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AGENDA 
 

ITEM TIME TITLE 
 

LEAD 

2016/79 10:00 

Welcome and introductions 

Matthew 
Walmsley 

Verbal Apologies for absence 

Declarations of Interest 

2016/80 10:05 

Draft minutes from the last 
Governing Body meeting held 
on 22nd September 2016 

 Matters arising  

 Action Log 
 

Matthew 
Walmsley 

 
Enclosure 1 
 
 
Enclosure 2 

2016/81 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 

2016/82 10:15 Chief Executive’s Information 
David 
Hambleton  

Verbal 

 Quality   

2016/83 10:20 

Key assurances and risks from 
the Quality and Patient Safety 
Committee 

 

Jeanette 
Scott-
Thomas  

 
Enclosure 3 
 
 

2016/84 10:30 Safeguarding Annual report 

Jeanette 
Scott-
Thomas 
 

Enclosure 4 
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 Performance  

2016/85 10:35 
Performance report  
 

Christine 
Briggs 

Enclosure 5 

 Finance   

2016/86 10:45 Finance Monitoring report Kate Hudson  
Enclosure 6 
 

 Business   

2016/87 10:50 

Sustainability and 
Transformation Plan (STP) 
 

 Planning 

 NTWND  STP  Q&As 

Christine 
Briggs 

 
 
 
Enclosure 7a 
Enclosure 7b 

2016/88 11:00 

EPRR standard Improvement 
plan 
 

 Report Update 

 Statement of Compliance 

Christine 
Briggs 

 
 
 
Enclosure 8a 
Enclosure 8b 

2016/89 11:05 
End of Life Care Strategy 
update 

Darren 
Archer 

Enclosure 9 
 

2016/90 11:10 
Learning Disabilities 
Transformation Plan 

David 
Hambleton 

Enclosure 10 
 

 Partnership  

2016/91 11:15 
Public Health and Health and 
Wellbeing Board update 

Amanda 
Healy 

Enclosure 11 
 

 Governance  

2016/92 11:25 
CCG Improvement and 
Assessment Framework 

Christine 
Briggs 

Enclosure 12 

2016/93 11:30 
Organisational Development 
Plan 2016-2019 

Christine 
Briggs 

Enclosure 13 
 

2016/94 11:35 
Information Governance 
Strategy 2016/17 

Christine 
Briggs 

 
Enclosure 14 
 

2016/95 11.40 
Standards of Business Conduct 
and Conflicts of Interest Policy 

Keith Haynes Enclosure 15 

 
Sub-committee minutes  
(for Information) 

 

2016/96 
 
11:50 
 

Executive Committee minutes of 
meeting held on: 

 25 August 2016 

Matthew 
Walmsley 

 
 
Enclosure 16 
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2016/97 

Quality and Patient Safety 
Committee minutes of meetings 
held on: 

 QPSC – Formal 
Approved minutes 
03.08.16 

 QPSC – Informal 
Approved minutes 

      07.09.16 
 

Matthew 
Walmsley 

 
 
 
Enclosure 17a 
Enclosure 17b 
 

2016/98 

Council of Practices minutes of 
meeting held on: 

 16th June 2016 

Matthew 
Walmsley 

 
 
Enclosure 18 
 

2016/99  

Audit & Risk Committee minutes 
of meeting held on: 

 7th June 2016 

Matthew 
Walmsley 

 
Enclosure 19 

2016/100  

Remuneration Committee 
minutes of last meeting held on: 

 2nd March 2016 

Matthew 
Walmsley 

 
Enclosure 20 

 Any other business  

2016/101 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 January 2017, 10.00 – 12.00,  
Living Waters Church, Alice Street, South Shields, NE33 5PB 
 

 



 Agenda item – 2016/80 
 
Enclosure 1 

 

Governing Body (Public) 
 

Thursday 22nd September 2016 
10:00-12.00 

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

Present: 

Dr Matthew Walmsley Chair, STCCG     MW 
Stephen Clark  Lay Member (Deputy Chair), STCCG  SC 
Dr David Hambleton Chief Executive, STCCG    DH 
Paul Morgan   Lay Member, STCCG    PM 

Kate Hudson   Chief Finance Officer, STCCG   KHu 
Christine Briggs  Deputy Chief Exec/Director of Operations,  

STCCG      CB 
Dr Tarquin Cross  Secondary Care Consultant, STCCG  TC  
Dr Vis-Nathan  GP Governing Body Member, STCCG  VN 
Jeff Gosling   Lay Member (Public and Patient  

Involvement), STCCG    JG 
Amanda Healy  Director of Public Health, STC   AH 
Jeanette Scott Thomas Director of Nursing, Quality & Safety, STCCG JST 
 
In Attendance: 
Keith Haynes   Governance Lead     KHa 
Colleen Van der Sandt Governance Officer, NECS    CVS 
Gemma Nelson Graduate Trainee      GN 
Patrick Garner   Programme Manager, South Tyneside and  
    Sunderland Healthcare Group   PG 
 
Apologies 

Helen Ruffell   Operations Manager, STCCG    HR 

John Pearce   Corporate Director Children, Adults and  
    Health, STC      JP 
 
2016/59 Welcome and Introductions 

All colleagues and members of the public were welcomed to the 
meeting.  

  Apologies for absence  

  Apologies for the meeting were noted as above. 
 
  Declarations of Interest 

Item 2016/68 – (Consideration of moving to level 3 Co-commissioning 
status) It was noted that the GPs declared an interest and the 
committee agreed they could remain as part of the meeting. 
 

2016/60 Minutes of the last meeting 28th July 2016 (Enc 1) 
Page 8 (2016/49) – The action was changed to the Governing Body 
noted the report. 
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Action: With the above amendment The Governing Body 
accepted the minutes of the meeting as an accurate record of the 
meeting. 
 
Matters arising  
Page 4 – CCG assurance – the new Improvement and Assessment 
Framework published earlier in the year has provided scores on 50 
indictors.  This will be presented to the Governing Body at the next 
meeting.  It was noted that the CCG are in a good position and are top 
performers in dementia diagnosis and review as well as in mental 
health.  The CCG are flagged in needing to make improvements in 
Maternity, Learning Disabilities, Diabetes and Cancer. 
The CCG were ranked as green and it was noted that from informal 
conversations with NHS England they are not planning to meet with 
the CCG.   
 
Action Log (Enc 2) 
 
Completed action: 

Commissioning 
Business 
2016/29 Acute 
Hub update 
(verbal) 

A clinical quality visit was completed and the 
report is currently with the Trust to review and 
will be shared at the Quality and Patient Safety 
Committee.  AF will confirm the details 
regarding the clear signage at the Walk in 
centre.  Update - the assurance visits were 
carried out. The report has been shared with the 
Trust and once they are happy this reflects the 
feedback it will be shared with the CCG.  Once 
the report is shared it will be given to Tom Hall 
to add into the Health Equity Audit work.  It was 
noted that the report does highlight issues on 
patient flow and how the model has been put in 
place in the department.  Dr M Beattie is aware 
of the issues and is reviewing those raised in 
line with what has been commissioned in terms 
of the urgent care model.  Dr M Beattie will be 
invited to the November meeting to provide an 
update.  
 
With regards to signage there is a review being 
undertaken by the Regional Urgent and 
Emergency Care Network.  They are aware of 
the issues for potentially ambiguous external 
signage and while the review is being 
undertaken there will be no change to signage 
as the outcome of the review will dictate what 
the signage should read. 

AF /JST 
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Action: Dr M Beattie to be invited to the November 2016 
Governing Body to provide an update on the conversations with 
the Trust on the Acute Hub 
 

2016/61 Question time 
There were no members of the public present at the meeting. 

 
2016/62 Chief Executive Information  
  Joint Overview and Scrutiny Committee  

It was noted that at the Joint Overview and Scrutiny Committee that 
took place on Monday with Sunderland and South Tyneside the 
members endorsed the temporary move of the Acute Stroke Services 
from South Tyneside to Sunderland City Hospitals. They also agreed 
to a request, made verbally, to form a Joint Health Overview and 
Scrutiny Committee to oversee the work between the two hospitals. 

 
Sustainability and Transformation Plan (STP)  
It was highlighted to the Governing Body the time the STP process 
has taken by both individuals at the CCG and clinicians ready for sign 
off by the deadline in October.  This is still being linked closely to the 
work that is being completed locally like the Healthcare collaboration 
work to ensure that STP reflects the local needs. 
 
Learning Disabilities (LD) 
It was noted that Dr David Hambleton chairs the Regional 
Transformation Board and they were in receipt of some national 
funding for Cumbria and the North East.  This will be used to 
encourage discharge for people with learning disabilities, who are in 
inpatient beds, back into the community which will result in a bed 
closure programme.  It was highlighted that the pooled budget 
arrangements are in place with the council and this is seen as a good 
area of practice. 
 
There was a with regard to the bed closure programme and the 
movement of individuals with complex needs who sometimes have 
challenging needs.  When patients are moved into the community with 
either supported living or eligibility for individual packages they often 
end up needing continuing healthcare funding, would they retain their 
funding?  It was acknowledged that the funding from bed closures and 
units closing will be diverting into the community to commission other 
services for those individuals.  It was added that it would be critical to 
transfer the money into the services and that the borough is a national 
pilot site for budgetary alignment with specialised commissioning so 
there are budget services that NHS England commission and this will 
be transferred to the appropriate services. 
 
Director of Nursing, Quality & Safety 
The Governing Body welcomed Jeanette Scott-Thomas to her new 
role and wished her well in the CCG. 
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Quality 
2016/63 Key assurance and risks from the Quality and Patient Safety 

Committee (QPSC) (Enc 3) 
The report presented to the Governing Body summarised the activity 
undertaken by the Quality and Patient Safety Committee in June and 
July 2016.  
 
The main highlights and key areas from the report are: 
 
South Tyneside Foundation Trust  
A&E Urgent care hub visit – The visit took place in July 2016. 
Mortality – This continues to be an issue that is being monitored and 
there are specific issues around mortalities relating to hip fractures 
which have been highlighted in the national database.  The CCG are 
expecting an update at the October QRG on the specific conditions. 
A&E stroke pathways visit - The patient pathway was followed from 
the emergency department through to the ward.  It was noted that the 
report is still in draft at present and thus could not be shared.  There 
was an opportunity to speak to two patients and families and it was 
noted that the stroke unit staff were dedicated to the service that they 
provide.  Overall the patient experience was positive. 
Care Homes – The joint monitoring reviews are now complete which 
included clinical involvement and the validated reports are in the 
process of being completed.  
It was noted that there are two care homes in South Tyneside that are 
being supported and monitored by the local authority, CCG and CQC 
due to issues that were identified.   
62 day cancer pathway - A meeting has been held with key 
individuals at the Trust and they have agreed to share with the CCG 
the full year report for breaches identified so the themes and trends 
can be analysed.   The CCG were assured that there are robust 
processes in place to track patients on the pathways. 
Foundation Trust action plan – The Foundation Trust have an 
action plan in place relating to issues that have been identified from 
the Trauma CQC inspection from last year.  The CCG have been 
working closely with the regulator and the Trust to monitor 
improvements against the action plan and helping them address these 
issues.  There has been an unannounced visit specifically targeting 
safeguarding processes, this report is still to be received.   
It was noted that the Trust have engaged the services of a specialist 
in safeguarding to support them to address the issues and improve 
the services in safeguarding. 
 
It was noted that there is also ongoing support from John Pearce who 
has the responsibility for safeguarding in the local authority.   
The CCG has also noted their concern that they have not received the 
assurances from the Foundation Trust through the normal processes.  
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At the QRG meeting in October the CCG are expecting a presentation 
from the Foundation Trust which will identify the management 
structure and also to provide what assurances are in place.  At an 
informal QPSC in November the impact of the changes will be 
discussed.   
 
Under CHC the QPSC noted issues on delayed transfers of care and 
it was noted that from a systems resilience perspective there is work 
being completed on delayed transfers of care and there is a significant 
action plan in place with is set out in the BCF report.  With regards to 
the action plan around discharge process improvements, it was 
agreed that the hospital discharge teams would look at how they 
integrate and work more closely together. 
 
Action: The Governing Body endorsed the paper. 
 
Performance 

2016/64 Performance report (Enc 4) 
The report presented the highlights along with a summary of the 
NHS Constitution dashboard and NHS outcomes framework 
dashboard. 
 
NHS Constitution Dashboard  
NHS Constitution Indicators - There are 6 indicators rated red and 18 
rated green.   
CCG Outcome indicators – there are 8 indicators rated red and 15 
are rated green. 
The highlights by exception are detailed as follows: 
 
A&E 4 hour standard – there is a 95% threshold and the year to 
date position on this target in June is 93.8%.  
One of the issues encountered was that there were some data 
issues on quality that occurred at STFT with regards to recording 
and accounting for breaches.  This was reported to the auditors and 
NHS Improvement and an impact has highlighted that the 
achievement of the YTD position and trajectory which was used for 
the baseline in the previous year will be incorrect. It was noted that 
there had been a number of informal conversations that were 
undertaken highlighting the data quality issues and the CCG have 
received assurance that this was raised internally and this has been 
investigated and remedied.   
As reported previously there is a Sustainability and Transformation 
Plan (STP) connected to the achievement of a specific trajectory for 
all NHS Trusts related to a number of indicators. 
The report reflects the STP trajectory which is below the 95% target 
and the Trust has been able to negotiate with NHS Improvement 
around the level of aspiration for the current year.   
There has been a new rag rating introduced for Trusts and STFT are 
rated as yellow.  
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NHS Outcomes Framework  
Emergency admissions – it was noted this is over performing; 
however solutions are being implemented to reduce the pressures 
which include integrated community teams.   
A development plan is underway to look at how integrated 
community teams are used in the out of hours and in the unplanned 
care setting.  
With regards to COPD the CCG will ensure that the HealthPathways 
that have been launched has included the key challenge areas for 
COPD and CVD which will help reduce the non-elective. 
 
Action:  The Governing Body approved the contents of the 
report and noted the mitigating actions underway 
 
Finance  

2016/65 Finance Monitoring report (Enc 5) 

 The Governing Body was updated on the progress and running costs 
for the period ending 31st July 2016 and was provided with the 
financial position for 2016/17. 

 

 The CCG are on track to deliver the achieved surplus of £2.5M. 

 There is activity increase in Sunderland City Hospitals and there are 
some issues with data that has not been coded which has been due 
to recruitment issues.  

