCP is in place at NHS 
Property Services given that the CCG’s premises are owned by NHS Property Services. 

 
These have been prepared for Critical, Vital and Necessary functions 
 

1 Critical functions 
 
Essential functions needing to be restored within 0-24 hours 
 

Business impact analysis form 
Category: Critical 
Service: Quality & patient safety 
 

Service Function:  

 Serious incidents 
 
Service Disruption:  

 Damage/denial of access to premises; 

 Non availability of key staff; 

 Loss or damage to other resources; 

 Loss/damage to IT or data.       

Maximum Tolerable 
Period of 
Disruption:  

  
 

 0-24 hours    
  
 
 

Recovery Time 
Objective: Insert 

planned timescale  
 

 Within 12 hours 

Risk rating: 

 High  

 Key Staff 

What staff are 
required to carry out 
key functions? 

Can staff be contacted? 
Could extra capacity be built into 
your staffing to assist you in coping 
during an incident? 

 Director of Quality, Nursing & Patient 
Safety & one member of CCG quality 
team as directed by Director of Quality, 
Nursing & Patient Safety, plus one 
member of NECS quality team. 

 

P
e

o
p

le
 

Skills / Expertise / 
Training 

Skills / expertise 
required? 

Could staff be trained in other 
roles?  
Could other members of staff 
undertake other non-specialist 
roles, in the event of an incident? 

 Director of Quality, Nursing & Patient 
Safety may draft in non-specialists CCG 
officers as well as admin staff for support. 

 Director of Quality, Nursing and Patient 
Safety may also draw in Clinical Directors, 
should clinical support be required. 

Minimum Staffing  
Level to support 
essential service? 

What is the minimal staffing level to 
continue to deliver your key 
functions at an acceptable level? 
What grade of staff do you require? 
What measures could minimise 
impact? 

 Director of Quality, Nursing and Patient 
Safety to advise. 

 Buildings 
Primary site 
locations? 

Could you operate from more than 
one premise? Could staff work 
remotely? 
Could you relocate operations in 
the event of a premise being lost or 
if access was denied? 

 Staff can work remotely from home or any 
location with mobile phone reception. 

 Potential use of Council, FT, CSU or 
neighbouring CCG premises. 

 Staff could use laptops/iPads etc. 

 Information stored on the shared drive is 
backed up by the CSU and could be 
accessed via remote access facilities. P

re
m

is
e

s
 

Facilities 

What is essential to 
carry out key 

Are any of your facilities multi-
purpose?  
Are alternative facilities available in 

 Potential use of Council, FT, CSU or 
neighbouring CCG premises. 
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functions? the event of an incident?  

Equipment / 
Resources  
What is required? 

Could alternative equipment be 
acquired?  
Could key equipment be replicated 
or do manual procedures exist? 

 Mobile telephones available and staff 
home phones.  

 Staff could use laptops/iPads etc. 

 IT Is data backed-up and are back-
ups kept off site?  
Do you have any disaster recovery 
arrangements? 

 Laptop/tablet and telephone facility. 

 All information on the CCG’s shared drive 
is backed up via the CSU. 

P
ro

c
e

s
s

e
s
 

What IT is essential? 

Documentation 

Essential 
documentation and 
how are these 
stored? 

Is essential documentation stored 
securely (e.g. fire proof safe, 
backed-up or stored elsewhere)?  
 

 All information on the CCG’s shared drive 
is backed up via the CSU. 

Systems / 
Communications 
What is required to 
carry out key 
functions? 

Are your systems flexible?  
Do you have alternative systems in 
place (manual processes)?  
What alternative means of 
communication exist? 

 CCG landline can be transferred to CSU 
or neighboring CCG or individuals’ mobile 
phones. 

 Many staff use nhs.net so can access 
emails remotely. 
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Reciprocal 
arrangements 
Any arrangements 
with other 
organizations? 

Do you have agreements with other 
organisations regarding staffing, 
use of facilities in the event of an 
incident?  

 Potential use of Council, FT, CSU or 
neighboring CCG premises. 

 

Contractors 
With whom and for 
what? 

Alternative contractors or reliant on 
a single contractor?  
Do your contractors have 
contingency plans?  

 NECS CSU is main provider. 

 BCP in place within NECS. 

 NHS Property Services provide our 
premises – BCP applies. 
 

Suppliers 
On whom you depend 
for key functions? 

Do you know of suitable alternative 
suppliers?  
Could key suppliers be contacted in 
an emergency? 

 Could be considered on individual 
consultancy basis if required. 
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Reputation 
Key stakeholders? 

How could reputational damage to 
your organisation be reduced?  
How could you provide information 
to staff and stakeholders in an 
emergency (e.g. press release)? 

 Ensure continued availability through use 
of mobile phones and remote access. 

 CSU to ensure website messages/ 
stakeholder notifications are updated 
using existing contacts. 

 Arrangements would need to be made 
with Royal Mail to redirect mail should the 
need arise (problem with building 
access/length of incident. 

Legal 
Considerations 

Legal, statutory and 
regulatory 
requirements? 

Do you have systems to log 
decisions; actions; and costs, in the 
event of an incident?  
 

 CCG committee structure refers. 

 Quality, Patient Safety and Risk 
Committee primarily for this risk area. 
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Business impact analysis form 
Category: Critical 
Service: Governance/ decision making/ corporate 

 

Service Function:  

 CHC decision making on packages of care for continuing 
healthcare (Fast Tracked only),  

Service Disruption:  
• Damage/denial of access to premises; 

• Non availability of key staff; 
• Loss or damage to other resources; 
• Loss/damage to IT or data. 

Maximum Tolerable 
Period of 
Disruption:  

  

 24 hours 

Recovery Time 
Objective: Insert 

planned timescale  
 

 0-24 hours 

Risk rating: 
High 

 Key Staff 
What staff are 
required to carry out 
key functions? 

Can staff be contacted? 
Could extra capacity be built into 
your staffing to assist you in coping 
during an incident? 

 Director of Quality, Nursing & Patient 
Safety or Head of Quality or NECS CHC 
lead (CHC). 

 NECS Children’s lead (children’s 
continuing care). 

 NECS mental health lead (S117). 
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Skills / Expertise / 
Training 
Skills / expertise 
required? 

Could staff be trained in other 
roles?  
Could other members of staff 
undertake other non-specialist 
roles, in the event of an incident? 

 No this is relatively specialist. NECS 
should be a good source of support as 
they will have a number of in house 
experts given their scale. 

Minimum Staffing  
Level to support 
essential service? 

What is the minimal staffing level to 
continue to deliver your key 
functions at an acceptable level? 
What grade of staff do you require? 
What measures could minimise 
impact? 

 One specialist to each cover : CHC, 
children’s CC and S117s 

 Buildings 

Primary site 
locations? 

Could you operate from more than 
one premise? Could staff work 
remotely? 
Could you relocate operations in 
the event of a premise being lost or 
if access was denied? 

 Staff can work remotely from home or any 
location with mobile phone reception. 

 Potential use of Council, FT, CSU or 
neighboring CCG premises. 

 Staff could use laptops/iPads etc. 

 Information stored on the shared drive is 
backed up by the CSU and could be 
accessed via remote access facilities. 
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Facilities 
What is essential to 
carry out key 
functions? 

Are any of your facilities multi-
purpose?  
Are alternative facilities available in 
the event of an incident? 

 Potential use of Council, FT, CSU or 
neighboring CCG premises. 

 Staff use of NHS net account allows 
remote email access account. 

Equipment / 
Resources  
What is required? 

Could alternative equipment be 
acquired?  
Could key equipment be replicated 
or do manual procedures exist? 

 Mobile telephones available and staff 
home phones.  

 Staff could use laptops/iPads etc. 

 IT Is data backed-up and are back-
ups kept off site?  
Do you have any disaster recovery 
arrangements? 

 All information on the CCG’s shared drive 
is backed up via the CSU. 

 Mobile telephones available and staff 
home phones.  

 Staff could use laptops/iPads etc. 

 NHS.net accounts. 
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What IT is essential? 

Documentation 
Essential 
documentation and 
how are these 
stored? 

Is essential documentation stored 
securely (e.g. fire proof safe, 
backed-up or stored elsewhere)?  
 

 All information on the CCG’s shared drive 
is backed up via the CSU. 

Systems / Are your systems flexible?   CCG landline can be transferred to CSU 
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Communications 
What is required to 
carry out key 
functions? 

Do you have alternative systems in 
place (manual processes)?  
What alternative means of 
communication exist? 

or neighboring CCG or individuals’ mobile 
phones. 

 Staff involved use nhs.net so can access 
emails remotely. 
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Reciprocal 
arrangements 
Any arrangements 
with other 
organizations? 

Do you have agreements with other 
organisations regarding staffing, 
use of facilities in the event of an 
incident?  

 Potential use of Council, FT, CSU or 
neighboring CCG premises. 

 

Contractors 

With whom and for 
what? 

Alternative contractors or reliant on 
a single contractor?  
Do your contractors have 
contingency plans?  

 NECS CSU is main provider. 

 BCP in place within NECS.  

 NHS Property Services provide our 
premises – their BCP applies. 

Suppliers 
On whom you depend 
for key functions? 

Do you know of suitable alternative 
suppliers?  
Could key suppliers be contacted in 
an emergency? 

 Could be considered on individual 
consultancy basis if required. 
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Reputation 
Key stakeholders? 
 
 
 
 
 
 

 

How could reputational damage to 
your organisation be reduced?  
How could you provide information 
to staff and stakeholders in an 
emergency (e.g. press release)? 

 Ensure continued availability through use 
of mobile phones and remote access. 

 CSU to ensure website messages/ 
stakeholder notifications are updated 
using existing contacts. 

 Arrangements would need to be made 
with Royal Mail to redirect mail should the 
need arise (problem with building 
access/length of incident). 

Legal 
Considerations 

Legal, statutory and 
regulatory 
requirements? 

Do you have systems to log 
decisions; actions; and costs, in the 
event of an incident?  
 

 CCG committee structure refers 

 Executive Committee or 

 Quality, Patient Safety and Risk 
Committee  

 
for this risk area 

 
 
 

 

Business impact analysis form 
Category: Critical 
Service:  Communications & engagement 
 

Service Function 

 Communications and media relations 
 

Service Disruption:  

 Damage/denial of access to premises; 

 Non availability of key staff; 

 Loss or damage to other resources; 
Loss/damage to IT or data. 

Maximum Tolerable 
Period of 
Disruption:  

  
 

 24 hours 

Recovery Time 
Objective: Insert 

planned timescale  
 
 

•  Within 2 hours 

Risk rating: 

High 

 Key Staff 
What staff are 
required to carry out 
key functions? 

Can staff be contacted? 
Could extra capacity be built into 
your staffing to assist you in coping 
during an incident? 

 Chief Officer, Chair, Director of 
Operations. 

 Operations and Engagement Manager. 

 Senior Comms and Engagement Lead 
(NECS). 
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Skills / Expertise / 
Training 
Skills / expertise 
required? 

Could staff be trained in other 
roles?  
Could other members of staff 
undertake other non-specialist 
roles, in the event of an incident? 

 Chief Officer/Director of Operations may 
draft in non-specialists CCG officers as 
well as admin staff for support. 

Minimum Staffing  What is the minimal staffing level to  Chief Officer or Director of Operations. 
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Level to support 
essential service? 

continue to deliver your key 
functions at an acceptable level? 
What grade of staff do you require? 
What measures could minimise 
impact? 

 One senior member of NECS 
Communications team. 

 Operations and Engagement Manager. 

 Buildings 
Primary site 
locations? 

Could you operate from more than 
one premise? Could staff work 
remotely? 
Could you relocate operations in 
the event of a premise being lost or 
if access was denied? 

 Staff can work remotely from home or any 
location with mobile phone reception. 

 Staff could teleconference from home. 

 Potential use of Council, FT, CSU or 
neighboring CCG premises. 

 Staff could use laptops/iPads etc. 

 Information stored on the shared drive is 
backed up by the CSU and could be 
accessed via remote access facilities. 
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Facilities 
What is essential to 
carry out key 
functions? 

Are any of your facilities multi-
purpose?  
Are alternative facilities available in 
the event of an incident? 

 Potential use of Council, FT, CSU or 
neighbouring CCG premises. 

 Staff use of NHS net account allows 
remote email access account. 

Equipment / 
Resources  
What is required? 

Could alternative equipment be 
acquired?  
Could key equipment be replicated 
or do manual procedures exist? 

 Mobile telephones available and staff 
home phones. 

 Staff could use laptops/iPads etc. 

 IT Is data backed-up and are back-
ups kept off site?  
Do you have any disaster recovery 
arrangements? 

 All information on the CCG’s shared drive 
is backed up via the CSU. 

 Mobile telephones available and staff 
home phones. 

 Staff could use laptops/iPads etc. 

 Staff use of NHS net account allows 
remote email access accounts. 
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What IT is essential? 

Documentation 
Essential 
documentation and 
how are these 
stored? 

Is essential documentation stored 
securely (e.g. fire proof safe, 
backed-up or stored elsewhere)?  
 

 All information on the CCG’s shared drive 
is backed up via the CSU. 

Systems / 
Communications 

What is required to 
carry out key 
functions? 

Are your systems flexible?  
Do you have alternative systems in 
place (manual processes)?  
What alternative means of 
communication exist? 

 CCG landline can be transferred to CSU 
or neighbouring CCG or individuals’ 
mobile phones. 

 Staff involved use nhs.net so can access 
emails remotely 
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Reciprocal 
arrangements 

Any arrangements 
with other 
organizations? 

Do you have agreements with other 
organisations regarding staffing, 
use of facilities in the event of an 
incident?  

 Potential use of Council, FT, CSU or 
neighbouring CCG premises. 

Contractors 
With whom and for 
what? 

Alternative contractors or reliant on 
a single contractor?  
Do your contractors have 
contingency plans?  

 NECS CSU is main provider. 

 BCP in place within NECS. 

 NHS Property Services BCP applies.  

Suppliers 
On whom you depend 
for key functions? 

Do you know of suitable alternative 
suppliers?  
Could key suppliers be contacted in 
an emergency? 

 Could be considered on individual 
consultancy basis if required. 
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Reputation 
Key stakeholders? 

How could reputational damage to 
your organisation be reduced?  
How could you provide information 
to staff and stakeholders in an 
emergency (e.g. press release)? 

 Ensure continued availability through use 
of mobile phones and remote access. 

 CSU to ensure website messages and 
stakeholder notifications are updated 
using existing contacts. 

Legal 
Considerations 
Legal, statutory and 
regulatory 
requirements? 

Do you have systems to log 
decisions; actions; and costs, in the 
event of an incident?  
 

 CCG committee structure refers 

 Executive Committee or 

 Governing Body 
 
for this risk area 
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Business impact analysis form 
Category: Critical 
Service: ICT 
 
 

 Service Function:  

IT systems including telephones 
 
 
Service Disruption:  

 Damage/denial of access to premises; 

 Non availability of key staff; 

 Loss or damage to other resources; 

 Loss/damage to IT or data. 

Maximum Tolerable 
Period of 
Disruption:  

  

 24 hours 

Recovery Time 
Objective: Insert 

planned timescale  
 

 Within 4 hours 

Risk rating: 

High 

 Key Staff 
What staff are 
required to carry out 
key functions? 

Can staff be contacted? 
Could extra capacity be built into 
your staffing to assist you in coping 
during an incident? 

 Commissioning Manager with remit for IT. 

 NECS Senior IT manager. 

 Director of Operations. 

 NECS IT technicians. 
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Skills / Expertise / 
Training 
Skills / expertise 
required? 

Could staff be trained in other 
roles?  
Could other members of staff 
undertake other non-specialist 
roles, in the event of an incident? 

 Expert NECS IT technicians paramount. 
 

Minimum Staffing  

Level to support 
essential service? 

What is the minimal staffing level to 
continue to deliver your key 
functions at an acceptable level? 
What grade of staff do you require? 
What measures could minimise 
impact? 

 Expert NECS IT technicians paramount. 

 Commissioning Manager with remit for IT 
to liaise with NECS staff. 

 Buildings 
Primary site 
locations? 

Could you operate from more than 
one premise? Could staff work 
remotely? 
Could you relocate operations in 
the event of a premise being lost or 
if access was denied? 

If issue is with the CCG building: 

 Potential use of Council, FT, CSU or 
neighbouring CCG premises. 

 Staff could use laptops/iPads etc. 

 Information stored on the shared drive is 
backed up by the CSU and could be 
accessed via remote access facilities. 
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 Facilities 

What is essential to 
carry out key 
functions? 

Are any of your facilities multi-
purpose?  
Are alternative facilities available in 
the event of an incident? 

If issue is with the CCG building: 

 Potential use of Council, FT, CSU or 
neighbouring CCG premises. 

 Staff use of NHS net account allows 
remote email access account. 

Equipment / 
Resources  

What is required? 

Could alternative equipment be 
acquired?  
Could key equipment be replicated 
or do manual procedures exist? 

 Mobile telephones available and staff 
home phones. 

 Staff could use laptops/iPads etc. 
If issue is with IT equipment: 

 NECS required to replace/repair 
equipment/resources within urgent 
timescales as in SLA 

 IT Is data backed-up and are back-
ups kept off site?  
Do you have any disaster recovery 
arrangements? 

 All information on the CCG’s shared drive 
is backed up via the CSU. 

 Mobile telephones available and staff 
home phones. 

 Staff could use laptops/iPads etc. 

 Staff use of NHS net account allows 
remote email access accounts. 

If issue is with IT equipment/networks: 

 Strict deadlines for repair/replacement 
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What IT is essential? 
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within SLA. 

Documentation 
Essential 
documentation and 
how are these 
stored? 

Is essential documentation stored 
securely (e.g. fire proof safe, 
backed-up or stored elsewhere)?  
 

 All information on the CCG’s shared drive 
is backed up via the CSU. 

 If issue with IT equipment/networks strict 
deadlines for repair/replacement/recovery 
within SLA. 

Systems / 
Communications 

What is required to 
carry out key 
functions? 

Are your systems flexible?  
Do you have alternative systems in 
place (manual processes)?  
What alternative means of 
communication exist? 

If issue with buildings: 

 CCG landline can be transferred to CSU 
or neighbouring CCG or individuals’ 
mobile phones 

 Staff involved use nhs.net so can access 
emails remotely. 

If issue with IT equipment/networks: 

 Manual systems of recording meetings etc 
put into place. 

 Mobile phones to be used if issue with 
landline network. 
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Reciprocal 
arrangements 
Any arrangements 
with other 
organizations? 

Do you have agreements with other 
organisations regarding staffing, 
use of facilities in the event of an 
incident?  

 Potential use of Council, FT, CSU or 
neighbouring CCG premises. 

Contractors 
With whom and for 
what? 

Alternative contractors or reliant on 
a single contractor?  
Do your contractors have 
contingency plans?  

 NECS CSU is main provider. 

 BCP in place within NECS. 

 NHS Property Services BCP applies.  

Suppliers 
On whom you depend 
for key functions? 

Do you know of suitable alternative 
suppliers?  
Could key suppliers be contacted in 
an emergency? 

 Could be considered on individual 
consultancy basis if required. 
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Reputation 

Key stakeholders? 
How could reputational damage to 
your organisation be reduced?  
How could you provide information 
to staff and stakeholders in an 
emergency (e.g. press release)? 

 Ensure continued availability through use 
of mobile phones and remote access. 

 CSU to ensure website messages and 
stakeholder notifications are updated 
using existing contacts. 

Legal 
Considerations 
Legal, statutory and 
regulatory 
requirements? 

Do you have systems to log 
decisions; actions; and costs, in the 
event of an incident?  
 

 CCG committee structure refers 

 Executive Committee and 

 QPSR Committee 
 
for this risk area 

 
 

2  Vital functions 
 
Important functions needing to be restored within 24 hours to 7 days: 
 

Business impact analysis form 
Category: Vital 
Service: Quality & patient safety 
 

Service Function:  

 Safeguarding  

 CHC  
 
Service Disruption:  

 Damage/denial of access to premises; 

 Non availability of key staff; 

 Loss or damage to other resources; 

 Loss/damage to IT or data.       

Maximum Tolerable 
Period of 
Disruption:  

  

 7 days   
  
 
 

Recovery Time 
Objective: Insert 

planned timescale  
 

 2-7 days 

Risk rating: 

 High  
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 Key Staff 
What staff are 
required to carry out 
key functions? 

Can staff be contacted? 
Could extra capacity be built into 
your staffing to assist you in coping 
during an incident? 

 Director of Quality, Nursing & Patient 
Safety & one member of CCG quality 
team as directed by Director of Quality, 
Nursing & Patient Safety, plus one 
member of NECS quality team. 
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Skills / Expertise / 
Training 
Skills / expertise 
required? 

Could staff be trained in other 
roles?  
Could other members of staff 
undertake other non-specialist 
roles, in the event of an incident? 

 Director of Quality, Nursing & Patient 
Safety may draft in non-specialists CCG 
officers as well as admin staff for support. 

 Director of Quality, Nursing and Patient 
Safety may also draw in Clinical Directors, 
should clinical support be required. 

Minimum Staffing  
Level to support 
essential service? 

What is the minimal staffing level to 
continue to deliver your key 
functions at an acceptable level? 
What grade of staff do you require? 
What measures could minimise 
impact? 

 Director of Quality, Nursing and Patient 
Safety to advise. 

 Buildings 

Primary site 
locations? 

Could you operate from more than 
one premise? Could staff work 
remotely? 
Could you relocate operations in 
the event of a premise being lost or 
if access was denied? 

 Staff can work remotely from home or any 
location with mobile phone reception. 

 Potential use of Council, FT, CSU or 
neighbouring CCG premises. 

 Staff could use laptops/iPads etc. 

 Information stored on the shared drive is 
backed up by the CSU and could be 
accessed via remote access facilities. 
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Facilities 
What is essential to 
carry out key 
functions? 

Are any of your facilities multi-
purpose?  
Are alternative facilities available in 
the event of an incident? 

 Potential use of Council, FT, CSU or 
neighbouring CCG premises. 
 

Equipment / 
Resources  
What is required? 

Could alternative equipment be 
acquired?  
Could key equipment be replicated 
or do manual procedures exist? 

 Mobile telephones available and staff 
home phones.  

 Staff could use laptops/iPads etc. 

 IT Is data backed-up and are back-
ups kept off site?  
Do you have any disaster recovery 
arrangements? 

 Laptop/tablet and telephone facility. 

 All information on the CCG’s shared drive 
is backed up via the CSU. 
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What IT is essential? 

Documentation 
Essential 
documentation and 
how are these 
stored? 

Is essential documentation stored 
securely (e.g. fire proof safe, 
backed-up or stored elsewhere)?  
 

 All information on the CCG’s shared drive 
is backed up via the CSU. 

Systems / 
Communications 

What is required to 
carry out key 
functions? 

Are your systems flexible?  
Do you have alternative systems in 
place (manual processes)?  
What alternative means of 
communication exist? 

 CCG landline can be transferred to CSU 
or neighbouring CCG or individuals’ 
mobile phones. 

 Many staff use nhs.net so can access 
emails remotely. 

P
ro

v
id

e
rs

 

Reciprocal 
arrangements 

Any arrangements 
with other 
organizations? 

Do you have agreements with other 
organisations regarding staffing, 
use of facilities in the event of an 
incident?  

 Potential use of Council, FT, CSU or 
neighbouring CCG premises. 

 

Contractors 
With whom and for 
what? 

Alternative contractors or reliant on 
a single contractor?  
Do your contractors have 
contingency plans?  

 NECS CSU is main provider. 

 BCP in place within NECS. 

 NHS Property Services provide our 
premises – BCP applies. 
 

Suppliers 
On whom you depend 
for key functions? 

Do you know of suitable alternative 
suppliers?  
Could key suppliers be contacted in 
an emergency? 

 Could be considered on individual 
consultancy basis if required. 
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 Reputation 
Key stakeholders? 

How could reputational damage to 
your organisation be reduced?  

 Ensure continued availability through use 
of mobile phones and remote access. 
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How could you provide information 
to staff and stakeholders in an 
emergency (e.g. press release)? 

 CSU to ensure website messages/ 
stakeholder notifications are updated 
using existing contacts. 

 Arrangements would need to be made 
with Royal Mail to redirect mail should the 
need arise (problem with building 
access/length of incident. 

Legal 
Considerations 
Legal, statutory and 
regulatory 
requirements? 

Do you have systems to log 
decisions; actions; and costs, in the 
event of an incident?  
 

 CCG committee structure refers. 

 Quality, Patient Safety and Risk 
Committee primarily for this risk area. 

 

Business impact analysis form 
Category: Vital 
Service: Governance/ decision making/ corporate 
 

Service Function:  

 Senior leadership function (Chief Officer) 

 Statutory and regulatory meetings 
 
Service Disruption:  

 Damage/denial of access to premises; 

 Non availability of key staff; 

 Loss or damage to other resources; 

 Loss/damage to IT or data. 

Maximum Tolerable 
Period of 
Disruption:  

  

 7 days 
 

Recovery Time 
Objective: Insert 

planned timescale  
 

 2-7 days 

Risk rating: 

High 

 Key Staff 
What staff are 
required to carry out 
key functions? 

Can staff be contacted? 
Could extra capacity be built into 
your staffing to assist you in coping 
during an incident? 

 Chief Officer, Director of Operations, 
Director of Quality, Nursing and Patient 
Safety, Chief Finance Officer, Chair. 

 Executive Committee. 

 Governing Body. 

 NECS admin support. 
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Skills / Expertise / 
Training 
Skills / expertise 
required? 

Could staff be trained in other 
roles?  
Could other members of staff 
undertake other non-specialist 
roles, in the event of an incident? 

 Chief Officer/Director of Operations may 
draft in non-specialists CCG officers as 
well as admin staff for support. 

Minimum Staffing  
Level to support 
essential service? 

What is the minimal staffing level to 
continue to deliver your key 
functions at an acceptable level? 
What grade of staff do you require? 
What measures could minimise 
impact? 

 Chief Officer, Director of Operations, CFO, 
admin support. 

 Buildings 
Primary site 
locations? 

Could you operate from more than 
one premise? Could staff work 
remotely? 
Could you relocate operations in 
the event of a premise being lost or 
if access was denied? 

 Staff could teleconference from home. 

 Potential use of Council, FT, CSU or 
neighbouring CCG premises. 

 Staff could use laptops/iPads etc. 

 Information stored on the shared drive is 
backed up by the CSU and could be 
accessed via remote access facilities. 
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Facilities 

What is essential to 
carry out key 
functions? 

Are any of your facilities multi-
purpose?  
Are alternative facilities available in 
the event of an incident? 

 Potential use of Council, FT, CSU or 
neighbouring CCG premises. 

 Staff use of NHS net account allows 
remote email access account. 

Equipment / 
Resources  
What is required? 

Could alternative equipment be 
acquired?  
Could key equipment be replicated 
or do manual procedures exist? 

 Mobile telephones available and staff 
home phones 

 Staff could use laptops/iPads etc 

 IT Is data backed-up and are back-  All information on the CCG’s shared drive 
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What IT is essential? ups kept off site?  
Do you have any disaster recovery 
arrangements? 

is backed up via the CSU. 

 Mobile telephones available and staff 
home phones. 

 Staff could use laptops/iPads etc. 

 Staff use of NHS net account allows 
remote email access accounts. 

Documentation 
Essential 
documentation and 
how are these 
stored? 

Is essential documentation stored 
securely (e.g. fire proof safe, 
backed-up or stored elsewhere)?  
 

 All information on the CCG’s shared drive 
is backed up via the CSU. 

Systems / 
Communications 
What is required to 
carry out key 
functions? 

Are your systems flexible?  
Do you have alternative systems in 
place (manual processes)?  
What alternative means of 
communication exist? 

 CCG landline can be transferred to SCU 
or neighbouring CCG or individuals’ 
mobile phones. 

 Staff involved use nhs.net so can access 
emails remotely. 
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Reciprocal 
arrangements 
Any arrangements 
with other 
organizations? 

Do you have agreements with other 
organisations regarding staffing, 
use of facilities in the event of an 
incident?  

 Potential use of Council, FT, CSU or 
neighbouring CCG premises. 

Contractors 
With whom and for 
what? 

Alternative contractors or reliant on 
a single contractor?  
Do your contractors have 
contingency plans?  

 NECS CSU is main provider. 

 BCP in place within NECS. 

 NHS Property Services BCP applies. 

Suppliers 
On whom you depend 
for key functions? 

Do you know of suitable alternative 
suppliers?  
Could key suppliers be contacted in 
an emergency? 

 Could be considered on individual 
consultancy basis if required. 
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Reputation 
Key stakeholders? 

How could reputational damage to 
your organisation be reduced?  
How could you provide information 
to staff and stakeholders in an 
emergency (e.g. press release)? 

 Ensure continued availability through use 
of mobile phones and remote access. 

 CSU to ensure website messages and 
stakeholder notifications are updated 
using existing contacts. 

 Arrangements would need to be made 
with Royal Mail to redirect mail should the 
need arise (problem with building 
access/length of incident. 

Legal 
Considerations 
Legal, statutory and 
regulatory 
requirements? 

Do you have systems to log 
decisions; actions; and costs, in the 
event of an incident?  
 

• CCG committee structure refers 
• Executive Committee or 
• Governing Body 
 
for this risk area 

 
 
 
 

Business impact analysis form 
Category: Vital 
Service: Governance/ decision making/ corporate 

 

Service Function:  

 CHC decisions (routine) 
 
Service Disruption:  
• Damage/denial of access to premises; 

• Non availability of key staff; 
• Loss or damage to other resources; 
• Loss/damage to IT or data. 

Maximum Tolerable 
Period of 
Disruption:  

  

 7 days 

Recovery Time 
Objective: Insert 

planned timescale  
 

 2-7 days 

Risk rating: 
High 
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 Key Staff 
What staff are 
required to carry out 
key functions? 

Can staff be contacted? 
Could extra capacity be built into 
your staffing to assist you in coping 
during an incident? 

 Director of Quality, Nursing & Patient 
Safety or Head of Quality or NECS CHC 
lead (CHC). 

 NECS Children’s lead (children’s 
continuing care). 

 NECS mental health lead (S117). 
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Skills / Expertise / 
Training 
Skills / expertise 
required? 

Could staff be trained in other 
roles?  
Could other members of staff 
undertake other non-specialist 
roles, in the event of an incident? 

 No this is relatively specialist. NECS 
should be a good source of support as 
they will have a number of in house 
experts given their scale. 

Minimum Staffing  
Level to support 
essential service? 

What is the minimal staffing level to 
continue to deliver your key 
functions at an acceptable level? 
What grade of staff do you require? 
What measures could minimise 
impact? 

 One specialist to each cover : CHC, 
children’s CC and S117s 

 Buildings 
Primary site 
locations? 

Could you operate from more than 
one premise? Could staff work 
remotely? 
Could you relocate operations in 
the event of a premise being lost or 
if access was denied? 

 Staff can work remotely from home or any 
location with mobile phone reception. 

 Potential use of Council, FT, CSU or 
neighbouring CCG premises. 

 Staff could use laptops/iPads etc. 

 Information stored on the shared drive is 
backed up by the CSU and could be 
accessed via remote access facilities. 
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Facilities 

What is essential to 
carry out key 
functions? 

Are any of your facilities multi-
purpose?  
Are alternative facilities available in 
the event of an incident? 

 Potential use of Council, FT, CSU or 
neighbouring CCG premises. 

 Staff use of NHS net account allows 
remote email access account. 

Equipment / 
Resources  
What is required? 

Could alternative equipment be 
acquired?  
Could key equipment be replicated 
or do manual procedures exist? 

 Mobile telephones available and staff 
home phones.  

 Staff could use laptops/iPads etc. 

 IT Is data backed-up and are back-
ups kept off site?  
Do you have any disaster recovery 
arrangements? 

 All information on the CCG’s shared drive 
is backed up via the CSU. 

 Mobile telephones available and staff 
home phones.  

 Staff could use laptops/iPads etc. 

 NHS.net accounts. 
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What IT is essential? 

Documentation 
Essential 
documentation and 
how are these 
stored? 

Is essential documentation stored 
securely (e.g. fire proof safe, 
backed-up or stored elsewhere)?  
 

 All information on the CCG’s shared drive 
is backed up via the CSU. 

Systems / 
Communications 
What is required to 
carry out key 
functions? 

Are your systems flexible?  
Do you have alternative systems in 
place (manual processes)?  
What alternative means of 
communication exist? 

 CCG landline can be transferred to CSU 
or neighbouring CCG or individuals’ 
mobile phones. 

 Staff involved use nhs.net so can access 
emails remotely. 
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Reciprocal 
arrangements 
Any arrangements 
with other 
organizations? 

Do you have agreements with other 
organisations regarding staffing, 
use of facilities in the event of an 
incident?  

 Potential use of Council, FT, CSU or 
neighbouring CCG premises. 

 

Contractors 
With whom and for 
what? 

Alternative contractors or reliant on 
a single contractor?  
Do your contractors have 
contingency plans?  

 NECS CSU is main provider. 

 BCP in place within NECS.  

 NHS Property Services provide our 
premises – their BCP applies. 

Suppliers 

On whom you depend 
for key functions? 

Do you know of suitable alternative 
suppliers?  
Could key suppliers be contacted in 
an emergency? 

 Could be considered on individual 
consultancy basis if required. 
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Reputation 
Key stakeholders? 
 
 
 
 
 
 

 

How could reputational damage to 
your organisation be reduced?  
How could you provide information 
to staff and stakeholders in an 
emergency (e.g. press release)? 

 Ensure continued availability through use 
of mobile phones and remote access. 

 CSU to ensure website messages/ 
stakeholder notifications are updated 
using existing contacts. 

 Arrangements would need to be made 
with Royal Mail to redirect mail should the 
need arise (problem with building 
access/length of incident). 

Legal 
Considerations 
Legal, statutory and 
regulatory 
requirements? 

Do you have systems to log 
decisions; actions; and costs, in the 
event of an incident?  
 

 CCG committee structure refers 

 Executive Committee or 

 Quality, Patient Safety and Risk 
Committee  

 
for this risk area 

 

Business impact analysis form 
Category: Vital 
Service: Governance/decision making/corporate 
 

Service Function:  

Individual funding requests (NECS) 
 
Service Disruption:  

 Damage/denial of access to premises; 

 Non availability of key staff; 

 Loss or damage to other resources; 

 Loss/damage to IT or data. 

Maximum Tolerable 
Period of 
Disruption:  

  

 Seven days 

Recovery Time 
Objective: Insert 

planned timescale  
 

 2-7 days 

Risk rating: 

High 

 Key Staff 

What staff are 
required to carry out 
key functions? 

Can staff be contacted? 
Could extra capacity be built into 
your staffing to assist you in coping 
during an incident? 

 Individual treatment requests senior lead 
from NECS. 

 Chief officer/Clinical Director for Planned 
Care. 

 NECS specialist staff. 
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Skills / Expertise / 
Training 
Skills / expertise 
required? 

Could staff be trained in other 
roles?  
Could other members of staff 
undertake other non-specialist 
roles, in the event of an incident? 

 Chief Officer/Clinical Director for Planned 
Care may draft in non-specialist CCG 
officers and admin support for support. 

 Chief Officer may draw in clinical directors 
as required. 

 NECS operating at scale can draw on 
expertise across NE & Cumbria patch. 

Minimum Staffing  

Level to support 
essential service? 

What is the minimal staffing level to 
continue to deliver your key 
functions at an acceptable level? 
What grade of staff do you require? 
What measures could minimise 
impact? 

 Chief Officer/Clinical Director for Planned 
Care. 

 Individual treatment requests senior lead 
from NECS. 

 

 Buildings 
Primary site 
locations? 

Could you operate from more than 
one premise? Could staff work 
remotely? 
Could you relocate operations in 
the event of a premise being lost or 
if access was denied? 

 Staff can work remotely from home or any 
location with mobile phone reception. 

 Potential use of Council, FT, CSU or 
neighbouring CCG premises. 

 Staff could use laptops/iPads etc. 

 Information stored on the shared drive is 
backed up by the CSU and could be 
accessed via remote access facilities. P
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Facilities 
What is essential to 
carry out key 

Are any of your facilities multi-
purpose?  
Are alternative facilities available in 

 Potential use of Council, FT, CSU or 
neighbouring CCG premises. 

 Staff use of NHS net account allows 
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functions? the event of an incident? remote email access account. 

Equipment / 
Resources  
What is required? 