 There are currently coding issues with Newcastle data and financial 
positions has been adjusted to reflect this.  

 

 Under section 117 for mental health the packages of care for people 
with learning disabilities and the impacts of funded nursing care (FNC) 
have been increased.  Previously this impact was calculated for CHC, 
however this was not incorporated for mental health CHC and has not 
been included for Section 117 clients and this would need to adjust 
the forecast. A national agreed rated for FNC was £60 per week 
which has impacted the forecast.  

 

 It was noted that there is a growth trend of 10-11 percent for CHC 
however there is work being completed around tracking fast track 
packages of care.  The retrospective claims are to be processed by 
the end of September.   

 

 This is being closely monitored by NHS England; weekly reports are 
provided for the number of cases closed and the current position of 
the outstanding cases in the process of completion.   

 The outstanding cases for STFT will be completed by Tuesday 27th 
September 2016 (3 cases) however there are challenges around the 
timings for the cases with NECS, the 14 cases which are outstanding 
are due to waiting for comments back from relatives.   

 

 Action:  The Governing Body approved the contents of the report  
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Business 
2016/66 Sustainability and Transformation Plan (STP) submission update  

(Enc 6)  
The Governing Body members were advised that the STP process 
continues with the NTW involvement.  The STP also includes 
Durham and North Durham (NTWD).  There are 3 gaps which are to 
be closed for the local health economies.  It was noted that draft two 
of the plan is to be submitted to NHS England by the 21st October 
2016. It was added that the planning framework for the next two 
years was due to be published on the 20th September 2016, 
following this the CCG will look at the STP and how this affects the 
local economy.  The local plan is due to be submitted to NHS 
England by the 24th October 2016.  It was advised that at the next 
CCG development session on the 20th October the plan will be 
reviewed. 
 

 Action:  The Governing Body noted the contents of the report  
 

2016/67 South Tyneside and Sunderland Health Group Case for Change   
(Enc 7)  
The Governing Body discussed the Case for Change between South 
Tyneside Foundation Trust and City Hospitals Sunderland 
Foundation. It was highlighted in the report that the acute services 
across the two organisations were sustainable.  It was noted that 
there were a number of drivers used to come to the conclusion to 
select the model. The STP 5 year forward view identifies the three 
gaps that need to be bridged and it was noted that this would mean 
moving towards a collaboration approach across healthcare 
systems.   
It was noted that the financial position for the FTs is more 
challenging than it has been previously.  With the two organisations 
working together this will provide acute care more efficiently and also 
allow for opportunities to align the out of hospital models in terms of 
the CCGs and the FT through the clinical service reviews.  It was 
noted that with collaboration the access targets will be improved so 
that there will be more capacity in the system.   
 
The main drivers for the change were financial, stability and 
workforce as it was noted there are staff shortages across both 
organisations and there are gaps in rotas for senior medical staff. 
It was highlighted that the intention is to reinvest money from acute 
care into community services.   
 
The two FTs will work together as a Healthcare Group but will remain 
as two statutory organisations with a shared vision.  In collaboration 
with CCG colleagues the two organisations have signed up to a high 
level blueprint.    
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There is a clinical services review programme included with the 
papers which reflects the challenging timescales to meet the 
deadlines. It was added that parallel work has started for the 
planning phase for engagement with the public.  NECS has been 
engaged to provide support. 
 
Q – The Governing Body noted the phasing of the clinical services 
review and the issues in A&E regarding pressures as well as 
financial problems this is causing the CCG.  It was noted that the 
review of emergency care is in phase 3.  It was noted that the priority 
for the CCG would be to prevent patients being admitted non-
electively.  For diseases such as COPD if there was a better method 
to manage those patients in primary and community settings with 
care to support them to stay at home then this would be the best 
option. 
A – PG advised that the work that will be undertaken will be to 
understand the process within the service.  PG provided an example 
that if the site does not have A&E or trauma then the model provided 
will be different to a site that does have these facilities. 
 
Q - The Governing Body noted that there was no timeline indicated 
for engagement and the prioritisation of when and what is discussed 
with the public. 
A – PG advised that an engagement launch event is expected to 
place in the next few weeks; it was noted that these will be 
engagement events and not consultations events.  It was advised 
that NECS will be supporting these engagement events.   
 
Q - The Governing Body noted that the consequence of the service 
reviews will be a challenge for cost improvement programmes. It was 
raised that where there are savings in service reviews how would 
these saving be allocated.  
A - PG advised that the savings will be apportioned in terms of 
expenditure and there will be further discussions with the CCGs and 
FTs. 

 

 Action:  The Governing Body noted the contents of the report  
 
Patrick Garner leaves the meeting 

 
2016/68 Consideration of moving to level 3 Co-commissioning status 

(Enc 8)  
Previously the CCG chose not to move to level 3, however NHS 
England have asked if the CCG are prepared to move to level 3 and 
if the CCG are not then what support will be required in order to 
make the change. 
 
The CCG Executive Team has considered the decision extensively 
and has reviewed the risk assessments that have been carried out; a 
decision has been made to move to level 3 from the 1st April 2017.  
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From a capacity perspective there will be no additional staff 
resources provided but NHS England would continue to do the 
transactions that they currently provide. It was added that there will 
be policies in place to deal with any conflicts of interest. 
 
It was noted that this is a constitutional decision that is made by the 
Council of Practices and they  approved movement to level 3  at their 
meeting on 15 September 16.   
 

 Action:  The Governing Body noted the decision to move to level 
3 for co-commissioning from the 1st April 2017. 
 

 Partnership 
2016/69 Change4life and Public Health update (Enc 9)  

The report provided to the Governing Body was an update of the key 
priority work that the Public Health team are undertaking. 
 
Change4life programme  
The behaviour change model has been retained, and strongly 
includes a smoking element. It was noted that there was has been 
increased capacity and access to services across the community with 
practices and pharmacists and this is also being embedded within the 
Foundation Trust.  South Tyneside was noted as having a high level 
of uptake across the area.    
The rankings for South Tyneside were as follows: 
- 8/150 for the number of people setting a quite date and  
- 11/150 for the number of self-reported 4-week quits with the stop 

smoking service. 
There is detailed work being completed for smoking during 
pregnancy.  
 
The social media platform has been linked into Change4life and public 
health messages can be cascaded to a wider audience.  It was noted 
that there are now electronic referrals for lifestyle services.  
Change4life has become more embedded in the pathways.  
It was added that the NHS Health Check review was in the process of 
being finalised and this recommendation will be presented to the 
Governing Body in due course.  
 
Public Health 
It was highlighted that the flu season is approaching and all the 
primary schools are signed up to immunisation to commence in 
October.  It is also intended to offer the flu immunisation across the 
council setting.  
 
The national obesity strategy has been launched which was noted as 
not receiving high focus.    
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It was added that the workshop on tobacco was successful and there 
has been a continued reduction in smoking prevalence with the latest 
being at 17.8%.   
 
Mark Girven and Tom Hall presented details on the Right Care work 
which was well received.  Neither were in the attendance above 
 

 Action: The Governing Body noted the contents of the report. 

  
2016/70 Better Care Fund 16/17 Q1 progress update (Enc 10  

 The Governing Body was updated on the Better Care Fund for Q1. 

 From the CCG perspective the funding is a block arrangement so the 
financial risks relate to the council budget therefore this does not 
impact on the CCG, however the risks on the non-performance on 
non-elected does affect the CCG. 

 It was noted that permanent admissions to residential care and 
nursing care are going down. 

  

 Action: The Governing Body endorsed the contents of the report. 

 

 Governance 
2016/71 Risk Register review (Enc 11) 
  The Governing Body were asked to note that the CCG are not facing 

any extreme risks and there were no red risks to report.  Other risks 
are under review by the Audit and Risk Committee and the Quality 
Patient Safety Committee.   

   
.   Action: The Governing Body noted that there were no red risks to 

be reported.  
   
2016/72 Governing Body Assurance Framework (Enc 12) 
  The Governing Body Assurance Framework was developed at a CCG 

Development session in June 2016.    
  Three themes are mapped:  

- Integration of health care 
- Making the best use of resources 
- Improving patient experience and well being 
It was noted that the framework will be continue to be updated to 
include assurances as these are identified.  

  The report was approved at the Audit and Risk Committee subject to 
some observations that internal audit made. 

 
  Action: Subject to the amendments that internal audit wish to 

make the Governing Body approved the contents of the report. 
     
2016/73 Managing Conflicts of Interest update (Enc 13) 
  The Governing Body were made aware of revised guidance published 

by NHS England.  It was noted that there is a requirement to become 
more proactive in managing the conflicts of interest. 
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  There are some significant changes being made to the current policy 
for the declaration of interests which will be presented to the 
Governing Body in November. 

  The main changes are: 
- The CCG needs to have 3 lay members (STCCG already comply 

with this request). 
- The introduction of a conflicts of interest guardian which will be the 

chair of the Audit Committee. 
- Significant breaches will have to be published on the website in an 

anonymised version. 
- There are strengthened provisions in relation to decision making 

for gifts and hospitality. 
- There is also a requirement to have a yearly audit on the conflicts 

of interest. 
- These will be mandatory changes. 
It was also noted that in relation to primary care commissioning there 
is a need for GPs to attend the committee in a non-voting capacity.  
So the Terms of Reference for the Joint Primary Care Committee 
meeting will need to be reviewed. 

   

 Action: The Governing Body approved the briefing of the report. 
 

Sub–committee minutes (for information) 
2016/74 Executive Committee  
  20.07.2016    (Enc 14) 

 
Action: The minutes were noted and accepted by the Governing 
Body. 
 

2016/75 Quality and Patient Safety Committee  
01.06.2016   (Enc 15a) 
06.07.2016   (Enc 15b) 
 
Action: The minutes were noted and accepted by the Governing 
Body. 

   
2016/76 Audit and Risk Committee  

17.05.2016   (Enc 16a) 
07.06.2016   (Enc 16b) 
 
Action: The minutes were noted and accepted by the Governing 
Body.   
 

2016/77 Remuneration Committee   
02.03.2016   (Enc 17) 
 
Action: The minutes were noted and accepted by the Governing 
Body.   
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2016/78 Any other business 
  Question time 

The Governing Body noted that Colleen Van der Sandt would be 
leaving the role of the Governance Support Officer and thanked her 
for her support for the CCG and Governing Body and wished her well 
in her new role. 
 

  Date and time of Next Meeting 
Thursday 24th November 2016 
10:00 am – 12.00pm 
The Clervaux Exchange, Conference and Business Centre, 
Clervaux Terrace, Jarrow, South Tyneside, NE32 5UP 
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Enclosure 2                                            GOVERNING BODY COMMITTEE MEETING  
                                                                 PUBLIC ACTION LOG 
 

Date 
Raised  Item Number  

Action 
Lead  Status  

26.5.2016 Commissioning 
Business  
2016/29 Acute 
hub update 
(verbal) 

The members of Quality and Patient Safety Committee will attend 
a “walk through” of the Urgent Care Hub at South Tyneside 
Foundation Trust.   
Update - A clinical quality visit was completed and the report is 
currently with the Trust to review and will be shared at the Quality 
Patient Safety committee meeting.  AF will confirm the details 
regarding the clear signage at the Walk in centre. 
Update - The assurance visits were carried out. It was added that 
the report has been shared with the Trust and once they are 
happy this reflects the feedback it will be shared with the CCG.  
Once the report is shared it will be given to Tom Hall to add into 
the Health Equity audit work.  It was noted that the report does 
highlight issues on patient flow and how the model has been put in 
place in the department.  Dr M Beattie is aware of the issues and 
is reviewing the issues that have been raised in line with what has 
been commissioned in terms of the urgent care model.  Dr M 
Beattie will be invited to the November meeting to provide an 
update. 
 
 With regards to the signage it was added that there is a review 
being undertaken by the Regional Urgent and Emergency care 
network and they are aware of the issues for potentially 
ambiguous external signage and while the review is being 
undertaken there will be no actions taken to change the signage 
as the outcome of the review will dictate what the signage should 
read. 

AF /JST Complete   
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REPORT SUMMARY / RECOMMENDATIONS: 

Purpose of report  

The purpose of this précis is to provide assurance to the South Tyneside 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 August and September 2016 in ensuring that concerns/ risks have been 
identified and are being managed accordingly.  
 
Patient Stories: A number of updates were presented and one patient story was shared 

at the August formal meeting, which detailed issues with the discharge process following 
an inpatient episode. 
Action: Details to be sent to the CCG Director of Nursing and the story to be shared with 

the Trust for investigation and feedback of actions/learning. 
Issue: Seven patient stories relating to COPD care were shared at the September 

informal meeting and Dr. Mathew Beattie was in attendance to discuss the issues raised. 
The importance of patient education and the positive impact on disease management was 
highlighted, which will form part of the review of the pulmonary rehabilitation service. It 
was noted that there are multiple community services provide care at different parts of the 
patient’s pathway which do not appear to fit together seamlessly or be well coordinated. It 
was noted that there are opportunities to improve End of Life Care, and to increase 
practice nurse education. Access to Talking Therapies and the impact on psychological 
wellbeing was highlighted, although this was acknowledged to be an area where 
improvements could be made. Variation in the levels of support offered in primary care 
was identified, although NHS Pathways should improve consistency of approach. 
Action: MB undertaking holistic review of COPD services and will feedback at future 

meeting. 
Action: MB to discuss the progress of the roll out of the care coordinator role in the 

Integrated Community Teams with CB. 
Action: HR to request evaluation data from the initial roll out of the Jarrow and Hebburn 

Integrated Community Teams. 
Quality vs. CIP Assurance 
Issue: The plans that have been shared by the STFT/CHSFT Alliance articulate the intent 

that there will to be one Executive Management Team and a potential reorganisation in 
both Trusts.  The CCG noted that no information has been received on quality impact 
assessments that have been undertaken prior to the recent STFT restructure.  It was 
noted that there are mechanisms in place for monitoring the individual Trust Cost 
Improvement Programmes though CQRG’s but that there have been gaps in STFT 
reporting assurance.  Due to the financial challenges across the system that CHSFT and 
STFT are currently facing, only “Partial Assurance” was received. 
Action: The Trust has committed to present the assurance details and any associated 

impact (positive and/or negative) at the October Clinical Quality Review Group.  
Action: It has been proposed that a four way discussion around cost improvements and 

associated quality impact assessments/assurance will need to take place between the two 
Trusts and the two CCG’s.  
Action: The Committee noted the “partial assurance” which was received with the 

understanding that additional assurance will be provided in a future QPSC meeting once 
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the discussions have taken place between STCCG, SCCG, STFT and CHSFT.  
  
Quality Reports 

The committee received the quality element from the Integrated Quality, Performance and 
Finance Report, and the Quarterly Quality Reports focused on Acute Services and Mental 
Health Services for assurance and information. 
 
Commissioner Assurance Visits (STFT) 

The Committee received the report and assurance following the visit to Elderly care wards 
2 and 19, and the summary action plan which has been shared with the Trust. 
 
Quality in Care Homes 
Issue: Concern was raised regarding a care home that has received a negative CQC 

report. The Deputy Manager of this home has now left post and the clinical lead has been 
suspended. 
Action: The home is working on improving care planning and overall care which is being 

monitored 
Action: The Local Authority representative will review the Curriculum Vitae for the 

consultant who will be assisting the home, and will provide feedback to the CCG Quality 
Team. 
 
Quality and Safety Risk Management Report 
Issue: The Committee discussed the risks associated with STFT organisational change 

with regards to quality of patient care, patient safety and receipt of assurance by the CCG. 
Action: The Committee suggested that the risk rating for the STFT reorganisation should 

be reviewed and potentially increased. 
 
Safeguarding 
Issue: The Committee was updated on the CQC visit to STFT last year and the Joint 

Targeted Area Inspection (JTAI) which was undertaken with regards to child sexual 
exploitation, where there were further concerns raised in relation to the systems and 
processes in the Trust and concerns regarding the pace of improvement and managerial 
oversight. The CQC have subsequently revisited the Trust who were given 24 hours’ 
notice to review children’s safeguarding procedures in ED, Maternity and Paediatrics.  The 
report is to be published after additional interviews have been undertaken within STFT and 
will be shared with the CCG thereafter. 
Action: The committee noted the contents of the report and confirmed their concerns 

regarding lack of progress within safeguarding and other quality and performance  
Issue: The Committee received a summary of the Wood report and the Government’s 

response which was noted. It was highlighted that the Government’s response refers to 
three statutory bodies sharing the responsibilities for Children’s safeguarding (Local 
Authority, Police and the Health).   
Action: Due to the “Health” not being defined it has been agreed that the CCG Director of 

Nursing will arrange a meeting in advance of the changes to legislation with the Executive 
Safeguarding Leads and Designated Professionals for the commissioning and provider 
organisations. 
 
Continuing Healthcare Update (CHC) 
Issue: The Committee was advised that “no” checklists are not being received when a 

patient has been check listed, however there is uncertainty of the number of patients 
affected.  
Action:  A task and finish group is being set up to oversee the process and ensure that all 

patients who have been check listed regardless of outcome are recorded.  
Issue: The Committee were informed that here are still issues with decision support tools 

in relation to reviewing whether cases meet the criteria for funded nursing care.   
Action: All nursing homes in South Tyneside can provide residential care which reduces 

the risk to patients being required to move care homes if no nursing needs are identified. 
 
Serious Incidents - lessons learned report 

The Committee noted the contents of the report. 
Action: Cycle of Business to be amended to receive the report on a six monthly basis. 

 
Governance 

 Serious Incident Panel Terms of Reference - the Committee agreed the 

amendments to the Terms of Reference following the annual review. 
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 Minutes of Sub-Groups received for information 

o HCAI Improvement Group 
o STFT CQRG 
o CHSFT CQRG 
o NTWFT CQRG 
o Cancer Locality Committee 
o Audit and Risk Committee 
o Leading Change, Adding Value 

 
Copies of the minutes of the formal Q&PSC, held on the 3rd August 2016 and the minutes 
of the informal Q&PSC held on the 7th September 2016 are included in the agenda .  
 
The Governing Body is asked to: 
 

 Receive this summary 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 <Insert details of any identified financial implications and/or other risks> 

EQUALITY IMPACT ASSESSMENT (EIA) 

COMPLETED 

 

Following the launch of the revised EIA 

documents on 1 March 2016 EIAs must be 

completed as follows: 

 

An EIA should be undertaken at the start of the 

development for a new proposed service, 

policy or process to assess likely impacts and 

provide further insight as to what will be required 

to implement it effectively.  The EIA form and 

associated documents can be found on the 

CCG’s intranet or through NECS Equality and 

Diversity Team 

 

Has an Equality Impact Assessment been 

completed using the equality impact documents 

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: 

 

Not applicable 

If yes please attach a copy of the completed 

assessment to the back of your report 

QUALITY IMPACT ASSESSMENT 

COMPLETED 

Following the implementation of the STCCG 

Quality Strategy (September 2015) it has been 

agreed that a QIA should be undertaken for a 

new proposed service, policy or process or any 

changes to current services which may have an 

impact on quality or experience 

 

Has a Quality Impact Assessment been completed 

using the quality impact assessment tool ensuring 

that they have demonstrated the potential quality 

and safety impact? 

NO YES 

x  

If no please specify the reason why: 

 

Not applicable 

 

If yes please complete the below Quality Impact 
Assessment and submit with your report 

 

STCCG Quality 
Impact  Assessment 2015 V2.docx
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PURPOSE OF REPORT: 
For Information For Approval To Note For Decision 

   

RISK REGISTER 

Is the report subject matter included on the CCG 

Risk Register 

NO   This report is a summary of the minutes of the 
QPSC. The Risk Register would be updated by 
owners of actions. 
 
 
 
 
 
 
 
 

YES x 

If yes please confirm the risk register has 

been updated in accordance with the 

content of this report: 

 

Updated x 

Not Update  

  SPONSORING LEAD DIRECTOR APPROVAL: 

Has the Lead Director approved the paper (proof of 

approval must be retained for audit purposes) 

YES  
 

NO  

 

Papers without Lead Director approval will be 
withdrawn from the agenda 
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REPORT SUMMARY / RECOMMENDATIONS: 

This 3rd annual report provides an overview of: 

 Local and national drivers for change 

 Local child protection and looked after children activity 

 Local safeguarding adults activity 

 Statutory Partnerships- South Tyneside Safeguarding 

Children Board, South Tyneside Safeguarding Adult Board 

(SAB) and the South Tyneside Community Safety 

Partnership (CSP) 

 Serious Case Reviews / Serious Adult Reviews/ Domestic       

Homicide Reviews 

 Performance monitoring 

 Key Priorities for 2016/2017 

 

FINANCIAL IMPLICATIONS / RISKS <Insert details of any identified financial implications and/or other risks> 

EQUALITY IMPACT ASSESSMENT (EIA) 

COMPLETED 

 

Following the launch of the revised EIA 

documents on 1 March 2016 EIAs must be 

completed as follows: 

 

An EIA should be undertaken at the start of the 

development for a new proposed service, 

policy or process to assess likely impacts and 

provide further insight as to what will be required 

to implement it effectively.  The EIA form and 

associated documents can be found on the 

CCG’s intranet or through NECS Equality and 

Diversity Team 

 

Has an Equality Impact Assessment been 

completed using the equality impact documents 

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 

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 
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selecting “checked” under the default value heading – only one 

box should be checked.) 

 

QUALITY IMPACT ASSESSMENT 

COMPLETED 

Following the implementation of the STCCG 

Quality Strategy (September 2015) it has been 

agreed that a QIA should be undertaken for a 

new proposed service, policy or process or any 

changes to current services which may have an 

impact on quality or experience 

 

Has a Quality Impact Assessment been completed 

using the quality impact assessment tool ensuring 

that they have demonstrated the potential quality 

and safety impact? 

NO YES 

  

If no please specify the reason why: 

 

If yes please complete the below Quality Impact 
Assessment and submit with your report 

 

STCCG Quality 
Impact  Assessment 2015 V2.docx

 

PURPOSE OF REPORT: 
For Information For Approval To Note For Decision 

   

RISK REGISTER 

Is the report subject matter included on the CCG 

Risk Register 

NO   If not updated please specify the reason: 
 
 
 
 
 
 
 
 

YES  

If yes please confirm the risk register has 

been updated in accordance with the 

content of this report: 

 

Updated  

Not Update  

  SPONSORING LEAD DIRECTOR APPROVAL: 

Has the Lead Director approved the paper (proof of 

approval must be retained for audit purposes) 

YES  
 

NO  

 

Papers without Lead Director approval will be 
withdrawn from the agenda 
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1. Executive Summary 

This report considers and reviews the work of the CCG safeguarding professional’s 

activity to support the work of the Safeguarding Children Board (SCB), the 

Safeguarding Adult Board (SAB) and the Community Safety Partnership Board 

(CSP). The report will also give assurance to the Statutory CCG Board it.is compliant 

with its statutory obligations for the safeguarding work. It will demonstrate the key 

achievements for 2015/16 and the priorities for 2016/17. 

South Tyneside CCG has made a significant contribution to the work of all 3 Boards 

from the Head of Safeguarding, the Designated Nurse for Safeguarding Adults, 

supported by the Named GPs and the Designated Doctor for Safeguarding and the 

Designated Nurse for Looked After Children. 

Safeguarding is everybody’s business. The key to securing the health and protection 

of the children and young people in South Tyneside is the production of the Joint 

Strategic Needs Assessment which brings together all partners in the joint work to 

promote their health and well-being. 

The Care Act 2014 (implemented in April 2015) aims to improve safeguarding for 

adults at risk of abuse and neglect. The Act clearly defines the membership as from 

the NHS (CCG), the Local Authority and the Police to the Safeguarding Adult Board 

(SAB), placing the Board on a statutory footing in line with the Children’s Board. 

STCCG has agreed governance and accountability arrangements which include 

regular reporting to the Governing Body via the Quality and Patient Safety 

Committee. Assurance on safeguarding duties from the NHS providers is obtained 

through the Joint Safeguarding Strategic Group and the Quality Review Group. 

The reporting of safeguarding activity by Providers through the dashboards assists in 

the monitoring of their safeguarding arrangements and ensures they are complying 

with the statutory functions in children and the statutory functions for adults. 
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2. Key Achievements for 2015/16 

 

 Resilience was maintained with in the safeguarding team despite 

organisational and economic challenges- highlighted on the CCG risk register. 

A paper was subsequently developed relating to these issues for the 

consideration of the CCG Executive Board  

 

 MCA work with the CCG and NHS Providers, including GPs continued under 

the direction of the project lead (seconded post) 

 

 Ensured NHS providers compliance with their safeguarding responsibilities 

 

 Worked with NHS providers to prepare for CQC / OFSTED inspections 

 

 Continued to support the work of the STCB, particularly with regard to Child 

Sexual Exploitation, Female Genital Mutilation, Honour Based Violence and 

Domestic Servitude and Radicalisation 

 

 Continued to support the STSAB in ensuring stakeholders understand and 

comply with their duties with regard to the Care Act 2014 and the MCA (2005) 

 

 Reviewed the CCG safeguarding adults’ role to ensure it encompasses the 

role of Designated Nurse, a statutory requirement of organisations. 

 

 Evaluated and reconfigured the governance framework relating to NHS 

provider safeguarding activity. This has resulted in standing down of the Joint 

Strategic Safeguarding Group (JSSG), and strengthening of the Designated 

and Named Professionals forum which will now receive assurance from 

providers.  

 

 Presented to the QPSC a safeguarding session on learning from local 

safeguarding reviews. 

 

 Delivered a detailed overview of the work of the CCG Safeguarding team to 

the CCG Governing Body. 

 

 Continued to develop strong working relationships with NECS to ensure the 

inclusion of safeguarding elements within contracts / service developments. 
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3. Key Priorities for 2016/17 

 

 To consider the options available to address capacity issues within the CCG 

safeguarding team. 

 

 In conjunction with the CCG MCA lead ensure there is a joined up approach to 

MCA compliance. 

 

 To continue to work proactively with both the STSCB and STSAB. 

 

 To continue to work closely with CNE safeguarding leads on the key priorities 

for NHSE 

 

 To continue to work closely with STNHSFT to ensure the LAC professional’s 

roles and responsibilities as defined by the intercollegiate document are 

implemented. 

 

 To further embed the requirements of the Care Act across the health 

economy. 
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4. Introduction 

 

4.1 This is the third annual safeguarding report. It outlines the responsibilities of 

the CCG in respect of safeguarding, the action taken to meet the 

responsibilities over the year and outlines the priorities for the coming year 

2016 -2017. It aims to provide assurance to the CCG Board that the statutory 

requirements are being met. 

 

4.2 This annual report provides an overview of: 

 Local and national drivers for change 

 Local child protection and looked after children activity 

 Local safeguarding adults activity 

 Statutory Partnerships- South Tyneside Safeguarding Children Board, 

South Tyneside Safeguarding Adult Board (SAB) and the South 

Tyneside Community Safety Partnership (CSP) 

 Serious Case Reviews / Serious Adult Reviews/ Domestic Homicide 

 Performance monitoring 

 Key Priorities for 2016/2017 

 

5. Statutory Responsibilities of NHS South Tyneside CCG 

 

NHS South Tyneside CCG has a statutory responsibility as commissioner to   

promote the safety and welfare of Adults and Children in all commissioned 

services. 

 

The CCG ensure that they have in place robust structures, systems, 

standards and an assurance framework which enable compliance with legal 

and local governance arrangements. 

 

The CCG is required to fulfil its legal duties under the Children Act 1989, 

Section 11 of the Children Act 2004, Statutory Guidance on promoting the 

health and well-being of Looked After Children (DH, 2015) and statutory 

responsibilities in Working Together to Safeguard Children, HM Gov. (2015).  

All staff working within the CCGs’ health economy that commission or provide 

children’s services must make safeguarding and promoting the welfare of 

children an integral part of the care they offer to children and their families. 

 

The CCG has a responsibility for ensuring their own organisation discharges 

its legal duty, and how health services they commission; fulfil their legal 

obligation under the Care Act 2014 to safeguard adults at risk, including 

compliance with the Mental Capacity Act (MCA) 2005 and Deprivation of 

Liberty Safeguards (DoLS). 
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6. Local Context - CCG Governance Arrangements 

 

6.1 Within South Tyneside CCG the Executive Lead for Safeguarding is the 

Director of Nursing Quality and Patient Safety who reports directly to the 

Board and Governing Body on all safeguarding issues. 