Could alternative equipment be 
acquired?  
Could key equipment be replicated 
or do manual procedures exist? 

 Mobile telephones available and staff 
home phones. 

 Staff could use laptops/iPads etc. 

 IT Is data backed-up and are back-
ups kept off site?  
Do you have any disaster recovery 
arrangements? 

 Laptop/tablet and telephone facility. 

 All information on the CCG’s shared drive 
is backed up via the CSU. 
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What IT is essential? 

Documentation 
Essential 
documentation and 
how are these 
stored? 

Is essential documentation stored 
securely (e.g. fire proof safe, 
backed-up or stored elsewhere)?  
 

 All information on the CCG’s shared drive 
is backed up via the CSU. 

Systems / 
Communications 

What is required to 
carry out key 
functions? 

Are your systems flexible?  
Do you have alternative systems in 
place (manual processes)?  
What alternative means of 
communication exist? 

 CCG landline can be transferred to CSU 
or neighbouring CCG or individual’s 
mobile phones. 

 Many staff use nhs.net so can access 
email remotely. 
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Reciprocal 
arrangements 

Any arrangements 
with other 
organizations? 

Do you have agreements with other 
organisations regarding staffing, 
use of facilities in the event of an 
incident?  

 Potential use of council, FT, CSU or 
neighbouring CCG premises. 

Contractors 
With whom and for 
what? 

Alternative contractors or reliant on 
a single contractor?  
Do your contractors have 
contingency plans?  

 NECS CSU is main provider. 

 BCP in place within NECS. 

 NHS Property Services provide our 
premises –BCP applies. 

Suppliers 
On whom you depend 
for key functions? 

Do you know of suitable alternative 
suppliers?  
Could key suppliers be contacted in 
an emergency? 

 Could be considered on individual 
consultancy basis if required. 
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Reputation 
Key stakeholders? 

How could reputational damage to 
your organisation be reduced?  
How could you provide information 
to staff and stakeholders in an 
emergency (e.g. press release)? 

 Ensure continued availability through use 
of mobile phones and remote access. 

 CSU to ensure website messages and 
stakeholder notifications are updated 
using existing contacts. 

 

Legal 
Considerations 
Legal, statutory and 
regulatory 
requirements? 

Do you have systems to log 
decisions; actions; and costs, in the 
event of an incident?  
 

 CCG committee structure refers 

 Executive and QPSR committee 
for this risk 

 
 
 

 

Business impact analysis form 
Category: Vital 
Service: Quality & patient safety 
  

Service Function: 

Complaints 
 
Service Disruption: 

 Damage/denial of access to premises; 

 Non availability of key staff; 

 Loss or damage to other resources; 

 Loss/damage to IT or data. 
 

Maximum Tolerable 
Period of 
Disruption:  

 

 7 days 
  
 

Recovery Time 
Objective:  
 

 

 2-7 days 
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Risk rating: 
Medium 

 Key Staff 
What staff are 
required to carry out 
key functions? 

Can staff be contacted? 
Could extra capacity be built into 
your staffing to assist you in coping 
during an incident? 

 NECS BCP applies in terms of specialist 
staff input; this is a service which the CCG 
buys 100% from NECS.  

 The complaints management  function 
is provided by the CSU; current service 
provision is spread across different sites 
around the Northern Region thus giving 
added resilience to issues caused by 
issues localised to the CCG. 

In terms of NECS being able to liaise with 
relevant staff members back within the CCG: 

 Director of Quality, Nursing & Patient 
Safety or Head of Quality  
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Skills / Expertise / 
Training 
Skills / expertise 
required? 

Could staff be trained in other 
roles?  
Could other members of staff 
undertake other non-specialist 
roles, in the event of an incident? 

 Other members of the CCG team or 
NECS staff could undertake non-specialist 
roles in receiving and redirecting 
complainants as required. 

Minimum Staffing  
Level to support 
essential service? 

What is the minimal staffing level to 
continue to deliver your key 
functions at an acceptable level? 
What grade of staff do you require? 
What measures could minimise 
impact? 

 Access to complaints staff at CSU. 
In terms of NECS being able to liaise with 
relevant staff members back within the CCG: 

 Director of Quality, Nursing & Patient 
Safety or Head of Quality. 

 Buildings 

Primary site 
locations? 

Could you operate from more than 
one premise? Could staff work 
remotely? 
Could you relocate operations in 
the event of a premise being lost or 
if access was denied? 

If issue is with the CCG building: 

 Potential use of Council, FT, CSU or 
neighbouring CCG premises. 

 Staff could use laptops/iPads etc. 

 Information stored on the shared drive is 
backed up by the CSU and could be 
accessed via remote access facilities. 
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Facilities 

What is essential to 
carry out key 
functions? 

Are any of your facilities multi-
purpose?  
Are alternative facilities available in 
the event of an incident? 

If issue is with the CCG building: 

 Potential use of Council, FT, CSU or 
neighbouring CCG premises. 

 Staff use of NHS net account allows 
remote email access account. 

 
 

Equipment / 
Resources  
What is required? 

Could alternative equipment be 
acquired?  
Could key equipment be replicated 
or do manual procedures exist? 

 Mobile telephones available and staff 
home phones 

Staff could use laptops/iPads etc. 
If issue is with IT equipment: 

 NECS required to replace/repair 
equipment. 

 IT Is data backed-up and are back-
ups kept off site?  
Do you have any disaster recovery 
arrangements? 

 All information on the CCG’s shared drive 
is backed up via the CSU. 

 Mobile telephones available and staff 
home phones.  

 Staff could use laptops/iPads etc. 

 NHS.net accounts. 
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What IT is essential? 

Documentation 
Essential 
documentation and 
how are these 
stored? 

Is essential documentation stored 
securely (e.g. fire proof safe, 
backed-up or stored elsewhere)?  
 

 The CCG does not keep the primary 
record of complaints – this is held by the 
CSU. 

Systems / 
Communications 

What is required to 
carry out key 
functions? 

Are your systems flexible?  
Do you have alternative systems in 
place (manual processes)?  
What alternative means of 
communication exist? 

 CCG landline can be transferred to CSU 
or neighbouring CCG extensions or 
individuals’ mobile phones. 

 Staff use of nhs.net allows email access 
remotely. 
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Reciprocal 
arrangements 
Any arrangements 
with other 
organizations? 

Do you have agreements with other 
organisations regarding staffing, 
use of facilities in the event of an 
incident?  

 Potential use of Council, FT, CSU or 
neighbouring CCG premises. 

Contractors 
With whom and for 
what? 

Alternative contractors or reliant on 
a single contractor?  
Do your contractors have 
contingency plans?  

 NECS CSU is main provider. 

 BCP in place within NECS.  

 NHS Property Services BCP applies.  

Suppliers 

On whom you depend 
for key functions? 

Do you know of suitable alternative 
suppliers?  
Could key suppliers be contacted in 
an emergency? 

 NECS CSU is main provider. 

 BCP in place within NECS. 

 NHS Property Services BCP applies. 
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Reputation 

Key stakeholders? 
How could reputational damage to 
your organisation be reduced?  
How could you provide information 
to staff and stakeholders in an 
emergency (e.g. press release)? 

 Ensure continued availability through use 
of mobile phones and remote access. 

 CSU to ensure website messages/ 
stakeholder notifications are updated 
using existing contacts. 

 Arrangements would need to be made 
with Royal Mail to redirect mail should the 
need arise (problem with building 
access/length of incident). 

Legal 
Considerations 
Legal, statutory and 
regulatory 
requirements? 

Do you have systems to log 
decisions; actions; and costs, in the 
event of an incident?  
 

 CCG committee structure refers 

 QPSR Committee 
 
for this risk area 

 

 
 

Business impact analysis form 
Category: Vital 
Service  

Governance/decision making/corporate 

Service Function:  
 Responding to correspondence received eg FOIs, MPs letters 

etc 

 Access to legal advice (NECS) 

 
Service Disruption: 
 Damage/denial of access to premises; 

 Non availability of key staff; 

 Loss or damage to other resources; 

 Loss/damage to IT or data. 

Maximum Tolerable 
Period of 
Disruption: 

 

 7 days 
  

 
 

Recovery Time 
Objective: Insert 

planned timescale  
 

 2-7 days 

Risk rating: 
Medium 

 Key Staff 
What staff are required to 
carry out key functions? 

Can staff be contacted? 
Could extra capacity be built into your staffing 
to assist you in coping during an incident? 

 NECS BCP applies in terms of FOI 
specialist staff input; this is a service 
which the CCG buys 100% from NECS.  

 The FOI/governance function is provided 
by the CSU; current service provision is 
spread across different sites around the 
Northern Region thus giving added 
resilience to issues caused by issues 
localised to the CCG. 

 In terms of routine correspondence the 
Chief Officer’s PA or a senior admin 
representative from the corporate office 
would be required.  
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Skills / Expertise / 
Training 

Could staff be trained in other roles?  
Could other members of staff undertake other 
non-specialist roles, in the event of an 

 The FOI/governance function is provided 
by the CSU; current service provision is 
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Skills / expertise required? incident? spread across different sites around the 
Northern Region thus giving added 
resilience to issues caused by issues 
localised to the CCG. 

 Officer(s) from within the CCG staff group 
could provide support to the function of 
Chief Officer’s PA or senior admin 
representative, at relatively short notice.  

Minimum Staffing  
Level to support essential 
service? 

What is the minimal staffing level to continue 
to deliver your key functions at an acceptable 
level? What grade of staff do you require? 
What measures could minimise impact? 

 One CCG senior admin (as above) and 
access to NECS FOI function.  

 Buildings 
Primary site locations? 

Could you operate from more than one 
premise? Could staff work remotely? 
Could you relocate operations in the event of 
a premise being lost or if access was denied? 

If issue is with the CCG building: 

 Potential use of Council, FT, CSU or 
neighbouring CCG premises. 

 Staff could use laptops/iPads etc. 

 Information stored on the shared drive is 
backed up by the CSU and could be 
accessed via remote access facilities. 

P
re

m
is

e
s
 

Facilities 
What is essential to carry 
out key functions? 

Are any of your facilities multi-purpose?  
Are alternative facilities available in the event 
of an incident? 

If issue is with the CCG building: 

 Potential use of Council, FT, CSU or 
neighbouring CCG premises. 

 Staff use of NHS net account allows 
remote email access account. 

 
 

Equipment / 
Resources  
What is required? 

Could alternative equipment be acquired?  
Could key equipment be replicated or do 
manual procedures exist? 

 Mobile telephones available and staff 
home phones. 

 Staff could use laptops/iPads etc. 
If issue is with IT equipment: 

 NECS required to replace/repair 
equipment. 

 IT Is data backed-up and are back-ups kept off 
site?  
Do you have any disaster recovery 
arrangements? 

 All information on the CCG’s shared drive 
is backed up via the CSU. 

 Mobile telephones available and staff 
home phones.  

 Staff could use laptops/iPads etc 

 NHS.net accounts. 
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What IT is essential? 

Documentation 
Essential documentation 
and how are these stored? 

Is essential documentation stored securely 
(e.g. fire proof safe, backed-up or stored 
elsewhere)?  
 

 Corporate office retains documents 
regarding internal correspondence eg, MP 
letters. 

 The CCG does not keep the primary 
record of FOIs– this is held by the CSU. 

Systems / 
Communications 
What is required to carry out 
key functions? 

Are your systems flexible?  
Do you have alternative systems in place 
(manual processes)?  
What alternative means of communication 
exist? 

 CCG landline can be transferred to CSU 
or neighbouring CCG extensions or 
individuals’ mobile phones. 

 Staff use of nhs.net allows email access 
remotely. 
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Reciprocal 
arrangements 
Any arrangements with 
other organizations? 

Do you have agreements with other 
organisations regarding staffing, use of 
facilities in the event of an incident?  

 Potential use of Council, FT, CSU or 
neighbouring CCG premises. 

Contractors 
With whom and for what? 

Alternative contractors or reliant on a single 
contractor?  
Do your contractors have contingency plans?  

 NECS CSU is main provider. 

 BCP in place within NECS check. 

 NHS Property Services BCP applies. 

Suppliers 
On whom you depend for 
key functions? 

Do you know of suitable alternative 
suppliers?  
Could key suppliers be contacted in an 
emergency? 

 NECS CSU is main provider. 

 BCP in place within NECS check. 

 NHS Property Services BCP applies. 
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 Reputation 
Key stakeholders? 

How could reputational damage to your 
organisation be reduced?  
How could you provide information to staff 
and stakeholders in an emergency (e.g. press 
release)? 

 Ensure continued availability through use 
of mobile phones and remote access. 

 CSU to ensure website messages and 
stakeholder notifications are updated 
using existing contacts. 
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Legal 
Considerations 
Legal, statutory and 
regulatory requirements? 

Do you have systems to log decisions; 
actions; and costs, in the event of an 
incident?  
 

 CCG committee structure refers 

 Executive Committee 
for this risk area 

 

 
Business impact analysis form 
Category: Vital 
Service: Governance/decision making/corporate 

Service Function:  

Freedom of information requests (NECS) 
 
Service Disruption:  

 Damage/denial of access to premises; 

 Non availability of key staff; 

 Loss or damage to other resources; 

 Loss/damage to IT or data 

Maximum Tolerable 
Period of 
Disruption:  

  

 Seven days 

Recovery Time 
Objective: Insert 

planned timescale  
 

 2-7 days 

Risk rating: 

Medium 

 Key Staff 
What staff are 
required to carry out 
key functions? 

Can staff be contacted? 
Could extra capacity be built into 
your staffing to assist you in coping 
during an incident? 

 NECS governance staff with remit for 
FOIs. 

 Commissioning manager with remit for 
FOIs. 

 Commissioning officer with remit for FOIs. 

 Director of Operations. 
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Skills / Expertise / 
Training 
Skills / expertise 
required? 

Could staff be trained in other 
roles?  
Could other members of staff 
undertake other non-specialist 
roles, in the event of an incident? 

 Director of Operations may draw in other 
non-specialist CCG officers as well as 
clinical directors. 

 Senior NECS governance staff may draw 
in other non-specialist NECS staff. 

Minimum Staffing  
Level to support 
essential service? 

What is the minimal staffing level to 
continue to deliver your key 
functions at an acceptable level? 
What grade of staff do you require? 
What measures could minimise 
impact? 

 NECS governance manager. 

 Commissioning manager. 

 Buildings 
Primary site 
locations? 

Could you operate from more than 
one premise? Could staff work 
remotely? 
Could you relocate operations in 
the event of a premise being lost or 
if access was denied? 

 Staff can work remotely from home or any 
location with mobile phone reception. 

 Potential use of Council, FT, CSU or 
neighbouring CCG premises. 

 Staff could use laptops/iPads etc. 

 Information stored on the shared drive is 
backed up by the CSU and could be 
accessed via remote access facilities. 
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Facilities 

What is essential to 
carry out key 
functions? 

Are any of your facilities multi-
purpose?  
Are alternative facilities available in 
the event of an incident? 

 Potential use of Council, FT, CSU or 
neighbouring CCG premises. 

 Staff use of NHS net account allows 
remote email access. 

Equipment / 
Resources  
What is required? 

Could alternative equipment be 
acquired?  
Could key equipment be replicated 
or do manual procedures exist? 

 Mobile telephones available and staff 
home phones. 

 Staff could use laptops/iPads etc. 

 IT Is data backed-up and are back-
ups kept off site?  
Do you have any disaster recovery 
arrangements? 

 Laptop/tablet and telephone facility. 

 All information on the CCG’s shared drive 
is backed up via the CSU. 
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 What IT is essential? 

Documentation 

Essential 
documentation and 
how are these 

Is essential documentation stored 
securely (e.g. fire proof safe, 
backed-up or stored elsewhere)?  
 

 All information on the CCG’s shared drive 
is backed up via the CSU. 
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stored? 

Systems / 
Communications 
What is required to 
carry out key 
functions? 

Are your systems flexible?  
Do you have alternative systems in 
place (manual processes)?  
What alternative means of 
communication exist? 

 CCG landline can be transferred to CSU 
or neighbouring CCG or individual’s 
mobile phones. 

 Many staff use nhs.net so can access 
email remotely. 
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Reciprocal 
arrangements 
Any arrangements 
with other 
organizations? 

Do you have agreements with other 
organisations regarding staffing, 
use of facilities in the event of an 
incident?  

 Potential use of council, FT, CSU or 
neighbouring CCG premises. 

Contractors 

With whom and for 
what? 

Alternative contractors or reliant on 
a single contractor?  
Do your contractors have 
contingency plans?  

 NECS CSU is main provider. 

 BCP in place within NECS. 

 NHS Property Services provide our 
premises – BCP applies.  

Suppliers 
On whom you depend 
for key functions? 

Do you know of suitable alternative 
suppliers?  
Could key suppliers be contacted in 
an emergency? 

 Could be considered on individual 
consultancy basis if required 

P
ro

fi
le

 

Reputation 
Key stakeholders? 

How could reputational damage to 
your organisation be reduced?  
How could you provide information 
to staff and stakeholders in an 
emergency (e.g. press release)? 

 Ensure continued availability through use 
of mobile phones and remote access. 

 CSU to ensure website messages and 
stakeholder notifications are updated 
using existing contacts. 

Legal 
Considerations 

Legal, statutory and 
regulatory 
requirements? 

Do you have systems to log 
decisions; actions; and costs, in the 
event of an incident?  
 

 CCG committee structure refers. 

 Executive committee for this risk. 

 
 
 
 

Business impact analysis form 
Category: Vital 

Service: Financial/contractual 
 

Service Function: 

 Payment of suppliers (NECS/SBS) 

 Financial reporting (CCG/NECS) 

 Payroll function (Northumbria Healthcare 
 
Service Disruption: 

 Damage/denial of access to premises; 

 Non availability of key staff; 

 Loss or damage to other resources; 

 Loss/damage to IT or data. 

Maximum Tolerable 
Period of 
Disruption: 
 

 7 days 
  

 
 

Recovery Time 
Objective: Insert 

planned timescale  
 

 2-7 days 

Risk rating: 
High 

 Key Staff 
What staff are required to 
carry out key functions? 

Can staff be contacted? 
Could extra capacity be built into your staffing 
to assist you in coping during an incident? 

 NECS BCP applies in terms of payment of 
suppliers and financial reporting.  The 
CCG does some financial reporting in 
house.  

 Current NECS service provision is spread 
across different sites around the Northern 
Region thus giving added resilience to 
issues caused by issues localised to the 
CCG. 

 Payroll function – Northumbria healthcare 
provide this function and their BCP will 
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apply. 

 In terms of NECS or payroll being able to 
liaise with relevant staff members back 
within the CCG - Chief Finance Officer or 
their nominated representative. 

Skills / Expertise / 
Training 
Skills / expertise required? 

Could staff be trained in other roles?  
Could other members of staff undertake other 
non-specialist roles, in the event of an 
incident? 

 NECS financial and payments staff. 

 Current NECS service provision is spread 
across different sites around the Northern 
Region thus giving added resilience to 
issues caused by issues localised to the 
CCG. 

 Access needed to Northumbria healthcare 
specialist staff/systems for payroll.  

 CCG Chief Finance Officer or their 
nominated representative. 

Minimum Staffing  
Level to support essential 
service? 

What is the minimal staffing level to continue 
to deliver your key functions at an acceptable 
level? What grade of staff do you require? 
What measures could minimise impact? 

 Access to relevant NECS and payroll 
staff. 

 CCG Chief Finance Officer or their 
nominated representative. 

 Buildings 
Primary site locations? 

Could you operate from more than one 
premise? Could staff work remotely? 
Could you relocate operations in the event of 
a premise being lost or if access was denied? 

If issue is with the CCG building: 

 Potential use of Council, FT, CSU or 
neighbouring CCG premises. 

 Staff could use laptops/iPads etc. 

 Information stored on the shared drive is 
backed up by the CSU and could be 
accessed via remote access facilities. 
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What is essential to carry 
out key functions? 

Are any of your facilities multi-purpose?  
Are alternative facilities available in the event 
of an incident? 

If issue is with the CCG building: 

 Potential use of Council, FT, CSU or 
neighbouring CCG premises. 

 Staff use of NHS net account allows 
remote email access account. 

Equipment / 
Resources  
What is required? 

Could alternative equipment be acquired?  
Could key equipment be replicated or do 
manual procedures exist? 

 Mobile telephones available and staff 
home phones. 

 Staff could use laptops/iPads etc. 
If issue is with IT equipment: 

 NECS required to replace/repair 
equipment. 

 IT Is data backed-up and are back-ups kept off 
site?  
Do you have any disaster recovery 
arrangements? 

 All information on the CCG’s shared drive 
is backed up via the CSU. 

 Mobile telephones available and staff 
home phones.  

 Staff could use laptops/iPads etc. 

 NHS.net accounts 

 Northumbria Healthcare provide payroll, 
their BCP applies. 
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What IT is essential? 

Documentation 
Essential documentation 
and how are these stored? 

Is essential documentation stored securely 
(e.g. fire proof safe, backed-up or stored 
elsewhere)?  
 

 Records in NECS, at payroll and in 
finance team in CCG. 

Systems / 
Communications 
What is required to carry out 
key functions? 

Are your systems flexible?  
Do you have alternative systems in place 
(manual processes)?  
What alternative means of communication 
exist? 

 CCG landline can be transferred to CSU 
or neighbouring CCG extensions or 
individuals’ mobile phones. 

 Staff use of nhs.net allows email access 
remotely. 
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Reciprocal 
arrangements 
Any arrangements with 
other organizations? 

Do you have agreements with other 
organisations regarding staffing, use of 
facilities in the event of an incident?  

 Potential use of Council, FT, CSU or 
neighbouring CCG premises. 

Contractors 
With whom and for what? 

Alternative contractors or reliant on a single 
contractor?  
Do your contractors have contingency plans?  

 NECS CSU is main provider - BCP 
applies. 

 NHS Property Services BCP applies. 

 Northumbria healthcare for payroll BCP 
applies. 



 

 74 

Suppliers 
On whom you depend for 
key functions? 

Do you know of suitable alternative 
suppliers?  
Could key suppliers be contacted in an 
emergency? 

 NECS CSU is main provider - BCP 
applies. 

 NHS Property Services BCP applies. 

 Northumbria healthcare for payroll, their 
BCP applies. 
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Reputation 
Key stakeholders? 

How could reputational damage to your 
organisation be reduced?  
How could you provide information to staff 
and stakeholders in an emergency (e.g. press 
release)? 

 Ensure continued availability through use 
of mobile phones and remote access. 

 CSU to ensure website messages and 
stakeholder notifications are updated 
using existing contacts. 

 

Legal 
Considerations 
Legal, statutory and 
regulatory requirements? 

Do you have systems to log decisions; 
actions; and costs, in the event of an 
incident?  
 

 CCG committee structure refers 

 Executive Committee 
for this risk area 

 
 

Business impact analysis form 
Category: Vital 
Service: Financial/contractual  

 
Service Function:  

Financial systems (CCG/NECS) 
 
Service Disruption: 

 Damage/denial of access to premises; 

 Non availability of key staff; 

 Loss or damage to other resources; 

 Loss/damage to IT or data. 

Maximum Tolerable 
Period of 
Disruption:  

 

 Seven days 

Recovery Time 
Objective: Insert 

planned timescale  
 

 2-7 days 

Risk rating: 

Medium 

 Key Staff 
What staff are 
required to carry out 
key functions? 

Can staff be contacted? 
Could extra capacity be built into 
your staffing to assist you in coping 
during an incident? 

 NECS BCP applies. 

 The CCG performs some financial 
functions in house.  

 Current NECS service provision is spread 
across different sites around the Northern 
Region thus giving added resilience to 
issues caused by issues localised to the 
CCG. 

 In terms of NECS being able to liaise with 
relevant staff members back within the 
CCG - Chief Finance Officer or their 
nominated representative. 
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Skills / Expertise / 
Training 
Skills / expertise 
required? 

Could staff be trained in other 
roles?  
Could other members of staff 
undertake other non-specialist 
roles, in the event of an incident? 

 NECS financial and payments staff. 

 Current NECS service provision is spread 
across different sites around the Northern 
Region thus giving added resilience to 
issues caused by issues localised to the 
CCG. 

 CCG Chief Finance Officer or their 
nominated representative. 

Minimum Staffing  
Level to support 
essential service? 

What is the minimal staffing level to 
continue to deliver your key 
functions at an acceptable level? 
What grade of staff do you require? 
What measures could minimise 
impact? 

 Access to relevant NECS staff. 

 CCG Chief Finance Officer or their 
nominated representative. 

 

 

 Buildings 
Primary site 
locations? 

Could you operate from more than 
one premise? Could staff work 
remotely? 
Could you relocate operations in 

 Staff can work remotely from home or any 
location with mobile phone reception. 

 Potential use of Council, FT, CSU or 
neighbouring CCG premises. 
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the event of a premise being lost or 
if access was denied? 

 Staff could use laptops/iPads etc. 

 Information stored on the shared drive is 
backed up by the CSU and could be 
accessed via remote access facilities. 

Facilities 

What is essential to 
carry out key 
functions? 

Are any of your facilities multi-
purpose?  
Are alternative facilities available in 
the event of an incident? 

 Potential use of Council, FT, CSU or 
neighbouring CCG premises. 

 NHS net account. 

Equipment / 
Resources  
What is required? 

Could alternative equipment be 
acquired?  
Could key equipment be replicated 
or do manual procedures exist? 

 Mobile telephones available and staff 
home phones. 

 Staff could use laptops/iPads etc. 

 Use of manual systems if IT systems not 
available. 

 IT Is data backed-up and are back-
ups kept off site?  
Do you have any disaster recovery 
arrangements? 

 Laptop/tablet and telephone facility. 

 All information on the CCG’s shared drive 
is backed up via the CSU. 
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What IT is essential? 

Documentation 
Essential 
documentation and 
how are these 
stored? 

Is essential documentation stored 
securely (e.g. fire proof safe, 
backed-up or stored elsewhere)?  
 

 All information on the CCG’s shared drive 
is backed up via the CSU. 

Systems / 
Communications 

What is required to 
carry out key 
functions? 

Are your systems flexible?  
Do you have alternative systems in 
place (manual processes)?  
What alternative means of 
communication exist? 

 CCG landline can be transferred to CSU 
or neighbouring CCG or individuals’ 
mobile phones. 

 Many staff use nhs.net so can access 
email remotely. 

 Manual systems in place if IT systems not 
available. 
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Reciprocal 
arrangements 
Any arrangements 
with other 
organizations? 

Do you have agreements with other 
organisations regarding staffing, 
use of facilities in the event of an 
incident?  

 Potential use of council, FT, CSU or 
neighbouring CCG premises. 

Contractors 
With whom and for 
what? 

Alternative contractors or reliant on 
a single contractor?  
Do your contractors have 
contingency plans?  

 NECS CSU is main provider – their BCP 
applies. 

 NHS Property Services provide our 
premises –BCP applies.  

Suppliers 

On whom you depend 
for key functions? 

Do you know of suitable alternative 
suppliers?  
Could key suppliers be contacted in 
an emergency? 

 Could be considered on individual 
consultancy basis if required. 
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Reputation 
Key stakeholders? 

How could reputational damage to 
your organisation be reduced?  
How could you provide information 
to staff and stakeholders in an 
emergency (e.g. press release)? 

 Ensure continued availability through use 
of mobile phones and remote access. 

 CSU to ensure website messages and 
stakeholder notifications are updated 
using existing contacts. 

Legal 
Considerations 
Legal, statutory and 
regulatory 
requirements? 

Do you have systems to log 
decisions; actions; and costs, in the 
event of an incident?  
 

 CCG committee structure refers 

 Executive and Audit committees 
 
for this risk 

 
 
 
 
 
 

Business impact analysis form 
Category: Vital 
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Service: Financial/contractual 
 

Service Function:  

Provider management (NECS) 
Procurement (NECS) 
 
Service Disruption:  

 Damage/denial of access to premises; 

 Non availability of key staff; 

 Loss or damage to other resources; 

 Loss/damage to IT or data. 

Maximum Tolerable 
Period of 
Disruption:  

  

 Seven days 

Recovery Time 
Objective: Insert 

planned timescale  
 

 2-7 days 

Risk rating: 

Medium 

 Key Staff 
What staff are 
required to carry out 
key functions? 

Can staff be contacted? 
Could extra capacity be built into 
your staffing to assist you in coping 
during an incident? 

 Chief Finance Officer. 

 Director of Operations and CCG 
Commissioning Manager. 

 Senior Commissioning Manger 
Procurement NECS. 
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Skills / Expertise / 
Training 
Skills / expertise 
required? 

Could staff be trained in other 
roles?  
Could other members of staff 
undertake other non-specialist 
roles, in the event of an incident? 

 CFO or Director of Operations may draw 
in other non-specialist CCG staff. 

Minimum Staffing  
Level to support 
essential service? 

What is the minimal staffing level to 
continue to deliver your key 
functions at an acceptable level? 
What grade of staff do you require? 
What measures could minimise 
impact? 

 CCG Commissioning Manager. 

 Senior Manager Provider Management 
NECS. 

 Senior Manager Procurement NECS. 

 Buildings 
Primary site 
locations? 

Could you operate from more than 
one premise? Could staff work 
remotely? 
Could you relocate operations in 
the event of a premise being lost or 
if access was denied? 

 Staff can work remotely from home or any 
location with mobile phone reception. 

 Potential use of Council, FT, CSU or 
neighbouring CCG premises. 

 Staff could use laptops/iPads etc. 

 Information stored on the shared drive is 
backed up by the CSU and could be 
accessed via remote access facilities. 
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Facilities 

What is essential to 
carry out key 
functions? 

Are any of your facilities multi-
purpose?  
Are alternative facilities available in 
the event of an incident? 

 Potential use of Council, FT, CSU or 
neighbouring CCG premises. 

 Staff use of NHS net account allows 
remote email access account. 

Equipment / 
Resources  
What is required? 

Could alternative equipment be 
acquired?  
Could key equipment be replicated 
or do manual procedures exist? 

 Mobile telephones available and staff 
home phones. 

 Staff could use laptops/iPads etc. 

 Use of manual systems if IT systems not 
available. 

 IT Is data backed-up and are back-
ups kept off site?  
Do you have any disaster recovery 
arrangements? 

 Laptop/tablet and telephone facility. 

 All information on the CCG’s shared drive 
is backed up via the CSU. 
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What IT is essential? 

Documentation 
Essential 
documentation and 
how are these 
stored? 

Is essential documentation stored 
securely (e.g. fire proof safe, 
backed-up or stored elsewhere)?  
 

 All information on the CCG’s shared drive 
is backed up via the CSU. 

Systems / 
Communications 
What is required to 
carry out key 
functions? 

Are your systems flexible?  
Do you have alternative systems in 
place (manual processes)?  
What alternative means of 
communication exist? 

 CCG landline can be transferred to CSU 
or neighbouring CCG or individuals’ 
mobile phones. 

 Many staff use nhs.net so can access 
email remotely. 

 Manual systems in place if IT systems not 
available. 
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Reciprocal 
arrangements 
Any arrangements 
with other 
organizations? 

Do you have agreements with other 
organisations regarding staffing, 
use of facilities in the event of an 
incident?  

 Potential use of council, FT, CSU or 
neighbouring CCG premises. 

Contractors 
With whom and for 
what? 

Alternative contractors or reliant on 
a single contractor?  
Do your contractors have 
contingency plans?  

 NECS CSU is main provider. 

 BCP in place within NECS. 

 NHS Property Services BCP applies.  

Suppliers 

On whom you depend 
for key functions? 

Do you know of suitable alternative 
suppliers?  
Could key suppliers be contacted in 
an emergency? 

 Could be considered on individual 
consultancy basis if required. 
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Reputation 

Key stakeholders? 
How could reputational damage to 
your organisation be reduced?  
How could you provide information 
to staff and stakeholders in an 
emergency (e.g. press release)? 

 Ensure continued availability through use 
of mobile phones and remote access. 

 CSU to ensure website messages and 
stakeholder notifications are updated 
using existing contacts. 

Legal 
Considerations 
Legal, statutory and 
regulatory 
requirements? 

Do you have systems to log 
decisions; actions; and costs, in the 
event of an incident?  
 

 CCG committee structure refers 

 Executive committee and Contract 
Operating Group 

 
for this risk 
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Appendix 13 

South Tyneside CCG 

Prioritised Activity Recovery Plan 
 

 
 

Normal Provision: (describe, who it is provided to, the hours of the service and the number of staff within your department ) 

 

8.30 – 5.30, four admin staff in the corporate office, a number of staff have governance, decision making and corporate 
responsibilities 
 

Recovery Time Objective 
(RTO) 
 
  

 

Activity 
Individual 
Risk 
Rating 
 

 

 RTO (please state) 

 
1 

Individual Funding Requests   Med 2-7 days 

 
2 

Decision making on packages of Care  
 

Med 2-7 days 

 
3 
 

Senior leadership function/stat and regulatory meetings  Med 2-7 days 

 
4 

Access to legal advice    Med 2-7 days 

Service: South Tyneside CCG Prepared by:  Gov/Decision/Corporate 

Location: Monkton Hall Service Disruption: Loss of IT building / staff 

Ranges of Risk Rating:  Maximum Period of Disruption Tolerable: 
Recovery Time objective:  
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5 

Responding to correspondence received e.g. FOI, MP letters  
 

Med 2-7 Days 

Interruption Impact 
(What affect would it have on your day-
to-day business) 

 
Service delivery/Organisations reputation/Regulatory or statutory duty/ Business objectives 

RTO resource requirements 
Critical staff Normal Work 

Location 
  Mobile 

Phone 
Number 

How will this person 
continue to perform 
service: 

 Work remotely 

 Report to 

recovery location 

(state alternative) 

Dr Jon Tose 
Dr David Hambleton 
Jane Leighton 
NECs staff 

Monkton Hall 
Monkton Hall 
Monkton Hall 
NECS base 

   Work remotely -
Recovery location 

Ann Fox, Jeanette 
Scott-Thomas 
Jane Leighton 
 
NECS staff 
 

Monkton Hall 
 
As above   
NECS base 

   Work remotely -
Recovery location 

Directors, CO, Exec + 
GB 
 NECS Admin 

Monkton Hall    
 
NECS base 

   Work remotely -
Recovery location 

NECS FOI/Gov staff, 
Comms Officer, CO’s 
PA 

Monkton Hall   
NECS base 

   Work remotely -
Recovery location 
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Specific ICT requirements – Are there any ICT needs over and above core desktop services? 

NECS IT disaster recovery plan  

Other Requirements – Are there any other requirements or considerations? e.g no. of workstations required if staff are going to recovery 

location etc? 

Agile plus workers with laptops / Ipads use nhs.net accounts 

Dependencies – Is this activity dependant on staff/data input from other directorates/external sources? Please specify 

NECS – ICT, IFR team, Children’s + MH leads, Comms team, Governance / FOI team, GPs 

Key Stakeholders – Who needs to know if there are delays or changes to the way you deliver your service? 

GPs, STFT, ST Council, NECS, general public 

 
 
 
 

Possible suspension  of services (Low risk) 
Could these services be voluntarily suspended?  YES For what Maximum Tolerable Period? 