 

6.2 The Head of Safeguarding attends the Quality and Patient Safety Committee 

to report on safeguarding activity and issues. 

 

6.3 A Joint Strategic Safeguarding group with Sunderland CCG is held every 

quarter and is chaired by the Director of Nursing and supported by the Heads 

of Safeguarding and Designated Nurses for Safeguarding Adults. The 

Strategic Group holds providers to account and seeks assurance for 

safeguarding activity undertaken within their organisation. Each Provider 

produces a dashboard report of safeguarding activity for that quarter which is 

considered and robustly challenged. Going forward a decision has been taken 

to stand this forum down, with assurance to be sought from NHS Provider 

organisations at the local Designated and Named Professionals’ Forum with 

subsequent reporting to the Quality Review Group. 

 

6.4 The Head of Safeguarding attends the Provider Quality Review Groups with 

safeguarding as a standing agenda item. 

 

6.5 The Director of Nursing and the Head of Safeguarding are members of both 

the Children and Adult Boards. The Head of Safeguarding is also a member 

of the CSP. 

 

6.6 The Head of Safeguarding and Designated Nurse for Safeguarding Adults 

actively participate in the majority of the sub groups aligned to both the 

Children and the Adult Boards. The Head of Safeguarding undertakes all of 

the Safeguarding Children Board activity on behalf of the CCG whilst 

supporting the Designated Nurse for Safeguarding Adults’ role with the 

Safeguarding Adult Board due to the part time status. 

 

6.7 The Cumbria and North East NHS England Safeguarding Forum helps to 

provide leadership, accountability and assurance as outlined in ‘Safeguarding 

Vulnerable People in the NHS- Accountability and Assurance Framework 

(NHSE 2015). The network provides an opportunity for feedback from regional 

and national work streams, and also allows an opportunity for shared learning. 

The CCG safeguarding professionals attend the forum. 

 

6.8 The Head of Safeguarding Chairs a regional Designated Nurse Meeting and 

is also a member of the Regional Designated Network – which brings together 

the Safeguarding Designated Doctors and Nurses. 
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6.9  Whilst it is recognised that the work of the STSCB and STSAB have differing 

statutory requirements and focus, the interface cannot be disputed, and the 

CCG safeguarding professionals proactively promote work to strengthen this 

interface, and subsequent governance arrangements, both at multi agency 

and single agency forums. 

 

6.10 STCCG has continued the financial contribution to the STSCB by providing 

an annual sum of £25k, which is toward the functioning of the Board.  

 

6.11 STCCG also contributes an annual sum of £25K to the work of the 

Safeguarding Adult Board. 

 

7. Safeguarding Children Activity 

Referral Rate 

The rate of referrals in the borough has reduced since Quarter 3 but at year end the 

rate (at 658.9 per 10,000) remains higher than the 2014/15 rates, statistical 

neighbours, the North East and the national rate. The statistical neighbours for South 

Tyneside are Sunderland, Gateshead, Knowsley, Liverpool, Redcar and Cleveland 

and Hartlepool. 

 

Assessments 

Between April 1st and the end of March 2016 1914 single assessments were carried 

out. The rate of Single Assessments was 650.1 per 10,000 children.  This is lower 

than in 2014/15 when it was 749 per 10,000 but remains higher than statistical 

neighbours (610), the north east (532) and England (475.2). 
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74.4% of assessments were completed within 45 working days (1424/1914).  This 

represents an improvement on the end of Quarter 3 but remains lower than the 

position at the end of 2014/15 85% and national and statistical neighbours rates. 

However, Ofsted’s latest advice is that local areas need to undertake assessments 

based on the need and pace with families, rather than a strict timeframe.  

 

Section 47 Enquires 

344 children have been subject to Section 47 enquires up to the end of March.  This 

equates to a year end rate of 116.8 per 10,000 children.  This is lower than the rate 

in 2014/15 of 124.2 and is lower than the statistical neighbour, North East and 

England rates.  

 

Initial Child Protection Conferences 

239 children were subject to an ICPC in between the 1st April and the 31st March 

2016. This equates to a rate of 81.2 per 10,000 children.  This is lower than at year 

end in 2014/15 when the rate was 89.4. The rate of children subject to an ICPC has 

reduced after being high in Quarter 1 and is currently lower than statistical 

neighbours but higher than the North East and England rates. 
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Child Protection Plans 

198 children were subject to a Child Protection Plan as at the end of Quarter 4 

2015/16, up slightly on year end 2014/15. This equates to a rate of 67.3 per 10,000 

children in the borough which is higher than in 2014/15, when the rate was 66.5 and 

lower than the rates of statistical neighbours and in England at the end of 2014/15. 

 

 

 

Reason for new CP plans 

As compared with last year end there are higher proportions of new cases with a 

latest abuse type of neglect, sexual abuse and physical abuse and a lower 

proportion of cases with an abuse type of emotional abuse. A high proportion of new 

episodes in Quarter 4 itself were as a result of neglect.  In comparison with our 

nearest neighbours and England the borough has a higher level of neglect and lower 

proportions of all other abuse types. 
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Neglect 

Emotional 

Abuse 

Physical 

Abuse 
Sexual Abuse 

South Tyneside April –March 2015/16 72% 21% 4% 3% 

South Tyneside 2014/15 69.5% 28.8% 0.8% 0.8% 

Stat Neighbour 52.4% 31.8% 10.5% n/a* 

North East 60.5% 22.0% 12.1% 3.7% 

England 42.6% 35.9% 9.0% 4.4% 

*The level of statistical neighbour abuse is not available due to suppression of data 

relating to 5 children or less for some local authorities. 

 

Child Sexual Exploitation (CSE) 

Between 1st April and 31st March 2016 there have been 65 children identified as 

being at risk and had a Child Sexual Exploitation and considered by the Missing, 

Sexually Exploited and Trafficked (MSET) group screening tool completed in 

2015/16.  42 children were female and 23 male.   

Of these 65 that were screened, 52 were considered at the Missing, Sexually 

Exploited and Trafficked (MSET) group. This was an increase from 12 in 2014/15). 

This could be an indication of professionals risk assessment of children and Young 

People rather than an increase in a community problem. Their ages ranged from 11-

17.  The most common age was 15 (13 clients).  

It should be noted that of the 52 children, not all were considered for sexual 

exploitation reasons, as the sub group name implies, cases are considered for 

children missing from home. 

Just over half, 52% (27/52 children) had been reported missing. Between these 

children there were 107 missing episodes.  Four of the children had been missing 10 

times or more. 

   

Most children had multiple vulnerability factors.  The most common factors (other 

than missing episodes) were Substance Abuse, Sexualised Behaviours/being 

sexually active under the age of consent and family relationship issues. A large 

number of agencies were involved (149 from 8 agencies). The average being 3 

agencies per child. 

 

83% (43/52 children – 26 female / 16 male) had known substance abuse issues 

(excluding tobacco).  Most children were misusing multiple substances (typically 2 or 

3 substances). 69% (32) of the 52 children are believed to be sexually active. Of 

those 62% (23) are female and 28% (9 male) 



Page 12 of 45 
 

 

 

There have been 553 incidents between 1st April and 31st March 2016 (512 missing 

and 41 absent). All children returned or returning home are required to have a return 

home interview. 57% of return home proformas required have been received.  

Missing Children 

 

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

No of Incidents 62 63 57 47 43 43 67 49 28 27 6 20 

No of Y.P 38 33 29 29 19 26 36 37 20 22 5 9 

No of LAC 7 9 9 8 9 10 9 13 6 5 0 1 

No of CP 2 2 2 2 0 0 2 2 0 2 1 2 

No of CIN 5 1 3 2 2 3 3 1 0 1 0 1 

Other 24 21 14 17 8 13 22 33 23 19 5 16 

 

South Tyneside in partnership with Rochdale, Oldham, Calderdale and Oxfordshire 

council and the GW theatre company are part of a project that has developed a 

drama production to raise awareness of CSE within the 10-12yr age group. 
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The drama is called Mister Shapeshifter, a contemporary fairy tale about the ways 

some adults abuse the trust children put in them and how children can protect 

themselves.  

Small delegation of professionals is planning to attend the pilot showing in April, 

before the role out within South Tyneside children. 

 

8. Joint Targeted Area Inspection for Children 

8.1 Ofsted, the Care Quality Commission (CQC), Her Majesty’s Inspectorate of 

Constabulary (HMIC) and Her Majesty’s Inspectorate of Probation (HMI Probation) 

conducted a joint targeted area inspection (JTAI) in February 2016.  It included a 

deep dive investigation on the response to child sexual exploitation and children 

missing from home, care or education.  

8.2 This inspection was the first of its national ‘themed’ inspections, will take place 

up to August 2016, when it is understood a different topic for thematic approach will 

be undertaken. 

8.3 The inspection was a 5 day visit which included case tracking and interviews with 

professionals involved with the individual case. CQC led on the ‘health’ component 

of the inspection and contributed to the overall narrative of the findings produced in a 

letter format. 

8.4 The inspection identified a number of strengths across the partnership in relation 

to raising awareness in the community about the risks of child sexual exploitation. 

8.5 However it also identified areas for improvement which the partnership was 

unaware of, such as the lack of robust management oversight of the quality of 

safeguarding practice in South Tyneside Foundation Trust. 

8.6 It also evidenced in the absence of an effective frontline operational governance 

of risk assessment practice in the Emergency Department (ED) and sexual health 

services, the South Tyneside Foundation Trust, Local Authority Commissioning, 

Clinical Commissioning Group and the partnership could not be assured that young 

people accessing these services have all risks identified effectively. 

8.7 Initial feedback was given to the Foundation Trust operational staff, with more in 

depth feedback being arranged for staff following receipt of the OFSTED formal 

response letter. The letter will indicate strengths and areas for improvement across 

the partnership but it will not give a ‘grading’. 

8.8 A multi-agency leadership group has commenced work on developing an action 

plan based on the Inspectorates feedback. 

8.9 The multi-agency response plan has to be submitted to OFSTED by the 12th 

July 2016. 

 



Page 14 of 45 
 

9. Child Death Reviews 

9.1 The SCB is responsible for ensuring that a review of each child death of a child 

normally resident in the area is undertaken by the Child death overview panel 

(CDOP). The CDOP footprint is across Gateshead, Sunderland and South Tyneside. 

Within South Tyneside a local panel reviews all the information from partners, and 

makes a determination as to whether there were modifiable factors.  

9.2 A rapid response meeting is called within 5 working days on all unexpected 

deaths of children other than neonates.  

9.3 During 2015/2016 there were 7 child deaths reviewed in South Tyneside.  

9.4 There were 4 neonatal deaths and 3 deaths due to known life limiting conditions 

(LLC). The age range for the children experiencing LLC was between 10-17yrs. One 

case remains open due to a police led investigation. 

9.5 There were no rapid response meetings undertaken in the year. 

 

10. Serious Case Reviews 

10.1 The STCB is required to maintain a local learning and improvement framework 

which enables organisations to be clear about their responsibilities to learn from 

experience and improve services as a result. 

10.2 Some of these reviews are required under legislation - the Children Act 1989 

/2004. Regulation 5 of the Local safeguarding Children Boards regulations 2006 sets 

out the functions. This includes the requirement to undertake reviews of serious 

cases, where lessons can be learned from cases where; 

A) Abuse or neglect of a child is known or suspected; and 

B) Either the child has died or has been seriously harmed or there is cause for 

concern as to the way in which partners worked together to safeguard. 

10.3 During 2015/16 there were 2 SCRs published. One case related to a baby who 

had sustained bruising whilst in the care of parents and the other related to a young 

person who was severely neglected whilst in the care of his mother. 

10.4 Lessons learned roadshows have been undertaken with agencies, which 

involved the Designated Doctor in delivering key messages about bruising in 

immobile babies. A new multi -agency bruising in immobile baby pathway was also 

developed. 

 

11. The Wood Report 

11.1 This review concerned the role and functions of Local Safeguarding Children 

Boards (LSCBs), the child death review process and the commissioning of serious 
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case reviews (SCRs) was requested by the Secretary of State for Education and the 

Minister of State for Children and Families.  

11.2 The report written by Alan Wood CBE, sets out a new framework for improving 

the delivery of multi-agency arrangements to safeguard children. 

11.3 The Government’s response to this review endorses the 34 recommendations 

to strengthen multiagency working and improve practice at local and national levels. 

The proposals include the development of a better coordinated, more consistent 

framework for protecting children led by three key partner agencies - Local 

Authorities, the Police and Health. It should be noted that the report would appear to 

suggest there could be one spokesperson for the health economy. 

11.4 The report proposes a new statutory framework which fundamentally reforms 

safeguarding children arrangements, transfers responsibility for the child death 

review process from the Department for Education to the Department for Health and 

proposes centralisation of the commissioning of some SCRs via an Independent 

National Panel and others at a local level. 

 

12. Looked After Children 

Introduction 

12.1 In response to statutory guidance Promoting the Health and Wellbeing of 

Looked After Children 20151  this report will provide an update on the delivery of 

services and the progress made in meeting the health needs of LAC in South 

Tyneside for 2015/2016; this section will summarise performance and risk and will 

highlight the key priorities for the coming year. 

12.2 CCGs are the main commissioners of health services and should have 

appropriate arrangements in place to meet the physical and mental health needs of 

looked-after children (LAC)2  STCCG has arrangements in place for securing the 

expertise of designated professionals for LAC. The Designated Doctor and Nurse 

LAC provide the equivalent of one day per week to STCCG. 

12.3 STCCG is responsible for commissioning services which meet the following 

requirements: 

 health professionals contributing to the care planning cycle for LAC should 
have the appropriate skills and competences and receive continuing 
professional development 

 providers have  arrangements in place for relevant training and clinical 
supervision of professionals contributing to the healthcare of LAC, including 
those who are employed by the local authority 

                                                           
1
 Promoting the health and wellbeing of LAC 2015 

 
2
 LAC Intercollegiate Guidance 2015 

 

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/413368/Promoting_the_health_and_well-being_of_looked-after_children.pdf
http://www.rcpch.ac.uk/system/files/protected/page/Looked%20After%20Children%202015_0.pdf
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 clinical governance and audit arrangements are in place to assure the quality 
of health services for LAC 
 

12.4 The Designated Doctor for LAC provides leadership on all aspects of LAC 

provision to Paediatric colleagues and to the Local Authority and the Safeguarding 

Children Board.  The Designated Doctor also provides a key quality assurance role 

in monitoring timescales and quality of assessments. 

12.5 The Designated Nurse for LAC is the identified strategic lead for LAC as set out 

in the Intercollegiate Guidance 2015 (add hyperlink). The Designated LAC Nurse 

undertakes the strategic monitoring of the LAC service; this includes ensuring the 

national performance indicators for LAC are reached, working closely with LA and 

Education Partners and attending the Multi Agency Looked After Partnership 

(MALAP). 

12.6 It is the responsibility of the Provider Organisations to ensure that professionals 

within the LAC health team co-ordinate and deliver services regarding LAC; promote 

good professional practice; provide advice and expertise to fellow professionals  

within their organisation and also to the Local Authority and foster carers; act as a 

principal health contact for children’s social care; have up-to-date specialist 

knowledge in respect of LAC; provide LAC training within the organisation and to  

Social Workers and foster carers; have audit arrangements in place and clinical 

supervision of professionals contributing to the health care of LAC. 

12.7 In accordance with statutory guidance the providers will produce their own 

annual report in respect of LAC. 

12.8 Most children become looked after as a result of abuse and neglect.  Although 

they have many of the same issues as their peers, the extent of these is often 

greater because of their past experience. For example, almost half of children in care 

have a diagnosable mental health disorder and two-thirds have special educational 

needs. Delays in identifying and meeting their emotional well-being and mental 

health needs can have far reaching effects on all aspects of their lives, including their 

chances of reaching their potential and leading happy and healthy lives as adults. (1) 

 

12.9 National Context 

At 31st March 2015 there were 69,540 Looked after Children (LAC)  in England.  

This was an increase of 1% compared to 31st March 2014. The number of LAC has 

increased steadily over the past seven years and is now higher than at any point 

since 1985.  

There were 5,330 LAC adopted nationally during the year ending 31st March 2015. 

Whilst numbers continue to increase, the rate of increase in 2015 is lower than in 

previous years: there was an increase of 5% between 2014 and 2015, compared 

with an increase of 26% between 2013 and 2014. 
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12.10 Local Context 

At March 2015 South Tyneside’s rate of Looked after Children decreased to 300. 

This equates to 102 per 10,000 population and a decrease of 1.6% compared to 31st 

March 2014. Whilst the rate has reduced, it remains significantly higher than the rate 

amongst the council’s nearest statistical neighbours. During the year ending 31st 

March 2015 30 children were adopted: a decrease of 16.6%, compared with a static 

figure between 2013 – 2014. 

The rate of looked after children per 10,000 children in South Tyneside at the end of 

March 2016 was 100.2 (295 children) which is lower than the position at year end 

2014/15 as highlighted above. The age profile can be seen below 

 

The age profile of LAC end March 2016 

 Under 1 
year 

1 – 4 years 5- 9 years 10 – 15 
years 

16+ years 

Percentage 
and 
number of 
children  

 
8%      24 

 
13%      37 

 
20%    60 

 
42%     124 

 
17%     50 

 

12.11 Multi-agency Accountability and Governance 

Accountability for the services provided from both the Local Authority and the CCG is 

directed through the Multi-agency Looked After Partnership (MALAP).  MALAP 

provides multi-agency strategic direction to improve the outcomes for LAC. Both the 

Designated Nurse and Designated Doctor are members of MALAP. 

The Designated Professional for LAC are members of the Corporate Parenting 

Group .  The Corporate Parenting Group ensures that South Tyneside Council fulfils 

its corporate parenting responsibilities and monitors performance in terms of 

improving outcomes for LAC and care leavers. 

 

12.12 Health Assessment compliance data 

Local authorities are responsible for making sure a medical health assessment of 

physical, emotional and mental health needs is carried out for every child they look 

after.  Initial health assessments (IHAs) must happen within 20 days of the child 

starting to be looked after and are undertaken by the Named Doctor within ST 

NHSFT 

The review health assessment must happen at least every six months before a 

child’s fifth birthday and at least once every 12 months after the child’s fifth birthday. 
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For children under the age of four years RHAs are undertaken by Health Visitors and 

those over the age of four years by School Nurses.  The LAC Specialist Nurse 

completes RHAs of children and young people living in residential homes.  RHA 

activity is coordinated by the LAC Specialist Nurse. 

Looked After Children in timescales 
 

Q1 Q2 Q3 Q4 

Initial Health Assessments 
 

75% 20% 50% 56% 

Review Health assessments 
 

96% 90% 97% 99% 

 

Based on provisional year end health data of those children who will have been in 

care for 12 months at the end of March 2016: 

 99.5% had a health assessment completed 

 99% had dental checks completed 

 86.65% were up-to-date with immunisations  

At that the end of the Fourth Quarter (end of March 2016) there were 295 looked 

after children in South Tyneside, this is lower than the reported figure at year end 

2014/15 (300).   

The rate of looked after children per 10,000 children in South Tyneside at the end of 

March was 100.2 (295 children) which is lower than the position at year end 2014/15 

(102 per 10,000 / 300 children) but it remains significantly higher than the rate 

among the council’s nearest statistical neighbours at the end of March 2015 (94) in 

the North East (82 per 10,000) and England (60 per 10,000).  Regional 

benchmarking based on 2014/15 year end shows that South Tyneside had the 3rd 

highest rate of looked after children in the North East after Sunderland (105) and 

Middlesbrough (113). 
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Reason for becoming Looked after Children % 

Abuse/Neglect 70 52% 

Family Dysfunction 33 25% 

Family in Stress 21 16% 

Disability 4 3% 

Absent Parenting 3 2% 

Unacceptable Behaviour 2 1% 

Parental Illness 1 1% 

Total 134 100% 

 

The age range of children becoming looked after is shown over.  The most common 

age groups were children aged 10-15 (33% / 44 children) and children aged under 1 

(28% / 37 children).  The level of children aged under 1 becoming looked after is 

particularly high when compared to the proportion in 2014/15 (19%) and when 

compared with the councils statistical neighbours (21%). 63% of children becoming 

looked after in 2015/16 were male, an increase on 2014/15 when 54% were male 

and 46% female.   
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In the 4th Quarter itself (January to March) there were a very high proportion of 

under 1’s that became looked after (45% / 15 children) as compared with 28% for 

2015/16 as a whole.   

 

NHS England has undertaken a regional LAC benchmarking exercise based on 

statutory guidance Promoting the Health and wellbeing of LAC 2015, Working 

Together 20153 and the non-statutory guidance the Intercollegiate Framework 2015. 

The benchmarking exercise (appendix 1) identified the need to clarify and 

standardise the CCG commissioning function with the ultimate aim of improving 

outcomes for LAC. The designated professionals will be responsible for taking 

forward the action plan.  Reporting of progress against the action plan will be to the 

Designated and Named Professionals Assurance Group and the QPSC. 

 

13. Safeguarding Adults 

13.1 The Care Act 2014, implemented in April 2015, and the Care and Support 

Statutory Guidance 2014 (amended in March 2016) sets out the statutory 

responsibilities for all agencies to prevent and respond to concerns of abuse & 

neglect of adults.  

The Act requires that each local authority must: 

 Make enquiries (under Sec 42), or cause others to do so, if it believes an adult 

is experiencing, or is at risk of, abuse or neglect. 

 Establish a Safeguarding Adults Board (SAB) with core membership from the 

NHS (specifically the CCG) and the police  

 Arrange, where appropriate, for an independent advocate to represent and 

support an adult who is the subject of a safeguarding enquiry or Safeguarding 

Adult Review (SAR) where the adult has ‘substantial difficulty’ in being 

                                                           
3
 Working Together 2015 

 

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/419595/Working_Together_to_Safeguard_Children.pdf
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involved in the process and where there is no other suitable person to 

represent and support them  

 Co-operate with each of its relevant partners in order to protect the adult. In 

their turn each relevant partner must also co-operate with the local authority. 

13.2 The Care Act 2014 sets out five aims of co-operation between partners which 

are relevant to care and support, although it should be noted that the purposes of co-

operation are not limited to these matters. The five aims include:  

 Promoting the wellbeing of adults needing care and support and of carers; 

 Improving the quality of care and support for adults and support for carers, 

ensuring this is person- led and outcome-focused;  

 Smoothing the transition from children’s to adults’ services;  

 Protecting adults with care and support needs who are currently experiencing 

or at risk of abuse or neglect and  

 Identifying lessons to be learned from cases where adults with needs for care 

and support have experienced serious abuse or neglect.  

13.3 SABs should assure themselves that the Board has the involvement of all 

partners necessary to effectively carry out its duties. Additionally, there may also be 

effective links that can be made with related partnerships to maximise impact and 

minimise duplication and which would reflect the reality and interconnectivities of 

local partnerships. There are strong synergies between the work of many of these 

bodies, particularly when looking at a broader family agenda as well as opportunities 

for efficiencies in taking forward work. 
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13.4 Prior to the implementation of the Care Act, South Tyneside had made some 

headway to safeguard adults, having an already established SAB, agreed multi 

agency procedural framework, and the establishment of agency specific 

safeguarding adult roles, including the CCG. However, it is recognised that a 

significant amount of work was still required to ensure compliance with this new 

legislation. 

13.5 The key priority in 2015 -2016 was to revise the multiagency procedural 

framework, to ensure it was Care Act compliant. As this was a complex and resource 

intense piece of work, the SAB commissioned an independent author to take this 

forward. Unfortunately, the finished document was deemed not fit for purpose, 

despite significant input from partners to make amendments, and the SAB 

subsequently took the decision to amend the recently published Pan London Multi 

Agency Policies and Procedures to fit local need, with a view to publication in July 

2016.  

 
13.6 Safeguarding Adults Activity 

Following changes made by the Care Act, the Safeguarding Adults Return was 

replaced by the Safeguarding Adults Collection (SAC).  The SAC records details 

about safeguarding activity for adults and includes demographic information about 

the adults at risk, as well as details of the incidents that have been alleged. 

Some of the information collected remains the same, but there are also some 

changes: 

 Counts of ‘concluded section 42 safeguarding enquiries’ have replaced 
collecting information about ‘concluded safeguarding referrals’.  An individual 
will only qualify for a section 42 safeguarding enquiry when all of the following 
criteria are met: 

a) has needs for care and support (whether or not the authority is meeting any of 

those needs) 

b) is experiencing, or is at risk of, abuse or neglect 

c) as a result of those needs is unable to protect himself or herself against the 

abuse or neglect or the risk of it. 

 

 Four new risk categories have been added to the collection: 

 Domestic Abuse 

 Modern Slavery 

 Self-Neglect 

 Sexual Exploitation (although this is a new category for the 
collection, cases were previously recorded under sexual abuse 
which remains as a separate category). 

 The Conclusion Table (substantiated, not substantiated etc.) is no longer 
collected.  The Care Act encourages a more person centred than process 
driven approach and focuses on the desired outcomes for individuals and 
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whether these were achieved.  This information is voluntary for the 2015/16 
collection, it is expected to report on this in future performance reports. 

 Information is collected on the Primary Support Reason (PSR) of social care 
services that an alleged victim receives at the time of the safeguarding 
enquiry.  Not every alleged victim receives a service, so may not have a PSR 
recorded.  Others may receive more than one service, so could have more 
than one PSR recorded depending on their needs. 

 

Safeguarding Concerns 

Safeguarding Alerts are now referred to as Safeguarding Concerns.  There has been 

no change to the definition of an alert / concern, which allows us to compare 

safeguarding concerns against safeguarding alerts raised in previous years. 

1,051 safeguarding concerns were recorded during the year, which is a 58.5% 

increase from the previous year when 663 safeguarding concerns were recorded. 

There has been a 290% increase in the number of individuals involved in 
safeguarding concerns (835) from the previous year (214). 

 

Source of Contact 

The majority of concerns were raised by Secondary Health Staff (19.6%). 

This differs from 2014/15, where the majority of concerns were raised by family 
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members (16.6%).  

 

Section 42 Safeguarding Enquiries 

From the 1,051 safeguarding concerns recorded during the year, 666 of these were 

assessed as meeting the section 42 safeguarding enquiry criteria (589 people).  The 

information contained in this section of the report focuses on these enquiries and 

individuals. 

As the criteria for carrying out a section 42 safeguarding enquiry is different to how 

safeguarding investigations were previously determined, it would not be suitable to 

compare data between enquiries and investigations.  However, it will be possible to 

use the 2015/16 data in future performance reports for comparison purposes. 

 

 

Demographics 

The majority of individuals involved in section 42 enquiries were aged between 18 
and 64.  Almost half (46%) of individuals involved in section 42 enquiries were aged 
75 and over. 
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From the 589 individuals involved in section 42 enquiries 366 were female (62%) 
and 223 were male (38%).  The largest split between genders occurs in the older 
age groups (85+).  This is likely to be because females live longer than males in 
South Tyneside. 
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Most section 42 enquiries involved white individuals (549).  This may be because the 

majority of South Tyneside’s population is White British, with 4.9% of the population 

from Black, Asian or Minority Ethnic (BAME) groups.  If we applied this ratio to the 

section 42 enquiries, 29 people would be proportionally representative of the 

borough.  Last year 10 individuals were recorded from BAME groups, while 30 

individuals were undeclared or not known. 

Not all alleged victims were receiving adult social care support at the time of the 

alleged incident.  From those receiving support, 306 individuals had at least one 

Primary Support Reason (PSR) recorded.  12 individuals had 2 PSRs recorded and 

1 individual had 3 PSRs recorded.  From those people receiving adult social care 

support, the majority of alleged victims have Physical Support recorded as their 

PSR. 

 

From the 41 individuals who were receiving learning disability support at the time of 

the safeguarding enquiry, 2 people had autism recorded (excluding Asperger’s 

Syndrome / High Functioning Autism).  Joint working has commenced between the 

Safeguarding Unit and the Local Authority Children and Adult Disabilities team to 

raise awareness of the use of safeguarding as a preventative measure to promote 

the wellbeing of individuals with a Learning Disability. 
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Case Details 

From the 666 section 42 enquiries which were carried out during the year, 499 of 

these were recorded as being concluded at the time of submission.  The following 

section focuses on the enquiries that have been concluded.   

Source of risk / type of abuse 

The majority of alleged perpetrators were known to the alleged victim.  This is 

consistent across all types of abuse apart from neglect and acts of omission, which 

were predominantly recorded under social care support.   