Seven days  

Impact of suspension? Delay in final decision for care.  Delay in Exec / GB non urgent decisions 

Available resources to augment other areas due to this suspension 

 
TYPE/DESCRIPTION OF RESOURCE (e.g. admin person, laptop, desktop etc) 

 
NUMBER AVAILABLE 

None- if you cannot release staff then you should not suspend the service  
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Vital Records Required 
Electronic/Paper Location of Record Contact Location of Backup Business Process that 

the record is tied to 
Comment 

ELEC 
 

NECS  NECS SERVER  NHS                           
IFR                   
Children+ MH      
(NECS) 

 

ELEC 
 

NECS 
Monkton Hall 

 NECS SERVER  Exec / GB Papers, CCG 
Committees 

 

ELEC 
 
 

NECS  NECS SERVER  FOI                            
MP letters             
SARS 

 

 
 

     

 
 

     

 
 
 

Interdependencies 
The service depends on the following service provider/contractor (if not mark N/A) 

The service depends on the following service provider/contractor (if not mark N/A) 
Service 
Provider/Contractor 

Description of 
Interdependency 

Contact Name Phone Number Assurance that 
provider/contractor have 
Business continuity Plan 

in place 

NECS Commissioning 
support  

Commissioning Support 
Officer 

  NECS 
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South Tyneside CCG 

Prioritised Activity Recovery Plan 

Normal Provision: (describe, who it is provided to, the hours of the service and the number of staff within your department ) 

 

 
Communications services provided by North of England Commissioning Support 
 
Please note this service is fully flexible and is already delivered from different locations. 
 
 
including: 
Media and public relations (media handling) 
Web updates 
Stakeholder relations 
Public affairs including parliamentary and MP liaison 
 
 
 
 
 
 

 

Service: :  Comms & Engagement Prepared by: Caroline Latta 

Location: Monkton Hall Service Disruption: Loss of IT/building/staff 

Ranges of Risk Rating: High Maximum Period of Disruption Tolerable: 24hrs 
Recovery Time objective: 2hrs 
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Recovery Time Objective 
(RTO) 
 
  

 

Activity 
Individual 
Risk 
Rating 
 

 

 RTO (please state) 

 
1 

 
Corporate communications, stakeholder and public relations 

High 
 

2 hours 

 
2 

   

 
3 
 

 
 

 
 

 

 
4 

 
 

 
 

 

 
5 

 
 

 
 

 

Interruption Impact 
(What affect would it have on your day-
to-day business) 

*Please delete as appropriate                             
Service delivery/Organisations reputation/Regulatory or statutory duty/ Business objectives 

RTO resource requirements 
Critical staff Normal Work 

Location 
Work Phone 
Number 

Email address Mobile Phone 
Number 

How will this person 
continue to perform 
service: 

 Work remotely 

 Report to 

recovery location 

(state alternative) 

NECS Senior Comms 
& Engagement Lead 

NECS    Work remotely 

Operational 
Communication Officer 

NECS    Work remotely 
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Senior CCG staff Monkton Hall    Both 

      

      

      

      

Specific ICT requirements – Are there any ICT needs over and above core desktop services? 

NECS corporate communications system, IG compliant, web based and accessible. (Systems subject to NECS IT disaster recovery 
plan) 
 

Other Requirements – Are there any other requirements or considerations? e.g no. of workstations required if staff are going to recovery 

location etc? 

Ensuring close links between NECS comms and senior CCG staff to manage issue  + responses i.e. proactive / reactive comms 

 

Dependencies – Is this activity dependant on staff/data input from other directorates/external sources? Please specify 

NECS BCP – including comms systems suppliers, IT Disaster Recovery Plan. 

 

Key Stakeholders – Who needs to know if there are delays or changes to the way you deliver your service? 

GPs, STFT, ST Council, NECS 
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Possible suspension  of services (Low risk) 
                                                                                        
Could these services be voluntarily suspended?  NO 

For what Maximum Tolerable Period? N\A 

Impact of suspension? Significant reputational risk 

Available resources to augment other areas due to this suspension 

 
TYPE/DESCRIPTION OF RESOURCE (e.g. admin person, laptop, desktop etc) 

 
NUMBER AVAILABLE 

N\A  

  

  

  

  

  

 

Vital Records Required 
Electronic/Paper Location of Record Contact Location of Backup Business Process that 

the record is tied to 
Comment 

Electronic 
 

NECS   Comms & Engagement  
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Interdependencies 
The service depends on the following service provider/contractor (if not mark N/A) 

The service depends on the following service provider/contractor (if not mark N/A) 
Service 
Provider/Contractor 

Description of 
Interdependency 

Contact Name Phone Number Assurance that 
provider/contractor have 
Business continuity Plan 

in place 

NECS Provision of comms service   Business continuity plan 
already in place 
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South Tyneside CCG 

Prioritised Activity Recovery Plan 

Normal Provision: (describe, who it is provided to, the hours of the service and the number of staff within your department ) 

Monday – Friday 08.30 – 17.30pm 
3 members of staff, 1wte designated nurse for safeguarding, 0.5wte safeguarding adults lead professional and 0.4wte head of 
quality and patient safety (temp increase to 0.8wte) 
 
 

Recovery Time Objective 
(RTO) 
 
  

 

Activity 
Individual 
Risk 
Rating 
 

 

 RTO (please state) 

 
1 

 
CHC decisions (Fast Track URGENT) 

 
High 

 
0-24 Hours 
 

 
2 

 
Quality and Patient Safety 

 
Medium 

 
2-7 days 

 
3 

 
Safeguarding 

 
Medium 

 
2-7 days 

 
4 

 
CHC Decisions (Routine) 

 
Medium 

 
2-7 days 

Service: Quality and Patient Safety Prepared by: Jeanette Scott-Thomas 

Location: Monkton Hall Service Disruption:  

Ranges of Risk Rating:  High - Medium Maximum Period of Disruption Tolerable: 7 days 
Recovery Time objective: 0 – 7 days 
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5 

 
Serious Incident Handling (CCG and NECS) 
 

 
High 

0-24 hours 

 6 Complaints Handling (NECS) Medium 0-48 hours 

Interruption Impact 
(What affect would it have on your day-
to-day business) 

*Please delete as appropriate                             

Service delivery//Regulatory or statutory duty 

RTO resource requirements 
Critical staff Normal Work 

Location 
Work Phone 
Number 

Email address Mobile Phone 
Number 

How will this person 
continue to perform 
service: 

 Work remotely 

 Report to 

recovery location 

(state alternative) 

Jeanette Scott-Thomas 
(Quality and patient safety) 

Monkton Hall    Work remotely or 
recovery location 

Carol Drummond 
(Safeguarding) 

Monkton Hall    Work remotely or 
recovery location 

Jean Farrell 
(Safeguarding) 

Monkton Hall    Work remotely 

      

      

      

Specific ICT requirements – Are there any ICT needs over and above core desktop services? 

IT Disaster Recovery Plan, SIRMS (hosted by NECS), Database for CHC (NECS), iphones to be used for network connections to 
email 
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Other Requirements – Are there any other requirements or considerations? e.g. no. of workstations required if staff are going to recovery 

location etc? 

1 x Desk top computer, Laptop, Desk, Chair, NHS Net account 

 

Dependencies – Is this activity dependant on staff/data input from other directorates/external sources? Please specify 

NECS, ICT Disaster Recovery Plan, Safeguard, Police, LA, FT 

 

Key Stakeholders – Who needs to know if there are delays or changes to the way you deliver your service? 

NECS, GPs, Local Authority , NHS England  
Foundation Trust, 3rd Sector organisations 
 

 

 

Possible suspension  of services (Low risk) 
                                                                                       *Delete as appropriate 

Could these services be voluntarily suspended?  NO 

For what Maximum Tolerable Period? N/A 

Impact of suspension? 

Available resources to augment other areas due to this suspension 

 
TYPE/DESCRIPTION OF RESOURCE (e.g. admin person, laptop, desktop etc.) 

 
NUMBER AVAILABLE 

N/A  
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Vital Records Required 
Electronic/Paper Location of Record Contact Location of Backup Business Process that 

the record is tied to 
Comment 

 
Electronic 

 
NECS Server 

 
 

 
NECS 
 

Safeguarding 
Quality & Safety 
CHC 

 

 
 

     

 
 

     

 
 

     

 
 

     

 
 

Interdependencies 
The service depends on the following service provider/contractor (if not mark N/A) 

The service depends on the following service provider/contractor (if not mark N/A) 
Service 
Provider/Contractor 

Description of 
Interdependency 

Contact Name Phone Number Assurance that 
provider/contractor have 
Business continuity Plan 

in place 

Local Authority Statutory responsibility for 
safeguarding children. 
 
 
Lead agency for 
safeguarding adults at risk 

  Copy of BCP to be obtained 

NHS STFT Safeguarding adult and   Copy of BCP to be obtained 
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children provider team 

NHS NTWFT Safeguarding adult and 
children provider team 

  Copy of BCP to be obtained 
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South Tyneside CCG 

Prioritised Activity Recovery Plan 

Normal Provision: (describe, who it is provided to, the hours of the service and the number of staff within your department ) 

Internal and external service function. 
Monday to Friday 9.00-5.00pm  
3 members of staff, 1 Chief Finance officer, 0.80wte Finance manager and 0.64wte Finance officer 

 
 

Recovery Time Objective 
(RTO) 
 
  

 

Activity 
Individual 
Risk 
Rating 
 

 

 RTO (please state) 

 
1 

Payment of suppliers Medium 

 
Within 7days 

 
2 

Payroll Medium Within 7 days 

 
3 
 

Financial Systems Reporting Medium Within 7 days 

 
4 

Provider management (NECS) 
 

Medium Within 7 days 

  
5 

Procurement (NECS) Medium Within 7 days 

Service: Finance Prepared by:  Finance lead 

Location: Monkton Hall Service Disruption: Loss of IT/building/staff 

Ranges of Risk Rating:  Maximum Period of Disruption Tolerable: 7 days 
Recovery Time objective: Within 7 days 
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Interruption Impact 
(What affect would it have on your day-
to-day business) 

Organisations reputation 
Possible Regulatory or statutory duty 
Possible Business objectives 
Financial 

RTO resource requirements 

Critical staff Normal Work 

Location 

Work Phone 

Number 

Email address Mobile Phone 

Number 

THESE ARE 

PRIVATE MOBILE 

NUMBERS AND 

ONLY TO BE USED 

IN AN EMERGENCY 

How will this person 

continue to perform 

service: 

 Work remotely 

 Report to 

recovery location 

(state alternative) 

Kate Hudson Monkton Hall    Can work remotely or 

report to recovery 

location 

Caroline Bannon Monkton Hall    Can work remotely or 

report to recovery 

location 

Allison Ridge Monkton Hall    Can work remotely or 

report to recovery 

location 
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Specific ICT requirements – Are there any ICT needs over and above core desktop services? 

Oracle , BI, NECS  IT Disaster Recovery Plan 

Other Requirements – Are there any other requirements or considerations? e.g. no. of workstations required if staff are going to recovery 

location etc.? 

 

Dependencies – Is this activity dependant on staff/data input from other directorates/external sources? Please specify 

Northumbria Health Care 

NECS ICT Disaster Recovery and Comms Plan 

SBS 

NHS England 

 

Key Stakeholders – Who needs to know if there are delays or changes to the way you deliver your service? 

South Tyneside FT                         All Providers         

Sunderland CHS                            GP practices               

NTW                                               NHS England Area Team                                    

CDDFT                                           Pharmacies                                                                                                                                                 

NECS                                             3rd Sector organisations 

Local Authority 
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Possible suspension  of services (Low risk) 

                                                                                        

Could these services be voluntarily suspended?  YES  

For what Maximum Tolerable Period?  7 Days only 

Impact of suspension? No financial reporting 

Available resources to augment other areas due to this suspension 

 

TYPE/DESCRIPTION OF RESOURCE (e.g. admin person, laptop, desktop etc.) 

 

NUMBER AVAILABLE 

Band 8a 1 

Band 5 1 
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Vital Records Required 

Electronic/Paper Location of Record Contact Location of Backup Business Process that 

the record is tied to 

Comment 

Electronic 

 

NECS   Financial  

 

 

SBS (Oracle)   Finance - Payment  

 

 

Northumbria   Payroll  
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Interdependencies 

The service depends on the following service provider/contractor (if not mark N/A) 

The service depends on the following service provider/contractor (if not mark N/A) 

Service 

Provider/Contractor 

Description of 

Interdependency 

Contact Name Phone Number Assurance that 

provider/contractor have 

Business continuity Plan 

in place 

NECS  Finance, Provider 

Management Procurement 

  Yes 

 

SBS  Financial ledger and payments   Yes  

Northumbria  Payroll services   Yes  
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South Tyneside CCG 

Prioritised Activity Recovery Plan 

Normal Provision: (describe, who it is provided to, the hours of the service and the number of staff within your department ) 

 

The CCG need IT network access to facilitate the use of e-mail, internet and telephony between the hours of 7am-7pm with helpdesk support available 8.30 – 
5pm. Without access to the IT network normal business would not be able to be delivered. The telephony system of the CCG also relies on access of the IT 
network as it is a VoIP system, therefore is the network is down then the CCG has not IT or telephone systems. Information systems that the CCG use are 
either stored on the network or are available via web based links therefore network uptime is key. 
 

Recovery Time Objective 
(RTO) 
 
  

 

Activity 
Individual 
Risk 
Rating 
 

 

 RTO (please state) 

 
1 

IT network including e-mail and telephony systems High 4 hrs 

 
2 

   

 
3 
 

 
 

 
 

 

 
4 

 
 

 
 

 

 
5 

 
 

 
 

 

Service: ICT Prepared by:   Kim Teasdale 

Location: Monkton Hall Service Disruption: Loss of IT and telephony 

Ranges of Risk Rating: HIGH Maximum Period of Disruption Tolerable: 24 Hours 
Recovery Time objective: 4 Hours 
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Interruption Impact 
(What affect would it have on your day-
to-day business) 

 
All of the functions below would be affected if the IT network and telephony were not available for longer than 24 hours: 
                                                                                          
Service delivery – communications to key partners and member practices 
Organisations reputation 
Regulatory or statutory duty 
Business objectives 
Financial implications – not being able to pay suppliers 
 

 

 
RTO resource requirements 

Critical staff Normal Work 
Location 

Work Phone 
Number 

Email address Mobile Phone 
Number 

How will this person 
continue to perform 
service: 

 Work remotely 

 Report to 

recovery location 

(state alternative) 

No critical staff 
necessary within CCG 
- IT Service provided 
by NECS 100% 

     

CCG would require a 
member of the CCG to 
be available to liaise 
with NECS IT around 
service provision –  
Kim Teasdale (Mon, 
Weds, Thurs) 
 
 

Monkton Hall    These people will be 
contactable by phone 
only if the network is 
down. 
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Aaron Tucker (Tues 
and Fri) 

Specific ICT requirements – Are there any ICT needs over and above core desktop services? 

                  NECS, ICT Disaster Recovery Plan  
                  N3 connection 

Other Requirements – Are there any other requirements or considerations? e.g. no. of workstations required if staff are going to recovery 

location etc.? 

N/A 

Dependencies – Is this activity dependant on staff/data input from other directorates/external sources? Please specify 

NECS I CT Recovery Plan 

Key Stakeholders – Who needs to know if there are delays or changes to the way you deliver your service? 

- STFT 

- GPs                                                 
- NHS England 
- Public 
- 3rd Sector / Charity 
- Local Authority 

 

 

Possible suspension  of services (Low risk) 
Could these services be voluntarily suspended?  NO For what Maximum Tolerable Period? N\A 

Impact of suspension? 

Available resources to augment other areas due to this suspension 

 
TYPE/DESCRIPTION OF RESOURCE (e.g. admin person, laptop, desktop etc.) 

 
NUMBER AVAILABLE 

N\A  
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Vital Records Required 
Electronic/Paper Location of Record Contact Location of Backup Business Process that 

the record is tied to 
Comment 

NECS NECS server Darren Flicking NECS NECS server ALL  

 

Interdependencies 
The service depends on the following service provider/contractor (if not mark N/A) 

The service depends on the following service provider/contractor (if not mark N/A) 
Service 
Provider/Contractor 

Description of 
Interdependency 

Contact Name Phone Number Assurance that 
provider/contractor have 
Business continuity Plan 

in place 

NECS ICT and Telephony services   Need assurance that BCP is 
in place and what 
contingencies are between 
NECS and their providers. 
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South Tyneside Clinical Commissioning Group Governing Body 
 
Date:  24th September 2015 
 

 

Health and Wellbeing Board and Public Health Update 
 
Report of the Director of Public Health  
 

 
Why has the report come to the Governing Body? 
 

1. This report is to update the Governing Body in relation to the Health and 
Wellbeing Board and Public Health. 

Health and Wellbeing Board update 
 
Towards a Healthy Weight for Children in South Tyneside 

 
2. This report was presented to the Board.  For the full report please see 

appendix 1.  
 
Joint Strategic Needs Assessment 
 

3. The Board received a presentation on this.  This presentation is available on 
request.   

 
McNeill Report on E-Cigarettes 
 

4. The recent report on e-cigarettes was taken to the Board for discussion.  This 
is under appendix 2.   

 
Government Consultation on Local Authority Public Health Allocations in-year 
savings  
 

5. The Board received this paper and South Tyneside’s response to the 
announcement.  The full response is under appendix 3. 

 
Public Health England Review and Reduction of Health Protection 
 

6. This was presented to the Board along with the response from South 
Tyneside.  Appendix 4 is South Tyneside’s response to the review. 
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Public Health Updates 
 
PH Comms Sexual Health Campaign Steering Group 
 

7. Sexual health materials are being looked at across the region as part of a 
scoping exercise. 

8. Despite sexual health not being a national social marketing priority for Public 
Health England, the above group has been formed to look collectively at 
current materials across the region with the aim of raising public awareness.  

9. The Group has recently met to discuss opportunities to ensure an integrated 
approach to sexual health communications. The Better Health at Work Award 
could support mechanism as a way of tapping into hard to reach groups if 
employers are keen to support this work. 

 
A Better U update  
 

10. A Better U is a programme in South Tyneside which aims to promote a culture 
of health and wellbeing will be launched to coincide with self-care week in 
November.  

11. It has been piloted in the Hebburn area and will be rolled out across the 
Borough later this year. A series of skills and training workshops are being 
offered to help staff, local people and members of third sector organisations to 
help promote a culture change which will help to make a real difference to 
people’s lives. So far 300 staff and residents have attended the workshops.  

12. The programme will link in with communication plans to promote the urgent 
care hub at South Tyneside District Hospital and the Think Pharmacy First 
scheme. 

13. The change is designed to improve urgent care services by making sure 
patients get the right treatment, in the right time and at the right place for their 
health condition.  

14. Change4Life South Tyneside will also be launched this autumn.  
 
NHS Health Checks 
 

15. Current C4L contracts and Service Specifications being finalised. (NHS 
Health Checks, Stop Smoking Service, Alcohol Brief intervention) 

16. NHS Health Checks - currently refreshing programme. Reviewing providers, 
assessing training needs, analysing data.   

17. Identifying alternative providers and linking in with local employers through 
BHAWA.   

18. Link to National Diabetes Prevention programme – NHS HCs Programme 
could be key source of referral into NDPP. 

 
Health Protection Update 
 

19.  A 6-monthly update on health protection will be taken to the November 
Health and Wellbeing Board. The HP&EPRR meeting is being held on 22nd 
September.  Items that are on the agenda are hot & cold weather plans, 
winter resilience and updates on priority areas of screening, immunization, 
infectious diseases, environmental protection and emergency preparedness.  
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The final report from PHE regarding Legionella has now been circulated.  
There were 5 cases in total with no fatalities.  Rapid case findings contributed 
to the lack of negative outcomes on this incident and this is a reflection on 
good partnership working practices. 

 
Smoking in Pregnancy  
 

20. Smoking in Pregnancy Partnership meeting took place in August outlining the 
focus of the group, membership, agreeing terms of reference and sharing a 
draft action plan for partners to comment and agree the strategic priorities. 
 

21. An insight study is currently underway to interview both professionals and 
members of the public to understand what works well and what doesn’t work 
well throughout the whole Smoking in pregnancy pathway.  The study will be 
complete in September and the findings will be reported back to the 
Partnership group. 
 

22. A summary of the data to understand the smoking at time of delivery 
demographics will be complete by the end of September to provide 
information on the age of women where smoking is highest during pregnancy 
and where to target resources and interventions in accordance to where they 
live.   

 
Public Health Performance Update 
 

23. Public Health is creating a new performance framework that maps service 
level performance measures with key public health outcomes. 

24. The mapping process will align with public health team objectives and 
ensures activity is appropriately directed at agreed priorities. 

25. Data in the performance framework will be updated monthly, starting at the 
end of September 2015.  Summarized reports will be made available to the 
governing body as part of future public health updates. 
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Appendix 1 

 

Health and Wellbeing Board 
Date:  2nd September 2015 
 

 

Towards a Healthy Weight for Children in South 
Tyneside 
 
Report of the Director of Public Health  
 

 
Why has the report come to the Health and Wellbeing Board? 
 

1. The purpose of this report is to provide South Tyneside Health and Wellbeing 
Board with an update on the social economic and health issues associated 
with childhood obesity, both nationally and locally. This report also highlights 
what information the Public Health Team are proposing to provide for schools,  
including suggestions of how they can take action to contribute to a reduction 
in childhood obesity in South Tyneside.  

 
How is this linked with our Health and Wellbeing Strategy? 
 

2. Our vision is for South Tyneside to be an outstanding place to live, invest and 
bring up families. 

3. Our 2014-17 Children & Families and Child Poverty Strategy and our 2013-16 
Better Health and Wellbeing Strategy set out our commitment to improving the 
lives and life chances of children, young people and families in South 
Tyneside. 

4. Work to promote a healthy weight in children in South Tyneside forms part of 
the Better Health and Wellbeing Strategy to ensure that every child has a 
good start in life, that prevention is promoted across the whole life course, and 
that health inequalities are reduced. 
 

Context 
 

5. There are around 11,500 primary school-aged children in South Tyneside. 
6. Since 2006 Reception (4-5 year olds) and Year 6 (10-11 year olds) children 

have had their heights and weights measured as part of the National Child 
Measurement Programme (NCMP). This is now a mandatory requirement for 
Local Authorities. 

7. In South Tyneside, the NCMP is planned and delivered by South Tyneside 
Foundation Trust School Nursing Service, which is commissioned by South 
Tyneside Council. 

8. In 2013/14 there were 1,613 Reception children measured (98% of those 
eligible) and 1,471 Year 6 children (96% of those eligible). 
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9. The purpose of NCMP is to provide high quality information to allow local 
areas and national government to understand the breadth and scale of 
childhood obesity, and support planning and action on promoting healthy 
weight in children.  

10. The action plan developed to address the 17 recommendations from the 
South Tyneside Obesity Commission 2013 identified that undertaking 
marketing and promotion of the NCMP at a local level was required to 
contribute to a reduction in obesity. 

 
Breadth of the issue  

 
11. In England:   

 2/3 of adults are overweight or obese 

 1/4 of 2—10 year olds are overweight or obese  

 1/3 of 11-15 year olds are overweight or obese. 
(PHE, 2015) 

12. In South Tyneside, National Child Measurement Programme (NCMP) data 

identified that in 2013/14, 25.4% (n=410) of Reception children measured as 

overweight or obese .10.4% (n=167) of these Reception Children were obese, 

very slightly lower than in previous years. However, based on the average 

class size of 30 children, this still equates to approximately 5 and a half 

classes of obese children at the start of their school careers. 

13. NCMP data also identified that 36.4% (n=535) of Year 6 children measured as 

overweight or obese. 23.2% (n=341) were obese- a figure that is higher than 

previous years. This equates to just over 12 full classes of obese Year 6 

children in the borough, the year before they go up into secondary school. 

14. NCMP data for all of England shows that in all areas there is a steady rise in 

obesity prevalence with increasing deprivation for both Reception and Year 6.  

15. Obesity does not affect communities equally-it is more common amongst 

people from deprived areas, older age groups, some black, minority ethnic 

groups and people with disabilities. 

 

Its complex 
 

16. According to Public Health England 2015, the prevalence of overweight and 

obesity is predicted to reach 74% by 2034, with more adults and children 

being severely obese than ever before. Obesity is a complex issue and 

requires more than a focus on individual behaviour change. The environment 

in which people live, work or school and socialise requires consideration to 

ensure that individuals have the ability to maintain a healthy weight and are 

making an informed choice with regard to their diet and physical activity. 

Obesity levels are at an all-time high, so we need to address accepted 

behavioural norms in terms of eating and physical activity habits but also 

emphasize the importance of environment and policy change 

17. A high Body Mass Index (BMI) is costly to health and social care and has 

wider social and economic impacts. 
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18. The potential impact on children and young people includes: increased risk of 

various physical conditions (see below), emotional and behavioural issues, 

stigmatisation, bullying, low self-esteem and school absenteeism 

 
What do our young people think? 

 
19. When local young people were asked about their health and lifestyle in the 

2013 Health Related Behaviour Questionnaire:  

20. 43% of Year 6 pupils said that they’d like to lose weight, which is much higher 

than the 33% of pupils who said the same across the rest of England  

21. 10% of pupils reported that they felt afraid to go to school because of bullying 
‘often’ or ‘very often’ and 26% said that they had been bullied at or near 
school in the last 12 months  

22. Only 33% of year 6 pupils (combined girls and boys) recorded high levels of 
self-esteem, which is lower than the 42% average for the wider England 
sample. 

23. In terms of self-esteem in older young people, a clear gender difference is 
apparent with fewer girls recording high levels of self-esteem compared to 
boys, for example 26% of year 10 girls, compared with  44% of boys. 

24. Key worries for 14-15 year old boys and girls were exams and tests (42% and 
65% respectively). Second on the list for girls (52%) and last for boys (18%) 
was ’the way they look’ 

25. 65% of 14-15 year old girls said that they would like to lose weight. 

 

The Health Effects 

26. In terms of health overweight/obese children are more at risk of high 

cholesterol, high blood pressure, bone and joint problems, pre-diabetes and 

breathing difficulties. 

27.  There is some evidence that mothers who breastfeed provide their child with 

protection against, amongst other things, diabetes and excess weight in later 

life.  

28. There is also a growing body of evidence suggesting that overweight/obese 

children do not do as well academically-something OFSTED are currently 

interested in. 

29. Long term, obese children are more likely to become overweight/obese 

adults-which has its own risks  

30. Obese adults are less likely to be in employment, at risk of discrimination and 

stigmatization and at increased risk of hospitalisation. Overweight/obese 

adults are more at risk of heart disease and stroke, cancer, liver disease, 

reproductive complications, depression and anxiety, sleep apnea, asthma, 

and osteoarthritic back pain  

31. Obese people are 9 times more likely to suffer from type II diabetes 
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32. Obesity reduces life expectancy by an average of 3 years and severe obesity 

(BMI>40) reduces it by 8-10 years 

 

Costs 
 

33. In terms of costs to the community, obese people are more likely to suffer 

increased sickness absence, they place increased demand on social care 

services and severely obese people are 3 times more likely to need social 

care than those who are a healthy weight.  

34. The annual costs to the wider economy in England is £27BN, obesity 

medication is £13.3M, obesity attributed sickness days £16M  

35. The annual cost to the NHS is £5.1BN, social care £352M 

36. On current projections, costs are like to increase by £2BN between 2010-

2030 

37. According to the Local Government Association (LGA) and PHE, 2014, in 

South Tyneside the annual cost of obesity to the wider economy £8.6M, 

obesity medication costs £4.3M and costs to the NHS are £1.6M. 

38. According to Diabetes UK (2014) the total cost of diabetes to the South 

Tyneside economy is £27M, with treatment and complications costing £6M 

and £21M respectively. Approximately 16% of social care costs are due to 

diabetes. 

 

The benefits of investment  
 

39. Action on obesity can lead to: reduced health inequalities, greater social 

cohesion, a stronger local economy, reduced demand on health and social 

care services, a better quality of life less discrimination and bullying, fewer 

people with long term conditions and an improved local environment  

40. In addition there may be other benefits, for example, encouraging residents of 

all ages to do  more walking and cycling would result in less car travel, safer 

and more welcoming streets, increased social interaction and may support 

local business. 

41. Regulation on fast food outlets would lead to less litter and a more appealing 

local environment, reduced noise and congestion, improved access to 

healthier food and reduces health inequalities 

42. When looking at return on investment, health economists have calculated a 

positive financial return on a number of weight management initiatives e.g. for 

every participant on a 12 session commercial weight management 

programme, the NHS stands to save £230 over a lifetime.  

43. Birmingham’s ‘Be Active’ programme returned up to £23 in benefits for every 

£1 spent in terms of quality of life, productivity and other gains to the Local 

Authority. 

44. Middlesbrough Environment City staff health and wellbeing programme 

reduced the annual sickness rate per employee from 4.23 days to 2.4 days. 
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45. Getting one more person to walk to school could generate £768 in terms of 

NHS savings, productivity improvements and reductions in air pollution and 

congestion.  

46. Encouraging one more person to cycle to work rather than go by car could 

generate between £539 and £641 in savings 

 
Challenges 
 

47. The challenge is that the issue is the result of a complex set of factors acting 
across many areas of our lives. 

 
 

48. The causes and influences on obesity are complex. In terms of the person, 

their individual psychology, how much food they consume compared with how 

much physical activity they do (energy in vs energy out) all play a part. 

Genetics and ill health also have an influence. The environment in which a 

person lives is crucial-what they choose to eat is determined by their 

preferences and cooking skills, but also what is available via the food supply, 

and also how affordable it is. How much activity a person does is also down to 

choice to a point, but the availability of outdoor spaces, leisure facilities etc. 

also influence personal behaviour. Societal influences e.g. media peer 

pressure or culture also have a role to play  

49. Work has taken place that looked at the planning and numbers of hot food 

takeaways in South Tyneside as there is a correlation between the number of 

takeaways per ward and the levels of adult and childhood obesity. South 
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Tyneside has a higher density of fast food outlets than the national average 

(103.9 compared with 86 respectively per 100,000 population) and these are 

clustered in areas of deprivation. There has also been a 69% increase in the 

number of Hot Food Takeaways in the last 5 years in South Tyneside, with 88 

in 2009, increasing to 149 in 2014 

50. In addition to the above, recent research (PHE, 2015) shows that adults do 

not see themselves or their children as obese 

51. Adults tend to underestimate their own weight 

52. Half of parents of obese children do not recognise it. Reasons are varied and 

complex e.g. because of embarrassment, guilt, poor education, fear of 

repercussion, a lack of time,  annoyance, hurt, genuinely disagreement, a lack 

of understanding, denial, social acceptance of obesity or they believe they’re 

doing everything right to prevent it.  

53. In addition the media tend to use images of extreme cases to illustrate in 

articles about obesity-thus influencing perceptions of what constitutes clinical 

obesity 

54. GPs, one of the main sources of help, also tend to underestimate their 

patients’ BMI 

           If we do not recognize obesity, we’re less likely to tackle it 

 
Taking Action 
 

55. It is clear that we live in an obesogenic environment; the problem is far wider 

than lack of exercise and poor diet. 

56. Public Health England suggests that a whole systems approach should be 

considered to tackle obesity. As shown above, obesity is multifactorial and 

impacted by a number of determinants. In order to generate change we need 

to work together and across disciplines, sectors and levels of governance to 

change the current mind-set of what clinical obesity looks like. Although 

obesity is common, we need to challenge the notion that it is normal, healthy 

and that it is inevitable that almost ¾ of people will be overweight or obese by 

2034.  

57. Along with other partners in the council, NHS and 3rd sector, schools are a key 

setting to offer a whole systems approach  as well as being an area of high 

impact change (DH, 2011) 

 
What are we doing in South Tyneside to tackle childhood obesity?  
 

58. The following is a list of some of the initiatives provided for schools and 
families by South Tyneside Council, with partners that may contribute to a 
reduction in obesity 

59. Change 4 Life (C4L) is the new wellbeing programme launched recently and 

includes a website where residents can self refer to gain advice on how they 

can take small steps to live healthier and longer lives. Information on a 

number of lifestyle issues including stopping smoking, cutting back on alcohol, 
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tips for healthier eating, getting more exercise or where to get an NHS Health 

Check is available from the Change4Life South Tyneside Programme. Health 

Professionals including GPs are also able to refer people into the programme 

which is aimed at tackling health inequalities by taking a life course approach 

working with children, adults and families.   

60. In order to build capacity, C4L also offers a training programme which is 

open to all C4L deliverers and is delivered by an external provider(s) 

commissioned by Public Health. Modules enable participants to develop skills 

in addressing the wellbeing needs of the local population in key Public Health 

areas across the life-course and include, among other things: Every Contact a 

Health Improvement Contact, NHS Health Checks, Health Eating, Emotional 

Health and Wellbeing and Children and Young People (incorporated into a 

life-course approach / model of delivery). Target participants include School 

Nurses, all school staff, and Children Centre staff. Gaps in provision are also 

being looked at and the training will target those staff/localities first. 

61. The council’s C4L team also provide other teams with their own healthy 

eating resources box along with training. All primary schools, Children’s 

Centres, Sports Development staff, the Matrix, Family Support and School 

Nurses recently attended training on how to deliver session on healthy eating 

and were provided with lesson plans and a box of evidence based resources 

to do so.   

62. Public Health have commissioned the Sports Development team to deliver 

The Families Lifestyle Club, a 10 week pilot  programme aimed at families 

where a child has been identified as overweight/obese via their BMI-or where 

there are concerns about the child’s weight, or eating habits. The programme 

is fun and interactive and families learn about nutrition, cooking skills, 

behaviour change and have the opportunity to participate in physical activities. 

The programme is to be piloted in Ridgeway Academy Primary School from 

October 2015, and if it evaluates well, will be rolled out across other schools 

with above average NCMP data. 

63. In addition, Public Health has commissioned a Training Course on adult 

and childhood obesity to enable front line staff to identify and raise the issue 

with families. So far 74 staff has attended the four 3 day training sessions 

offered in 2015. Trained staff include teachers ,social workers, sports 

development ,  family workers and outreach staff 

64. South Tyneside Council is committed to a number of Public Health England 

campaigns including those linked to Best Start in Life and Change4Life. A 

new Change4Life Schoolzone campaign is about to be launched and will 

potentially provide schools with readymade resources including lesson plans, 

power points, publicity materials.  

65. It is worth noting in addition in January 2016 a new Change4Life campaign 

will be launched and will focus primarily on diet with an emphasis on providing 

support to parents and encouraging behaviour change. Plans include TV 

advertising, new digital tools and engagement through schools.  
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66. In April 2013, Local Authorities took on the statutory responsibility to deliver 

the National Child Measurement Programme, which is delivered in schools. 

Children in Reception (aged 4-5) and Year 6 (aged 10-11) have their heights 

and weights measured by School Nurses who are commissioned to deliver 

the programme. The programme provides Local Authorities with robust public 

health surveillance data on child weight status to aid planning and provides 

parents with feedback on their child’s weight status. In 2013/14 there was a 

97% uptake from all those eligible across the age ranges. 

67. 4 UPP (Understanding Parental Perceptions) is a project being carried out 

by Newcastle University in conjunction with the Local Authority. Parents of 

children measured via the NCMP in 2013-14 were asked to give consent to be 

contacted by the University for further questioning, should their child be 

measured as overweight or very overweight. The University is currently 

looking at the parental attitudes/beliefs and understanding of obesity, its 

causes and effects. The have produced a tool to use with parents that will 

help demystify some of the perceptions of what constitutes childhood obesity. 

It is intended that this will be widely available once clinical trials have taken 

place. 

68. In terms of support for families, currently all families are offered School 

Nurse (SN) support when they receive their NCMP results. A review of the 

service has recently taken place and future plans include increasing the public 

health role of the school nurse, which will include closer involvement in NCMP 

follow up. Currently, NCMP feedback letters to parents to inform them that 

School Nurses are able and available to offer individual advice and support to 

young people and their families on healthy diet and lifestyle issues. It is 

intended that in future, SNs will also signpost families to any Families Lifestyle 

Programmes on offer in South Tyneside, leisure services and other nutrition 

(e.g. cooking skills) and or physical activity opportunities in the borough. 

69. In addition School Nurses offer advice, and support at their drop- ins which 

are offered in all secondary schools and negotiated with the Head Teacher in 

primaries. 

70. The Healthy Schools Programme is available to all schools and has 

physical activity, healthy eating and emotional health criteria included. 

Schools are asked to complete an audit of their relevant work and the 

‘distance travelled’ in meeting the criteria. In 2014-15 the focus on obesity 

was increased in the next levels/Badges of the Healthy Schools Programme. 

Currently, any primary school that wishes to progress with the Badges must 

focus firstly on the Healthy Weight Badge. They may also choose to work on 

another Badge of their choice, based on need if they wish to do more. 

Currently 8 primary schools are working on their Healthy Weight Badges and 

are focusing, for example on the school environment, a lunchtime charter, 

snack provision and rewards etc.  

71. The Council’s Sports Development team offers an extensive programme of 
physical activities to schools across the borough. Afterschool clubs and 
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holiday clubs are also provided at a small cost to parents. Staff have recently 
attended training on obesity in order to help them discuss the issue with 
children and their families, when appropriate 

72. As previously stated, an initiative has taken place that looked at the planning 
and numbers of hot food takeaways in South Tyneside as there is a 
correlation between the number of takeaways per ward and the levels of adult 
and childhood obesity. Work will take place looking at beliefs, attitudes and 
behaviours in relation to takeaways to inform future training and campaigns 
targeting families. 