More than one abuse type can be allocated per section 42 enquiry.  For example, in 

domestic abuse cases involving physical violence, both domestic abuse and physical 

abuse would be recorded in these cases. 
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Location of Risk 

The location of risk refers to the location where the alleged abuse takes place rather 

than where it is reported from.  Multiple locations of risk can refer to the same 

enquiry if the alleged abuse took place in more than one setting. 

Most locations of risk were recorded as being within the alleged victim’s own home 

(320 locations). 

Locations recorded as ‘other’ can include businesses, offices, public places and 

other people’s homes. 

The source of risk would be classed as known to individual if the adult at risk knows 

their name and unknown to the individual if the adult at risk does not know their 

name. 

Where the source of risk has not been identified, for example if no-one knows who 

stole a purse, this would be categorised as unknown to individual. 
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Just over two thirds of concluded enquiries resulted in action being taken which 

either reduced the risk or removed it completely (388).  Around a quarter of 

concluded enquiries resulted in action being taken and the risk remained (122). 

The outcome of an enquiry should reflect the adult at risk’s wishes wherever 

possible, which means that there will be circumstances where action has been taken 

but risk remains.  These instances can occur where the adult at risk has declined 

available support.   An example of this could be in Domestic Abuse cases, where it is 

identified that the partner could still present a risk, but the victim does not want to 

remove them from the household. 

There have been no completed enquiries resulting in no action being taken. 
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Mental Capacity Details 

43 completed enquiries involved adults who were recorded as lacking the mental 

capacity to make decisions related to the enquiry. 

From the 43 completed enquiries recorded, 37 people were supported by an 

advocate, family member or friend.  An advocate is required when an adult at risk 

has ‘substantial difficulty’ understanding the safeguarding process.   

 

 
14. Safeguarding Adults Reviews (SARs) 

SABs must arrange a SAR: 
 

 An adult at risk dies (including death by suicide) and abuse or neglect is 
known or suspected to be a factor in their death; or  
 

 An adult has sustained a potentially life threatening injury through abuse, 
neglect, serious sexual abuse or sustained serious and permanent 
impairment of health or development through abuse or neglect; and one of the 
following:  
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 Where procedures may have failed and the case gives rise to serious 
concerns about the way in which local professionals and/or services worked 
together to safeguard adults at risk;  
 

 Serious or apparently systematic abuse that takes place in an institution or 
when multiple abusers are involved. Such reviews are likely to be more 
complex, on a larger scale and may require more time;  
 

 Where circumstances give rise to serious public concern or adverse media 
interest in relation to an adult/adults at risk.  

 
In 2015-2016 two Safeguarding Adult Reviews were finalised, both to be published in 

June 2016.  Self -Neglect features predominantly in the SARs undertaken to date 

and this is recognised as a challenging area of work for all involved, both nationally 

and locally.  

SAR B – related to a lady who died from septicaemia, secondary to cellulitis, with 

issues regarding neglect / self-neglect. The CCG Designated Nurse for Safeguarding 

Adults completed the Individual Management Review (IMR) in 2014 on behalf of the 

GP Practice involved. 

Recommendations from the review have resulted in the development of a 

multiagency action plan and work is ongoing to ensure actions are completed. A 

Coroner’s inquest is planned for July 2016. 

SAR C – related to a gentleman who died where there were significant issues 

relating to  self-neglect. The Named GP for Safeguarding Adults completed the IMR 

on behalf of the GP Practice involved. 

Recommendations from the review have resulted in the development of a 

multiagency action plan and work is ongoing to ensure actions are completed. 

 

15.  Domestic Abuse 

15.1 As previously reported, The Police and Crime Commissioner (PCC) for 

Northumbria Vera Baird has made addressing domestic abuse a strategic priority 

and because of this the CSP was able, with the help of the CCG, to successfully bid 

for money to employ on a 12 month contract a link  worker to support GP practices 

from January 2014. Her role has been instrumental in assisting GPs in identifying 

and responding to domestic abuse. The Head of safeguarding and Designated 

Nurse Safeguarding Adults were members of a steering group which met regularly to 

monitor progress and address any issues of non-compliance with the programme 

offered.  
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15.2 The Project Link Worker offered bespoke GP training, and support in order to 

up skill Practice staff along with the GPs in identifying and responding to domestic 

abuse issues. This has been evidenced by: 

 540 % increase of GP referrals- from 5 in 2014 to 33 in 2015. 

 35 Patients referred were not known to the DA service before. 

The work undertaken within GP practices has improved the identification of and 

response to domestic abuse and it is anticipated that their knowledge and skills will 

be further enhanced by individual learning The project post terminated in January 

2016 as recurrent funding was not available. 

 
15.3 Domestic Homicide Reviews (DHRs)  
 
The Domestic Homicide review process is issued as statutory guidance under 

section 9(3) of the Domestic Violence, Crime and Victims Act (2004). The act states: 

‘Domestic homicide review means a review of the circumstances in which the death 

of a person aged 16 or over has, or appears to have, resulted from violence, abuse 

or neglect by’—  

 a person to whom he was related or with whom he was or had been in an 
intimate personal relationship, or 

 is a member of the same household as himself, held with a view to 
identifying the lessons to be learnt from the death. 

 
DHR1 related to the death of a young woman whose partner pleaded guilty to 

manslaughter by reason of diminished responsibility and was sentenced to life 

imprisonment with a minimum term of 20 years. In 2015 the report was finalised, 

quality assured by the Home Office. The action plan relating to GP Practice has 

subsequently been completed in conjunction with NHS Cumbria and North East . 

The Community Safety Partnership Board will be undertaking an audit of evidence in 

order to verify objective evidence of actions completed and assess how successfully 

they have been implemented. 

DHR 2 considered the death of another a young woman whose male partner has 

subsequently been convicted of manslaughter by reason of diminished responsibility 

and has been detained indefinitely in a secure hospital.  

An Independent author has been commissioned to complete the Overview Report 

which will be ratified at the Community Safety Partnership Board prior to submission 

to the Home Office. 

The Head of Safeguarding is the Chair of the Panel, with CCG representation being 

undertaken by the Designated Nurse Safeguarding Adults. Due to capacity issues 

within the safeguarding team, the Named GP for Newcastle / Gateshead was 

commissioned to complete the GP IMR.  
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Newcastle DHR 
South Tyneside CCG has contributed to this review, due to South Tyneside GP 

involvement, with an IMR being undertaken by the CCG Designated Nurse 

Safeguarding Adults. The Overview report is in the process of being finalised. It has 

been agreed the Newcastle and South Tyneside GP recommendations are to be 

combined and actioned in both areas.  

 

16. Safeguarding in Care Home Establishments and Domiciliary Care 
 
16.1 The CCG Head of Quality & Patient Safety and the Designated Nurse 

Safeguarding Adults are active members of the Quality of Care Information Sharing 

meetings held on a monthly basis with the Local Authority and CQC. The terms of 

reference were reviewed to ensure a more robust process to act as an early warning 

system to triangulate all intelligence (soft and hard) received from CQC, LA and the 

CCG, to identify opportunities for early intervention to prevent risk of harm to service 

users of residential / nursing establishments and domiciliary care in South Tyneside.  

16.2 A significant aspect of the CCG Safeguarding workload relates to intense input 

and support regarding the quality of care in provider establishments. An escalation 

flow chart has been developed between the LA and CCG which is initiated when 

there are significant concerns regarding a Provider establishment, which allows 

commissioning / safeguarding issues to be considered at a senior level and 

appropriate action taken, to ensure safe and effective services are commissioned.  

 
17. PREVENT (CONTEST - counter terrorism strategy) 

 
17.1 In 2011 the Government published the third version of the United Kingdom’s 

Counter-terrorism strategy, CONTEST.  The strategy set out the threat the 

population face and the priorities for dealing with it through to 2015, as part of this 

strategy Health is involved in the fourth aspect of Prevent, which looks at identifying 

and supporting individuals who may be vulnerable and at risk of radicalisation before 

they become radicalised. As this process is primarily looking at individuals who are 

at risk then it links to the safeguarding agenda highlighted in the Safeguarding 

Vulnerable People in the NHS – Accountability and Assurance Framework (NHS 

England June 2015) 

17.2 The CCG Head of Safeguarding is a member of the local CONTEST Strategic 
Board. 
Each NHS organisation is required to have a Prevent lead and have a responsibility 
to ensure all staff receives awareness training. 
 
17.3 Health WRAP (3) training sessions have been delivered by the Head of 
Safeguarding at the GP Education Forum in October 2015, and further sessions 
have also been delivered to the CCG staff. 
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17.4 In December 2015 NHSE instructed CCGs in low risk areas to collate all 
Prevent activity from NHS Providers. This information had previously been submitted 
to NHSE Regional Prevent Leads. 
 

18. Mental Capacity Act (MCA) & Deprivation of Liberty Safeguards (DoLS) 
 

18.1 The Mental Capacity Act has had significant focus over the past year. 
Supported by the successful bid to NHSE funding, the MCA project group that was 
set up in 2014 has continued to deliver its objectives to improve understanding of the 
Acts across the health community, support the embedding of the Acts into practice 
and provide assurance that the CCGs were meeting their responsibilities in 
commissioning compliant care as is their duty under the Health and Social Care Act 
2012. 
 
18.2 By working collaboratively with providers and Local Authority MCA leads in 
developing a project plan, the project group has delivered on the identified key aims 
in training, skills development, policy and process. 
 
18.3 Previous years’ work saw the Project Group successfully hold a full day 
conference, provide pocket guides and commission and commence the delivery of 
champions and GP training.  Over 1300 staff across the Sunderland and South 
Tyneside health community have received training appropriate to their role and 
without exception training has evaluated well and of high quality.   
 
18.4 This last year, to support providers in embedding that knowledge into practice 
the creation of a Practice Development Project Lead role was agreed and appointed 
to , to provide expert support into clinical practice and provide direction to facilitate 
organisational improvements.  Post training follow up evaluations give examples of 
change in clinical practice and improvements in staff confidence working within the 
Acts. 
 
18.5 A key challenge has been to support MCA documentation within GP records. 
An MCA template has therefore been developed for the GP EMIS system to provide 
a framework for improved record keeping. This is available nationally and received 
good practice recognition from the DoH.  
 
18.6 A data summary of the MCA template usage for patients with Dementia and 
Learning Disability has been set up to evidence improvements in recording via each 
GP practice. This also enables identification of practices that may need more support 
in use of the template.  
 
18.7South Tyneside Foundation Trust commenced a task and finish group to 
progress MCA and DoLS work. This work was driven by an Assurance Matron, the 
Adult Safeguarding Advisor and supported by a Clinical Lead. The group remit was 
to progress their organisations action plan regarding policy, training, practice and 
audit.  
Patient record has been reviewed and enhanced with the addition of MCA prompts 
and more specific recording tools to evidence assessment of capacity and best 
interests decisions. Going forward this will support audit on record keeping. The 
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Trust has also welcomed internal audit that highlighted some weakness in a number 
of areas. This has helped to inform their action plan of improvement going forward to 
meet requirements set out within the standard contract and to set a more robust 
governance for MCA and DoLS work. 
 
18.8 Northumberland Tyne and Wear Foundation Trust have built on the current 
MCA and DOLS recording via their RIO system and are gaining greater oversight of 
audit and quality of information inputted. They are taking forward a champions 
structure for MCA across trust. 
 
18.9 The area of Judicial Deprivation of Liberty has been identified within CCG risk 
registers as both a patient care and financial risk. Partnership working with the local 
authority on Court of Protection applications for CCG funded care cases is 
progressing with the priority on authorisation for people with a Learning Disability 
and the transforming care agenda. This work is being progressed within joint 
commissioning and the health and well-being board. 
 
18.10 CCG internal governance of MCA has been reviewed which  has been 
accompanied by an improved assurance framework  within contracting and quality 
reporting. A provider assurance template has been developed in line with NHSE 
commissioning complicate guidance and placed within the local quality requirements. 
The high profile of the CCG MCA work has been maintained by engagement in 
National forums and NHSE. An evaluation of the project will be completed at the end 
of the secondment for the CCG and NHSE. 
 

19. Primary Care 
 

19.1 The CCG safeguarding professionals continue to support and advise GP 
Practices on day to day safeguarding issues. They also continue to facilitate 6 
weekly forums with GP Safeguarding Leads to share developments, learning and 
good practice relating to both adults and children. The forum is well attended with 
proactive participation, and ultimately is helping to raise the profile of safeguarding 
within GP Practices. 
 
19.2 All GP Practices as health providers are registered with CQC and are subject to 
a CQC inspection regime and in 2015 /16 several GP practices in South Tyneside 
underwent this inspection. 
 
19.3 The Named GP safeguarding Children has commenced work on revising GP 
child protection reports for conferences and a full review of EMIS coding relating to 
safeguarding. 
 
19.4 The Named GP Safeguarding Adults has drafted a GP Practice Toolkit / 
Guidance for safeguarding adults, which is awaiting publication of the South 
Tyneside Safeguarding Board Multi Agency Policies and Procedures to ensure 
alignment of guidance. 
Local SARs and DHRs have identified recommendations for GP practice, and the 
action plans relating to these recommendations have been progressed by the CCG 
safeguarding professionals and Named GP in conjunction with NHSE Cumbria and 
North East. 
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19.5 The CCG safeguarding professionals continue to facilitate 2 safeguarding 
sessions per annum at the GP Education Forum, which in 2015/16 included learning 
lessons from local SCRs / SARs / DHRs, Child sexual exploitation, Coroner’s role 
and link to Deprivation of Liberty Safeguards, and Prevent Health training (WRAP). 
 

20. Conclusion 
 
The STCCG safeguarding team have continually strived despite staffing pressures 
within the team to ensure the statutory safeguarding responsibilities for the 
organisation have been achieved I n 2015 /16. 
 

Key Achievements for 2015/16 

 Resilience was maintained with in the safeguarding team despite 

organisational and economic challenges- highlighted on the CCG risk register. 

A paper was subsequently developed relating to these issues for the 

consideration of the CCG Executive Board  

 

 MCA work with the CCG and NHS Providers, including GPs continued under 

the direction of the project lead (seconded post) 

 

 Ensured NHS providers compliance with their safeguarding responsibilities 

 

 Worked with NHS providers to prepare for CQC / OFSTED inspections 

 

 Continued to support the work of the STCB, particularly with regard to Child 

Sexual Exploitation, Female Genital Mutilation, Honour Based Violence and 

Domestic Servitude and Radicalisation 

 

 Continued to support the STSAB in ensuring stakeholders understand and 

comply with their duties with regard to the Care Act 2014 and the MCA (2005) 

 

 Reviewed the CCG safeguarding adults’ role to ensure it encompasses the 

role of Designated Nurse, a statutory requirement of organisations. 