73. All current training offered around nutrition includes a section about 
takeaways and will be amended accordingly 

74. In the past Free School Meal (FSM) entitlement has been used as a 
deprivation indicator, deprivation having a close link to obesity.  Local data for 
2013-14 does indicate that the higher the FSM entitlement, the higher the 
obesity levels in schools. In terms of uptake in South Tyneside, an average of 
90% of those eligible, take up the offer. However, this fluctuates greatly 
across primary schools from between 80% to 98%. In 2015-16, schools with 
lower uptake will be targeted by the Education Catering team.  

75. In South Tyneside, the school meals are provided in such a way, that should a 
child wish, they could access their 5 a day in one sitting. All Catering Team 
Leaders have received training on promoting a healthy balanced meal to 
children which they practice at all sittings.   

76. The Fitness Challenge was a project set up to get Year 4 pupils to be more 
active by engaging them in monitoring their individual/class team activity and 
it enabled competition against other schools in South Tyneside. The project 
ran for 10 weeks in the Summer Term and pupils were provided with an 
accelerometer and measured and recorded their steps / activity online each 
day. An evaluation report is underway and will include recommendations for a 
way forward 

77. There is clear evidence (Unicef) that that breastfeeding for the first six 
months has a number of health benefits to baby e.g. reduction in chest 
infections, gastroenteritis, ear infections, urinary infections, diabetes, allergies, 
sudden infant death syndrome (SIDS), childhood cancers and heart disease.  
There is the recognition that diabetes and heart disease are linked to adult 
obesity and that this link to obesity can be reduced by prolonged 
breastfeeding (Renfrew el at 2012).Long term health benefits to women 
include reduction of breast cancer, ovarian cancer and osteoporosis.  This 
correlates to the length of time women breastfeeding i.e. the longer 
breastfeeding continues the longer protection happens. In South Tyneside 
work is taking place to ensure implementation of the UNICEF Baby Friendly 
Initiative standards. Maternity staff, health visiting, neonatal unit and children’s 
centres staff have all been offered and are taking up training implement these 
standards. There is also ongoing training of breast feeding peer supporters 
(women who have breastfed their own children and wish to support other 
women who chose to breastfeed).  Breastfeeding support groups and infant 
feeding workshops are also held in the local Childrens Centres across the 
borough. The above information is to be provided to schools and promoting 
breastfeeding as the preferred option has recently been written into the 
Healthy School Award criteria. 
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78. From a strategic point of view, Local Government Association (LGA) makes a 
number of recommendations for Local Authorities  to tackle the issue, many of 
which are addressed  via an  obesity action plan, which was the product of a 
Scrutiny review in 2013  

79. Since Scrutiny, South Tyneside Council have or are in the process of carrying 
out a number of Health Impact Assessments  on their regeneration 
programme, South Shields 365 e.g. on the relocation of Central Library to The 
Word, the new Library and Media Centre.  These assessments will ensure 
maximisation of the health benefits of such programmes and mitigate against 
any negative health effects.  

80. As recommended by the LGA, data included in this report will form part of a 
JSNA section on obesity in the future 

81. In addition, when tackling childhood obesity, the  LGA makes a number of 
other recommendations for councils, including promoting local leadership at 
all levels – such as local leadership through elected members, strategic 
leadership through the Health and Well-being Board and health leadership 
via Clinical Commissioning Groups, wider NHS partners and public 
health teams  

82. They also recommend commissioners (CCG and Council) listen to the 
views of children, young people, adults, families and communities and involve 
them in commissioning decisions and the design of health services and 
programmes.  

83. For Local Councils they advocate creating a network of community 
champions from the likes of teachers, pupils, school canteen staff and youth 
club leaders and getting schools on board. There is a wealth of opportunities 
from cooking lessons, gardening clubs and PE where the importance of 
preventing obesity can be incorporated in a fun way.
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How would we like to work with schools?  
 

84. It is clear that in order to make a difference to local obesity levels it must be 
tackled strategically and operationally using consistent key messages. 
According to NICE, (2011) and the LGA (2013), schools are a key setting in 
which to tackle childhood obesity.  Using a whole school approach, they are 
able to ensuring that what is taught via the curriculum is reflected in school 
policies, provision in school and their links with the wider community.  

85. NCMP data can provide reliable baseline data from which progress can be 
measured. However, in the past PHE and local intelligence officers have 
recommended that only local and national NCMP data should be shared with 
schools. They advised that we do NOT share school level data in order to 
protect children who could be identifiable when only small numbers have been 
identified as obese. 

86. However, in July 2015, PHE advised that statistical measures have been put 
in place to protect the identification and dignity of these children measured via 
the NCMP. They still state however that where the number of obese children 
in  school is less than 6,  school level data should only be shared in relation to 
the local authority average (e.g. above or below).  

87. It is with this in mind, at the start of the 2015-16 academic year, Public Health 
would like to provide all primary schools with a short report documenting: 

 

 The issues as described above highlighting the evidence base that schools 
are best placed to tackle obesity 

 Each school’s own NCMP figures (2013/14) cf. local, regional and national 

averages 

 A request that they set themselves an obesity target e.g. reverse the trend, 

reduce obesity year on year etc. 

 What support is on offer nationally and locally (taken from above) and key 

contacts 

 A case study from a school in South Tyneside, in order to share good practice 

(see Appendix 1) 

 Some questions for Senior Management Teams  to identify their position in 

relation to promoting healthy weight in schools (see Appendix 2) 

 
Next Steps 
 

88. The Board are asked to endorse and support the above approach of working 
more closely with schools and supporting them to utilise their own obesity 
data 

89. Following that, the described information will be sent out to schools, (written in 
a user friendly format) in the autumn term along with the standard letter 
inviting schools to take part in the NCMP. 

90. A presentation to School Governors and Head Teachers will take place in 
November informing them of the above.  
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91. NCMP data sharing with relevant partners will be discussed with Heads and 
Governors to agree a way forward.  
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Appendix 2 
 

Briefing note  

To:  South Tyneside Health and Wellbeing Board 

From:  Amanda Healy: Director of Public Health  
   

Date:    2nd September 2015  

___________________________________________________________________

_ 

Implications of McNeill Report on e-cigarettes 
______________________________________________________ 

Purpose of report 

 
1. To outline the key findings of the McNeill Report on e-cigarettes and identify 

some implications for partnership working on tobacco control and on 
smoking cessation support in the borough. Reducing rates of smoking is a 
key issue which impacts on the following strategic priorities: 

 

 A good start in life. 
 

 Increased healthy Life expectancy with reduced difference between 
communities. 

 

2. This report focuses on the specific issue of e-cigarettes or “vaping” devices, 
smoking in pregnancy and not the wider tobacco control programme for 
South Tyneside.  
 
McNeill Report findings  

 
3. Use of e-cigarettes has increased steadily since 2011 
4. Cigarette smoking in adults and young people has declined over the same 

period 
5. E-cigarettes are estimated to carry less than 5% of the risk of cigarettes, 

with no identified risk to bystanders 
6. There has been a shift in the last year towards an inaccurate perception that 

e-cigarettes are at least as harmful as smoking 
7. E-cigarettes are an effective and popular way to quit smoking 
8. The most effective way to quit is to use stop smoking services 
 

Implications outlined in McNeill Report 
 

9. E-cigarettes potentially offer a wide reach, low-cost intervention to reduce 
smoking in more deprived groups in society where smoking rates are high 
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10. There is an opportunity for e-cigarettes to help tackle the high smoking rates 
among people with mental health problems 

11. The potential of e-cigarettes to improve public health depends on the extent 
to which they can provide a route out of smoking for current smokers 
without providing a route into smoking for children and non-smokers. 

12. Recommendations of McNeill Report 
13. Local stop smoking services should engage actively with smokers who want 

to quit with the help of e-cigarettes 
14. Smokers should be encouraged to quit completely and for good. PHE will 

encourage smokers who want to use e-cigarettes and an aid to quit smoking 
to seek the support of local stop smoking services 

15. PHE looks forward to the arrival on the market of a choice of medicinally 
regulated products that can be made available to smokers by the NHS on 
prescription. 
 

Potential Implications for South Tyneside – for discussion 
 

Smoking in Pregnancy 
 

16. The report makes no formal recommendation for pregnant women.  
17. However, the stubbornly high rates of smoking at time of delivery in South 

Tyneside, combined with the very low risk of harm from e-cigarettes suggest 
that the potential to use e-cigarettes as part of stop smoking service support 
should be urgently considered. This has implications for budgets, staff 
training, referral and treatment protocols, recording of information, audit, 
and professional indemnity 

 
Children and Young People 
 

18. This guidance will be used to shape the Healthy Schools Guidelines and will 
be disseminated to school staff and children’s centre staff to shape policy 
and practice 

19. The tobacco alliance action plan on children and young people will need to 
reflect this guidance in developing its population-level approach to harm 
reduction and stopping people from taking up smoking 
 
Stop Smoking Services 
 

20. E-cigarettes are not currently prescribed as stop smoking support. The 
McNeill report may raise an unrealistic expectation that e-cigarettes will be 
offered by stop smoking services in the immediate future. 

21. Stop smoking services do not currently record whether smokers also use e-
cigarettes. 

22. Stop smoking services are paid according to carbon monoxide-verified 
quits. Smokers who vape to cut down may have lower baseline CO 
readings, so alternative measures may have to be devised 
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23. Assuming that treatment protocols can be devised for smokers who are 
using e-cigarettes to support a quit attempt, how can such individuals be 
encouraged to engage with Stop Smoking Services? 
 
Trading Standards enforcement 
 

24. From 1st October it will be illegal to sell e-cigarettes to people under the age 
of 18 

25. Comprehensive new regulations for e-cigarettes are to be introduced in the 
UK from May 2016 – consultation is currently under way 
 
Workplace use of e-cigarettes 
 

26. Most workplace policies on e-cigarette use currently make no distinction 
between tobacco and e-cigarettes. The evidence on greatly reduced harm 
to “vapers” and of no harm to bystanders may require a partial re-think on 
workplace policies 

27. Children’s Centres intend to continue to ban the use of e-cigarettes on or 
around the premises, as their use sends mixed messages to small children 

28. Will employers rush to allow vaping in workplaces in the hope of increased 
productivity? 
 
Smoke-free hospitals 
 

29. Mental Health NHS trusts are increasingly looking at smoke free sites. The 
recommendation to use e-cigarettes to support people with mental health 
problems to quit has strong implications for this area of work 

30. Whilst the harm caused by secondary smoke inhalation was the key driver 
for legislation banning smoking in enclosed spaces, the rationale for 
smoking bans in hospitals was wider. For example, the idea that health 
workers in particular should not be seen to engage in harmful behaviours, 
since it undermines the credibility of health professionals to advise patients 
to quit smoking. Do we now think that it’s acceptable for health workers to 
“vape” whilst at work? 
 
Community Engagement 
 

31. There are clear implications for community engagement, since it appears 
that precisely those populations who have the highest prevalence of 
smoking, and who find it hardest to quit, are the ones who are using e-
cigarettes to help them quit. It is vital that current, accurate public health 
messages on e-cigarettes are targeted these communities 

 
Partnership working 
 

32. All local stakeholders need to be aware of the contents and implications of 
the McNeill Report in order to take collaborative work forward on tobacco 
control 
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Regional work  
 

33. FRESH have promoted the messages about e-cigs being 95% less harmful, 
and their emergence as an effective quitting aid with the NE media. They  
are also promoting vaping as an alternative to smoking with any regional 
mass media  

34. FRESH are also discussing the report with all 12 NE Alliance leads next and 
considering implications for messaging, and developing Harm Reduction 
approaches locally 

35. The next meeting of NE SSS commissioners will discuss how to promoting 
Stop Smoking Services to vapers looking to quit smoking/ switch to e-cigs. 

36. The report will help inform FRESH’s with the 2 North East Mental Health 
Trusts and the 8 Foundation Trusts around their own local policies to e-cigs 
on-site 

37. FRESH will be hosting an event for our Stop Smoking Service Staff later this 
year to discuss their views on e-cigs, the barriers to vapers using SSS, and 
how we can address this 
 
Suggested next steps 

 
38. Tobacco Alliance to consider implications and provide an update to the next 

meeting of the Health and Wellbeing Board 
39. The Tobacco Alliance should lead the process of contributing to the 

consultation process on e-cigarettes which is currently under way 
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Appendix 3 
 

Date: 28th August 2015 
 

Local authority public health allocations 2015/16: in-
year savings – a consultation 
 
This letter provides a response to the above local authority public health allocations. 

The response has drawn in comments from other organisations and Think Tanks, 
such as the Faculty of Public Health, Local Government Association, the King’s 
Fund, Association of Directors of Public Health and Association of North East 
Councils (ANEC) (Appendix 1).  However, there is also specific focus on the impact 
of these reductions on South Tyneside. 

South Tyneside Council and partners strongly oppose the reduction in funding. 

The estimates (applying the flat 6.2% reduction to the South Tyneside Council 
allocation) will mean a £887,000 reduction to the 2015/16 grant of £14,309,000. 
This equates to a cut of £5.92 per head of population 

While the response to specific consultation questions are outlined below we feel it is 
extremely important to outline the key concerns about the reductions specifically for 
South Tyneside but more generally for the North East of England 

Long-term deficit reduction and economic stability will not be achieved by reducing 
public health spending in local authorities. It is well evidenced that spending on 
public health programmes produces a significant return on investment for the local 
economy, particularly the NHS, Police, and social care services. The Institute for 
Government has already highlighted that the problems with fiscal consolidation have 
come through a lack of economic growth in the economy (through lower than 
expected tax revenues), rather than government spending. 

Public health spending is a very small proportion of all government spending that 
recoups a significant return to the public sector. Targeting such a small, but effective, 
area of spend will not benefit public spending overall. The current annual total 
allocation to local authorities for public health in England is £3.3 billion (including 0-5 
children’s public health services), which equates to only 0.5% of all Government 
spending and 3.5% of the Total Service Expenditure in the local authority General 
Fund Revenue Account Budget (2015-16). 

Local authorities have a statutory duty to improve the health of their populations and 
therefore this reduction will impact on the ability of STC to discharge that statutory 
duty. The spending cut will also impact on the ability of local authorities to provide 
mandatory services. 
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LAs have already faced significant general grant reductions, with the bulk of the 
reductions falling on local authorities with the greatest levels of need and highest 
levels of deprivation.  

It is also unclear whether this reduction is a recurrent reduction. 

The transfer of commissioning responsibilities for 0-5 children’s public health 
services is being conducted on a “lift and shift” principle as set out by the 
Department of Health. This means that local authorities have had to commit to six 
month contracts (from 1st October) that have already been negotiated at fixed 
contract values. Local authorities have been asked to agree to these contacts by the 
DH to provide assurance and security to existing providers. 

However, the 6.2% reduction being proposed includes the additional allocation for 
children’s 0-5 services.  

South Tyneside has already committed to a contract to March 2017 with our local 
Foundation Trust provider to ensure stability of service provision during the transfer 
period and beyond. This is reinforced by the 18 month “sunset clause” been inserted 
into the relevant legislation, which means that Parliament will be required to explicitly 
extend or permanently establish this transfer of responsibility in order for it continue 
past 18 months of implementation. 

LAs essentially have no choice or negotiation position on contracts that have already 
been agreed as part of the “lift and shift” arrangements. Therefore any savings 
required in 2015/16 cannot come from 0-5 children’s public health services contracts 
and therefore must come from the remainder of the allocation. 

The issue of health inequalities is a critical one for the North East. In February 2014, 
Public Health England commissioned an independent inquiry to examine health 
inequalities affecting the North of England. The inquiry report, published in August 
2014 as “Due North”, found that the North of England has persistently had poorer 
health than the rest of England and that the gap has continued to widen over four 
decades, equating to 1.5 million excess premature deaths in the North since 1965 
compared with the rest of the country. The report drew attention to the reasons why 
the North of England is particularly adversely affected by the socio-economic drivers 
of poor health: 

 Whilst the North represents 30% of the population of England it includes 50% of the 

poorest neighbourhoods; 

 Poor neighbourhoods in the North tend to have worse health even than places with 

similar levels of poverty in the rest of England; and 

 There is a steeper social gradient in health in the North than in the rest of England, 

resulting in an even greater gap in health between disadvantaged and prosperous 

socio-economic groups in the North than in the rest of the country. 

 

Any reduction in the public health allocation will damage our efforts to redress these 
inequalities. This is exacerbated by the fact that North East councils have suffered 
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disproportionate cuts in Government funding for core services, which also tend to 
impact on disadvantaged groups. 
 
In South Tyneside these health inequalities are acute with one in four of our 
pregnant women still smoking, 38% (535) of our 10/11 year olds are overweight or 
obese, low levels of breastfeeding, the 146th worst authority for cancer and male life 
expectancy is 76.8years which is the same as Chelmsford, Essex in 1991-93..  
 
The lateness of the announcement of the reduction, and the delay in publishing the 
consultation paper, are also regrettable. Such delays reduce local authorities’ 
already limited room for  manoeuvre given that much of the current year’s 
expenditure will already be committed, contractually or otherwise. The Government 
may wish to re-consider the wisdom and indeed practicality of imposing this cut.  At 
the very least, Government should consider deferring the reduction until 2016/17 to 
allow time for proper service planning and renegotiation of contracts where 
necessary. 
 

 South Tyneside Response to Specific Consultation Questions 

Question One. How should DH spread the £200m saving across the LAs involved?  
Comments have been provided against each of the options with an alternative 
being proposed. 

 A.  Devise a formula that claims a larger share of the saving from the LA’s that 
are significantly above their target allocation South Tyneside would be opposed 
to a formula which would claim a larger share of savings for LAs that are significantly 
above their target allocation. South Tyneside is currently 44% above its target 
allocation. This is due to significant previous investment in health inequalities by the 
PCT which has been continued into the LA allocation. The area suffers significant 
health inequalities and any major shift towards target would have a significant 
detriment on local public health services including mandated services. 

 B. Identify LAs that carried forward unspent reserves into 2015/16 and claim a 
correspondingly larger share of the savings from them. South Tyneside 
recognises that some areas have significant underspends. South Tyneside does not 
have any underspend and would support an increased share of savings from areas 
that have carried forward reserves. Those areas would be able to release this 
funding without significant impact in-year.  In England, the total estimated public 
health (unallocated) financial reserves at 31st March 2016 is £139m. 

C. Reduce every LA’s allocation by a standard flat rate percentage. Nationally 
the £200 million saving amounts to about 6.2% of the total grant for 2015/16 so 
that would also be the figure the DH applied to LA’s. In relation to the flat rate of 
6.2% , which is the favoured option being proposed, South Tyneside would be 
required to reduce its in-year spend by £887,000. The public health grant is fully 
committed and a majority of this is tied into contracts including school nursing 
service, substance misuse services, 0-5’s public health commissioning, sexual 
health and NHS Health Checks. Many of these services are provided by the local 
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Foundation Trust and also third sector partners. Notice periods are already agreed 
which would place an increased pressure on the existing Council budget.  

D. Reduce every LA’s allocation by a standard percentage unless an authority 
can show that this would result in particular hardship, taking account of the 
following criteria: 

 Inability to deliver savings legally due to binding financial constraints 

 Substantial, and disproportionate and unavoidable adverse impact on people who 
share a protected characteristic within the meaning of the Equality Act 2010 

 High risk that, because of its impact, the decision would be incompatible with the 
Secretary of States duties under the NHS Act 2006 ( in particular the duty to have 
regard to the need to reduce inequalities between people with regard to the benefits 
they receive from public health services) 

 The availability of funding from the public health grant or general reserves: or 

 Any other exceptional factors 

While South Tyneside could provide evidence against Option D it is felt that this 
option is extremely complex and would rely on subjective judgements against the 
criteria. This would reduce transparency of the share of reduction. 

South Tyneside would support a different approach to the funding formula 

Prof. Ben Barr from Liverpool University has produced an analysis that illustrates 
that a cut per head of population of £3.67 for each local authority, rather than a flat 
percentage cut, results in a fairer distribution of savings accounting for health needs. 
Fig.1 below illustrates how a flat percentage cut to each LA allocation would 
disproportionately affect LAs with the greatest levels of need (as illustrated by the 
rate of preventable deaths). Alternatively, Fig. 2 illustrates how an absolute cut of 
£3.60 per head of population would create a fairer distribution of the funding 
reduction, in line with levels of deprivation. 
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Fig.1 
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Fig.2 

 

Prof. Barr’s analysis shows that if South Tyneside Council was to receive the cut per 
head of population of £3.67 then this would equate to a total allocation reduction of 
£550,000; this is £327,000 less than the flat rate cut option. 

South Tyneside would urge the Government to consider this approach. 

Question 2 How can DH, Public Health England and NHS England help LAs to 
implement the savings and minimise any possible disruption to services?  

   
If the Government proceeds, it will be for individual authorities in the first   instance to 
consider how they could implement the required saving in a way that causes the 
least disruption and damage to services. There could be scope for discussion, at 
local and/or regional level, with NHS Area Teams and PHE regional centres as to 
how they can support this process, should it be required.   
 
Many people recognise these services as NHS services – by badging them under LA 
reductions there is a lack of transparency as to what services may need to be 
reduced or stopped altogether. This would include the 0-5’s Health Visiting Service.  

The DH, PHE and NHS England would need to make it clear to colleagues within 
NHS England and CCG’s of the risks of reduced funding of key services. For 
example if school nursing services were reduced this would have a detrimental 
impact on the NHS England’s delivery of key vaccination and immunisation 
programmes, if substance misuse services are reduced this will inevitably have an 
impact on alcohol related hospital attendances and admissions. DH, PHE and NHS 
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England could do some modelling of this impact and the likely increase cost to the 
NHS of this reduction.  NHS England need to be raising this with CCGs.  It will also 
have an impact on delivery of the 5year forward view.  

 We would also commend public health revenue-raising measures such as the 
introduction of a tobacco levy, a duty escalator for alcohol and a new duty on sugary 
soft-drinks. 

Question 3 How best can DH assess and understand the impact of the saving? 

Following the announcement of the savings, the Association of Directors of Public 
Health immediately initiated a ‘snap-survey’ of all Directors of Public Health in 
England to assess the likely local impact. A summary of key themes from survey 
responses is illustrated below, and whilst final decisions will be taken by each local 
authority, these impacts are drawn from the views of Directors of Public Health who 
are responsible for managing the Public Health Grant locally: 

Local impacts: 

 Impact on front-line services – both this year and in the future 

 Impact on services commissioned from NHS providers – so directly impacting on 
NHS funding and services 

 Impact on 3rd sector providers of NHS services and small local voluntary/community 
sector organisations 

 Longer-term impact on Public Health outcomes and increased demand for NHS 
services 

 Most of the Public Health budget is tied into contracted services – so there is limited 
‘room for manoeuvre’ 

Most common impacts identified in 2015/16 were on: 

 School nursing and other children’s services 

 NHS Health Checks 

 Obesity prevention & support 

 HIV prevention 

The survey also asked Directors of Public Health to consider the likely impacts if a 
recurrent reduction of this magnitude was applied to the Public Health Grant. Longer 
term impacts and risks identified included: further impacts on statutory areas (e.g. 
NHS Health Checks; Sexual Health; Health Visiting/0-5s); further reduction in 
services including: obesity prevention and support, drug and alcohol treatment, 
mental health, smoking cessation; ‘capping’ of contracts; a reduction in public health 
staffing with serious consequences for meeting the local government ‘core offer’ to 
the NHS and health promotion services. 

The DH should continue to liaise closely with professional bodies to assess the 
impact. However as identified within paragraph 25 further modelling of the impact of 
the reduction on other parts of the LA and NHS could be carried out including on 
social care.  
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The DH will be able to understand the impact of these savings through monitoring 
key indicators (and the levels of inequality within these indicators), including: drug 
related deaths, child deaths, suicides, looked after children rates and health 
outcomes, unintended pregnancy rates and teenage pregnancy rates, rates of 
sexually transmitted infections, the number of STI outbreaks, levels of crime 
(particularly acquisitive crime), emergency care utilisation, Emergency Department 
wait times, non-elective admission rates, non-elective admissions due to respiratory 
conditions, alcohol-related and specific admissions, and mortality (and early 
mortality) rates. 

The DH could also monitor the level of funding committee to the Third Sector by local 
authorities and partners. 

We trust that these concerns and the details provided in the response will be 
carefully considered. 

 

Yours sincerely,  

      

Stuart Reid      Amanda Healy 

Head of Finance, South Tyneside Council  Director of Public Health, South Tyneside Council 
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Appendix 4 
 
 
Dr Graham Bickler        

          Public Health Consultant 
         Public Health England      Date: 28th August 2015

  
 
Dear Graham,  
 
Re: Review of Local Health protection services within PHE 
 
Thank you for the opportunity to provide comments ahead of PHE’s review of local health 
protection functions.   The following comments are on behalf of South Tyneside Council. 
This response has also been shared with South Tyneside’s Health and Wellbeing Board. 
Partners are keen to be involved in the next phase of this review 
 
How should we ensure effective working between PHE, Local Authorities and NHS? 
 
Effective working is already in place across the NE, including South Tyneside, in relation 
to health protection. 
 
The current working relationship between South Tyneside Council (STC), Public Health 
England and the NHS is strong and highly valued by the council. Health Protection 
assurance is delivered by good communications, a solid understanding of our individual 
and collective roles and by highly experienced and competent colleagues. 
 
Within the council, the assurance role of the Director of Public Health (DPH) is supported 
by the   lead Consultant in Public Health (CPH) for health protection from Public Health 
England and close working with Environmental Health and the NHS. 
Other health protection assurance involves regular communication between the CPH for 
Health Protection and, amongst others, the locality Health Care Acquired Infections 
(HCAI) working group, the Strategic Resilience Group and flu assurance groups. 
 
There is also a meeting between PHE/NHS and DsPH at regular intervals. 
 
Effective working also takes place via the Local Health Resilience Partnership where there 
are updates and assurance of health protection issues provided by PHE. 
 
At a National level closer working between PHE and NHS England would be beneficial – 
the response to Ebola was an example where command, control and co-ordination at a 
National level was unclear leaving local colleagues frustrated. 
 
Clear accessible information about infectious diseases is also critical and needs to be 
provided across the system from PHE – the demise of the Health Protection Agency 
website and transfer to PHE has left information more difficult to access. 
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There does appear to be fragmentation at a National level with different reporting lines for 
health protection and perhaps this could be addressed as part of the review. 
 
What is currently excellent and how do we maintain or improve the current high 
level of delivery? 
 
The excellent working relationship between South Tyneside Council, Public Health 
England NE and the NHS has been demonstrated by a number of recent health protection 
incidents, including a very recent outbreak of Legionnaire’s disease. 
 
PHE led the Incident Control team effectively and played a key role in leading the 
response to this serious incident. There are many other examples of this including close 
working between PHE/NHS England, CCG’s and Local Authorities in relation to a measles 
outbreak and catch up campaign.  

 
The co-ordination of the NE response to Ebola was also an excellent example of PHE’s 
highly valued expertise. 
At a local level an outbreak of cryptosporidium led to the update of guidance for nursery 
staff developed jointly between PHE and the LA and shared widely, along with update 
training and a very swift response 
 
These have always been conducted with de-briefs and final reports which are valued by 
all partners and contribute to learning and the development and updating of relevant 
guidance at a local and National level. 
 
 At a local level we consider the assurance process for health protection via the Plan on a 
Page (attached) to be an example of good practice. 
 
This has been developed jointly across organisations and is reported bi-annually (and 
jointly between the DPH and PHE CPH) to the local Health and Wellbeing Board. Detailed 
plans that sit behind this are also shared as well as the PHE NE Annual Report. This 
helps us to focus on prevention and not just response. 
 
Annual update training is provided for Directors of Public Health as well as for speciality 
trainees and those on the on-call rota. 
 
PHE also co-ordinates and supports the STAC rota. 
 
Regular surveillance data is also extremely valuable. 
 
Where could we increase efficiency and / or make financial savings? PHE has 
committed to saving 10% of its current spend on this function from next financial 
year. 
 
As Director of Public Health, I am very concerned about the implications of a 10% cut in 
spending on Health Protection. This concern is shared by DsPH across the North East 
and by environmental health colleagues within South Tyneside Council. 
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This function is absolutely crucial to the assurance of the safety of the people of South 
Tyneside. The health protection team at NE PHE have experience in the prevention, 
identification and public health management of infectious diseases and environmental 
hazards to the health of the public. Although current health protection resources are 
stretched at times, the system works well. My concern is that health protection only tends 
to become visible when one part of it breaks down or when it is overwhelmed by an 
outbreak of unpredictable proportions.  The fact that we have not seen major outbreaks is 
testament to its function under current resources. 
 
Any reduction to the Centres health protection teams at a local level and a new delivery 
model imposed will be massively disruptive and potentially not provide the necessary 
assurance to councils that the health of their population will be well protected from 
infectious diseases and environmental hazards. 
 
With increased access to international travel, the spread of infectious diseases may well 
occur more frequently in future. The fact that this did not occur in the case of the Ebola 
outbreak is no guarantee that this will be the case with other diseases, where symptoms 
may develop more slowly. Furthermore the threat of pandemic flu has not gone away. 
 
The health protection function is of paramount importance and the pressures on it are 
likely to increase. It would in my view be irresponsible to cut the budget of this function 
and I would like to suggest that PHE revisits the decision to save 10% on health protection. 
 
The DsPH main requirement from PHE focuses around the health protection function.  
This is not to say that the other three core PHE functions are not important but if DsPH 
were asked to prioritise, the health protection function would have top priority.   The three 
core functions of improving health and wellbeing, supporting sustainable health and care 
services and developing public health capacity are clearly not as critical as health 
protection where necessary interventions and action are urgent.  
 
As detailed earlier the structure at a National level can appear confusing across PHE and 
NHS England – increased understanding of this may elicit areas that could be identified 
for reduced duplication. Perhaps this could form part of the next phase of this review. 
 
How do we ensure that there is an effective and attractive career pathway for staff 
involved in health protection so as to ensure sustainability of the services? 
 
Maintaining resources at current levels may allow us to keep health protection as an 
attractive and viable career pathway.  
 
Ensuring easy movement of staff across organisations would also be of benefit – currently 
staff movement for the NHS to Civil Service to Local Authorities is complicated  
 
What aspects should be identical across the country and what aspects could vary 
between areas? 
 
National learning from local outbreaks and incidents can improve still further our 
responses to health protection incidents, by improving policies and procedures. However, 
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such learning is only possible if local resources are sufficient to manage outbreaks and 
incidents efficiently. 
 
When there is a National/International issue such as Ebola there needs to be a mandated 
response from a national level. 

 
Once again thank you for the early opportunity to contribute to this review. I understand 
that wider consultation will continue during September and October but wanted to raise 
these concerns at the earliest opportunity. If you require any further information at this 
stage please do not hesitate to contact me. 
 
Yours sincerely, 

 
Amanda Healy 
Director of Public Health, South Tyneside Council 
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Better Care Fund/ Section 75 Quarterly Report 15/16 Q1 
 
Date of meeting prepared for:  24 September 2015 
Report author: Emma Hamblin/ Stuart Reid 

 
 

Purpose of Report  
 
This report provides an update on; 
 

 the Section 75 agreement under which the Better Care Fund (BCF) 
budgets are pooled 

 performance against the BCF metrics 
 associated risks and issues 

 
The NHS England 2015/16 Q1 report was submitted on 27th August and is 
provided as an appendix. 
 
 

1. Finance update  
 

 
1.1 BCF Section 75 agreement 
 
The BCF pools over £20m of existing funding across health and social care in 
South Tyneside. This is governed by a Section 75 agreement between the 
Council and CCG covering 2015/16 activity.  
 
Spending against each of the budgets included in the Section 75 agreement has 
been as anticipated in Q1.  The financial plan is therefore being delivered on 
target. 

 
1.2 Performance Element 

 
A proportion of the pooled funding is held as a contingency and can only be 
released subject to achievement of the 2% locally agreed reduction in non-
elective admissions.   
 
Non-elective admissions did not reduce as planned in Q1 and therefore the 
performance element of the funding has not been released. This funding amounts 
to £180,012 in Q1. 
 

 

2. Performance update 
 

 
2.1 Summary 

 
This report provides an update on performance against the BCF metrics, 
comparing the planned figures with the actual data up to 2015/16 Q1.  The table 
below provides a summary of performance against the BCF metrics. 
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BCF metric Performance up to 15/16 Q1  R/A/G 
Non-elective admissions Higher number of non-elective admissions in 15/16 

Q1 than planned 
 

Delayed transfers of care Significantly higher delayed transfers of care than 
predicted  

 

Residential admissions Slightly higher number of permanent admissions to 
residential and nursing care homes than predicted 
in 14/15 

 

Effectiveness of reablement Proportion of older people still at home 91 days 
post-discharge higher than predicted 

 

Feeling supported to 
manage LTCs 

Proportion of people feeling supported to manage 
LTCs slightly higher than expected in 14/15 

 

Service user experience Proportion of people saying they have control over 
their daily life was higher in 14/15 than predicted 

 

 
2.2 Analysis of performance  
 
Performance against each of the BCF metrics is analysed below.  The full data 
for each metric is provided in Appendix 1. 
 
Non-elective admissions 
 
The planned reduction in non-elective admissions reflects a 2% decrease from 
the total number of non-elective admissions in the baseline year (13/14 Q4 – 
14/15 Q3) to the total number of non-elective admissions in the pay for 
performance year (14/15 Q4 – 15/16 Q3).  This reflects an overall reduction of 
329 non-elective admissions. 
 
The graph below illustrates the planned level of non-elective admissions and the 
actual figures up to 15/16 Q1. 
 

    
The actual number of non-elective admissions in 15/16 Q1 was significantly 
higher than planned.  This meant that the performance element of the fund 
(equating to £180,012 in Q1) was not released. 
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The available published data was used for the completion of the NHS England 
Q1 report and this report, however the Performance Subgroup was concerned 
about the accuracy of the data and asked the NECS Business Intelligence Team 
to conduct further analysis. The figures for non-elective admissions to Newcastle 
Hospitals (NuTH) have since been revalidated however this data has not yet 
been published.  The revalidated data reduces the number of non-elective 
admissions to NuTH, but the overall Q1 figure for this metric remains higher than 
planned. The data provided in this report is the current published figures, and the 
figures which were included in the NHS England Q1 report. 
 
Delayed transfers of care 
 
The graph below illustrates the planned performance for delayed transfers of care 
from hospital, and the actual performance up to 15/16 Q1.  The figures used in 
the graph are the actual numbers of delayed days in each quarter, however the 
quarterly rates per 100,000 population are also available at Appendix 1. 
 

The graph shows that the actual number of delayed days was significantly higher 
than planned in 14/15 Q3, Q4, and 15/16 Q1.   
 
Work is currently underway to reduce delayed transfers of care, including a deep 
dive audit to further understand causes of delays and a project which aims to 
improve forecasting of discharges 2/3 days prior to the discharge date.  
 
The table below provides the number of delayed days during Q1. 
 

 Number of delayed days 

Type of care April 2015 May 2015 June 2015 

Acute 285 143 145 

Non-acute 101 93 60 

Total 386 236 205 
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The three causes for the highest number of delayed days were patient/ family 
choice, further non-acute care and awaiting residential care home placement.  
The number of delayed days attributed to these reasons is presented below. 
 

 Number of delayed days 

Reason for delayed 
transfer 

April 2015 May 2015 June 2015 

Patient/ family choice    

    Acute 113 51 111 

    Non- acute 0 0 0 

Further non-acute 
NHS care  

   

    Acute 76 50 20 

    Non- acute 0 31 0 

Awaiting residential 
care home placement 

   

    Acute 0 0 0 

    Non- acute 60 62 60 

 
The data suggests that the main causes for delayed transfers of care in the acute 
setting are patient/ family choice and further non-acute NHS care, and the main 
cause in the non-acute setting is awaiting residential care home placements. 
 
Residential admissions 
 
The graph below illustrates the planned number of residential admissions and the 
actual number up to 14/15.  The graph uses the actual number of admissions, 
and the rate of admissions per 100,000 is also available in appendix 1. 
 

 
 
The actual number of residential admissions is very slightly higher than planned, 
however the graph demonstrates a clear reduction in the number of admissions 
from 13/14. 
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Effectiveness of reablement 
 
The graph below illustrates the proportion of older people (65+) who were still at 
home 91 days post discharge from hospital into reablement/ rehabilitation 
services. 
 

 
 
The graph shows that the actual figure for 14/15 was higher than planned, 
demonstrating higher performance in relation to the effectiveness of reablement 
than anticipated. 
 
The planned proportion of older people still at home 91 days post-discharge for 
15/16 is 83.1%.  In Q1 the proportion was 84.8% and this metric is therefore on 
track for achieving the planned projection. 
 