 

 Evaluated and reconfigured the governance framework relating to NHS 

provider safeguarding activity. This has resulted in standing down of the Joint 

Strategic Safeguarding Group (JSSG), and strengthening of the Designated 

and Named Professionals forum which will now receive assurance from 

providers.  
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 Presented to the QPSC a safeguarding session on learning from local 

safeguarding reviews. 

 

 Delivered a detailed overview of the work of the CCG Safeguarding team to 

the CCG Governing Body. 

 

 Continued to develop strong working relationships with NECS to ensure the 

inclusion of safeguarding elements within contracts / service developments. 

 

Key Priorities for 2016/17 

 To consider the options available to address capacity issues within the CCG 

safeguarding team. 

 

 In conjunction with the CCG MCA lead ensure there is a joined up approach 

to MCA compliance. 

 

 To continue to work proactively with both the STSCB and STSAB. 

 

 To work with STSCB and NHS partners in the consideration of the Wood 

report recommendations and implications for the health economy. 

 

 To continue to work closely with CNE safeguarding leads on the key priorities 

for NHSE. 

 

 To continue to work closely with STNHSFT to ensure the LAC professional’s 

roles and responsibilities as defined by the intercollegiate document are 

implemented. 

 

 To further embed the requirements of the Care Act across the health 

economy. 

 
 
 

 

   
     
Carol Drummond    Jean Farrell 
Head of Safeguarding  Designated Nurse Safeguarding Adults 
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Appendix 1 

CCG Commissioning Compliance Tool for Looked after Children and Care Leaver Health Services. 
‘Right People, Right Place, Right Time, Right Outcomes.’  

South Tyneside CCG 

                                                           
4G (GREEN)=This is part of our commissioning practice and arrangements and is evidenced through contractual arrangements and service specification 
A (AMBER)= There is partial compliance with this standard.  
R (RED)= Non-compliance with this standard 

 

 STANDARD KLOE RAG
4
 EVIDENCE ACTIONS REQUIRED DEADLINE 

DATE 

Key 
Area 1 

COMMISSIONING ARRANGEMENTS 
 

     

1 a) CCGs should employ or have in place 
a contractual agreement to secure 
the expertise of Designated 
Professionals i.e. Designated Nurse 
looked after children & Designated 
Doctor looked after children. 
(Irrespective of number of LAC in the 
area)  

W Green Designated Nurse 1 day per 
week 
Contractual agreement with 
STFT NHS FT Designated 
Doctor role. 

  

 b) The Designated Nurse LAC should be  
1 WTE per 70,000 population of 
children as per Intercollegiate 
Standards (March 2015)  
 

W Amber Dual safeguarding and LAC role  
Designated LAC role under 
resourced – 0.2 WTE per week 

Ensure the Designated LAC 
Nurse post has sufficient 
capacity to meet the 
Intercollegiate Framework 
Standards (2015) 

March 2017 

 c) The Designated Doctor LAC should 
be 2 PA’s per 400 LAC (excluding IHA 
activity) as per Intercollegiate 
Document (March 2015) 

 

W Green The Designated Dr has 2 PAs 
per week. 
Current LAC population is 311 
Designated Doctor is not 
involved in IHA activity 

  

 d) The designated role should be 
strategic, having the authority and 

W Green The Designated Nurse and 
Doctor are employed by the 
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autonomy to act in order to embed 
clinical decision making to influence 
local thinking and practice and 
provide advice in complex cases.  

CCG, the roles are strategic with 
no operational responsibilities 

 e) The designated role should be 
separate from any responsibilities for 
individual looked after children.  
 

E,W Green The Designated Nurse does not 
have operational responsibility 
for LAC. 

  

The Designated Doctor does not 
have operational responsibilities 
for LAC 

 f) Designated health professionals 
should have job description and 
personal specifications in line with 
the intercollegiate framework 
document.  
 

W  
Amber 

Job descriptions require updating 
in line with the Intercollegiate 
Guidance 

Ensure that the Designated 
and Named roles are 
separate post and that the 
job descriptions meet the 
intercollegiate framework 
standards (2015) 
Ensure that the Designated 
Dr post is agreed by 
contract team within STCCG 

March 2017 

 g) The Designated and Named 
professional are distinct roles and as 
such should ideally be separate post 
holders to avoid potential conflict of 
interest. 
 

W Green Two distinct roles with separate 
post holders employed by 
different organisations.  
Designated Nurse employed by 
CCG. 
Named Nurse/Specialist Nurse 
LAC is employed by ST NHS FT. 
 
Named Dr LAC in post 

 
 
 
 
 
 
 
 
 

 

 h) A Designated Nurse and Doctor for 
looked after children are members of 
their regional NHS England 
Safeguarding Network. 

 

W Amber Designated Nurse LAC is not a 
member of this group; the  the 
Head of Safeguarding at STCCG 
attends and feeds back to 
Designated Nurse 

Ensure that both LAC 
Designated roles are 
members of the NHS 
England Safeguarding 
Network and have capacity 
to attend. 

March 2017 

Designated Doctor does not 
attend this group 

2 CCG’s must ensure they have a 
commissioner in post with responsibility for 

W,R Green The children’s commissioner  sits 
within Public Health in the LA 

  



Page 40 of 45 
 

looked after children.  
 

who links with the post 
responsible for LAC within NECS 

3 The CCG lead commissioner for looked after 
children meets on a quarterly (minimum) 
basis with designated professionals looked 
after children. 
 

W,R Amber These meetings do not take 
place 

First meeting arranged for 
16/08/16 

March 2017 

4 Designated professionals, as clinical experts 
& strategic leaders, advise the Board of 
Executives, CCG, NHS England, LA 
(Corporate Parenting Panel) and the LSCB, 
on all matters relating to looked after 
children including regulation and inspection.   
 

W,R Green 
 

Designated Nurse attends  
MALAP and Corporate Parenting 
Head of Safeguarding and 
Designated Dr are members of 
the LSCB. 
 

Corporate Parenting – 
designated doctor attends 
and designated nurse 
deputises. 
 
MALAP – designated nurse 
attends and designated 
doctor deputises. 
Designated doctor is a 
member of the LSCB 

 

Designated Dr LAC attends: 
MALAP 
Corporate Parenting 
MALAP Health Sub group 

5 Designated professionals looked after 
children advise CCG commissioners, 
providers and partners on the direction and 
performance monitoring of looked after 
children health services.  

W,R,E Green The Designated Nurse and 
Doctor provide assurances to the 
CCG and providers via Quality, 
Safety and Risk Committee, Joint 
Strategic Safeguarding Group, 
MALAP and Corporate Parenting 
on performance monitoring re 
LAC 

  

6 The Designated looked after children 
professionals play an integral role in all parts 
of the commissioning cycle, from 
procurement to quality assurance. 
 

W, R, E red The quality assurance of RHAs is 
firmly embedded in practice. 
There is monthly performance 
monitoring in respect of 
compliance with IHAs and RHAs. 
 
Designated professionals have 
not been involved in tendering 
contracts 

Designated professionals 
should be advising 
commissioners on the 
direction and quality of LAC 
health services. 
Commissioning cycle needs 
to be more robust with 
defined service specs in 
place 
Des Nurse/Dr to meet with 
contracting team re contract 
monitoring and service 
specs 

March 2017 
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7 CCG executive board level there is an 
executive lead for looked after children. 
(This also applies to the organisation who 
employs the Designated Nurse LAC when not 
in the CCG) 

W,R Green Director of Nursing, Quality and 
Patient Safety is the executive 
lead in the CCG. 

  

8 a) CCG executive leads meet quarterly 
(minimum) with the designated 
looked after children professionals.  

W,R Amber Head of Safeguarding meets 
monthly with Executive lead for 
Safeguarding; LAC is always an 
agenda item. 
 
LAC is an agenda item at the 
Named and Designated 
Safeguarding Assurance Group 

DN LAC to be assured that 
the arrangement is robust 

March 2017 

 b) The provider executive lead meets 
regularly with the Designated Nurse 
LAC 
 

 Amber The Designated Nurse does not 
meet with the provider executive 
leads however the Head of 
Safeguarding has regular 
meetings; LAC forms part of the 
agenda for discussion. 

DN LAC to be assured that 
the arrangement is robust 

March 2017 

9 Designated LAC professionals submit an 
annual paper that sets out the health needs 
of LAC within the local health economy to 
the Provider, CCG executive leads and to 
NHS England. 
 

W,R Green The LAC annual report for 
2016/17 has been written by the 
designated nurse LAC 
 

DN to be assured that the 
LAC annual report includes 
the health needs analysis of 
LAC and informs CCG 
executive leads. 

March 2017 

10 There is 1.0 WTE Named Nurse for looked 
after children in post per provider 
organisation(s), with a maximum caseload of 
50 LAC.  

E,R,W Green There is 1 WTE LAC Named 
Nurse per 295 children 

 March 2017 
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5G (GREEN)=This is part of our commissioning practice and arrangements and is evidenced through contractual arrangements and service specification 
A (AMBER)= There is partial compliance with this standard.  
R (RED)= Non-compliance with this standard 

 

11 The Named Nurse is responsible for  the 
delivery of the operational level of service; 

 Ensuring that high standards of care 
are achieved and maintained 

  Demonstrating effective 
performance management and 
leadership skills. 

C,E,W Green High standards of care are 
maintained. 
 
The Named Nurse/Specialist 
nurse LAC coordinates the 
delivery of the LAC service. 

  

Key 
Area 2 

COMMISSIONING PRACTICE. 
 

KLOE RAG
5
 EVIDENCE ACTIONS REQUIRED DEADLINE 

DATE 

1 There is an up to date looked after children 
health service specification to ensure that 
appropriate arrangements and resources are 
in place to assess the physical and mental 
health needs of looked after children. 
 

E,R Amber Service specification is out of 
date 

An up to date service 
specification is required. 

March 2017 

2 In accordance with NHS England guidance 
‘Who Pays? Determining responsibility for 
payments to providers’ CCGs and local 
authorities should have agreed mechanisms 
in place when making placement decisions 
and for resolving any funding disputes that 
may arise. 
 

R Amber 
 

The CCG has implemented ‘Who 
Pays’ tariff 
 
Notification to all trusts regarding 
payment. 
Designated Nurse to liaise with 
commissioning manager to 
determine who should attend 
high needs panel 

Invoicing mechanism needs 
to be tightened by DN to 
ensure robustness. 
 

March 2017 

3 On receipt of notification from the LA that a 
child has become looked after or moved 
placement, the CCG can give assurance that 
a robust mechanism in place to ensure that 
the child’s/ young person’s physical and 
mental health needs will be met including out 
of area placements. 
  

R,E Amber The LAC health team receive this 
information however there can 
be delays in receiving consents 
for IHAs.  Robust IHAs and 
RHAs are completed.  
Mechanisms are in place for 
children place out of area to have 
their health assessments 

Review mechanism and 
audit notification flow to 
resolve issues of delay in 
notification. 

March 2017 
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undertaken. 

4 The CCG can give assurance that a robust 
system is in place to manage and escalate 
persistent none notification of placement / 
changes/ cease to be looked after by a 
placing LA.  
 

S,R Green The Specialist LAC nurse is very 
proactive in following up 
individual cases. 
A formal flowchart was devised 
by the specialist Nurse for SWs 
in order to assist with the 
provision of consent forms 

  

5 CCGs can give assurance that there is an 
effective escalation process in place to 
resolve any issues in relation to obtaining 
consent in order to avoid delay in securing 
health assessment and interventions for 
looked after children. 
 

S,E,R Green The Specialist LAC nurse is very 
proactive in following up 
individual cases 
 

  

6 The Designated Nurse looked after children 
should quality assure  systems and 
processes in relation to health assessments 
ensuring oversight and scrutiny 
 

S,E Amber 
 
 
 

Robust mechanisms are in place 
to quality assure the health 
assessments undertaken by 
School Nurses and Health 
Visitors however the process for 
quality assuring the Named Dr 
and LAC Specialist 
Nurse/Named Nurse are not in 
place 

Designated Nurse LAC to be 
assured that systems and 
processes for quality 
assurance are robust. 

September 
2016 

7 The Designated Nurse looked after children 
will ensure that health assessment data 
informs the health needs analysis of the 
looked after children population. 
 

E,R Amber Individual health reports are 
available however there isn’t a 
database for a health needs 
analysis of the LAC population 

DNLAC to ensure a data 
base is established by the 
provider to inform HNA 
Current information 
provided: 
BMI 
Smoking 
Immunisations 
Substance misuse 

March 2017 

8 The Health Needs Analysis in turn informs 
the annual report and commissioning agenda 
by collating trends and themes for the JSNA. 

R, E Amber Health needs analysis of LAC 
population needs to be in place. 

As above March 2017 

9 The CCG should ensure a system is in place 
to capture the voice of the looked after child 

S,C,R Green Young people and children are 
consulted as part of their health 
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6G (GREEN)=This is part of our commissioning practice and arrangements and is evidenced through contractual arrangements and service specification 
A (AMBER)= There is partial compliance with this standard.  
R (RED)= Non-compliance with this standard 

 

in order to influence service design and 
delivery. 
 

assessment. 
The Specialist/Named Nurse has 
worked with LAC young people 
from MAGIC in order for them to 
contribute to the health feedback 
form. 
The LAC/Specialist Nurse has 
sought the views of LAC around 
updating the health passports for 
care levers 
The LAC specialist/Named Nurse 
visits Children’s Homes 
fortnightly and has good 
engagement with young people. 

Key 
Area 3 

COMMISSIONING CAMHS. 
 

KLOE RAG
6
 EVIDENCE ACTIONS REQUIRED DEADLINE 

DATE 

1 CCG’s should ensure that CAMHS and other 
therapeutic services provide targeted and 
dedicated support to looked after children 
according to need. 
 

S,E,R Green Maximum waiting time for LAC 
currently 12 weeks. 
 
Wrap around packages of 
support are available for children 
with complex needs 

  

2 CCG’s should ensure that when 
commissioning CAMHS there is a contractual 
agreement that looked after children will be 
prioritised and never refused a service on the 
grounds of their placement being short term 
or unplanned. 