Feeling supported to manage long term condition 
 
The graph below illustrates the proportion of people reporting that they feel 
supported to manage their long-term condition.  This metric is taken from the GP 
survey. 
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The proportion of people feeling supported to manage their long-term condition 
was higher than planned in 14/15, which demonstrates overachievement for this 
metric. 
 
Service user experience  
 
The service user experience metric selected is taken from the Adult Social Care 
users survey, and measures the proportion of people who say they feel they have 
control over their daily life.  The graph below illustrates the proportion of people 
saying they have control over their daily life. 
 

 
 
The graph shows that a higher proportion of people said they had control over 
their daily life in the 2014/15 survey than anticipated.  Performance on this metric 
is therefore better than predicted. 
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3. Risks and issues 
 

 
The most significant risks and mitigating actions have been outlined below.  
 

Risk Mitigation 

Information & Technology: 

Lack of information sharing agreements    
between organisations 

Information sharing agreements to be 
developed and agreed by partners 

Requirement for consent may impact 
implementation timescales for HSCIE 

Consent model to be agreed 

Finance: 

BCF investment doesn't have desired effect on 
demand for statutory services  

Evaluation of BCF schemes and 
reporting at Integration Board to identify 
impact of the schemes on demand for 
hospital and residential services 

Pioneer programme: 

Pioneer programme fails to achieve the 
desired culture and behaviour shift among 
staff and residents 

A robust evaluation framework has been 
developed to measure the impact of the 
pioneer activities.  This includes the 
collection of qualitative data about culture 
and behaviour change. 

Lack of ongoing funding available to support 
the programme 

Need to understand resource 
requirements for the programme and 
identify potential sources of funding 

Integrated community teams: 

Suitable accommodation for the teams is not 
identified, therefore impacting on the success 
of the model in the established teams and not 
enabling roll-out of the additional teams 

Estates group has been tasked with 
identifying and agreeing suitable 
accommodation for the teams 

 
 
 

4. NHS England 15/16 Q1 report 

 
The NHS England 15/16 Q1 template was completed and submitted to NHS 
England on 27 August.  The submitted report is available at Appendix 2. 
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Appendix 1:  BCF metrics data 
 
 
The tables for each BCF metric contain the planned data, which was submitted with the BCF plan in September 2014, and the 
actual figures up to 2014/15 Q4.  The actual figures are highlighted green where performance is better than expected, orange 
where it is not significantly different than expected, and red where it is poorer than expected. 
 
Non-elective admissions 
 
Measure: Total non-elective admissions in to hospital (general & acute), all-age, per 100,000 population 
 
The planned 2% reduction in non-elective admissions in the pay for performance period is based on the actual numbers of 
admissions (in the numerator rows). 
 
 

Total non-elective admissions 
in to hospital (general & 

acute), all-age, per 100,000 
population 

Baseline Pay for performance period   

  Q4 
(Jan 14 - 
Mar 14) 

  Q1 
(Apr 14 - 
Jun 14) 

  Q2 
(Jul 14 - 
Sep 14) 

  Q3 
(Oct 14 - 
Dec 14) 

  Q4 
(Jan 15 - 
Mar 15) 

  Q1 
(Apr 15 - 
Jun 15) 

  Q2 
(Jul 15 - 
Sep 15) 

  Q3 
(Oct 15 - 
Dec 15) 

  Q4 
(Jan 16 - 
Mar 16) 

 
Planned 

Quarterly rate 2,808 2,808 2,690 2,707 2,745 2,745 2,630 2,647 2,587 

Numerator 4,184 4,184 4,009 4,034 4,100 4,100 3,929 3,953 3,874 

Denominator 149,007 149,007 149,007 149,007 149,367 149,367 149,367 149,367 149,754 

Actual 

Quarterly rate 2,675 2,703 2,694 2,729 2,568 2,836    

Numerator 3,986 4,027 4,014 4,066 3,836 4,236    

Denominator 149,007 149,007 149,007 149,007 149,367 149,367    
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Delayed transfers of care 
 
Measure: Delayed transfers of care (delayed days) from hospital per 100,000 population (aged 18+) 
 

Delayed transfers of 
care (delayed days) from 

hospital per 100,000 
population (aged 18+) 

13/14 Baseline 14/15  15/16 

 Q1 
 

 Q2 
 

 Q3 
 

 Q4 
 

  Q1 
 

  Q2 
 

  Q3 
 

  Q4 
 

  Q1 
 

  Q2 
 

  Q3 
 

  Q4 
 

 

Planned 
Quarterly rate 150.3 402.2 288.9 257.9 570.0 399.8 287.1 256.9 567.9 398.3 286.0 256.2 

Numerator 179 479 344 309 683 479 344 309 683 479 344 309 

Denominator 119,084 119,084 119,084 119,824 119,824 119,824 119,824 120,269 120,269 120,269 120,269 120,609 

Actual 
Quarterly rate 150.3 402.2 288.9 257.9 450 420 533 691 688 

   

Numerator 179 479 344 309 539 503 639 831 827 
   

 Denominator 119,084 119,084 119,084 119,824 119,824 119,824 119,824 120,269 120,269    
 
Residential admissions  
 
Measure: Permanent admissions of older people (aged 65 and over) to residential and nursing care homes, per 100,000 population 
 

Permanent admissions of older people (aged 65 and over) to 
residential and nursing care homes, per 100,000 population 

Baseline 
(2013/14) 

14/15 15/16 

Planned 
Annual rate 848.1 772.1 714.3 

Numerator 235 222 209 

Denominator 27,710  28,754 29,261 

Actual 
Annual rate 848.1 790.2 

 
Numerator 235 223 

 
Denominator 27,710  28,220 
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Effectiveness of reablement 
 
Measure: Proportion of older people (65 and over) who were still at home 91 days after discharge from hospital into reablement/ 
rehabilitation services  
 

Proportion of older people (65 and over) who were still at home 
91 days after discharge from hospital into reablement / 

rehabilitation services 

Baseline 
(2013/14) 

14/15 15/16 

Planned 
Annual % 81.3 83.1 83.1 

Numerator 150 157 165 

Denominator 180 189 198 

Actual 
Annual % 81.3 87.3 

 Numerator 150 199 
 Denominator 180 228 
  

 
Feeling supported to manage long term condition  
 
Measure: Proportion of people feeling supported to manage their (long term) condition 
 
 

Proportion of people feeling supported to 
manage their (long term) condition 

Baseline 
Apr 13- Mar 14 

14/15  
 

15/16 

Planned 
Metric Value 68% 69.1% 70.2% 

Numerator 705 717 728 

Denominator 1,037 1,037 1,037 

Actual 
Metric Value 68% 70.1% 

 
Numerator 705 1,317 

 
Denominator 1,037 1,878 
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Service user experience 
 
Measure: Proportion of people saying they have control over their daily life (Adult Social Care users survey) 
 
 

Adult Social Care Users Survey: Question 3a: 
How much control you have over your daily life? 

Baseline 
2013/14 

14/15  
 

15/16 

Planned 
Metric Value 77.6% 78.0% 78.3% 

Numerator 264 265 266 

Denominator 340 340 340 

Actual 
Metric Value 77.6% 79.9% 

 
Numerator 264 278 

 
Denominator 340 348 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



12 
 

Appendix 2:  NHS England 15-16 Q1 report 
 
 

NHSE Q1 report.xlsx

 
 
 
 
 
 
 
 



Selected Health and Well Being Board:

Income 

Q1 2015/16 Q2 2015/16 Q3 2015/16 Q4 2015/16 Total Yearly Plan Pooled Fund

Plan £5,361,000 £5,361,000 £5,361,000 £5,361,000 £21,444,000 £21,367,000

Forecast £5,361,000 £5,361,000 £5,361,000 £5,351,000

Actual* £5,361,000 - - -

Please comment if  there is a difference between the total 

yearly plan and the pooled fund 

Expenditure

Q1 2015/16 Q2 2015/16 Q3 2015/16 Q4 2015/16 Total Yearly Plan Pooled Fund

Plan £5,361,000 £5,361,000 £5,361,000 £5,361,000 £21,444,000 £21,367,000

Forecast £5,361,000 £5,361,000 £5,361,000 £5,361,000

Actual* £5,090,000 - - -

Please comment if  there is a difference between the total 

yearly plan and the pooled fund 

Commentary on progress against financial plan:

Footnote:

Actual figures should be based on the best available information held by Health and Wellbeing Boards.

Source: For the pooled fund which is pre-populated, the data is from a Q4 collection previously filled in by the HWB.

The financial plan is being delivered on target.

Plan, forecast, and actual figures for total income into, and total expenditure from, the fund for each quarter to year end (in 

both cases the year-end figures should equal the total pooled fund)

The total yearly plan figure has been agreed by the Health and Wellbeing Board and is the figure stated in our Section 75 agreement.  The pre-

populated figure of £21,367,000 may have been taken from outdated plans, therefore can this please be amended to £21,444,000 for future 

reporting.

The total yearly plan figure has been agreed by the Health and Wellbeing Board and is the figure stated in our Section 75 agreement.  The pre-

populated figure of £21,367,000 may have been taken from outdated plans, therefore can this please be amended to £21,444,000 for future 

reporting.

South Tyneside

Please provide , plan , forecast, and actual  of total income into 

the fund for each quarter to year end (the year figures should 

equal the total pooled fund)

Please provide , plan , forecast, and actual  of total expenditure 

from the fund for each quarter to year end (the year figures 

should equal the total pooled fund)
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Governing Body 
24 September 2015 

Item No. 10 

 

 
Risk Management Report 

13 May 2015 to 16 September 2015 
 
 
1.  Introduction 
  
The purpose of this paper is to set out for the Governing Body, in accordance with agreed 
policy, risks facing the organisation which are rated as “Extreme”, their assessment and the 
action being taken to manage these. 
 

2. Improvements to processes for risk management 
 
In response to feedback from Internal Audit as well as the Audit and Risk Committee, a number 
of improvements are being made to our arrangements as follows: 
 

1. Governing Body Assurance Framework added to the Cycle of Business for the 
Governing Body and the Audit and Risk Committee 

2. Risk owners reviewed risks and appropriate action taken to ensure controls and 
assurances guarantee residual risk is lower than initial risk 

3. A review of all quality risks was undertaken in the Quality and Patient Safety Committee 
on 20 May 15 and risk register updated accordingly 

4. Refresher risk training session took place on 30 July 2015 
5. Risk Management Policy updated with guidance on risk materialisation and how this 

should be reflected in the risk register 
6. A revised escalation process produced and implemented to ensure efficient and timely 

escalation of overdue risks with a further escalation to lead director if risk not updated 
within an appropriate timescale 

7. Reassignment of risks 822 and 823 to a CCG risk owner with oversight by two lead 
directors 

8. Review of the Governing Body 15/16 Assurance Framework alongside the risk register to 
ensure they are integrated and streamlined 

 

3.  Reporting and assurance 

 
The number and nature of risks recorded in the CCG corporate risk register are set out in the 
tables below.  
 
The CCG’s integrated approach to risk management ensures that all risks are captured and 
monitored relating to quality and safeguarding, provider management, finance & QIPP and 
performance across the organisation in line with the CCG’s Risk Management Policy.   
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Current and potential risks are captured in the CCG’s risk register and include actions and 
timescales identified to minimise such risks.  The risk register is a log of risks that threaten the 
organisation’s success in achieving its aims and objectives and is populated through a risk 
assessment and evaluation process.   The registers are updated on a monthly basis and are 
reviewed as follows: 
 

 Bi-monthly at Audit and Risk Committee (All risks which are EXTREME, HIGH and 
MODERATE). 

 Quarterly basis by the Governing Body (EXTREME risks). 

 Bi monthly at Quality and Patient Safety Committee (quality and safeguarding risks which 
are EXTREME, HIGH and MODERATE).  

 LOW risks are considered at team level under the guidance of the relevant Director. 
 
The risk register is made up of the following themed areas with identified leads (either CCG 
Directors or Senior Managers) as shown: 
 

 Organisational Christine Briggs 

 Quality and Safeguarding Ann Fox 

 Performance Aaron Tucker 

 Finance and QIPP Kate Hudson 

 

4.   Process 
 
South Tyneside CCG is using the Safeguard Incident and Risk Management System (SIRMS) 
as the tool for managing the risk register.  SIRMS is a live system managed by NECS, and 
training on using the new system has been rolled out and refreshed. 
 
In terms of updating the register, where training has been received, the above named leads (or 
their nominated risk co-ordinator) are responsible for updating their risks directly in SIRMS.   
 
The NECS Senior Governance Officer then produces an updated risk register and agreed 
summary reports.  
 

5. Risks 
 
5.1  Risk distribution  
 
Table 1 illustrates the CCG’s risks by consequence and likelihood scores at 16 September 
2015.  There are currently no extreme risks on the risk register. 
 
Table 1 – risk distribution matrix 
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Green 1 – 3 Low 0 

Yellow 4 – 6 Moderate 10 

Amber 8 – 12 High 17 

Red 15 - 25 Extreme 1 
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5.2 Risk summary and movement 
 
Table 2 illustrates the number of risks on the risk register at 16 September 2015 compared with 
that of 13 May 2015. 
 
Table 2 – risk summary and movement 
 

  13 May 2015 16 September 2015 Direction 

Red 

(Extreme) 
0 1 

Amber 

(High) 
9 17 

Yellow 

(Mod) 
11 10 

Green  

(low) 
2 0  

TOTAL 22 28 

    The table below illustrates the movement in extreme risks during the period 13 May to 16 
September 2015. 
 
Table 3: movement in extreme risk  
 
Risk 

Reference

Risk Description Controls Assurances Previous 

Risk 

Rating 

Current 

Risk 

Rating 

(Residual)

Reason for movement

1372

As a result of a Supreme Court 

judgement with regard to 

Deprivation of liberty many 

more people are now 

highlighted as being deprived 

of liberty and require the 

frameworks of the DOLS 2009 

and the MCA 2007 or 

application to the Court of 

Protection to authorise the 

deprivation. There is a risk that 

the CCG is commissioning 

care for people that does not 

comply with ECHR and is an 

unlawful deprivation of their 

liberty. That those people 

whose care is commissioned 

by or in part from the CCG and 

do not have an appropriate 

framework in place, are not 

afforded their human rights.

CDiff - failure to meet agreed 

trajectory. 

Development of an action plan by 

NECS to address the areas of 

concern.

A meeting has been arraged for 

September which includes CCG, 

NECS and LA staff to consider the 

way forward.

N/A 15 R
New risk added to register 

3/8/15

Quality & Safeguarding

 
 
As at 16 September 2015 there is one red (extreme) risk on the risk register.   
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Attached at the Appendix is the overall Corporate Risk Register at 16 September 2015 which 
is an amalgam of the organisation’s extreme risks. 

 
 
5.  The Governing Body is asked to: 
 

 Consider the current risks facing the CCG and their assessment; 

 Review the actions being taken to ensure risks are being appropriately managed.  
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to the Court of Protection to authorise the
deprivation
There is a risk that the CCG is commissioning
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RECOMMENDATIONS: 

The purpose of the report is to provide an update on progress and current 
status for each of the governance aspects of the SLA between the CCG 
and NECS for the period 1 April to 26 August 2105. 
 
As such it provides assurance to the CCG in relation to its requirement to 
ensure effective governance arrangements. The pooling of information 
enables the organisation to examine trends and provides a meaningful 
analysis of the CCG’s performance in relation to governance matters. 
 
(for full details see Appendix A Governance Assurance Report ) 
 
South Tyneside CCG Audit & Risk Committee is asked to: 
 

 Note the contents of the report for assurance purposes; 

 Approve the health and safety objectives if considered appropriate;  

 Identify any areas for further action and  

 Agree that the report should be presented to the Governing Body  at 
its meeting on 24.09.15.for information. 

  
FINANCIAL IMPLICATIONS / RISKS  No financial implications/risks noted 

EQUALITY IMPACT ASSESSMENT 
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PURPOSE OF REPORT: 
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Appendix A 
 

South Tyneside Clinical Commissioning Group (CCG) 
Governance Assurance Report 

 
1. Purpose of the Report 

 
The purpose of this report is to provide assurance that the governance risks facing NHS 
South Tyneside Clinical Commissioning Group (South Tyneside CCG) in the delivery of 
its functions are being identified, managed and escalated within a robust risk 
management process to support the delivery of the South Tyneside CCG strategic 
objectives. 
 
This report brings together intelligence relating to Governance to provide assurance on 
the governance processes in place to ensure safety and the organisation’s effective 
management of Governance.   The pooling of information enables the organisation to 
examine trends and provides a meaningful analysis of the CCG’s performance against 
Governance. 
 
The current report focuses on data from 1st April 2015 to 26th August 2015.  
 

2. Corporate Governance; Legal and Claims  
 
2.1 Claims Management Activity  
 
No claims activity to date. 
 

2.2 NHSLA Update 
 
The CCG’s certificate of cover for 2015/16 is in place and has been shared with the 
CCG.   
 

2.3 Legal Services Activity 
 
During this period one request for legal advice has been facilitated for the CCG as 
shown in the table below.   
 
Ref No Date of 

request

Subject of request Legal firm Estimated Cost Purchase 

order 

number

Status

RLA 31 17/06/2015 To support decision 

undertaken in respect of a 

single tender action for the 

commissioning of an urgent 

care acute hub for South 

Tyneside CCG

Hempsons up to £3,500 + VAT 826007131 Complete 

 
Figure 1: 2015/16 YTD, Legal services activity.  
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3. Corporate Governance: Policy Management 
 
3.1 Corporate Policies 
 
During June 2015, NECS has undertaken a corporate policy review for South Tyneside 
CCG   (including a position status for all corporate policies). NECS continues to 
progress policies in partnership with South Tyneside CCG. 
 
NECS seeks to provide the South Tyneside CCG with assurance that all policies will 
have been approved by the relevant / appropriate Committees by November 2015/16. 
Where policies are not accepted onto the Committee agenda, supporting evidence will 
be provided to the CCG, as to rationale.  
 
Going forward into 2015/16, the NECS Governance Team will continue to coordinate 
the management of corporate policies on behalf of South Tyneside CCG.  
 
As part of the NECS corporate policy review a number of actions have taken place 
including:  
 

 A dedicated Governance & Assurance Manager has been appointed and 
aligned to CCG policy management and development.  

 A CCG Policy Matrix has been developed and will be shared with the CCG 
routinely on a quarterly basis.  

 RAG rated timescales have been incorporated into the CCG policy matrix 
which indicate approaching expiration policies. (Green: 90 days within 
expiration, Amber: 60 days within expiration and Red: 30 days within 
expiration).  

 
All corporate policies will continue to be reviewed at their natural review date, unless 
new legislation or guidance dictates a review.  
 
3.1.1 Corporate Procedures 
  
3.1.1.1 Information Labelling and Classification Procedure 
    
Following the recent release of new guidance from NHS England with regards to 
classification of documents; NECS has revised the CCG Information Labelling and 
Classification procedure.  
 
This procedure covers information labelling and classification within the CCG and is to 
ensure that all staff are aware of their individual responsibilities in relation to the 
appropriate labelling and classification of information. 
 
 The scheme that has been approved for the CCG is the NHS England standard 
classification scheme; this scheme is based on the Government Security Classifications 
which were released in April 2014. Information should be classified into one of the 
following categories; Official (with category subsets Official-Sensitive and Official-
Sensitive Personal), Secret and Top Secret.   
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The categories of Secret and Top Secret do not relate to CCG business as they are in 
relation to top level government information which requires protection against threats 
such as well-resourced and determined threat factors and highly serious organised 
crime groups.  It is highly unlikely that the CCG will deal with Secret or Top Secret 
information. 
 
3.2 Human Resource (HR) Policies 
 
NECS HR Team continues to liaise with South Tyneside CCG via the HR Partnership 
Forum to review and localise all HR policies.  
 
A draft policy renewal proposal was recently shared with the HR Partnership Forum, 
with a view of all policies due to expire in May 2015 being granted expiry date 
extension. 
 
3.3 National Policy 
 
The CCG continue to receive a weekly ‘key points’ publication, which outlines updates 
on national policy.  
 

4. Corporate Governance Operating Model 
 
4.1 Constitution Updates 
 
CCG requirement constitution amendments for the latest version of the constitution 
update were prepared by NECS Senior Governance Manager and uploaded to the CCG 
website on the 31.04.15. 
 
As from 01.08.15 in line with the updated CCG NECS Governance SLA requirements, 
advice and support relating to the CCG constitution amendments will now be provided 
“in house” by the CCG’s Head of Governance and the Operations Manager. 
 
4.2 Committee Support  
 
Up until 31.07.15 NECS Senior Governance Manager attended Governing Body, 

Quality Patient & Safety Committee and Audit & Risk Committee to provided support 

and advice in relation to Corporate Governance and committee administration for the 

CCG.  

As from 01.08.15 in line with the updated CCG NECS Governance SLA requirements 
governance advice and support will be provided “in house” by the CCG’s Head of 
Governance and the Operations Manager.       
 

Provision of corporate administrative support & services continues to be provide by 

NECS Governance Officer to the eight CCG Committees as outlined below supported 

“in house” by the Head of Governance and the Operations Manager 

 

1. Council of Practices 

2. Governing Body 

3. Quality, Patient Safety Committee 
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4. Audit and Risk Committee 

5. Remuneration Committee 

6. Cancer Locality  

7. Joint primary Care Committee 

8. SIRMS user group 

 
4.3 Register of Interest  
 
Up until 31.07.15 NECS Senior Governance Officer supported the NECS Governance 

Officer with the CCG Conflict of Interest administration and recording service relating to 

the areas outlined below  

 Monitor of the Corporate Governance inbox on email. 

 Circulating requests for update to all CCG members, GP practices and staff on 

an annual basis 

 Collation of forms and ensuring that forms are logged on the appropriate register 

of interests. 

 Ensuring forms are completed correctly, for those missing information, send back 

to member with instructions on what is needed. 

 Provision of updates on progress to CCG. 

 Uploading registers to CCG website. 

As from 01.08.15 in line with the updated CCG NECS Governance SLA requirements 
the CCG Conflict of Interest administration and recording service will continue to be 
provided by the NECS Governance Officer but senior support for the NECS Officer will 
be provided “in house” by the CCG Head of Governance and Operations Manager.      
 
4.4 Business Continuity  
 

The CCG Business Continuity Plan (BCP) is currently being reviewed and updated to 

reflect changes in organisational requirements; a refreshed BCP will be presented to the 

Governing Body on 24.09.15 for consideration and approval.      

 
5. Incident Management & Reporting 

 
SIRMS is the agreed system for use within the CCG to support the reporting, 
investigation, management and monitoring of incidents.  In terms of reporting 
requirements, it has been agreed that this Governance and Assurance Report will 
include a summary of the incidents that have been reported during the specified 
reporting period.   
 
NECS governance team continue to draw together the incident notification requirements 
for the CCG. 
 
There have been six incidents reported between 1April and 27 August 2015.  Five 
incidents were in relation to information governance – please see Section 9.4 for further 
information.  The other was in relation to contracting and commissioning – see details in 
figure 2.   
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Incident Date

Reported Date

Incident number

Cause Group

Cause

Additional Details Status Type Outcome Description

15/07/2015

24/07/2015

15853

Contracting & 

Commissioning 

Issues

Service Risk 

Identified

80000 minor ailments leaflets were printed, 

however after printing it was discovered that an 

error had been made in the direct quotation from Dr 

Kelly Staples.  It transpired that the quotation had 

not been signed off by Dr Staples.  This error was not 

spotted by either the CCG or NECs comms team. All 

80000 leaflets had to be recalled and reprinted at a 

cost of £1800. Immediate Actions Taken : The leaflet 

was recalled and reprinted. An RCA was undertaken 

by comms as to the cause of the issue as follows: 

Findings: Quote was predominately taken from the 

video with Dr Kelly Stables as part of the promotion 

for Think Pharmacy First. The breathing element of 

the quote was sourced from pre-existing 

information including NHS Choices. 

Waiting For 

Managers Form

Actions taken: Reprint off all Think 

Pharmacy First leaflets to include 

amended quote. Costs of reprint split 

50/50 between CCG and NECS. 

To mitigate: Ensure that all named 

quotes in printed leaflets are signed 

off by relevant person. This is already 

being picked up as part of a 

continuous improvement process. 

 
Figure 2: Incident 15853 Breakdown.  

 
A review of the Incident Reporting and Management Policy was undertaken following 
feedback from the CCG’s virtual discussion which replaced the usual Executive 
Committee in April.  The updated policy was ratified by the Executive Committee on 30 
July.  It is due to go to the Audit and Risk Committee for final ratification on 23rd 
September.  Following this, the policy will be made available to staff, with appropriate 
communication regarding incident reporting and management.   
 
5.2 SIRMS Incident Training 
 

No training has been delivered to the CCG this period, however future training needs 
will be determined and addressed in due course.  Plans are in place to develop an e-
learning module for incident reporting and management and the CCG will be kept up to 
date on developments.   
 

6. Risk Management and Assurance Framework 
 
6.1 Risk Management  
 
A new individual risk page was developed to the CCG’s requirements and implemented 
on 22 May.  All supporting documentation, including the SIRMS Risk Register Standard 
Operating Procedure and New Risk Form were updated and circulated.  A process was 
also developed for escalation of overdue risks, and reports have been scheduled from 
SIRMS to support this.  An action highlighted in the audit report around risk 
materialisation is also being addressed.  The risk management policy will include a 
section on risk materialisation with a supporting flowchart.  The updated policy will go to 
the Executive Committee on 27th August and then to the Audit and Risk Committee on 
23rd September for ratification.  Following this, the policy will be made available to staff, 
with appropriate communication regarding updates relating to risk reporting and 
management.   
 
6.2 Risk Management Training  
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A review of risk was undertaken at the Informal Quality and Patient Safety Committee 
which was attended by NECS Senior Governance Manager and Senior Governance 
Officer.  A presentation was delivered on the principles of risk management and risk 
health assessment questionnaire was conducted to determine individuals’ view of risk.  
The risk register was also reviewed in terms of data quality and actions taken from the 
session to enhance the quality of the information recorded. 
 
A refresher training session for risk owners has been arranged for 30 July, as 
recommended by audit to conduct further training.  This will address issues highlighted 
in the audit report and also include a practical session on use of the SIRMS risk 
register.   
 
6.3 Assurance Framework 
 
A Governing Body development session was held on 16.07.15 to discuss and review 
systems and processes aligned to the embedding of the CCG Governing Body 
Assurance Framework. Following on from the development session the Head of 
Governance has updated the GB Assurance Framework which will be presented to the 
Governing Body for review and approval on the 24rd September.      
 

7. Health and Safety 

 
7.1 Health and Safety Activity  
 
South Tyneside CCG as an organisation must follow a number of statutory duties, to 
ensure the health and safety of their employees, visitors and those entering their 
premises. 
 
The main act is the Health and Safety at Work Act 1974, under this act there are a 
number of regulations, for example manual handling, working at height, Display screen 
equipment regulations etc. following from this there are Approved Codes of Practice 
which identify to the company what is needed to ensure compliance with regulations. 
 
To ensure compliance with the above Health and Safety Audits of the premise are 
undertaken with the CCG, following the Audit any actions required are reviewed jointly 
by the CCG and the Governance Manager Health and Safety. 
 
A draft Health and Safety Strategy has also been written, this has been devised to 
ensure South Tyneside CCG meet all of their statutory and legal duties in relation to 
Health & Safety regulations and acts, to ensure that they prevent risks to health and 
safety of both staff and others arising from the actions of the CCG as an organisation. 
 
South Tyneside CCG will follow the approved Health and Safety Executive (HSE) 
guidance for management of Health and Safety known as HSG65. 
 
Further work progressed in 2015/16 to date includes: 
 

 Quarterly meetings for 2015/16 arranged between NECS Health and Safety Team 
and South Tyneside CCG. 
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 Draft Terms of Reference (ToR) information in relation to Health and Safety sent to 
South Tyneside CCG for inclusion in relevant committee. 

 Health and Safety Procedures reviewed and revised and are to be taken for 
approval at the Executive Committee on 30th July 2015 

 Draft Health and Safety information devised for inclusion on the CCG intranet 

 Draft driving at work policy been devised will be discussed at next quarterly service 
line meeting. 

 
7.2 Health and Safety Objectives Compliance 
 
South Tyneside CCG are asked to agree the below Health and Safety Objectives and 
also review the compliance information to date. 
 
7.2.1 95% of Work station assessments complete 
 
35% of Work station assessments have been completed (18 outstanding). The NECS 
Governance Health & Safety Officer continues to proactively work with the CCG to 
ensure all outstanding assessments are completed in timely manner. Further updates 
will be provided at quarterly service line meetings.  
 
7.2.2 4 star rating in Health &Safety Audit 
 
A 4 star rating has been achieved within the Health & Safety audit (98% compliance).  
The NECS Governance Manager (Health &Safety) and NECS Governance Officer 
(Health &Safety) are progressing identified outcome actions in conjunction with South 
Tyneside CCG. 
 
7.2.3  100% Compliance against all Health & Safety Training 
 
The current compliance figures for health and safety training are showing an excellent 
compliance rate with only a few members of staff needing to update their current 
training. 
 
Health and Safety and Welfare – 100% Compliance 
Fire Safety – 96% Compliance 
Local Fire Safety - 88% Compliance 
Moving and Handling – 88% Compliance 
 
7.2.4 100% of Health & Safety Policies in date 
 
All policies agreed at Executive Committee on 14th January 2015. The next review date 
is 2018. 
 
7.2.5 Fire Risk Assessments complete for building 
 
The Fire Risk Assessment for South Tyneside CCG was completed on 19th August 
2015. Office areas are required to complete a Fire Risk Assessment every 3 years 
NECS Governance Manager (Health & Safety) attended site with NHSPS to complete 
the FRA.  Any actions arising from the FRA will be dealt with by NECS Governance 
Manager H&S and discussed at the scheduled quarterly service line meetings.  
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7.2.6 Fire Drills complete for year 
 
An unannounced fire drill was undertaken on 19th August 2015. South Tyneside CCG 
evacuated in timely manner and no concerns were raised from a CCG perspective.  
Governance Manager H&S thanked all fire wardens for their excellent work in ensuring 
the building was evacuated promptly and that a roll call took place to ensure all 
personnel were safely out of the building. 
 
7.2.7 100% of Health &Safety Incidents have lessons learnt and actions 
complete. 
 
There have been no incidents reported during Quarter 1 2015/16.  
 
7.2.8 Health &Safety Strategy reviewed when required. 
 
The Health & Safety Strategy has been reviewed and is scheduled to be approved at 
the executive committee on 30th September 2015.  
 
7.3 Health &Safety Risks 
 
There have been no risks reported during this period in relation to Health & Safety. 
 
7.4 Health and Safety Issues 
  
There are no other Health and Safety issues to report for this period.  
 

8. Equality and Diversity 
 
8.1 Equality Objectives 
 
Sarah Fountain, NECS Governance Officer (Equality and Diversity) has been working 
with Helen Ruffell, CCG Operations Manager on building the new Equality Objectives as 
a result of migrating over to the Equality Delivery System 2. The new objectives are now 
in place and an action plan has been devised in order to ensure that the objectives are 
met over the next two year period.  
 
The objectives are as follows: 
 

1. Continuously improve the way patient centred, quality and safe services are 
commissioned 

2. Improve and increase engagement with patients across all 9 protected groups 

3. Demonstrate that the CCG is committed to their staff, ensuring a flexible 
working environment, free from abuse, harassment, bullying or violence and 
eliminating all aspects of discrimination 

4. Ensure that the Governing Body and other committees have ownership and 
insight of Equality and Diversity, ensuring all papers have a completed 
Equality Impact Assessment (EIA) 
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8.1.1  Objective 2 
 
In relation to objective two, the CCG have been working with Mortimer School to 
increase awareness of different services in the NHS. The CCG Chief Officer attended a 
Year 8 assembly to raise awareness of careers in the NHS.  Three staff from the CCG 
attended a mock interview day in July 15.  There is an NHS Health Day planned for 
November 2015. 
 
The Local Engagement Board have been using the comments board to determine 
improvements around engagement with stakeholders. 
 
8.1.2  Objective 3 
 
HR policies have been reviewed and agreed, HR are to provide a report once this has 
been to the exec meeting. All appraisals are now in progress. 
 
 
8.1.3  Objective 4 
 
A governance assurance report has now been developed which will identify staff that 
need E&D mandatory training. The number of Equality Impact Assessments being 
complete will be fed into the Governance Assurance Report.  
 
Equality Impact Assessment training is planned for 1st October 2015.  
 
8.2  Equality and Diversity Training 
 
Equality and Diversity Mandatory training figure is now at 85%, 22 out of 26 members of 
staff have completed their training. 
 
8.3  Equality Impact Assessments 
 
The NECS Equality & Diversity Team would like to reiterate the importance of Equality 
Impact Assessments. These should be done for: 
 

 All existing policies/functions/strategies should be reviewed at their next planned 
review date. 

 

 New or proposed policies or functions should be assessed at the planning stage, to 
see if there is a likelihood of adverse impact on any group.   

 

 All policies/functions and strategies need to be considered in terms of their 
relevance to promote equality of opportunity, eliminate unlawful discrimination and 
promote good relations between different groups of the community.  

 
Equality Analysis is about treating our staff and communities fair and equally. The CCG 
and NECS need to ensure that we are thinking about those who may be excluded from 
what we are offering.  To ensure that our decision making is robust and does not 
discriminate we need to undertake an equality analysis. 
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Equality Impact Assessment training is planned for Thursday 1st October 2015 from 
9am – 12 noon at South Tyneside CCG, Monkton Hall, Monkton Lane, Jarrow. To book 
a place on this training please contact necsu.equality@nhs.net 
 
8.4  Workforce Race Equality Standard (WRES) 
 
NECS are currently awaiting guidance form NHS England around the WRES and what 
this means for the CCG’s. We understand that the WRES requires NHS Organisations 
to submit data once a year around race equality within their workforce however further 
information is to be provided around the data that CCG’s are required to submit. 
 
The Equality Team will keep the CCG up to date on any publications in relation to the 

WRES 

 

9. Information Governance Access Requests 
 
9.1 Freedom of Information Act 2000 and Data Protection Act 1998 Update 
 
9.1.1 Freedom of Information Requests 
 
From 1 April 2013, Freedom of Information (FOI) requests sent to South Tyneside CCG 
have been managed by the Information Governance (IG) team at North of England 
Commissioning Support (NECS). 
 
South Tyneside CCG has a generic FOI email account (accessible via the CCG 
website) which is managed by the IG team within NECS.  FOI requests received by the 
CCG directly either by email or through the post are forwarded to the IG team for action.  
 
During the period of 1st April to 26th August, 116 requests were received, 23 in April, 19 
in May, 23 in June, 26 in July and 25 up to 26th August 2015.  104 have been 
responded to and are complete.  1 request has been put on hold and the clock stopped 
where further clarity of the request is required. 11 requests are in progress and are on 
track to be completed on time. The average response time to the requester is 11.6 
working days.  All completed responses were responded to within the statutory 20 
working day timescale with no breaches.    
 

Quarter 1 
 
 

No. of 
requests 
received 

No. of 
breaches 

No. of 
exemptions 

Total No of requests 
015/2016. 

April 23 0 1 (full) 23 

May 19 0 1 (full) 42 

June 23 0 0 65 

Quarter 2     

July 26 0 0 91 

August (up to 
26th) 

25 0 1 (full) 116 

Figure 3: FOI  

 
3 full exemptions were applied.  The section 22 exemption – information intended for 
future publication – was applied twice, in the first instance with regard to a request 
about contracts, time commitments and remuneration of CCG staff as the requested 
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information was due to be published in the CCG’s annual report and accounts to be 
made available on the CCG’s website in June 2015.  This exemption was used again 
with regard to a request regarding the finance and activity plans submitted to NHS 
England which will be published on their website later in the year. The section 21 
exemption – information accessible by other means - was applied to a request about 
conflicts of interests of medicines management staff.  The requester was directed to the 
CCG’s website where the declaration of interests register is publically available. 
 
Figure 4 shows a breakdown by theme of the types of requests received during the 
period 1st April 2015 to 26th August 2015.  
 

 
 
Figure 4: FOI Themes; 2015/16 

 
A further breakdown of the above themes demonstrates the variety of requests received 
and includes: 

 IT contract information 

 GP’s employed by the CCG absent from work due to stress, depression, anxiety 
or mental illness 

 Care home fraud 

 Spend on management consultants 

 Personal health budgets 

 QIPP prescribing schemes 

 Media leaks 

 Number and cost of abortions 

 Budget for and spend on pathology services 

 Prescribing engagement scheme / work plan 

 Prescribing rebate schemes 

 Non-emergency patient transport services 

 Mental health contracts 

 Diabetes education programmes 
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 IVF treatment policy 

 Adult hearing services 

 GP out of hours services 

 Finance and activity plan 2015/16 

 QIPP plan initiatives 2015/16 

 GP Federations 

 Financial links between pharmaceutical / medical device companies and CCG 
staff 

 Personal health budgets 

 Plans for reinvesting PMS premium funding. 
 
All requests received were acknowledged within 48 hours in line with the Information 
Commissioner’s Office (ICO) requirements.  Requests were received from the public, 
media, solicitors, campaign groups and commercial organisations.  However, it is 
important to remember the need to be ‘requester blind’, in that all requests are dealt 
with in the same way irrespective of the origin of the request.   
 
Round robin requests, (requests sent to most or all CCGs) continue to be received and 
coordinated by the NECS IG team to ensure a consistent approach and where possible 
a joint response is give.   
  
Figure 5 below shows the monthly FOI count 
 

 
 
9.1.3 Subject Access Requests (SARs) 
 
No SARs were received by the NECS IG Team for South Tyneside CCG from either 
patients or staff. 
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9.2 Information Governance Toolkit Update 
 
9.2.1  Overview for 2015/16 
 
Information Governance ensures necessary safeguards for, and appropriate use of, 
patient and personal information.  The Information Governance (IG) Toolkit is an online 
system which allows NHS Organisations and partners assess themselves against 
Department of Health (DH) Information Governance policies and standards. All NHS 
organisations are required to carry out self-assessments of their compliance against the 
IG requirements, using the Toolkit as an assessment tool. 
   
CCGs have a specific toolkit containing 25 requirements which must be assessed and 
evidence gathered to demonstrate compliance.  This evidence can take many forms, it 
can be a policy or procedure, a job description for someone who is responsible for 
information management within the organisation, minutes of a meeting, emails etc.  
Detailed guidance for each requirement can be found at:  
 
https://nww.igt.hscic.gov.uk/requirementsorganisation.aspx?tk=421925477722818&cb=
6165e9b3-df24-4ed6-be9c-b846603dc066&lnv=2&clnav=YES 
 
South Tyneside CCG attained level 2 compliance in 23 requirements and level 3 
compliance in 2 requirements of the version 12 IG Toolkit in 2014/2015 and the 
published report can be found below: 
 
 

Information Governance Management 

Assessment Stage Overall 
Score 

Self-
assessed 

Grade  

Reviewed 

Grade  

Reason for 
Change of 

Grade  

Version 12 
(2014-2015) 

Published 80% Satisfactory n/a n/a 

 

Confidentiality and Data Protection Assurance 

Assessment Stage Overall 
Score 

Self-
assessed 

Grade  

Reviewed 

Grade  

Reason for 
Change of 

Grade  

Version 12 
(2014-2015) 

Published 66% Satisfactory n/a n/a 

 

Information Security Assurance 

Assessment Stage Overall 
Score 

Self-
assessed 

Grade  

Reviewed 

Grade  

Reason for 
Change of 

Grade  

Version 12 
(2014-2015) 

Published 66% Satisfactory n/a n/a 

https://nww.igt.hscic.gov.uk/requirementsorganisation.aspx?tk=421925477722818&cb=6165e9b3-df24-4ed6-be9c-b846603dc066&lnv=2&clnav=YES
https://nww.igt.hscic.gov.uk/requirementsorganisation.aspx?tk=421925477722818&cb=6165e9b3-df24-4ed6-be9c-b846603dc066&lnv=2&clnav=YES
https://nww.igt.hscic.gov.uk/RequirementsList.aspx?sAssId=121720&rpprms=42406~False~00M~184~~True~False~False~False~False~&tk=418486035733903&lnv=3&cb=2915e9a3-9bca-4af4-b993-472687429a73&sDesc=Version+11+(2013-2014)&viewid=492
https://nww.igt.hscic.gov.uk/RequirementsList.aspx?sAssId=121720&rpprms=42406~False~00M~184~~True~False~False~False~False~&tk=418486035733903&lnv=3&cb=2915e9a3-9bca-4af4-b993-472687429a73&sDesc=Version+11+(2013-2014)&viewid=493
https://nww.igt.hscic.gov.uk/RequirementsList.aspx?sAssId=121720&rpprms=42406~False~00M~184~~True~False~False~False~False~&tk=418486035733903&lnv=3&cb=2915e9a3-9bca-4af4-b993-472687429a73&sDesc=Version+11+(2013-2014)&viewid=494
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Clinical Information Assurance 

Assessment Stage Overall 
Score 

Self-
assessed 

Grade  

Reviewed 

Grade  

Reason for 
Change of 

Grade  

Version 12 
(2014-2015) 

Published 66% Satisfactory n/a n/a 

 

Overall 

Assessment Stage Overall 
Score 

Self-
assessed 

Grade  

Reviewed 

Grade  

Reason for Change of 

Grade  

Version 12 
(2014-2015) 

Published 69% Satisfactory n/a n/a 

 

Grade Key 

 

Not Satisfactory Not evidenced Attainment Level 2 or above on all 
requirements (Version 8 or after) 

Satisfactory with 
Improvement Plan 

Not evidenced Attainment Level 2 or above on all 
requirements but improvement actions provided (Version 8 
or after) 

Satisfactory Evidenced Attainment Level 2 or above on all requirements 
(Version 8 or after) 

 
For 2015/16 and using version 13 of the toolkit that was issued in June 2015, the CCG 
will attain a robust level 2 in all requirements and will maintain the level 3’s gained last 
year and gain some additional level 3’s which are to be determined. 
 
There have been minor amendments made to the version 13 IG Toolkit in comparison 
to the version 12 IG Toolkit and they are as follows:  
 
Standard 232 v12 
Personal information is only used in ways that do not directly contribute to the delivery 
of care where there is a lawful basis to do so and objections to the disclosure of 
confidential personal information are appropriately respected. 
 
Standard 232 v13 
Confidential personal information is only shared and used in a lawful manner and 
objections to the disclosure or use of this information are appropriately respected. 
 
Standard 235 v12 
There are appropriate confidentiality audit procedures to monitor access to confidential 
personal information. 
 

https://nww.igt.hscic.gov.uk/RequirementsList.aspx?sAssId=121720&rpprms=42406~False~00M~184~~True~False~False~False~False~&tk=418486035733903&lnv=3&cb=2915e9a3-9bca-4af4-b993-472687429a73&sDesc=Version+11+(2013-2014)&viewid=495
https://nww.igt.hscic.gov.uk/RequirementsList.aspx?sAssId=121720&rpprms=42406~False~00M~184~~True~False~False~False~False~&tk=418486035733903&lnv=3&cb=2915e9a3-9bca-4af4-b993-472687429a73&sDesc=Version+11+(2013-2014)
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Standard 235 v13 
Staff access to confidential personal information is monitored and audited.  Where care 
records are held electronically, audit trail details about access to a record can be made 
available to the individual concerned on request. 
 
9.2.2  Toolkit evidence 
 
Regular monthly meetings have been scheduled to take place between Joanne 
Appleby, Senior Governance Officer, (NECS), Kim Teasdale, Commissioning Manager 
(STCCG), Lindsay Bell, Commissioning Officer (STCCG) and Gayle Guthrie, 
Commissioning Officer (STCCG) to review progress against the IG Toolkit and highlight 
any gaps in the evidence required.  An evidence log is produced following these 
meetings. The deadline for submission for the toolkit is 31 March 2016. 
 
9.3 Caldicott Guardian Issues 
 
Quarterly Caldicott Guardian meetings have been scheduled to take place between 
Joanne Appleby, Senior Governance Officer (NECS) Matthew Walmsley, Caldicott 
Guardian (STCCG) and Kim Teasdale, Commissioning Manager (STCCG).  It was 
decided that the as South Tyneside CCG is a small organisation it does not require a 
Caldicott Guardian issues log.  It has been agreed that regular meetings and day to day 
management of any issues / requests that arise will suffice.  
 
Discussions have been undertaken around the following areas of work which involve 
personal identifiable data: 
 

 Patient stories  

 Serious case reviews  

 Clinician to clinician discussion  

 Individual Funding Requests  

 SIRMS  
 
The processes for each of the work streams above are currently under review and any 
issues discovered will be dealt with appropriately and reported at the next meeting. 
 
9.4 Information Governance Incidents 
 
The Safeguard Incident Reporting and Management System (SIRMS) has been rolled 
out to CCG and all information governance incidents are now reported via SIRMS. 
 
There have been 5 Information Governance incidents reported between in this period 
(two of which were generated outside South Tyneside CCG) and the details are below: 
 

Reported Date 
Incident Date 
Incident No. 

Cause Group 
Cause 

Details Actions taken  Status Investigator 

 
09/06/2015 
09/06/2015 

14232 

Information 
Governance 
 
Misdirected 
email received 
containing 
confidential info 

Email sent to CCG containing the addresses of 
all patients registered at Jarrow GP practice 
 
Human error whereby member of staff did not 
realise the information sent on email included 
patient names when it should of been addresses 
only and non-identifiable. 

GP practice sent an email to 
CCG staff containing 
addresses of all patients on 
their registered list. 
It was requested that this be 
deleted and resent with ward 
area on only. 
 

Completed 
by 
managers 

Hilary Murphy 
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26/06/2015 
24/06/2015 

14853 

Breach of 
patient 
confidentiality  
 
Communication, 
confidentiality, 
consent 

An email was sent to a CCG member of staff 
from a colleague from South Tyneside Council 
and an internal colleague which inadvertently 
named a patient whose CHC package of care is 
under debate. 
 
The member of staff at South Tyneside Council 
made an error in sending some patient data to 
the CCG.  This is essentially a training and 
awareness issue.  The staff member in question 
at the Council was informed by the CCG and 
they are aware that this sort of information 
should not be sent to them.  This is a matter for 
South Tyneside Council to resolve internally but 
it would be a good idea for staff there to be 
reminded of the need for caution when dealing 
with personal identifiable data. 

The offending emails have 
been deleted, an 
anonymised string re sent so 
that the conversation can 
continue 'safely'.  Both 
colleagues have been 
reminded around the rules. 

Completed 
by 
managers  

Sarah 
Graham 

27/07/2015 
27/07/2015 

15902 

Information 
Governance 
 
Inappropriate 
access to / 
disclosure of 
personal 

Identified on the 27th July 2015 - Information 
containing sensitive information regarding 
personal account details was forwarded to 
colleagues on a master copy of an invoice sheet.  
The information was on a sub sheet/tab of the 
spreadsheet and was not deleted before being 
uploaded to a shared space on the (closed) 
intranet.  This was then used to send out to a 
specific (named) set of individuals in a CCG 
communication before the personal information 
was identified. 

The effected individual was 
contacted as a priority and 
informed of the 
circumstances. 
All individuals who received 
the email with the document 
as an attachment have been 
contacted directly to ensure 
it is removed from systems 
and emails. All individuals 
who may have additional 
copies of that particular 
document have been 
contacted and instructed to 
remove it from their systems.  
The copy of the document 
has been removed from the 
shared space and from the 
recycle bin on the intranet 
and a new document has 
been uploaded in its place.  
IT have been contacted to 
provide assurance that there 
are no draft/version copies 
remaining on the intranet 
system and that recycle bins 
are emptied completely and 
versions are inaccessible.  
An event review/root cause 
analysis has been 
scheduled. 

Waiting for 
managers 
form 

Gayle Guthrie 

14/08/2015 
21/08/2015 

16804 

Information 
Governance  
 
Misdirected 
email received 
containing 
confidential info 
 

A&E Audit Information, Practice return.  
Information sent out from STFT to all practices in 
the South Tyneside Area with patient identifiable 
information.  Practices should have received 
only information regarding their patients and not 
patients for the whole CCG area.  A spreadsheet 
was forwarded to all practices with a cover tab 
with their practice information, a secondary tab, 
however contained information for all practices.  
This was identified by the CCG when an email 
was forwarded to a colleague with the 
spreadsheet attached (to be reported in a 
separate incident form) - this was followed up 
with a verbal query and a confirmation email 
from another practice stating that information 
had been sent to all practices in the area. 

Contacted one of the 
practices to confirm that 
information had been sent to 
all practices.  FT to action in 
regard to their mailing list 

Waiting for 
managers 
form  

Gayle Guthrie 

14/08/2015 
21/08/2015 

16811 

Information 
Governance  
 
Misdirected 
email received 
containing 
confidential info 
 

A&E audit information practice return from East 
Wing Surgery contained a practice list tab with 
patient NHS numbers (query regarding for all 
practices). Commissioning Officer sent an email 
back to the practice advising them that the email 
sent had been deleted by the CCG due to 
patient identifiable information. Practice 
requested to resend taking out the patient 
information tab and any other patient identifiable 
information. Original practice email to CCG with 
patient information deleted and deleted from 
deleted items. CCG has completed another 

Commissioning officer sent 
email to all practices copying 
in STFT asking for all 
practices to not send patient 
identifiable information. 
Colleague confirmed with 
another practice all data 
information. 

Waiting for 
managers 
form 

Lindsay Bell 
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SIRMS form regarding all practice details, 
colleague has confirmed with another practice 
that all practice information was received as 
commissioning officer deleted the practice email 
straight away and couldn't confirm for certain. 

Figure 6:  IG Incidents; 2015/16 

 
 
9.5 Information Governance Mandatory Training Update 
 
It is a mandatory requirement for existing staff to complete the online ‘information 
governance: the refresher module’ course.  All new staff are required to complete the 
‘Introduction to Information Governance’ online course.  
 
The Caldicott Guardian, Senior Information Risk Owner, the Information Asset Owner 
and Information Asset Administrators are required to complete further mandatory 
modules which are detailed below: 
 

Job Profile Modules to be undertaken 

Caldicott Guardian 1. Information Governance: The Refresher Module 

2. The Caldicott Guardian in the NHS & Social Care 

3. Patient Confidentiality 

4. Secure Handling of Confidential Information 

5. Access to Health Records 

6. Information Security Guidelines 

7. Information Security Management – Foundation 

8. Business Continuity Management  

9. NHS Information Risk Management – Foundation 

10. Password Management 

11. Secure Transfers of Personal Data 

SIRO 1. Information Governance: The Refresher Module 
2. NHS Information Risk management for SIRO’s & IAO’s 
3. NHS Information Risk Management – Introductory 
4. NHS Information Risk Management - Foundation 

Information Asset Owner (IAO) 1. Information Governance: The Refresher Module 
2. Information Security Guidelines  
3. NHS Information Risk Management for SIRO’s & IAO’s 
4. NHS Information Risk Management – Introductory 
5. NHS Information Risk Management – Foundation 
6. Records Management & The NHS Code of Practice 
7. Secure Transfers of Personal Data 
8. Business Continuity Management 

Information Asset Administrator (IAA) 1. Information Governance: The Refresher Module 
2. Information Security Guidelines 
3. NHS Information Risk Management – Introductory 
4. NHS Information Risk Management – Foundation 

5. Records Management & The NHS Code of Practice 
6. Secure Transfers of Personal Data 

Executive Officers 1. Information Governance: The Refresher Module 
2. Business Continuity Management 

3. Information Security Guidelines 
4. NHS Information Risk Management – Foundation 
5. Password Management 
6. Records Management & The NHS Code of Practice 
7. Secure Transfers of Personal Data 

Clinical Staff 1. Information Governance: the Refresher Module 
2. Patient Confidentiality 

3. Information Security Guidelines 
4. Password Management 
5. Records Management & The NHS Code of Practice 
6. Secure Transfers of Personal Data 
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Job Profile Modules to be undertaken 

Governance Staff 1. Information Governance: The Refresher Module 
2. Information Security Guidelines 
3. Patient Confidentiality 
4. NHS Information Risk Management – Introductory 
5. NHS Information Risk Management – Foundation 
6. Password Management 
7. Records Management & The NHS Code of Practice 
8. Secure Transfers of Personal Data 

Lay Members 1. Information Governance: The Refresher Module 
2. Information Security Guidelines 
3. Password Management 
4. Records Management & The NHS Code of Practice 
5. Secure Transfers of Personal Data 
6. Patient Confidentiality 

All other staff 1. Information Governance: The Refresher Module 

2. Information Security Guidelines 
3. Password Management 
4. Records Management & The NHS Code of Practice 
5. Secure Transfers of Personal Data 
6. Patient Confidentiality 

 
Modules in bold are mandatory. Modules in light print and italics; these modules are 
recommended and at the discretion of the line manager.  
 
As at 30th June 2015, 31% of South Tyneside CCG staff have completed their 
mandatory Information Governance training.   The Information Governance mandatory 
training must be completed every financial year.  Please note that South Tyneside CCG 
must reach a training figure of 95% or above by 31st March 2016 to enable them to meet 
the training requirement of the IG Toolkit. 
 

10. Recommendations 
 
South Tyneside CCG Audit & Risk Committee is asked to: 
 

 Note the contents of the report for assurance purposes; 

 Approve the health and safety objectives if considered appropriate; 

 Identify any areas for further action and  

 Agreed that the report should be presented to Governing Body on 24.09.15 
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SOUTH TYNESIDE CCG 

 

SOUTH TYNESIDE CCG EXECUTIVE COMMITTEE 
 MINUTES OF THE MEETING HELD ON THURSDAY 30

TH
 APRIL 2015 

8:30AM TO 12.00NOON AT MONKTON HALL MEETING ROOM 1 
 
 

Present: David Hambleton, Chief Officer (Chairing meeting) 
Dr Matthew Walmsley, STCCG Chair 
Christine Briggs, Director of Operations 
Kate Hudson, Chief Finance Officer 
Dr James Gordon, Clinical Director 
Ann Fox, Director of Nursing Quality and Safety 
Ros Whitehead, Practice Management Lead 
Amanda Healy, Director of Public Health 
 

STCCG 
STCCG 
STCCG 
STCCG 
STCCG 
STCCG 
STCCG 
STLA 
 

Apologies: Dr Funmi Nixon, Clinical Director 
Dr Jon Tose, Clinical Director 
Joanne Moore, ST Council, Commissioning & Quality Lead 

STCCG 
STCCG 
STLA 

   
In Attendance: Ailsa Nokes, Head of Customer Programme NECS 

Christine Shields, ST Council, Strategic Commissioning Manager 
Gary Collier, Senior Commissioning Manager - Provider Management NECS 
Aaron Tucker, Commissioning Manager 
Tom Hall, Public Health Consultant 
Egle Krasauskaite, STCCG Clinical Lead 
Jeanette Scott-Thomas, Head of Quality and Patient Safety 
Jenna Easton, Senior Admin Assistant (minutes) 

NECS 
STCCG 
NECS 
STCCG 
STLA 
STCCG 
STCCG 
STCCG 

  
 

 

 NOTES ACTIONS 
1. Apologies  
 Noted as per above.  
   
2. Welcome  
 David Hambleton welcomed the Executive Committee and colleagues in attendance with a 

round of introductions taking place. 
 

 

3. Declarations of Interest 
Declarations of interest were expressed for Dr Matthew Walmsley, Dr James Gordon and 
Ros Whitehead on items; 9 Optometry Enhanced Services, 10 Quality in Prescribing Scheme 
2015-16, 18 Primary Care Access, 19 Current and Future BOS arrangements and 21 Public 
Health update. 

 

   
4. 
 

Minutes of meeting held on 18th March 2015 
The Committee agreed the minutes of the previous meeting as a true and accurate record. 

 

   
5. Matters Arising 

 

 Urgent Care Hub – following the public consultation, six recommendations were 
made by the CCG. The HWB have formed a subcommittee to review each 
recommendation in depth with a briefing report to support the proposal.  A formal 
recommendation will be submitted to HWBB.  David Hambleton asked the Executive 
Committee to note the process in place. 

 David Hambleton confirmed the commissioning support lead provider framework is 
now live with several commissioning support units including NECS who are 
recognised as one of the stronger organisations.  STCCG and others have 
undertaken a value for money exercise which is likely to satisfy NHS England rather 
than enter a procurement process. 

 
 
 
 
 
 
 
 
 
 
 
 

Agenda Item – 2015/84 

Enclosure – 12a 
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 AQP Audiology Specification has now been approved and signed off via Jon Tose. 

 Incident reporting and management policy was deferred until May Executive 
Committee.  ACTION: Christine Briggs to append recommendations noted 
within minutes. 

 
 

CB 

   
6. Chair’s Information 

A Learning Disabilities workshop took place on Tuesday chaired by David Hambleton, which 
brought CCGs, Local Authorities, providers and service users together.  The purpose was to 
focus on what may be a transformation programme.  Outputs from the event will be shared 
along with a set of draft standards developed locally, which should mirror national standards.  
A Learning Disability transformation group is currently in the early stages however it was 
acknowledged reporting mechanisms need to be aligned locally with a core link via the joint 
commissioning steering group. 
 
David Hambleton confirmed Funmi Nixon has tendered her resignation as Clinical Director 
with STCCG which will terminate in May.  The Executive acknowledged Funmi’s extensive 
input over the past few years and wanted to express their thanks and recognition. A GP 
expression of interest process will soon commence which will encompass both urgent care 
and long term condition portfolios. 

 

   
7. Quality and Performance Report 

South Tyneside Foundation Trust (STFT) 
The cumulative position reported against the Acute Contract identifies an underspend of 
£2,598k.  The reported position represents the year end agreement reached with the 
provider, and demonstrates a significant level of support provided to the Trust in 2014/15, 
totalling just short of £2m in addition to missed activity. 
 
In relation to the Community Contract, a year end position of £96k above contract is reported. 
 
City Hospitals Sunderland Foundation Trust (CHSFT) 
The position reported as at Month 8 continues to raise significant concern in relation to the 
financial position, with an indicated overspend of £1,411k by the FT. 
The main areas to be resolved are: 
Lucentis charging – the FT have charged for all activity at the local lucentis tariff, regardless 
of the drug or condition being treated.  The CCG have not agreed to charge on this basis and 
it is there included as a challenge with the trust. 
Audiology – the FT have not yet supplied a full year to date refresh of patient level datasets to 
satisfy the commissioners that the previous duplicate patients and double charging has been 
resolved. 
High Cost Drugs – a number of drugs have seen significant growth this year with no valid 
explanation from the provider as yet. 
 
A formal challenge of these issues has been sent to the provider, including a proposal for a 
pragmatic way forward in relation to Lucentis Charges and reduced payments for Audiology 
and High Cost Drugs due to the provider having not supplied any valid data for this activity. 
 
Newcastle upon Tyne Hospitals FT 
Elective activity continues to over perform as at Month 11.  Cardiology activity is the largest 
area of over performance.  Skin procedures are also increasing as expected, with pressure 
due to the service movement from CDDFT. 
Non Elective - There are some areas of over performance, mainly Musculoskeletal cases.   
Maternity over performance is due to the current Maternity Risk Share. 
 
The CCG should note a slightly reduced forecast year end pressure of £333k, and the further 
analysis ongoing to identify and potential reductions of this figure.  It must also be pointed out 
that this is expected to increase due to the Dermatology Service Transfer from CDDFT, which 
should result in reduced pressure against the CDDFT contract. 
 
Gateshead FT 
NECS data shows a variance of £333k YTD against the FT data, this is due to significant 
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volumes of uncoded activity submitted via SUS, which the provider are manually adjusting via 
the direct data flow.  
The FT has not yet applied the required efficiency deflators to the local prices within the 
contract.  This is subject to ongoing discussions - the NECS prices reflect the 2012/13 prices 
subject to 2013/14 and 2014/15 deflator.   
A proposal has been made to the provider, to bring Ambulatory Care pricing in line with other 
local providers - a response is awaited. 
 
Year-end arrangements have been completed with no risks highlighted. 
 
Quality Update 
Ann Fox outlined the highlights from within the Quality report including key achievements and 
potential risks. 
 

 Mortality: Quality dashboard published in March 2015 shows the Trust as an outlier 
for SHMI and HMSR. St Benedict’s Hospice continues to have an impact on South 
Tyneside FT data. However, analysis has shown that inflated Trust rates are due to a 
combination of calculation issues for the hospice and an increase in rates for South 
Tyneside District Hospital. The high levels of excess deaths reported for the Hospice 
appear to be attributable to an unusually low number of expected deaths. This is 
being caused by the risk scores aligned to the patients accessing this provision, in 
particular the recording of co-morbidities and the recording of all patients as elective 
admissions. 

 Incident reporting: Regular meetings have been set up with providers to discuss 
emerging themes from incidents, and any individual feedback is sought for more 
significant incidents and fed back to practices. 

 Safer staffing: Strategy is now in place for additional recruitment.  South Tyneside is 
in a similar situation to neighboring areas. 

 NEAS: A follow up QRG took place with a view around transformation which gave 
assurance that current problems are being resolved. 

 Primary Care incident reporting: A SIRMS User group is being established to help 
drive reporting going forward. 

 CQC will be in South Tyneside next week which will give a helpful view to see if the 
information triangulates with CCG information. 

 
Performance Update 
The following Performance issues were highlighted: 
 

 City Hospitals Sunderland FT continues to experience pressure within the A&E 
Department, impacting on their ability to deliver the 4 hour target.  Actual 
performance is under target at 93.1% in March, and ytd is still below at 92.1%. South 
Tyneside NHSFT performance in A&E is below target in March at 87.3% and slipped 
below target ytd at 94.5%. 

 One over 12 hour trolley wait was recorded at CHS in December for a Sunderland 
CCG patient. 

 1 Incident of MRSA has been reported by the CCG for the period up to the end of 
February. 

 South Tyneside FT is reporting 13 cases compared to trajectory of 10 March ytd and 
have exceeded their year-end target. 

 Mixed Sex accommodation – a South Tyneside CCG patient breached in September 
and November. In both cases the patient was in HDU at STFT. The FT were unable 
to find a bed outside of HDU within the escalation period as the patient’s condition 
improved, and at the point that they were deemed to no longer require HDU care they 
breached. The hospital report they have ongoing bed pressures. A further 3 patients 
have now breached; 2 in December and 1 in January. A Route Cause Analysis from 
the Foundation Trust will be considered via CCG quality routes. 

   
8. Finance Update 

Kate Hudson informed the Executive of the current year-end position for 14/15 and confirmed 
the CCG has successfully delivered, as predicted ½% surplus. 
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The Contract Operational Group continues to review monthly performance however the 
following risks were highlighted to the Executive for information purposes: 
 

 Draft accounts have been submitted with an underspend of 1117k.  In terms of 
process Kate confirmed this year was smoother than last. 

 Year-end agreement was made with STFT however a substantial level of support has 
been provided to the Trust in 2014/15.  NECS is carrying out Market Share Analysis 
in relation to Referral Patterns and increasing activity at neighbouring hospitals.  A 
first draft is being created with a circulation deadline set for May with further work to 
examine both Elective and Non Elective Activity trends between trusts with an 
intention to present this to the CCG in June. 

 Year-end position for City Hospitals Sunderland was agreed through NECS. 

 Mental Health – Growing pressure around out of area placements. 

 CHC is the biggest pressure currently for STCCG. 

 CCG performance on Prompt Payment Practice Code year end position was 
positively over target for all areas. 
 

9. Optometry Enhanced Service 
Conflicts of interest were declared for Dr Matthew Walmsley, Dr James Gordon and Ros 
Whitehead. 
Gary Collier confirmed the preferred recommendation is for STCCG to accept proposed tariffs 
and commissioning options for Intraocular pressure and Cycloplegic Refraction and 
decommission the Caataract Choice.  A total saving of £7,000 per year has been identified. 
 
Current contractual arrangements were discussed which are detailed within the report along 
with comparisons to neighbouring CCG’s.  It was noted management of all optometry 
contracts is essential.  Agreed to write in the contracts and specify they should be doing this 
as part of payment. 
 
The Executive Committee agreed to endorse both recommendations and closely monitor the 
service in future. 
For future reference the CCG must be sighted on all reports and aware of ongoing work prior 
to Executive Committee. 
 
Executive Committee Decision: 
The Committee APPROVED option 1 Request for Quote then procurement. 
 

 

10. Quality in Prescribing Scheme 15/16 
Conflicts of interest were declared for Dr Matthew Walmsley, Dr James Gordon and Ros 
Whitehead. 
Marie Thompkins confirmed the quality in prescribing scheme has been in place for a number 
of years, always proving successful and achieving targets.  The proposal is to continue the 
scheme and apply the same money as previous years. 
 
The scheme emphases key elements from within the strategic plan and any cost saving 
initiatives.  In previous years of the scheme there has always been successful links with GP 
practices in South Tyneside. 
This year it has been agreed mandatory discussion of the scheme and action plan 
development will take place within each GP practice carried out by Marie Thompkins, 
Catherine Armstrong or Colin Bradshaw to discuss the scheme in more depth and make GPs 
mindful of the quality in prescribing process.  All clinical staff must complete online E-learning 
Training for inhaler technique as part of the mandatory process.  
 
The Executive Committee agreed this is the favoured direction of travel for 15/16 however 
due to conflicts of interests this will be deferred to governing body members for sign off.  
David Hambleton and Stephen Clark to ratify the quality in prescribing scheme for 15/16. 
 
Executive Committee Decision: 
The Committee APPROVED the direction of travel and transferred ratification to GB 
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members. 
   
11. Section 75 agreement for the Better Care Fund 

Christine Briggs confirmed the report provides information about the section 75 agreement 
which has been developed to ensure appropriate governance arrangements are in place for 
the Better Care Fund pooled budget.  The Section 75 agreement also sets out monitoring 
arrangements. 
 
The section 75 agreement will be monitored at the Integration Board and as appropriate via 
the Joint Commissioning Steering Group, the latter providing an appropriate forum for 
commissioning only decision-making for the pooled fund as required.  The Integration Board 
and Joint Commissioning Steering Group Terms of Reference have been updated to reflect 
the requirements of the Section 75 agreement.  James Gordon commented that he has 
recently become a member of the HWB Joint Commissioning Steering Group. 
 
The Executive noted and endorsed the content of the report. 
 

 

12. Operational scheme of delegation update 
Based on the previous virtual discussions a number of changes had been agreed around the 
operational scheme of delegation and portfolios and the updated version of the Scheme was 
presented. However, in the light of the resignation of Dr Nixon from her role as Clinical 
Director and a further re-shuffle of portfolios, Christine Briggs advised that a further revision 
would be necessary. In the meantime it was noted that Dr James Gordon would remain as 
the Mental Capacity Act Lead and this role had not transferred from Dr Gordon to Dr Nixon.  
Action: A further review is required at May Executive Committee. 

 

   
13. Planning and operational resilience 15/16 

Planning submission 15/16 
STCCG are currently within the final phase of submitting planning and ambition templates.  
The previous submission included primary care indicators focusing on primary care and 
patient access to appointments.  All indicators reflect ambition for improvement.  Feedback is 
being anticipated from NHS England. 
 
Aaron Tucker confirmed two local measures that are included in the quality premium process; 
it was suggested to continue with the COPD measure; however the second measure needed 
to be identified and jointly agreed prior to submission in May, suggested metrics included 
early identification of Cancer and anti-psychotic prescribing rates.  ACTION: Aaron agreed 
to pull together a view of joint ambitions for circulation seeking comments and 
recommendations from the Committee. 
 
8 high impact actions and progress: 
Each SRG is expected to address and include the “eight high impact resilience interventions” 
in the final operational plan submission to NHS England.  This action plan will be populated 
by the deadline date of 15th May 2015. A baseline is being drafted to compare with the 
current position.  
 
Finance and Activity: 
NHS England reviewing finance and activity plans including non-elective activity figures. BCF 
activity reductions will be included within STCCG plans however it will not align our 
performance ambitions or influence the overall ambition of the CCG. 

 
 
 
 
 
 
 
 
 
 

AT 

   
14. AQP Podiatry 

The Committee is requested to agree the revised AQP Podiatry specification for progression 
to tender in accordance with the previously agreed AQP Procurement Strategy. 
 
Ann Fox highlighted concerns around significant quality gaps within the service specification 
which needs rectified immediately. 
 
The Committee acknowledged a FAQ document would support the referral criteria process 
for GPs with regards to toe nail cutting which will prevent any confusion or potential risk. 
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Amanda Healy noted the preventative element demonstrated within the specification feels 
quite passive, rather than reflecting the podiatry service being in a good position to 
strengthen the system.  ACTION: Amanda Healy to liaise with Gary Collier and Jon Tose 
to share contribution. 

 
 

AH 

   
15. CHC Update 

Retrospective CHC 
Chris McEwan was in attendance to update the Committee around pressing CHC challenges, 
on-going performance issues linked to the nursing service, commissioning aspect and current 
financial pressures within the system. 
  
Activity and progress is very slow due to a number of impacting reasons.  STFT have 
experienced problems in recruiting permanent staff with the majority being on temporary 
contracts.  STFT have indicated they are not keen to request additional capacity for a number 
of reasons (as outlined within the report). 
 
In terms of retrospective cases the provider has confirmed they are happy to continue with 
original trajectories but will not address any additional cases.  The Executive agreed as an 
urgent priority, a pressing need is to identify what STFT are prepared to manage and address 
the situation by creating a collaborative action plan with set trajectories. 
  
The numbers of complaints are rising significantly with a proportion being submitted via 
solicitors which is creating additional pressure on the NECS CHC team. 
Chris McEwan agreed to arrange a telephone conference between neighbouring CCG’s to 
agree a collaborative forward approach around ongoing restitution CHC cases.  Monthly joint 
meetings have been arranged with CCG, FT and NECS colleagues to enforce pressure 
around unresolved CHC issues. 
  
Funding was set aside for payments and clinical costs relating to retrospective CHC in which 
STCCG have been able to reclaim any associated costs.  Additional resource from NHS 
England is being sought however a response is being awaited. 
  
Mainstream CHC 
Pressure within the system is impacting on increased activity and financial challenge with the 
main issues relating to fast track care.  Mainstream CHC is highlighted on the risk register as 
a primary indicator. 
Additional funding was made available however it has come to light that this has been used to 
offer staff additional overtime hours rather than using this for the original purpose of 
supporting the progression of CHC. 
  
Chris confirmed in terms of recharging finance from the Local Authority, further clarification is 
being sought with a clearer position to be shared at a later date.  Kate Hudson wanted to 
highlight to the Committee the significant risk involved with CHC on a whole. 
  
Chris outlined work to progress and develop a more holistic approach to CHC which involves 
demand modelling.  This work is progressing. 
 
Christine Shields raised deep concerns with the content of the report and the process 
involved due to the lack of collaborative working prior to submission of the Executive 
Committee. 
ACTION: Christine Shields to share a brief summary of identified CHC issues.  
Christine Briggs, Chris McEwan and Jeanette Scott-Thomas to review issues once 
received. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
CB/CMc/JST 

   
16. Conflicts of Interest – Register of procurement decisions 

Angela Lathan confirmed the purpose of the report is to brief the Executive on the conflicts of 
interest register in which NECS are implementing on behalf of STCCG. 
The preferred recommendations are for South Tyneside CCG Executive Committee to give 
approval for NECS Healthcare Procurement section to implement and maintain the Register 
of Procurement Decisions on the CCGs website along with considering how to publish details 
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of contracts that are awarded out with procurement to the Register of Procurement Decisions. 
 
Executive Committee Decision: 
The Committee APPROVED both recommendations and asked NECS to lead on behalf 
of STCCG. 

 
 
 
 
 

   
17. Personal Health Budgets 

Sarah Golightly confirmed there are currently 8 patients in South Tyneside who have 
personal health budgets.  The national average is 20% of whole CHC budget which illustrates 
STCCG are under performing. 
An ongoing issue continues with accessing personal health budgets which has been 
identified as a priority to streamline the process and work collaboratively with the Local 
Authority.  A joint indicative budget tool which incorporates the requirements of both 
organisations is essential. 
 
The Committee acknowledged and agreed the personal health budgets process in South 
Tyneside requires further promotion and advertising. 
 
Sarah confirmed South Tyneside’s uptake for personal health budgets are in line with some 
CCGs across this area. 

 

   
18. Primary Care Access 

Conflicts of interest were declared for Dr Matthew Walmsley, Dr James Gordon and Ros 
Whitehead. 
 
Jo Farey presented a report on Primary Care Access in South Tyneside.  Primary Care 
Access is the term that is commonly used to describe how, when and how easy it is for 
patients to see or seek advice from a primary care professional.  The report presented the 
range of information on local access that is available to us including a summary of the 
national GP survey results, results of a local survey commissioned from Healthwatch, a range 
of initiatives implemented by practices in 14/15 to tackle access and an overview of the new 
common ailments scheme delivered by community pharmacists.   
 
The report drew a number of conclusions which included: 
 

 Overall access to and satisfaction of primary care services in South Tyneside is 
good.  However, small pockets were identified where improvements could be made; 

 Patients have told us that they would value more evening and weekend access to 
services; 

 Patients with LTCs have told us they do not necessarily feel supporting to manage 
their condition; 

 The Common Ailments Scheme delivered by community pharmacies will support the 
delivery of local and accessible primary care services; 

 The CCG will be developing a general practice strategy to set the direction of travel 
for GP practices in the borough. 

 
The Committee acknowledged the content of the report and noted it gave a summary 
overview of the current position in South Tyneside.  The conclusions drawn were noted and 
supported going forward. 

 

   
19. Current and Future BOS arrangements 

Conflicts of interest were declared for Dr Matthew Walmsley, Dr James Gordon and Ros 
Whitehead. 
 
Jo Farey gave a presentation on the six month performance position of the 14/15 BOS 
scheme, and also an overview of intentions for the 15/16 BOS (s) scheme.  Performance to 
date had been very positive and good progress across all four clinical domain areas was 
noted.  In particular, it was noted that the BOS scheme had improved the data quality and 
coding across all practices. 
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Regarding planning for a potential continuation of BOS into a second year, members were 
asked for their agreement to further scoping work to be carried out to include: 
 

 Keeping the existing 4 clinical domains, develop further new indicators or streamline 
where there is evidence these have become embedded practice or are no longer 
required; 

 Include a further 2 areas – ‘Working with Partners’ and ‘Supporting Self Management’ 

 Continuing to link BOS to the CCGs 5 year plan and health challenges in South 
Tyneside and ensure the scheme is in line with our quality premium aspirations 

 
Members noted progress to date in the current scheme, agreed in principle to continuing BOS 
into a second year and noted that further work would be undertaken on working up BOS2.  A 
further report would be brought back to exec in due course with the finalised scheme. 
 
Executive Committee Decision: 
The Committee APPROVED a second year for the BOS scheme and noted a further 
report would be discussed in due course which detailed the proposals for BOS2. 

   
20. IFR proposal 

Lisa Forster confirmed as part of the ongoing IFR work programme and as result of 
discussion from IFR panels in both the North and South of the patch, it has been suggested 
that to facilitate the streamlining of the process a number of initiatives be introduced.  
Approval is required around three proposals: 
 
• Agree generic content for IFR information to be publicised on STCCG website 
• Agree generic contact for IFR patient information leaflet 
• Ratify the revised Terms of Reference for IFR Panels 
 
From STCCG point of view Jon Tose has been closely sighted on all proposals along with 
relevant links to IFR development.  The proposal has been processed via NECS 
Communications team with sign off by all contributing parties.  Ann Fox asked if plain English 
could apply to the proposal for patients to ensure a more user friendly approach is adapted. 
 
Amanda Healy noted Public Health advice needs reflected within the terms of reference. 
 
Executive Committee Decision: 
The Committee APPROVED all recommendations. 

 

   
21. Public Health Update 

Sexual Health Review 
Conflicts of interest were declared for Dr Matthew Walmsley, Dr James Gordon and Ros 
Whitehead. 
Amanda Healy gave a brief update around current progress with Sexual Health services 
within Public Health. 
Key finding around Sexual Health equity is equal across the patch.  Level 3 services for 
genital examination has confirmed the lack of diagnostic information available however there 
is a low number of patients with HIV in South Tyneside.  The service itself could be improved 
further across GP practices and community pharmacists. 
 
A meeting with STFT took place to discuss key areas of change which will be implemented 
going forward.  Amanda Healy confirmed meetings will be arranged with individual training 
providers. 
It was agreed a future informal executive meeting will focus on the sexual health needs 
assessment and the use of healthy equity audit. 

 

   
22. AOB 

SIRMS User Group 
Jeanette Scott-Thomas will liaise with commissioning mangers and Ros Whitehead to identify 
potential membership for future meetings. 
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23. Date and Time of the Next Meeting 
Wednesday 27th May 2015, 8.30 – 12.00noon at Monkton Hall, meeting room 1 
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SOUTH TYNESIDE CCG 

 

SOUTH TYNESIDE CCG EXECUTIVE COMMITTEE 
 MINUTES OF THE MEETING HELD ON THURSDAY 30

TH
 APRIL 2015 

8:30AM TO 12.00NOON AT MONKTON HALL MEETING ROOM 1 
 
 

Present: David Hambleton, Chief Officer (Chairing meeting) 
Dr Matthew Walmsley, STCCG Chair 
Christine Briggs, Director of Operations 
Kate Hudson, Chief Finance Officer 
Dr James Gordon, Clinical Director 
Ann Fox, Director of Nursing Quality and Safety 
Dr Funmi Nixon, Clinical Director 
Amanda Healy, Director of Public Health 
 

STCCG 
STCCG 
STCCG 
STCCG 
STCCG 
STCCG 
STCCG 
STLA 
 

Apologies: Dr Jon Tose, Clinical Director 
Ros Whitehead, Practice Management Lead 

STCCG 
STCCG 

   
In Attendance: Gary Collier, Senior Commissioning Manager - Provider Management NECS 

Ailsa Nokes, Head of Customer Programme NECS 
Christine Shields, ST Council, Strategic Commissioning Manager 
Aaron Tucker, Commissioning Manager 
Helen Ruffell, Involvement and Engagement Manager 
Joanne O’Donnell, ICT Customer Liaison Manager NECS 
Tracy Murray, Procurement Officer NECS 
Caroline Bannon, Senior Finance Manager 
Egle Krasauskaite, STCCG Clinical Lead 
Jenna Easton, Senior Admin Assistant (minutes) 

NECS 
NECS 
STLA 
STCCG 
STCCG 
NECS 
NECS 
STCCG 
STCCG 
STCCG 

  
 

 

 NOTES ACTIONS 
1. Apologies  
 Noted as per above.  
   
2. Welcome  
 David Hambleton welcomed colleagues to the Executive Committee and a round of 

introductions took place.  The Committee were asked to acknowledge this will be Funmi 
Nixon’s final Executive Committee meeting and wanted to thank Funmi personally for all of 
her hard work and contributions during her time as Clinical Director for STCCG. 
 

 

3. Declarations of Interest 
Declarations of interest were expressed for Dr Matthew Walmsley, Dr James Gordon and Dr 
Funmi Nixon on items; 10. Informatics strategies, 13. GP out of hour’s procurement, 18. GP 
career start scheme and 21. BOS.  Ailsa Nokes declared an interest in item 20. Lead Provider 
Framework. 

 

   
4. Minutes of meeting held on 30th April 2015  
 A few technical changes have been made to the minutes behind the scene prior to today’s 

meeting. 
 
Matters arising 

 Kate Hudson confirmed draft accounts have been submitted with an identified 
underspend of £1,117k, not £117k which needs to be altered within the minutes. 

 David Hambleton confirmed the quality in prescribing scheme was approved however 
Stephen Clark needs to sign off. 

 As previously agreed an Informal Executive Committee took place with a dedicated 
slot around the sexual health review.  Amanda Healy confirmed a formal sexual 
health paper will be discussed at July Executive Committee meeting. 

 
 
 
 
 
 

JE 

Agenda Item – 2015/84 

Enclosure – 12b 
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Minutes of the Virtual meeting held on 27th May 2015 
It was noted for Dr Funmi Nixon to be included within the Executive Committee members 
contributing to the virtual discussions. 
 
Matters arising: 

 A Q4 assurance meeting with NHS England is arranged to take place on Wednesday 
1st July.  The Committee were asked to note STCCG assurance status ‘limited 
assurance’ still applies for Q4 due to STFT A&E underperforming against the 4 hour 
waiting target. 

 The Executive Committee granted the additional funding which STFT requested to 
commission any additional retrospective CHC cases within the system. 
It was noted phase 1 of the process has delivered to completion however numbers in 
phase 2 have been significant higher into mainstream CHC.  Overall the impact in 
terms of additional funding goes over and above the initial indicated figures by £25k 
for 2015/16 and £32k for 16/17.  STFT have given assurance that all targets will be 
achieved if the funding is granted.  The Committee agreed that a precedent must not 
be set and that this is a one off arrangement. 

 Lifecycle Primary Care Mental Health Service – Recommended Bidder Report The 
Committee agreed the final report must better reflect the overall focus of a quality 
perspective, particularly in the final recommendation.  James Gordon agreed to 
change the wording within the minutes of the virtual Executive Committee to give a 
more accurate reflection.  The Committee agreed for an exceptional meeting of the 
Governing Body to confirm the award of tender for the Lifecycle Primary Care Mental 
Health Service – Recommended Bidder Report. 

 
The Committee agreed with the above changes, the minutes of the previous meeting as a 
true and accurate record. 

   
5. Chair’s Information 

David Hambleton confirmed a follow up visit with Canterbury, New Zealand recently took 
place within the CCG for 2 days in which discussions with larger groups of stakeholders and 
GP practices took place around the redesigning of health pathways.  Overall all partners were 
impressed with the approach taken around health and social care.  From a South Tyneside 
perspective STCCG need to identify next steps to practically put plans in place. 
 
North East and Cumbria health commissioning awards ceremony took place on Friday 19th 
June in which a number of CCG colleagues were nominated for awards.  All in attendance 
agreed this was an excellent celebratory evening and a number of awards were made to 
STCCG; best integration project of the year and innovation of the year. 
David Hambleton asked the committee to note Gary Collier received outstanding individual of 
the year award which is an exceptional achievement. 

 

   
6. Quality and Performance Report 

Gary Collier noted this month’s report contains a complete 14/15 position for all providers.  
Due to providers now reporting on a 15 day turn around schedule information is slightly 
delayed. 
 
South Tyneside Foundation Trust (STFT) 
There has been significant growth around non elective inpatients and a number of A&E 
aspects which have raised concerns for STCCG.  A slight financial pressure has been 
reported at month 1. 
As previously reported the yearend arrangement for 14/15 was agreed with STFT.   
 
There is currently no further information available for other providers. 
 
Quality Update 
Ann Fox outlined the highlights from within the Quality report including key achievements and 
potential risks. 
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 A&E 4 hour waits: The Trust is below standard on the June 2015 Quality Dashboard 
showing 91.5% for April 2015, though this is an increasing rate.  It was noted the 
Trust are presenting assurance re delivery of appropriate care to those patient who 
are waiting in A and E to the next quality review group. 

 STFT RTT (Admitted): The Trust is below standard on the June Quality Dashboard, 
showing 87.2% for March 2015.  It was identified CAHMS have not achieved set 
targets. 

 Sunderland City Hospitals RRT RTT (Admitted) pressure continues.  The Trust is 
below standard on the June Quality Dashboard, showing 83.4% for March 2015. 

 Safeguarding: The CCG via NECS and Local Authority continue to work in 
partnership to undertake joint monitoring visits within care homes.  A quality summit 
led by NHSE North will take place with Four Seasons. 

 Dialog is ongoing with CHS and STFT concerning the improvement of internal ways 
of working relating to ‘flow’ and A and E performance improvement.  Irene Stables 
from STFT has given assurance for joint working within the ‘perfect week’. 

 
Performance Update 
The following Performance issues were highlighted: 
 

 Unplanned hospitalisation for chronic ambulatory care sensitive conditions is above 
plan March ytd.  This includes 698 COPD, 214 Asthma, 192 CGH and 185 Flutter. 
Most patients 1,656 were seen at STFT, 62 at CHSFT, 56 at NUTHFT, 24 at GHFT 
and 27 out of area.  

 Emergency admissions for acute conditions that would not usually require hospital 
admission is above trajectory March ytd. This includes, 809 Pyelonephritis and 
kidney/urinary tract infections; 810 Vaccine preventable - flu; 441 Dehydration and 
Gastroenteritis; 309 Cellulitis. Most patients, 2,516 in total, were seen at STFT, 181 
at CHSFT, 99 at NUTHFT, 54 at GHFT and 46 out of area.  Specific work on the 
development of a pathway for the community administration of Gentamycin is 
underway and this may help with reducing admissions due to urinary tract infections. 
Discussions with STFT around coding underway and NECS being asked to 
benchmark STCCG against peer areas. 

 Emergency admissions for children with LRTI are above trajectory March ytd.  92 
patients were seen at STFT, 18 at NUTHFT and 15 at CHSFT. This indicator will be 
subject to further scrutiny to determine there is any link between this indicator and the 
over performance on Unplanned hospitalisation for asthma, diabetes and epilepsy 
(under 19s). 

 Friends and Family % of patients who would recommend the FTs services. The 
percentage who would recommend A&E services at STFT was 94.1% in January but 
this fell to 80.6% in February. March saw an improvement to 86.8% and a further 
improvement was recorded in April at 92.2% 

 The percentage of patients who would recommend Inpatients services at STFT fell 
from 97.2% in January to 93.6% in February. March saw an improvement to 94.6% 
which has continued in to April to 96.3%. 

 Friends and Family rates continue to be above the 15% mandated response rate for 
IP.  Inpatient response rates were reported at 39.6% in January. February showed an 
impressive increase to 51.9% but this has fallen slightly in March to 49.3%, and 
40.5% in April. 

 A&E response rates were reported at 13.3% in January, and rates increased to 
29.9% in February. In March this increased further to 30.8%.  However in April this 
has dropped to 16.1%. 

 NHS England has published new guidance to support the introduction of the NHS 
Friends and Family Test (FFT) to NHS Funded Services and GP Practices. The 
requirements for implementing the FFT in acute inpatient services and A&E 
departments will change from 1 April 2015. 

 The key changes will be: 
- Inclusion of all patient groups accessing inpatient and A&E services (ie the 

addition of children and young people). 
- The mandatory collection of free-text comments. 
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- A recommendation to collect demographic variables alongside the FFT question.  
- Coverage of all inpatient services including day cases from 1 April 2015 and the 

data to be included within the submission of inpatient FFT data. 
- Token collections are not permitted. 
- From 1 December 2014, it was a contractual requirement that all GP practices 

implement the NHS Friends and Family Test. 

 IAPT – Performance in March has exceeded yearend target of 15% at 16.6%. 50% 
recovery trajectory has also exceeded target with a recovery rate of 54.4%. 

   
7. Finance Update 

Kate Hudson confirmed monthly finance reports will have a different reporting format from 
previous reports.  The improved layout will provide additional information behind each 
headline and any current risks involved. 
 
The Contract Operational Group continues to review performance however the following risks 
were highlighted to the Executive for information purposes: 
 

 There is currently no provider information available at month 2 position.  STCCG 
forecast it to achieve 1% surplus of the CCG allocation for the financial year 2015/16. 

 Risk of financial over-performance on programme expenditure arising from activity 
pressures in both acute and community settings. 

 Slight over performance with acute services within STFT which will be closely 
monitored on a monthly basis.  System Resilience funding for winter has been 
included in our annual allocation and usage will be agreed via the system resilience 
group. 

 Mental Health Services – The month 02 position shows breakeven at year to date 
and a breakeven forecast position no activity info to report.  Out of Area Placements 
have been split - Mental health packages are now included in the NTW contract and 
will be monitored monthly through the contracting route.  Learning disabilities and 
acquired brain injury are held in a separate budget and will be monitored as separate 
packages of care. 

 The Better Care Fund is a pooled budget arrangement with South Tyneside 
Council.  It is a being administered by the council; however the CCG will continue to 
pay South Tyneside Foundation Trust on a block contract basis for the services 
included in the BCF.  The balance of STCCG commitment to the BCF will be paid to 
the council quarterly.  The BCF reserve is held in the event that the BCF does not 
meet its targets in reducing emergency admissions.  This will be released back into 
the BCF if targets are achieved. 

 Continuing heath care is the main area of risk for the CCG.  Work is ongoing to 
understand the trends, drivers and potential mitigations to this pressure.  The council 
reconciliation is due in quarter one. 

 The prescribing information from the PPA is released two months in arrears and so 
any over/under spend is not yet highlighted. 

 The Commissioning schemes budget relates to the GP for over 75’s funding. 
The Committee agreed the new reporting format is more beneficial however it was felt that 
the reserves section could benefit from a format change.  ACTION: Kate Hudson agreed to 
revise the report format. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

KH 

8. Patient and Public Involvement (PPI) Report 
Helen Ruffell was in attendance to update the Committee with PPI engagement highlights 
which occurred during 2014/15. 
Regular monthly meetings with Jeff Gosling, CCG lay member take place to review the PPI 
action plan, amending with updated information if necessary.  Both action plan and PPI links 
diagram show a wide and varied range of work taking place across South Tyneside.  The 
Committee were assured all features of the plan are being achieved.  ACTION: Jenna 
Easton to circulate PPI action plan and links diagram to the committee. 
 
Helen Ruffell asked the Committee to note the decline in patient stories gathered during 
14/15 despite the programme being advertised widely nonetheless with little success.  New 
ways of working are being explored to reinvigorate the programme and the Committee will be 

 
 
 
 
 
 
 

JE 
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updated at a future meeting. 
 
Amanda Healy asked if the DPH report could be scheduled at a future LEB meeting to update 
members of the public in South Tyneside.  ACTION: Helen Ruffell agreed to incorporate 
the DPH within the LEB business cycle confirming details with Amanda Healy. 
 
David Hambleton asked Committee members to share the Patient and Public Involvement 
responsibility by accommodating future events within diaries. 

 
 
 

HR 

   
9. Executive Committee annual effectiveness review 

Helen Ruffell confirmed in line with the Terms of Reference of the Executive Committee a 
review of effectiveness of the committee 14/15 took place in June 2015.  The committee was 
asked to consider ten questions relating to effectiveness; five members of the committee 
completed the review. 
 
Four main findings were noted as follows: 
 

 Role of the local authority representatives is unclear 

 Too much business for the committee to consider which limits discussion time 

 Sometimes an urgency to agree with proposals with issues still not explored or 
answered 

 Not enough direction from presenters about the papers and what is required from the 
committee 

 
A number of recommendations were made to the committee for consideration.  David 
Hambleton agreed the preferred approach would be to discuss all recommendations in more 
depth at a future core business meeting or informal executive committee.  It was agreed a 
briefing of the discussion would be brought back to July Committee.  ACTION: Executive 
Committee annual effectiveness review to be included within core business or informal 
executive agenda.  To also be included within cycle of business for July Executive 
Committee. 
 
David Hambleton expressed thanks to those who completed questionnaires. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

DH 
 

JE 

   
10. Informatics Strategy update 

Declarations of interest were expressed for Dr Matthew Walmsley, Dr James Gordon and Dr 
Funmi Nixon. 
Joanne O’Donnell, ICT Customer Liaison Manager within NECS was in attendance to update 
the Committee with progress in delivering the 2 year IT strategy for the CCG which 
commenced April 2014. 
 
All South Tyneside practices have now migrated to the EMIS web system.  The ICT training 
team within NECS will perform training within practices and provide a support service going 
forward. 
 
Within 14/15 STCCG migrated from SOTW to NHS.NET mail which was a successful and 
smooth transition.  Matthew Walmsley noted in regards to information flows within each 
practice, is there an alternative process to ensure clinical information continues to flow into 
the system if clinicians are not situated within the practice on a daily basis.  The Committee 
requested the ICT team to further investigate. 
 
Joanne highlighted a number of ICT projects which will commence within South Tyneside 
during 2015/16: 
 

 The information portal will be moved to a shared internet space which will allow 
South Tyneside practices to access the information 

 Mobile technology will be modified 

 SMS texting service is due to be turned off in September however NECS are awaiting 
further guidance.  EE looks like the preferred future service provider due to the 
associated costs. 
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 Facilities for WEBEX and video conferencing will be improved 

 RADIR training will take place with Committee members within STCCG 
 
In relation to funding IT services within GP practices there are no issues in terms of 
implementing projects however there are slight issues in relation to technical projects which 
involve a capital element supporting the process.  The Committee were asked to note early 
indication has confirmed 100% of the budget will not be allocated therefore projects may 
need reprioritised and delays may occur however progress updates will be shared at a later 
date. 
 

11. Operational Scheme of Delegation update 
Christine Briggs confirmed a number of versions of the operational scheme of delegation 
have been discussed at previous Executive Committee meetings.  All changes had been 
deliberated and agreed, the majority of changes relating to Clinical Director portfolios. 
 
Ann Fox highlighted that the “quality in primary care co-commissioning” aspect within Jon 
Tose’s portfolio should read “primary care quality”.  Ann asked for one further update for her 
portfolio in terms of her now chairing the NTW quality review meetings. 
 
Christine Briggs asked the Committee, subject to the above changes, to endorse the 
operational scheme of delegation with a scheduled revisit within 6 months.  The committee 
agreed the proposal.  ACTION: Jenna Easton to ensure Operational Scheme of 
Delegation update is included within the cycle of business for December 2015 liaising 
with Helen Ruffell. 

 
 
 
 
 
 
 
 
 
 
 

JE 

   
12. Readmission bids 15/16 

The purpose of today’s update is to provide the Committee with information concerning the 
CCG readmissions process for 15-16 and the bids submitted by providers.  The CCG have 
set a deadline for providers to submit readmission bids by close of play on Thursday 18th 
June 2015.  Bids will then be shortlisted and reviewed by a consensus group. 
 
Bids were noted to have been received from Sunderland City Hospitals and STFT which were 
currently being processes for the consensus group.  The Committee were asked to note that 
some of the bid received exceeded the financial envelope. 
 
Amanda Healy requested that Tom Hall is included within the consensus group. 
 
The Committee approved the recommendation outlined within the report around the process 
for the bids, ie consideration via a consensus group, with sign off of any approved bids being 
performed jointly by the Chief Officer, Chief Finance Officer and the Chair of the CCG. 

 

   
13. GP out of hours engagement timetable 

Declarations of interest were expressed for Dr Matthew Walmsley, Dr James Gordon and Dr 
Funmi Nixon. 
David Hambleton confirmed many members of the Executive Committee will be aware of the 
GP out of hours arrangements currently in place.  Helen Ruffell shared the engagement 
timetable which outlines routes which will be used to involve patients, carers, public and GPs 
regarding the current OOH procurement. 
 
Matthew Walmsley made a request for additional work to be carried out to specifically target 
the working population.  A suggestion was made around using social media due to its 
popularity.  ACTION: Helen Ruffell agreed to tweet via Twitter the link to the OOH 
engagement survey. 

 
 
 
 
 
 
 
 
 

 
HR 

   
14. Quarterly BCF update 

Christine Briggs confirmed there has recently been a number of BCF updates shared at a 
number of relevant Committees.  The purpose of today’s update is to inform the committee on 
recent progress with the Better Care Fund plan, the section 75 agreements, and performance 
against the BCF metrics, up to 14/15 Q4. 
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The Committee were asked to note the content of the report specifically around the pooled 
budget which was created on 1st April in the form of a S75 agreement. 
 
It was noted that future reporting arrangements will be via the Integration Board quarterly and 
the Health and Wellbeing Board bi-annually, with exception reporting between times as 
appropriate. 
In terms of reporting to the Executive Committee it was agreed that updates will be given on a 
quarterly basis.  ACTION: Jenna Easton to include BCF updates within the cycle of 
business for both the Executive Committee and COG meetings on a quarterly basis. 
 

 
 
 
 
 
 

JE 

15. Planning: Delivery of 15/16 plan 
Aaron Tucker, CCG Commissioning manager attended the Committee to give an initial 
update on the delivery plan which incorporates all of the transformational initiatives the CCG 
identified as part of its commissioning intentions. 
 
The plan highlights significant progress has been made against a number of initiatives with 
the vast majority of schemes remaining on course for successful delivery in line with original 
project plans.  It also identifies the forthcoming work for each of the workstream areas and 
any risks facing their delivery. 
 
The Committee requested for the Learning Disabilities initiative to be included within the 
delivery plan in which Aaron agreed to amend. 
 
The Committee approved the reporting style including the rag rating element of the plan 
however a requested was made to include supporting information for each indicator as this 
would be beneficial to the Committee.  The Committee agreed future reporting on the delivery 
plan will occur on a quarterly basis.  ACTION: Jenna Easton to incorporate within the 
cycle of business. 

 
 
 
 
 
 
 
 
 
 

AT 
 
 
 
 
 

JE 

   
16. Community non-scalpel vasectomy service 

David Hambleton welcomed both Tracy Murray and Janine Ogilvie to the Executive 
Committee meeting. 
 
The Committee were asked to note only 1 bidder was involved with the tender evaluations 
process.  This bidder passed the evaluation process and criteria achieving at least 50% of the 
required questions and quality features. 
 
Ann Fox raised a concern with regards to the 50% achievement and asked if this will actually 
suffice.  Matthew Walmsley confirmed 50% was the fixed target and was deemed suitable. 
 
Tracy confirmed the decontamination process requires further detail.  All protocols are being 
shaped in line with national guidelines which will be shared prior to service commencement. 
It was noted the quality improvement monitoring could be included within the service 
specification once implemented. 
 
The Executive Committee agreed to endorse all recommendations within the report and 
endorse the recommended bidder. 

 

   
17. Weight management 

David Hambleton gave an update around weight management services. 
 
The provision of weight management services are split into 4 tiers.  Historically tiers 1-3 have 
been commissioned via Public Health and tier 4 (bariatric surgery) via NHS England.  From 
15/16 onwards CCGs have inherited responsibility for the provision of tier 3 services, 
although this has never been confirmed in any documentation despite a national formal 
consultation. For South Tyneside tiers 3 & 4 are currently provided by City Hospital 
Sunderland. NHS England remain responsible for the provision of tier 4 services, however it 
is likely that this will similarly move to CCGs from 16/17. 
 
As this responsibility was passing to all CCGs, the Northern Forum requested that NECS 
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worked at scale to develop a regional service specification which would be NICE compliant 
and procured based on a number of geographical lots.  The specification would be able to be 
localised with any additional requirements from each area. The original intention had been to 
develop a combined tier 3 & 4 specification but this proved impossible to agree hence the 
current props are tier 3 only. 
 
NECS colleagues have provided a proposal to take this work forward including identifying 
timescales and any financial risks in terms of moving from the current block arrangement with 
CHS for tier 3 to a new NICE compliant specification. 
  
The committee acknowledged there is a lot of variation among CCG’s preferences across the 
patch.  The current annual cost of the existing Tier 3 service in South Tyneside was identified 
as being £97,935 and the potential is for this to increase in the new model to £145,935. 
 
David Hambleton asked the Committee for general views around the regional procurement of 
a tier 3 service for South Tyneside.  James Gordon raised the concern about what else we be 
getting over and above the services we already commission. Views were generally expressed 
that this did not seem like good value for money and it was noted that tier 3 services had 
previously been evaluated and not found to be effective and indeed had been 
decommissioned by the Local Authority. 
 
After deliberation the executive committee agreed the preferred approach for South Tyneside 
would be NOT to pursue the option of a regional tier 3 procurement but to work with the 
existing Tier 4 provider to recreate a more amalgamated tier 3/4 service. 
 

18. GP career start scheme 
Declarations of interest were expressed for Dr Matthew Walmsley, Dr James Gordon and Dr 
Funmi Nixon. 
David Hambleton welcomed both Caroline Bannon and Egle Krasauskaite to the Executive 
Committee meeting. 
 
As part of the leadership planning for the CCG, and working in partnership with Health 
Education North East (HENE), a GP Career Start Scheme has been proposed to: 
 

 encourage new GPs to work in the locality 

 support the development of clinical leadership  

 to enable practices to ‘release’ more senior GPs to support the CCG 
 

The scheme will give the opportunity for the CCG to work with interested individuals around 
areas of specialist clinical interest as well as commissioning and leadership.  This will give the 
CCG additional clinical leadership capacity as well as facilitating potential succession 
planning for the future. 
 
The Committee were asked to note to date there has been interest from 6 GP practices in the 
role.  2 practices are interested in a full time post, with the other practices interested in part 
time roles. 
A number of funding options were discussed in which the Committee agreed the best option 
for South Tyneside would be to match the salary of neighbouring areas to attract a wider 
audience. 
 
The Committee agreed the principals for the career start scheme with a potential for 3 
positions in place however all financial options need drafted to identify which option would 
best suit STCCG.  ACTION: Caroline Bannon agreed to redraft the finance options and 
circulate to the Committee. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

CB 

19. Lead provider framework 
Ailsa Nokes declared an interest and left the meeting. 
 
Christine Briggs confirmed nationally the majority of commissioning support services are 
delivered by Commissioning Support Units (CSUs) through service level agreements (SLAs) 
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between the commissioner and the CSU.  SLAs were put in place to ensure CCGs had the 
support they needed following their establishment.  The expectation nationally however is 
now that these services – being covered by public contracts regulations – need to be secured 
through an open and transparent procurement exercise.  NHS England (NHSE) has advised 
that formal contracts and service provision must be in place by March 2016. 
 
The Committee noted work underway regionally to develop a shared approach to this, with a 
plan being developed around procurement utilising the Lead Provider Framework. It was 
noted that the CCG is generally satisfied with its CSU services and therefore this way forward 
may not necessarily be one which it would voluntarily have chosen given the potential 
disruption which a procurement activity of this scale would mean. Christine Briggs outlined 
that taking this into account a way forward was being developed which would minimise 
disruption as far as possible and ensure that time is allowed to properly develop the service 
specs working together across the NE.  As such the preference would be to go live with new 
contract from 1

st
 April 2017 rather than 2016.  It was agreed that work would continue on 

these lines, however noted that David Hambleton would raise at the CCG Forum and 
additionally, that CCGs will need to liaise with NHSE if a go live date which is later than April 
2016 is desired.   The Committee noted and endorsed the approach outlined. 
 

20. BOS Final 15/16 
Declarations of interest were expressed for Dr Matthew Walmsley, Dr James Gordon and Dr 
Funmi Nixon. 
The BOS scheme for 15/16 includes a list of indicators within 5 domains; CVD&CKD, Cancer, 
Respiratory conditions in adults and Children, end of life care, and working with partners and 
supporting self-management. The scheme includes a refresh of last year’s indicators and a 
number of new indicators focused on addressing health inequalities and areas of need in our 
local population. 
 
The Committee were asked to consider and approve the BOS 15/16 and the use of the £2.05 
per patient for the payment to practices to participate in the scheme in 2015/16.  Performance 
monitoring and reporting will be considered in relation to appropriate scaling of financial 
reward if some or part of each indicator is not achieved by practices 
 A few concerns were raised, particularly around the number of indicators included in the 
scheme and the committee sought a greater clarity on the impact of the additional workload 
on practices.  The majority agreed that the authors should seek to gain further views from 
practices on the content of the scheme which should be reviewed accordingly.  
 
ACTION: The Committee agreed for Jon Tose and Jo Farey to urgently review all 
indicator and workstream domains. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

JT/ JF 

21. Public Health Update 
Amanda Healy requested a future stand up forum to be dedicated to the Change 4 Life 
project as this would be valuable to the Committee. 
 
Amanda confirmed due to a number of changes recently taken place, a revised Public Health 
structure will be circulated for information purposes. 
Christine Briggs asked if there are any early indications around cuts to the health budget.  
Amanda confirmed there are internal discussions taking place however this may be more of a 
corporate pressure rather than a public health concern.  There is a slight risk to some 
services that are currently involved within the transfer process however a more in depth 
discussion will take place at the monthly HWB Joint Commissioning group. 

 
 
 
 

AH 

   
22. Date and Time of the Next Meeting 

Thursday 30th July 2015, 8.30 – 12.00noon at Monkton Hall, meeting room 1 
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South Tyneside CCG Executive Committee 
Minutes of Meeting held on Thursday 30

th
 July 2015 

8.30am to 12.00noon at Monkton Hall, Meeting Room 1 
 
 

Present: David Hambleton, Chief Officer (Chairing meeting) 
Dr Matthew Walmsley, STCCG Chair 
Christine Briggs, Director of Operations 
Amanda Healy, Director of Public Health 
Dr James Gordon, Clinical Director 
Ros Whitehead, Practice Manager 

STCCG 
STCCG 
STCCG 
STLA 
STCCG 
STCCG 

   
Apologies: Kate Hudson, Chief Finance Officer 

Dr Matthew Beattie, Clinical Director 
Ann Fox, Director of Nursing Quality and Safety 
Dr Jon Tose, Clinical Director 

STCCG 
STCCG 
STCCG 
STCCG 

   
In Attendance Christine Shields, Strategic Commissioning Manager 

Gary Collier, Senior Commissioning Manager - Provider Management NECS 
Aaron Tucker, Commissioning Manager 
Egle Krasauskaite, Clinical Lead 
Ailsa Nokes, Head of Customer Programme 
Caroline Bannon, Finance Officer 
Chris McEwan, Senior Commissioning Manager 
Gillian De’Ath, Manager - Service Planning and Reform 
Kim Teasdale, Commissioning Manager 
Michelle Grant, Clinical Quality Manager 
Jenna Easton, Senior Admin Assistant (minutes) 

STLA 
NECS 
STCCG 
STCCG 
NECA 
STCCG 
NECS 
NECS 
STCCG 
NECS 
STCCG 

   
   
 NOTES ACTIONS 
1. Apologies  
 Noted above  
   
2. Welcome 

David Hambleton welcomed the Executive Committee and colleagues in attendance to the 
meeting with a round of introductions taking place. 

 

   
3. Declarations of Interest 

Declarations of interest were expressed for Dr Matthew Walmsley, Dr James Gordon and Ros 
Whitehead on items; 11. GP career start update, 12. SMS texting for South Tyneside practices, 
BOS update under matters arising. 

 

   
4. 
 

Minutes of meeting held on 25th June 2015 
The Committee agreed the minutes of the previous meeting as a true and accurate record. 

 

   
5. Matters Arising from the Minutes: 

 The Committee confirmed there is a query around the position of the Quality and 
prescribing scheme.  If Stephen Clark has not already given his sign off, the deputy 
vice chair may need to sign this in Steve’s absence. 

 A Q4 assurance meeting with NHS England took place on Wednesday 1st July.  
Following the meeting STCCG received a letter from Tim Rideout expressing the 
importance of South Tyneside A&E recovery and acute services configuration across 
South Tyneside and Sunderland focusing on the development of sustainable 
pathways. 

 Amanda Healy inquired if the emergency admissions work for children is underway and 
if so who is leading on this.  David Hambleton confirmed that his issue has been raised 
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for some time.  Tom Hall and Aaron Tucker are undertaking this work which will be 
shared at a future Executive Committee. ACTION: The Committee agreed for an 
update to be given in August, Jenna Easton to add to the cycle of business. 

 The Committee requested the Learning Disabilities initiative to be included within the 
delivery plan, not removed as previously noted within the minutes.  ACTION: Mark 
Girvan and Aaron Tucker to review the delivery plan. 

 The lead provider framework procurement activity was approved by the Committee 
with an agreement to proceed at a slower pace.  David Hambleton confirmed a further 
discussion took place at the CCG Northern Forum in which all agreed this approach 
with work commencing in 16/17. 

 Amanda Healy agreed to circulate the most recent public health staff structure to the 
Committee for information. 

 BOS scheme – Following June’s Executive Committee meeting it was agreed 
commissioning managers would engage with practices on the draft BOS for their 
feedback.  5 practices responded with some minor queries regards the indicators.  One 
of the 5 responders specifically commented on the scale of the scheme in its totality – 
feeling it was much too lengthy.  The Practice Managers signalled that they were 
broadly happy with the 40 indicator scheme as it stood. This has led to the 
development of a shorter ‘outcomes based scheme’, which is less prescriptive.  
Discussions with public health colleagues have started planning out what this might 
look like. 
Next steps were discussed and the Committee agreed to offer practices the option of 
either scheme.  The original scheme will be circulated to practices by Friday 31st 
August and the second scheme as soon as possible.  The Committee acknowledged 
the final BOS scheme will require approval from the LMC and will need signed off by 
the Chief Officer. 

JE 
 
 
 

MG/AT 
 
 
 
 
 

AH 
 
 
 
 
 
 
 
 
 
 
 
 

JF 

   
6. Chair’s Information 

David Hambleton confirmed the urgent care acute hub has been discussed at this month’s 
Governing Body Committee and the Health and Wellbeing Board in which both Committees 
received updates around progress.  The timescale for implementation is on track to relocate 
the walk in centre by 1st October 2015. 
 
A Primary Care Strategy Development session with NHSIQ and South Tyneside GPs is taking 
place later today.  The session will focus on the future of primary care services in South 
Tyneside led by views from local GPs. 
 
The Executive Committee annual effectiveness review was discussed further at an informal 
Executive Committee. 
Suggested areas for improvement were noted as follows: 
 

 Agendas are too large and the meeting frequently runs over time.  A need to be clear 
with presenters that they should take a high level perspective, draw out key points and 
be clear on what they require from the Executive Committee. 
For those presenters whose visit to the meeting will be short, it may be possible for 
these individuals to join the meeting by telephone.  Ailsa Nokes confirmed she could 
represent NECS colleagues if she is fully aware of the report prior to presenting; this 
process is to be discussed internally with NECS. 

 

 

   
7. Quality and Performance Report 

South Tyneside Foundation Trust (STFT) 
Information received from the provider at month 3, reports significant pressure with over 
performance around non elective activity. 
The CCG have identified a required reduction of £700k for the year in relation to BCF services, 
however, activity is not reducing in line with expectation.  The main area of over performance is 
General Medicine. 
A&E activity is significantly above expected levels. Further analysis to be undertaken should 
the trend continue in next month’s report. 
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City Hospitals Sunderland 
The major areas of over performance relates to Non Elective Non-Emergency Activity, although 
due to the small time period example, it is advised to await future reports containing increased 
data prior to any further investigation in this area. The position reported includes a reduction of 
£110k in relation to charging for High Cost Drugs - further investigation is being undertaken to 
identify if correct charging has been applied by the Trust. 
Lucentis is now charged separately and does not present any major concerns at this time. 
 
Gateshead Health NHS FT 
Gateshead Health NHS FT is reporting a slight over performance in months 1 & 2.  As it stands 
there is difficulty to make a judgement around year end position. 
 
Newcastle hospitals FT 
Elective activity is slightly over performing.  As previously noted, this may be due to the 
uncoded activity issue, which has been priced using average elective prices to ensure the 
position is not under reported. 
Non Elective activity is underperforming, mainly relating to Digestive System and Paediatric 
Medicine.  As with Elective Activity, there is high levels of uncoded data, which may shift the 
position in future reports. 
 
Quality Update 
Michelle Grant outlined the highlights from within the Quality report including any key 
achievements and potential risks. 
 

 Mortality: South Tyneside FT is showing as an outlier for both Summary Hospital – 
level Mortality Indicator (SHMI) and Hospital Standardised Mortality Ratio (HSMR) in 
the latest reporting period 

 A&E 4 hour waits: South Tyneside FT is below standard at 91.5% for April 2015. The 
weekly Situation Report (Sitrep) shows the Trust at 90% for 28/6/15. 

 South Tyneside FT is showing as an outlier for Patient Reported Outcome Measures 
(PROMS) (Groin hernia) and the % of last minute cancelled operations at 3.1%. 

 South Tyneside FT is showing as an outlier for % staff sickness absence rate at 6.9%.  

 Friends and Family Test: Maternity % recommended are above the England average 
for questions 1, 2 and 3. Question 4 relating to postnatal community provision is below 
the England average with a score of 95%, dropping from 100% for South Tyneside FT. 

 Safer Staffing: staffing levels in the latest data release for April 2015, show overall day 
and night staffing levels of both registered nurses/midwives and care staff as being 
above minimum criteria. South Tyneside FT provides a rationale for fill rates of less 
than 80% and greater than 150%. This is monitored through the CQRG. 

 James Gordon asked the Committee to acknowledge the building pressure within 
NEASFT regarding patients transfer delays to Hopewood Park which has become a 
major quality issue and is not sustainable in the current state.  The Committee agreed 
an options paper needs submitted to the Committee for review.  ACTION: Gary Collier 
agreed to prepare a report. 

 Workforce – NEASFT has been successful in attracting qualified paramedics to the 
North Division which is now at full establishment. The Trust is pursuing work with an 
external organisation in attracting international recruits, and work is on-going to 
streamline the recruitment process. The Trust has reported a high attrition rate in the 
contact centre. 

 
Performance Update 
 
The following Performance issues were highlighted to the Committee for information purposes: 
 

 Patient’s initial treatment within 18 weeks for admitted pathways was breached by 
CHSFT May with 84.5% of patients being seen within 18 weeks. 

 1 Sunderland CCG patient is reported as waiting more than 52 weeks for treatment at 
CHSFT in Trauma & Orthopaedics. 

 Patients seen within 2 weeks of an urgent referral fell below target in April and May at 
GHFT. In May 91.6% of patients were seen within target; 68 patients breached, 35 of 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

GC 



4 
 

which were Breast patients. The closure of the breast service at Sunderland continues 
to put adverse pressures on GHFT in particular for the breast symptomatic target and 
the 2 week wait target. 

 Patients seen within 2 weeks of an urgent referral for breast symptoms fell below target 
in April and May at GHFT. 89.9% of patients were seen within target; 10 patients 
breached.  

 Patients treated within 62day of referral from an NHS cancer screening service at 
CHSFT fell below target in May. No patients were seen compared to a target of 85%, 
75% year to date. 0.5 patients breached in May (note this is a shared breach). 

 Mixed Sex accommodation - number of unjustified breaches. In June one patient 
breached at STFT. This was raised at the CRM meeting with the trust. As with last year 
the patient was in HDU at STFT. 

 City Hospitals Sunderland FT is showing an improvement in achieving the 4 hour A&E 
target. Actual performance is above target at 95.6% in June.  South Tyneside FT 
performance in A&E is below target June actual at 91.1%.  NUTHFT has fallen to 
94.7% in June. 

 Patients waiting less than 6 weeks for the 15 diagnostics tests - performance has 
dropped again in May for GHFT with 233 patients waiting over 6 weeks in 
echocardiography (182 in April), 25 waiting over 13 weeks (11 in April).  The FT is 
carrying out a demand and capacity review to finalise a recovery plan but have stated 
that staffing remains a major issue along with long time sickness. 

 Cancelled operation for 2014/15 are below target at 95% at CHSFT; 14 out of 410 
operations breached the target. NUTHFT also reported cancelled operations below 
target at 98.7%; 4 out of 560 operations breached. GHFT reported 16 out of 299 
operations breached target.  All the breaches in GHFT occurred in quarter 4. 

 STFT, CHSFT and GHFT have breached their June actual and year to date trajectory 
for C.Difficile. 

 STFT A&E 4 hour standard failed to meet the standard in Quarter 1 2015/16 and we 

are still facing challenge.  The CCG continue to have weekly escalation meetings 

between the CCG, Adult Social Care and STFT.  The purpose of the meetings would 

be to review the weeks performance/issues/breaches/ identify the challenges and put 

solutions in place to overcome system wide barriers 

 
8. Finance Update 

Caroline Bannon was in attendance to present the Finance report to the Committee in Kate’s 
absence. 
The Contract Operational Group continues to review performance however the following risks 
were highlighted to the Executive for information purposes: 
 

 STCCG is still on target to achieve 1% surplus of the CCG allocation 

 Acute services shows an over-spend for year to date with a forecasted overspend of 
£660k.  It is still early in the financial year and so the data for other acute contracts 
reflects agreed contract sums or working values.  This is closely monitored monthly at 
Executive Committee, Contract Operational Group and bi-monthly at Governing Body. 

 Mental Health services is showing a slight overspend due to out of area 
placements.  Mental health packages are now included in the NTW contract and 
Learning disabilities and acquired brain injury are held in a separate budget and will be 
monitored as separate packages of care.  New arrangements have been put in place 
with NTW to manage and repatriate out of area patients, they are also monitored 
monthly through the contracting route. 

 Better Care Fund – Risk of overspend on BCF or failure to deliver NEL activity 
reductions – majority of BCF schemes are funded on block and a clear risk share is in 
place within the S75 agreement with the Council regarding operation of the pooled 
budget.  BCF activity performance is closely monitored at both COG and Integration 
Board. 

 Continuing Health Care – continues to be the main area of risk for the CCG.  Work is 
ongoing to understand the trends, drivers and potential mitigations to this 
pressure.  The council reconciliation is due in quarter one.  Children’s CHC packages 
demand pressure continues and increases - NECS must ensure a Children’s lead 
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reviews the cases and agree costs, which is not yet in place. 

 The reserves section of the report has been changed since the last Executive update 
to reflect agreed changes. 

 Running costs – Strategic risk as the move towards Primary Care Delegated 
Commissioning if the additional running costs associated with the additional 
responsibility is not recognised by NHSE.  STCCG is working closely with NHSE to 
understand exposure on this risk. 
Quality Premium – Risk that STCCG will not achieve 100% payment for Quality 
Premium accruing from 2014/15 and payable during 2015/16.  Receipt of Quality 
Premium not relied upon in financial plan however provides additional resilience for the 
CCG. 

 
9. Continuing Health Care update Mainstream and Retrospective and developing a 

strategic approach to Continuing Health Care 
Christine Briggs presented a detailed report around the above. She set out that retrospective 
CHC is operating within an escalated phase and weekly calls are in place to monitor progress 
and address issues.  The current primary challenge is around securing commissioning 
arrangements with the existing provider for the additional 31 cases for STCCG, which are over 
and above the originally expected levels.  The matter of indemnification was discussed in the 
context of difficulties in recruiting additional staff for these cases and the principle was 
generally agreed, however a cap should apply along with specific principles and 
boundaries.  Discussion ensued regarding the potential to sign off a number of cases and Chris 
McEwan agreed to look into this 
 
Regarding mainstream CHC, the paper set out a range of actions underway; include work to 
improve ways of working across the CCG, NECS and the Council as well as the development 
of a more strategic approach to the planning of CHC using forecasting tools and benchmarking.  

 

   
10. Termination of Pregnancy 

Linda Duncan was welcomed to the Executive Committee. 
In September 2014, the CCG were presented with a number of options regarding the 
termination of pregnancy services within South Tyneside, however the patient voice was 
missing from the formation of the options.  It was agreed that the CCG would engage with 
patients and the public before making a decision.  The engagement has now been completed 
therefore a number of procurement options are available to the Committee. 
 
The recommended option is to commission two separate services with an option for the service 
provider that is awarded the contract for Early Medical Abortion Service (Medical Termination) 
is to provide the co-ordination role.  The co-ordination role will provide information and support 
to the patient and signpost them to the correct service. 
 
Christine Briggs asked for assurance that the given recommendation would operate within the 
financial envelope already identified.  Linda Duncan confirmed Marie Stopes currently carry out 
the consultation, co-ordination and medical procedure which sit within the identified funding 
envelope.  It was acknowledged Marie Stopes can provide a late surgical termination at a 
significantly lower tariff than National tariff. 
 
The Committee agreed to commission 2 separate services with a slight modification that the 
endorsement is linked to the provider conducting the co-ordination of the service will provide 
the EMA.  A 5 year contract is to be applied. 

 

   
11. GP career start update 

Egle Krasauskaite and Caroline Bannon returned to the Committee following last month’s 
discussions.  It was agreed further clarification was needed regarding salary options. 
  
The Committee agreed to match the salary of neighbouring CCG’s and the ability to provide 
new GPs with the support of leadership funding. 
 
Christine Briggs made the following observation on the report’s contents; it states South 
Tyneside GP population is under pressure however in formal Committee’s we are portraying 

 
 
 
 
 
 
 
 
 



6 
 

that South Tyneside has good strong practice links with strong GP leaders in place.  This 
contradicts the message given therefore the CCG must be mindful of the message we are 
conveying.  ACTION: Egle Krasauskaite agreed to alter the wording of the report. 
 
The Committee agreed to endorse option 1; HENE contributions will be £15k for each post and 
20% of the costs will be funded by the CCG.  There are a number of payment options available 
to the potential candidates and these will be discussed and reviewed before the interview 
process.  The GP surgery will pay the indemnity costs (as an extra) for the GP sessions only. 
 
The Committee agreed to endorse 3 career start positions within South Tyneside. 

 
 

EK 

   
12. SMS texting for South Tyneside practices 

Kim Teasdale confirmed the central funding for the provision of SMS services was withdrawn 
by the Department of Health in March 2015 due to a constrained budget and increasing costs 
of around 35% on an annual basis for SMS.  The current service is due to terminate in 
September 2015. 
 
The report provided to the Committee outlines options of future provision of SMS texting 
service for practices in South Tyneside with the recommendation being for the CCG to fund the 
nationally negotiated service for all practices. 
 
The Committee noted a potential risk may be practices who have not originally activated the 
service may want to use this going forward. 
 
The Committee agreed to endorse the preferred option 2; STCCG will fund the nationally 
negotiated service for all practices with the approval for new users. 

 

   
13. End of Life – Strategic update 

Christine Briggs and Jon Tose were confirmed as joint Director leads for the End of Life Care 
workstream as articulated in the CCG’s delivery plan. 
 
A paper was presented around the way forward in terms of improving end of life care pathways 
including the creation and implementation of a new End of Life Care strategy. The paper was 
discussed as follows: 
 

 The Committee expressed a preference around working with existing providers to 
transform services/implement the strategy 

 Within this, the work needs to be remain within the realms of appropriate procurement 
rules 

 The staged approach set out in the paper was agreed on the basis that the 3
rd

 stage 
(around community services) is brought forward into phase 1 

 Clarity on the level of current spend on EoLC is desirable, taking into account the 
complexities of costing out the contribution of more generic roles such as District 
Nursing and General practice, for reinvestment purposes 

 
The paper was endorsed on the above basis. 
 

 

   
14. Update on Organisation Development Plan 

Christine Briggs updated the Committee around progress with the Organisation Development 
Plan which will be presented to the Committee on a 6 monthly basis. 
The CCG noted that the plan format had been refreshed to take in the new CCG Assurance 
Framework and additionally, Amanda Healy indicted that in regards to outcomes, it would be 
appropriate to reference a focus on the JSNA and Matthew Walmsley indicated in regards to 
primary care co commissioning, it would be necessary to signal more of a stronger focus as 
this work progresses. 
 
On this basis, the Committee endorsed the OD Plan. 

 

   
15. Executive Committee annual effectiveness review  
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The Executive Committee annual effectiveness review was discussed further at an informal 
Executive Committee. 
Suggested areas for improvement were noted as follows: 
 

 For those presenters whose visit to the meeting will be short, it may be possible for 
these individuals to join the meeting by telephone.  Ailsa Nokes confirmed she could 
represent NECS colleagues if she is fully aware of the report content prior to 
presenting; this process is to be discussed internally with NECS. 

 Ensuring front cover sheets are fully completed along with the equality impact 
assessment section for all reports. 

 All Executive Committee members will have read the papers in advance therefore it is 
only necessary for presenters to draw out any key highlights and appropriate 
decisions.  This should usually only take 2-3 minutes max. 

 The debate and conversation is by far the most important element around each item 
and therefore it is important to allow sufficient time for this to take place. 

 It is important to remember that if there is little debate and few questions, this is not a 
sign of lack of interest, but more likely an indication of broad agreement and sign up. 

 Equally if there is a lot of debate and a significant number of questions, this is often a 
sign of member’s interest in an area where they do not have detailed knowledge and it 
should not be taken negatively or personally. 

 In terms of the production of papers, it is essential that this is done in the appropriate 
timescales i.e. papers must be received at least 1 week before the meeting date.  In 
view of the size of the agenda, in future, where papers are received after this deadline, 
unfortunately items will be removed from the agenda. 

 
Overall an agreement was made to ensure a more robust administration process for reports is 
in place for future Executive Committee meetings 

   
16. Public Health 

Change 4 Life Programme 
Wendy Surtees provided the Committee with an update around recent progress with the 
change for life programme in South Tyneside in the form of a presentation. 
 
There are three main aspects to the model: 

 Empower people to take responsibility and become an expert in their own health and 
wellbeing 

 Support people to make small sustainable lifestyle changes  resulting in big 
improvements 

 Target prevention and early intervention to address health inequalities in South 
Tyneside 

 
The model incorporates existing staff across the local authority to support different sections of 
the hub.  External delivery of services will continue however it has come to light that some 
areas need improvement. 
Interventions with internal staff have progressed; realignment of job descriptions and staff 
training days were carried out.  The majority of staff has embraced the process, so much so 
that Adult Social Care has confirmed they would like to undertake the same process. 
 
There is a need to encourage the population of South Tyneside to access the services 
available, in which more publicity awareness is essential. 
 
The public health team are gathering evidence to document all changes being made.  KPIs are 
being drafted along with a model evaluation.  James Gordon noted strong links with the Mental 
Health service is important and requested for this be built into KPIs. 

 

   
17. Policies 

A number of STCCG policies were reviewed by the Committee as follows: 
 

 Incident reporting and management policy - Implementation Plan / Incident Reporting 
and Management Standard Operating Procedure 

 
 
 
 
 



8 
 

 CCG HR Policies - Proposal to renew HR policies 

 Other leave policy 

 Domestic Abuse in Workplace Policy 
 
David Hambleton confirmed STCCG will continue to use the processes involved within each 
policy and will ensure CCG staff digest the content.  The Committee ratified all policies 
presented at the meeting.   ACTION: David Hambleton agreed to alert staff to the listed 
policies at a staff briefing. 

 
 
 
 
 
 

DH 

   
18. Standard Operating Procedures 

A number of standard operating procedures were reviewed by the Committee as follows: 
 

 Health & Safety SOP display screen equipment 

 Health & Safety SOP lone working 

 Health & Safety SOP use of electrical equipment 

 Health & Safety SOP first aid 

 Health & Safety SOP management of slips, trips and falls 

 Information Labelling and Classification Procedure 
 
The Committee approved each standard operating procedure and asked for authors to 
consider the roll out of each policy and standing operating procedures, linking in with Paula 
Talbot/ Jane Leighton within the corporate office from an internal perspective. 
 
The Committee noted all policies and standard operating procedures have been adopted within 
STCCG. 

 

   
19. Date and Time of the Next Meeting 

Thursday 27
th

 August 2015, 8.30 – 12.00noon at Monkton Hall 
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Quality and Patient Safety Committee 
Formal 

 
Wednesday 17th June 2015 

1.30pm – 4.30pm 
 

Meeting Room 1 Monkton Hall 
 

Present: 
Mr Stephen Clark  Chair, South Tyneside Clinical  

Commissioning Group (STCCG)   (SC) 
Dr Vis-Nathan    GP Governing Body Member, (STCCG) (VN) 
Dr Matthew Walmsley  CCG Chair, (STCCG)   (MW) 
Mrs Ann Fox Director of Nursing, Quality and  

Safety, (STCCG)     (AF) 
Mr Jeff Gosling   Lay Member, (STCCG)    (JG) 
 

In Attendance: 
Mrs Carol Drummond   Head of Safeguarding, (STCCG)  (CD) 
Mrs Debra Elliott Senior Governance Manager, (NECS) (DE) 

Mrs Helen Ruffell  Operations and Engagement  
Manager, (STCCG)     (HR) 

Michelle Grant Clinical Quality Manager (NECS) (MG) 
Colleen Van der Sandt Governance Officer /minutes, (NECS)    (CVS) 
Bill Hall    Lay Member, (STCCG)   (BH) 
Louise Okello    Senior Commissioning Manager  
     Joint Commissioning/CHC   (LO) 
Jackie Welsch   Commissioning manager CHC  (JW) 
 
Apologies  
Jeanette Scott-Thomas  Head of Quality and Patient Safety,  

STCCG      (JST) 
 
 
2015/34 Welcome and Introductions 

 As noted above 
 
2015/35 Apologies for absence  

 As noted above 
 
2015/36 Declarations of interest  

 No declaration of interests was declared.   
 
2015/37 Patient Story 

Appendix 1 - Patient 
Story 4 2015 (SH).docx

 

Agenda Item – 2015/85 

Enclosure – 13a 
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Action: AF to liaise with Dr Gordon outside the meeting and 
feedback to parent. 

2015/38 Items for any other business 
  None noted 
 
2015/39 Minutes of last meeting  

15th April 2015 – these were accepted as a correct record with no 
amendments 
20th May 2015 – Page 3 – the wording should be Bench marking not 
benching.  Page 4 – CD requested to change the July and September 
topics.   
Action – CVS to change the informal meeting for the July and 
September topics. 

 Approval of cover sheet for governing Body – SC requested that 
the wording be updated on the coversheet to include April and May.  
AF added that it would cover the information according to the minutes.  

 
2015/40 Matters arising Review of Action log  
  Action log updated. (Dated 3.6.2015) 
 
2015/41 Quality Accounts statements 2014/15 (Enc 3) 

The committee were requested to note that the final reports will be 
published on the 13th June 2015.  AF advised that the responses that 
were co-ordinated by Commissioners on behalf of the CCG to the 
providers have been enclosed and the final reports can be viewed on 
the websites after the publication date.   
MG added that they acknowledged that STFT did not achieve the 
aspiration of assisted technology and that the data collection has 
improved due to real time data collection. 

 
2015/42 Quality v CIP Assurance (verbal) 
 AF gave a verbal update to the committee.  A meeting has been held 

with providers that STCCG commission to understand the process on 
quality monitoring which is linked with cost improvement programmes 
and how exception reporting is monitored in year.   

 NTW – they have a robust benefit realisation plan and monitoring is 
being done.  Work is being completed with the principal community 
pathways and exception reporting will be given through the quality 
review group. 

 STFT – it was noted there are significant financial challenges and 
there is a need to do service reviews in year, therefore full 
assurance could not be given to their plans until the reviews are 
complete to see what the consequences would be.  AF added that 
with clinical involvement all the schemes which were part of the cost 
improvement programmes were rag rated green following the 
assessments and they will be monitored in year. 

 Action – AF to circulate the report with these minutes of this 
meeting. 
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2015/43 CQUIN  
  Year end position (Enc 4) 

The dashboard for 2014/15 year end position was shared with the 
committee. 

 
  CQUIN 15/16 (Enc 5) 
 The draft is being finalised and in error was not included in the minutes. 
 AF advised that there were details being agreed around monitoring.  It 

was requested to circulate this with the meeting minutes.   
AF added that the CQUIN process is becoming more robust and as 
there is financial impact this is being linked into other incentive 
schemes across patient pathways.   

 
 The committee requested if previous CQUIN are clinically audited to 

see if benefits are sustained.  In preparation for monitoring AF 
suggested that the CQUIN team look back at 14/15 scheme.  

 Action – CVS to obtain the draft which was omitted from the 
minutes in error and queries can be raised to JST to clarify. 
Action - MG to check if Q1 for CQUIN will be ready for the next 
meeting.   
Action – CVS/AF to include the assurance process of ‘look back’ 
for CQUIN in the Cycle of Business (CoB).  

 
2015/44 Quality report deep dive 
 NEAS (Enc 6a) 
 MG went through the report produced in April.  It was noted that the 

minutes from the May QRG have not been ratified so MG gave the 
committee an update of the key highlights.   

 The particular item raised which was a concern was the workforce 
issues and it was advised that NEAS are working closely with Health 
Education North East (HENE).  This was recognised as a national 
challenge and the Ambulance Trust Chief Executives were working 
together at a national level on this issue.  With the reduction in 
paramedics and the other opportunities for work NEAS have lost a 
significant number of paramedics to e.g., the Department of Work and 
Pensions to do clinical assessments.  In addition the paramedic 
training programme is moving from a 2 to a 3 year scheme.  Discussion 
was held around the banding of paramedics and the variation of 
grading across the country. It was documented that from a 
Commissioner Perspective NEAS will need support to help deal with 
the workforce and service transformation that is required and there is 
work being done on the integrated CQUIN as well as via the Urgent 
and Emergency Care Network. 

 
 NTW (Enc 6b) 
 MG went through the report provided and gave the committee an 

update on the highlights.  AF added that for the next mental health 
deep dive report there will be some specific analysis for Sunderland 
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and South Tyneside included in the reports as well as the whole Trust 
perspective, as the Trust will be providing this level of detail for future 
QRG reports.  It was also noted that the NTW QRG has been 
operational for 12 months and there will be a Governance review 
undertaken for this group. 
Attention was drawn to the CYPS performance. It was requested that 
the Contracting and Performance team share what assurances are in 
place and what this performance is based on “Do we have the Referral 
to treatment. targets that are being measured or was this are referral to 
treatment and not to being seen?” 
Action - Feedback to be brought back to next meeting on the 
Referral to treatment (RTT) targets and report on the QPF. 

 
2015/45 Quarterly Quality action plan update (Enc 7) 
 MG gave the committee feedback on the report highlighting progress 

where 6 actions were updated and 2 new actions were added.  The 
report gives the Committee assurance that any new guidance gets 
added and then these are addressed both internally and with providers.   

 
2015/46 Quality in Care home (Enc 8) 
 AF reminded members of the   report detailing the intentions of quality 

monitoring in Care Homes that was presented at the last Quality 
committee.   

 
This report details how the clinical quality element has been included in 
the current quality monitoring arrangements that the Local Authority do 
on behalf of STCCG in care homes as part of the Section 75 
agreement.  The report is the first outcome of the Clinical Quality 
monitoring.  An initial meeting has been held to share the action plan 
and the RAG rating was discussed.  Agreement has been made with 
the care homes on the approach taken for this year.  The NECS and 
Council team staff are using a separate tool and the intention is by next 
year’s assessment programme there will be one integrated tool which 
could be used to influence contact arrangements with the homes.  

 The report highlights the closure of Oakdale which is likely to happen.  
A meeting was held with residents and there is clarity required on the 
strategic direction due to contracts in place.  Further guidance/update 
is being awaited.  

  
The next steps are to review the two assessments to facilitate obtaining 
validation of scores, feedback to be given to the homes involved and a 
further update to be presented to the next meeting.  

 

2015/47 Quality in primary care (Enc 9) 
 AF advised there is a Joint Primary Care Commissioning Group with 

NHS England which is in place.  There is still more information required 
with respect to Quality.  The CCG is level 2 co-commissioning and is 
working with NHS England.     
Internal work is being undertaken to determine the type of quality 
information that is going to be brought to the Committee. 
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2015/48 Quality and safety risk management report (Enc 10 & Appendix C) 
 AF advised that following the last informal meeting where the risk 

register was extensively review all of the wording has not been updated 
in the current report received by members.  This is a timing issue and 
the he changes have been made and will be reflected in the report to 
be presented at the next meeting.  The changes to risk ratings were 
made and the report reflects how the risk currently stands.  
 
SC questioned the MRSA indicator which was down rated to 6.  Upon 
reflection the committee agreed it should still remain 9. 
AF advised that the reducing the rating as the risk register was in 
relation to that we started from 0 at the financial year so that would be 
taken into account. 
Action –the committee agreed to change the rating for MRSA back 
to 9 and report will be presented at the next committee with 
updated wording  

 
2015/49 Safeguarding highlight report (Enc 11) 

CD went through the report for April / May key achievements with the 
committee.  
CD then discussed the updated joint escalation process and a 
discussion was held around the conclusion process and how this is 
escalated and closed.  CD advised there will be guidance that sits 
behind the flowchart. 
Action – CD to update the flow chart following the discussion and 
bring back to the next meeting  

 
2015/50 Continuing Healthcare Update (Enc 12) 
 JW updated the committee on the paper presented and advised that of 

additional extra risk areas have been added which includes the issues 
below: 
 
The outcome letters following the CHC decision making process.   
 
The other issue for STCCG is mainly around one package of care 
when someone is coming though the community process; the 
community provision can no longer meet those needs and people 
therefore they need to be placed out of area which results in high costs 
and this impacts on the patient and their families. 

 It was noted that there is Regional work being under taken around fast 
track.   

 The team has been allocated into two teams to deal with the backlog 
and current referrals separately which was previously on 110 days and 
have been reduced down to 49 days.  There is continuous work being 
done to get to the 28 days and this is being closely monitored.  

 JW added that there is a need to start capturing the date for dispute 
process and this information will be fed back to the committee. 
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 Action - JW to request the figures on the back log and the 
projection on how long it will take to clear.  

  
 
2015/51 Transforming Care Update (Enc 13) 
 LO discussed the report presented to the committee and updated on 

progress and the way forward.  It was noted that is the high level action 
plan.  A request to see the position previously and the current position 
with regards to individual clients would have been helpful.  LO advised 
that all the individuals have had an assessment completed and 
confirmed that an anonymized reports can be provided as assurance .  

 Action – LO to provide report of the STCCG individual patient 
level position  

 
2015/52 CNE NHSE 
 AF gave feedback on the Cumbria and North East Quality and 

Surveillance Group which focused on mortality.  The have received 
STCCG and STFT assurances and it was agreed this could be 
monitored in the Quality Review Group.  Feedback from NHSE has 
been provided to STFT that the Trust that may be required to give 
additional assurance directly to NHSE.  
The Workforce challenges across the whole patch were also 
discussed. 

 
2015/53 South Tyneside  
 AF noted that from the previous meeting there were discussions 

around how to manage developing collaborative Comms to the public 
re mortality.  Feedback will be presented at the next meeting. 

 
2015/54 HCAI Improvement group (Enc 14) 
 Minutes from the 25.3.2014 were noted at the meeting.  It was noted 

that the team has been shortlisted for a Patient Safety in 
Commissioning award. 

 Action – The committee accepted as endorsed  
 
2015/55 Medicine Optimisation (Enc 15) 
 Minutes from the 10.02.2015 were noted at the meeting.   
 Action – The committee accepted as endorsed  
 
2015/56 South Tyneside Cancer Locality group (Enc 16) 
 Minutes from the 13.4.2015 were noted at the meeting.   
 BH went through the main highlights of the minutes 
 Action – The committee accepted as endorsed  
 
2015/57 Cycle if Business (CoB) (Enc 17) 
 The CoB was agreed to be discussed and updated at each meeting. 
 The updated document will be presented at the meeting in August. 

Action – CVS to update the CoB. 
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2015/58 Quality and Patient Safety Committee – Annual review of Terms of 

Reference and Effectiveness (Enc 18) 
This report was presented the GB in May 2015.  The committee 
requested that the actions be reviewed.  This was agreed to be on the 
agenda for the next informal  
Action – CVS to update the Informal meeting agenda 

 
2015/59 Cancer Locality Group – Annual review of Terms of Reference and 

Effectiveness  
DE advised that a report has been completed.  The questionnaire was 
returned and 2/13 responses were received.  It was agreed that next 
year the process will be completed sooner to facilitate a more fulsome 
response. 

 
2015/60 Joint strategic Safeguarding Group – Annual review of Terms of 

Reference and Effectiveness (Enc 19) 
AF advised the report is the summary of the group work completed 
during 14/15.  The Terms of Reference for the Sunderland and STCCG 
reporting arrangements were also included and approved  

 
2015/61 Serious Incidents and Never Event Guidance (Enc 20) 

MG went through the report with the committee which highlights the 
changes to the guidance. The committee noted the changes. 

 
2015/62 Any other Business  
 

Quality and Equality Impact Assessment (Enc 21) 
This document was originally discussed at the March Informal QRG 
where it was agreed to draft a joint combined quality and equality 
impact assessment tool.  The committee was asked to review and 
suggest any amendments/recommendations. 
 
AF requested that her role be added into the report and is happy with 
the process and the next step would be to develop and implementation 
and engagement to support ensuring the approach is embedded in the 
work of the CCG as outlined within the Quality Strategy. 
 
Action - MG to develop an implementation plan and report back to 
the next meeting 
 

 

Date and time of next meeting 
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Informal 
Date: 15th July 2015 
Venue: Meeting Room 1 
             Monkton Hall 
Time: 1.30pm – 4.30pm 

Formal 
Date:19th August 2015 
Venue: Meeting Room 1 
             Monkton Hall 
Time: 1.30pm – 4.30pm 
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Quality and Patient Safety Committee 

INFORMAL 
 

Wednesday 15th July 2015 
13.30pm – 4.30pm 

 
Meeting Room, 1 Monkton Hall 

 
Present: 
Stephen Clark  Chair, South Tyneside Clinical  

Commissioning Group (STCCG)             SC 
Dr Vis-Nathan  Elected GP Governing Body Member,  

(STCCG)                 VN 
Jeff Gosling     Lay Member (STCCG)             JG 
 
In Attendance: 
Helen Ruffell  Operations and Engagement Manager,  

(STCCG)                HR 
Michelle Grant  Clinical Quality Manager, North of  

England Commissioning Support (NECS)        MG 
Colleen Van der Sandt Governance Officer and minutes, (NECS)      CVS 
Jeanette Scott-Thomas  Head of Quality and Patient Safety,  

(STCCG)               JST 
Dr Matthew Walmsley  CCG Chair, (STCCG)              MW 
Dave Jopling South Tyneside Council     DJ 
Darren Archer  Senior Commissioning manager (NECS)  DA 

 
Apologies: 
Carol Drummond   Head of Safeguarding (STCCG)            CD 
Debra Elliott     Senior governance Officer (NECS)           DE 
Kate Watson    Senior governance Officer (NECS)           KW 
Jon Tose    Clinical Director, Planned Care,  

Contracting and Quality in Primary Care           JT 
Ann Fox Director of Nursing, Quality and Safety, 

(STCCG)                SC 
Dr Tarquin Cross  Secondary Care Consultant, (STCCG)            TC 
David Hambleton Chief Officer (STCCG)             DH 
Bill Hall Lay member (STCCG)             BH 
Jean Farrell Adult Safeguarding lead             JF 
Sarah Golightly   Joint Commissioning manger, (NECS)           SG 

2015/16 Welcome and Introductions 
SC welcomed members to the meeting and introductions were made. 

   
  
Apologies for absence 
 As noted above 
2015/17 Patient Story (Enclosed) 

Agenda Item – 2015/85 

Enclosure – 13b 
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SC welcomed LG who attended the meeting in her personal capacity to 
give feedback on the care her mum received and how smoothly the 
planned review and the process was when dealing with the care for her 
mum.   
SC expressed that the feedback was heart-warming and would be 
passed back to the Foundation Trust.  The committee reflected on the 
pathways and agreed that the communication channels were good.  It 
was also noted that even though her mum was hard of hearing the staff 
at the hospitals and GP’s spoke directly to her mum and it was 
reassuring to hear that they engaged with the patient. 
 

Patient Story 8 2015 
(LG).docx

 
 

2015/18 Previous story update  
 HR gave feedback on the previous patient stories. 

The patients of the 16 year old boy, (17 in July, with moderate learning 
disabilities and on the autistic spectrum disorder) .had made 
suggestions on improvements at Hopewood Park.  HR advised that the 
conversations were going to be held with the parents in relation to the 
responses they received and discuss the issues which were raised 
before they were leaving to go to America.  
HR is looking at the possibility to speak to some patients that were 
being released from Hopewood Park back into the community and 
advised that there is patient story booked into for August. There is a 
patient story scheduled for 2 weeks’ time.   
HR gave feedback on the cases she has that have not responded with 
feedback from her follow up emails and therefore assume that these 
stories would not go ahead  
HR advised that they are trying to boost patient stories and getting 
people involved to share the experiences that they have had.   
HR business cards are going to be given to GP’s to share with any 
patients who would be willing to discuss their stories.   
The committee discussed the feasibility for using a positive blog on 
patient’s stories and it was agreed that this would require intervention 
as the blog would need to be monitored and responded to quickly to 
ensure any negative issues were not posted, or that any issues of 
concern were responded to promptly.  It was suggested that a blog 
could be used to run topics from an Engagement Board, however this 
again would need to be monitored. 
 

2015/19 Quality in Care Home (Presentation) 
JST / DJ and DA gave a presentation to the committee on the process 
of Quality Assurance in Care Home. 
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This included both clinical audits and the LA quality monitoring tool.  
The tool is updated each year to reflect any National and Local issues 
that have emerged. Care homes are banded according to the outcome 
of the audit, and are provided with an action plan for improvement, 
which the LA monitors so that there is assurance that the 
establishments are improving.   

Quality in care 
Homes update QPSC 15 July 2015 JF.pptx

 
 

2015/20 Review of actions from the Quality and Patient safety annual 
report 2014/15 review of committee effectiveness (Enc 1) 
At the last meeting it was agreed to review the questions from the 
review of effectiveness.  In the meeting the committee discussed the 
questions which have comments added.   
SC advised that revised dates for the meetings are being discussed to 
ensure that there is representation to include the Secondary Care 
Consultant.  New dates will be forthcoming for the formal meetings. 
It was agreed that the annual reviews needs to be completed earlier in 
order to get more timely feedback. The COB is to be amended to 
reflect this. 
 

  Date and time of next meeting 
Formal - Wednesday 19th August 2015, 13:30–16:30,  
Meeting Room 1, Monkton Hall 

 
Informal - Wednesday 16th September 2015, 13:30– 16:30,  
Meeting Room 1, Monkton Hall 