S, E, R Green LAC prioritised 
 
Contractual agreements in place. 
 
 

  

3 There is evidence that the CCGs use the SDQ 
data to inform the Joint Health and Wellbeing 
Strategy. 
 

W,R Amber LA responsibility to collect the 
data.  CCG not involved 
Included in health assessment 

CCG to seek assurance 
from the LA that the SDQ 
data informs the Joint Health 
and Wellbeing Strategy. 

 

4 CCGs can give assurance that the SDQ W,S Green SDQ scores are integrated into   
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informs the review health assessment. 
 

health assessments and this 
informs the practitioner 
undertaking the health 
assessment about issues relating 
to emotional wellbeing. 

5 CCG’s should ensure that there is a 
mechanism in place to monitor the 
effectiveness of CAMHS to provide timely 
interventions for identified mental health 
need. 

R,E,S Green Service specifications and 
contract management 
arrangements are in place 
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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 the 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  

 
5 are rated red 
(2 A&E targets, 1 Cancer, 2 
Ambulance)  

 

Category A (Red 2) 8 minutes 

                                                                                         
% of patients treated within 62-day of referral from an 
NHS cancer screening service  
 
% patients spending 4 hrs or less in A&E or minor 
injury unit (CHS actual) 
 

 
22 are rated green 

  

CCG Outcome Indicators:  No changes since last report  

 
8 are rated red 
(5 Emergency admission 
targets, 2 FFT, 1 HCAI 
targets)  
 

  

 
15 are rated green 

 

Aaron Tucker 
Commissioning Manager 
November 2016 
  

NHS South Tyneside CCG Performance Report 

24th November 2016 

Agenda item – 2016/85 

Enclosure 5 
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Monthly Year end

Trend risk

assessment

% patients waiting for initial treatment on incomplete pathways within 18 

weeks
92.0% 94.8% 94.8%

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

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

audiology)
Aug-16 1.0% 0.4% 0.4%

% patients spending 4 hrs or less in A&E or minor injury unit 95.0% 91.6% 93.2%

Over 12 hour trolley waits 0 0 0

% patients spending 4 hrs or less in A&E or minor injury unit 95.0% 94.0% 94.5%

Over 12 hour trolley waits 0 0 0

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

cancer
93.0% 95.3% 95.6%

% of patients seen within 2 weeks of an urgent referral for breast symptoms 93.0% 100.0% 96.4%

% of patients treated within 31 days of a cancer diagnosis 96.0% 98.9% 98.3%

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

surgery
94.0% 100.0% 97.7%

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

drugs
98.0% 100.0% 100.0%

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

radiotherapy
94.0% 100.0% 99.1%

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

cancer
85.0% 83.3% 86.9%

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

screening service
90.0% 100.0% 91.9%

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

upgrade status
N/A 100.0% 90.0%

Category A (Red 1) 8 minute response time 75.0% 69.2% 73.2%

Category A (Red 2) 8 minute response time 75.0% 83.3% 73.3%

Category A 19 minute transportation time 95.0% 98.1% 96.1%

Mixed Sex 

accommodation
Mixed Sex accommodation - number of unjustified breaches Sep-16 0 0 0

Care Programme 

Approach

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

care
Q1 2016/17 95.0% 98.2% 98.2%

6 Week wait IAPT treatment (People Entering Therapy) Jul-16 75% 94.9% 94.9%

18 Week wait IAPT treatment (People Entering Therapy) Jul-16 95% 100.0% 100.0%

6 Week wait IAPT treatment (People Completing Therapy) Jul-16 75% 96.0% 96.0%

18 Week wait IAPT treatment (People Completing Therapy) Jul-16 95% 100.0% 100.0%

Early intervention in psychosis - % with 1st episode treated within 2 weeks Aug-16 50% 100% 100%

% of acute trusts with an effective model of liaison psychiatry

Mental Health

Indicator in development

Aug-16

Sep-16

A&E  - South 

Tyneside FT

A&E - City 

Hospitals 

Sunderland

Aug-16

Threshold Actual YTD

NHS South Tyneside CCG Performance Indicators 2016/17 - NHS Constitution

Latest Data 

Period
Indicators Indicator Description

Referral to 

treatment access 

times

Ambulance

Cancer Waits

Aug-16

NHS Constitution Dashboard: 
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NHS Constitution dashboard - exception report 

Performance 

area 

Current 

position  

Detail  Mitigating actions Director Lead 

A&E 4 hour wait  

South Tyneside 

FT 

The Year to Date 
position on this 
target in Sept is 
92.9% against a 
threshold of 95%. 
 
 
 
 
 
 
 
 
 
 
 
 
 

 Continued Failure to achieve the 
national 4 hour standard  
 
 
 
 
 

 STFT are taking part in a programme of work with NHS 
Improvement and NHS England which includes a focus on 
Ambulatory Care pathways, Frailty, and Expected Date of 
Discharge, all of which are expected to improve flow in A&E 
and within the hospital.   

 An A&E Improvement Plan has been submitted by the CCG to 
NHS England which  is currently undergoing assurance  

 A winter plan has been submitted by the CCG to NHS England 
and this is currently undergoing assurance. 

 Local winter Schemes are now in place including: escalation 
beds, additional patient transport, 7 day social work cover, 
additional step down facilities in the community, 3

rd
 sector 

additional falls service, 3
rd

 sector additional hospital from home 
service 

 A focus continues on discharge improvement processes to 
ensure effective and safe hospital flow, with the Council’s Adult 
Social Care Team working closely with STFT to test out new 
approaches such as Discharge to Assess. 

 Escalation protocols are in place and when the FT reports a 
particular level of pressure this triggers a range of system wide 
actions including notifications to primary care and a Soth 
Tyneside system escalation telephone conference to identify 
operational issues and to agree improvement solutions for 
urgent action 

 Winter communications materials, including flu vaccination 
campaigns and other local activities at practice level to increase 
flu vaccination uptake 

Christine Briggs 

Cancer   

% of patients 

treated within 62 

days of an urgent 

GP referral for 

suspected 

In August 83.3% 
of patients were 
seen compared 
to a target of 85% 

 

40 out of 48 patients were seen within 
target. 8 patients breached:  
 

 1 delayed as patient needed 
PET scan before radiotherapy 
could commence  

 1 had a complex pathway with 
patient crossing tumour groups 
investigated by Head & Heck, 

 The CCG run Cancer Locality Group is a subcommittee of the 
Quality and Patient Safety Committee and is responsible for 
reviewing breach root cause analyses relating to South 
Tyneside Foundation Trust and ensuring changes are 
implemented to reduce risk of recurrence.   

 Adopting a similar approach to performance of other trusts will 
be facilitated through the newly formed Northern Cancer 
Alliance which the GP cancer lead will attend. 

 Regular reports are made to the Quality & Patient Safety  and 

Dr Jon Tose  

 

Jeanette Scott 

Thomas (quality/ 

safety aspects) 
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NHS Constitution dashboard - exception report 

Performance 

area 

Current 

position  

Detail  Mitigating actions Director Lead 

cancer. Brain and Lung  

 1 capacity for surgery at CHS;  

 1 late tertiary referral (received 
day 78) /multiple inv. across 3 
trusts/sites 

 2 required staging at other NHS 
before a treatment plan could 
be made  

 1 patient choice 

 1 delay for mapping biopsy and 
OPA from MDT. 

any matters for escalation to the Governing Body would be 
covered in the Quality Report from the Director of Nursing and 
Quality. 

 
 

Category A  

(Red 1)  

8 minute 

response time – 

NEAS. 

The September 
ytd 16 position is 
66.4% against a 
Threshold of 
75%. 

This target was not achieved in 
2015/16 and the failure of this target 
reduced the CCG’s Quality Premium 
by 20%. 
 
In September 2016 this indicator is still 

failing and would reduce the CCGs 

2016/17 Quality Premium by 25%. 

 

Sunderland CCG is the lead commissioner for NEAS, with STCCG 
acting as an associate to this contract. The provider management 
team at NECS act on behalf of the CCG in this interface and regular 
meetings with NEAS are held. Performance and updates to the 
recovery plan are discussed.  

• Work has been completed to identify the demand drivers that 
have seen Red incidents increase during 2015/16. This work is 
being linked between the Operations Centre and Emergency 
Care front line services to ensure these drivers of demand are 
targeted – triage rates, HCP requests and increased upgrades 
from Green to Red priorities when Green performance is low.  

• Capacity - third party providers used to cover shortfalls in the 
current staffing levels;  

• Look to further support staff and reduce staff sickness, along with 
the better management of abstractions.  

• Extension of the Emergency Medical Response (EMR) pilot with 
the four local Fire and Rescue Services (FRS). 

• Increase the level of Rapid Response Vehicles (RRV) available 
per shift. 

• Actions are being undertaken to recover performance across the 
Emergency Care Service and will target three areas of focus: 
demand (levels of incidents); capacity (meeting staffing levels) 
and efficiency (reducing lost time).  

Dr Mathew 

Beattie, Clinical 

Director of Urgent 

Care and Long 

Term Conditions 
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NHS Outcomes Framework Dashboard: 

Dashboard: 

Threshold date Threshold
Latest Data 

Period
Actual

Risk 

Assessment

Under 75% mortality rate from cardiovascular disease 82.4 66.4

Under 75% mortality rate from respiratory disease 49.0 48.0

Under 75% mortality rate from liver disease 27.2 16.2

Under 75% mortality rate from cancer 165.1 128.2

Emergency admissions for alcohol-related liver disease Aug 2016 ytd 27.3 Aug 2016 ytd 20.9

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 13/14 68.00 14/15 70.1%

Unplanned hospitalisation for chronic ambulatory care sensitive conditions Aug 2016 ytd 483.9 Aug 2016 ytd 555.6

Unplanned hospitalisation for asthma, diabetes and epilepsy (under 19s) Aug 2016 ytd 121.2 Aug 2016 ytd 174.0

Estimated diagnosis rate for people with dementia Sep-15 72.5% Sept 2015 ytd 76.6%

Emergency admissions for acute conditions that would not usually require hospital 

admission 
Aug 2016 ytd 746.0 Aug 2016 ytd 874.8

Emergency readmissions within 30 days of discharge from hospital July 2016 ytd 15.5% July 2016 ytd 16.6%

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 Aug 2016 ytd 33.1 Aug 2016 ytd 90.2

NHS South Tyneside CCG Performance Indicators 2016/17 - Outcomes Framework

Enhancing Quality of life for 

people with LTC

Indicators Indicator Description
NHS South Tyneside CCG

Mar-13

20152012
Preventing people from dying 

prematurely

2011/12

Helping people recover from 

episodes of ill health or following 

injury
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Threshold date Threshold
Latest Data 

Period
Actual

Risk 

Assessment

Patient experience of GP OOHs services
Jan 16 

publication
73.4%

July 16 

publication
71.5%

Satisfaction with the quality of consultation at the GP practice
Jan 16 

publication
449.01

July 16 

publication
449.19

Satisfaction with the overall care received at the surgery
Jan 16 

publication
89.1%

July 16 

publication
88.5%

Satisfaction with accessing primary care
Jan 16 

publication
78.0%

July 16 

publication
77.0%

Patient experience of hospital care 2013/14 78.9 2014/15 79.8

Friends and family test  Response rate - A&E Aug-16 15.0% Aug-16 3.3%

Friends and family test  Response rate - IP Aug-16 15.0% Aug-16 30.8%

Friends and family test  Response rate - Maternity

Friends and family test  Response rate - GP Aug-16 15.0% Aug-16 0.33%

Friends and family test % recommended - A&E Aug-16 n/a Aug-16 93.3%

Friends and family test  % recommended - IP Aug-16 n/a Aug-16 94.6%

Friends and family test  Score - Maternity

Friends and family test  Score - GP practice Aug-16 n/a Aug-16 88.5%

Increase percentage people with anxiety  disorders and depression who access 

psychological therapies (IAPT) 
July 2016 ytd 5.00% July 2016 ytd 5.81%

IAPT Recovery Rate July 2016 ytd 50% July 2016 ytd 52.67%

Incidence of MRSA Sept 2016 ytd 0 Sept 2016 ytd 0

Incidence of C Diff Sept 2016 ytd 26 Sept 2016 ytd 31

Proportion of Pregnant  Women Smoking at Time of Delivery
Q4 2016/17 18.0% Q1 16/17 18.7%

% of patients with asthma, on the register, who have had an asthma review in the 

preceding 12 months that includes an assessment of asthma control using the 3 RCP 

questions

Q4 2016/17 72.9%

% of patients with COPD who have had a review, undertaken by a healthcare professional, 

including an assessment of breathlessness using the Medical Research Council dyspnoea 

scale in the preceding 12 months Q4 2016/17 84.3%

Local Quality Premiums

NHS South Tyneside CCG Performance Indicators 2016/17 - Outcomes Framework

Indicators Indicator Description

Treating and caring for people 

and protecting from avoidable 

harm

NHS South Tyneside CCG

Positive Experience of care
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NHS Outcomes Framework Exception Report 

Performance area Current 

position 

Detail Mitigating actions Director 

Lead 

Unplanned 

hospitalisation for 

chronic ambulatory 

care sensitive 

conditions.   

The Year to Date 

position on this 

target in August 

is 483.9 against a 

threshold of 

555.6 

This relates to 846 admissions compared to 813 

admissions for the same period 2015/16. 

Highest reasons for admissions include;  

 327 COPD;  

 84 Angina;  

 77 Diabetes;  

 106 Cardiovascular diseases;  

 112 Asthma  

 

 STFT is reviewing its existing Ambulatory Care 
Sensitive (ACS) pathways and looking at which new 
ACS pathways to develop 

 North East Ambulance Service See and Treat 
Scheme in situ 

 Integrated Health and Social Care community teams 
play a primary role in care co-ordination of 
vulnerable patients on the community nursing 
caseload which includes care planning via an MDT 
approach with each GP practice 

 The CCG is working with Sunderland CCG to learn 
from their Vanguard Recovery at Home model which 
provides an urgent response at home for people 
with unplanned care needs 

 Better Outcomes Scheme in situ with GP practices 
promotes proactive management of patients 

 COPD and CVD account for high numbers of 
avoidable emergency admissions and these 
pathways are being re-engineered, having been 
highlighted for the last 2 years as priority areas for 
focus via NHS Rightcare Programme 

 Health Pathways work which will standardise 
hundreds of pathways and in turn reduce any 
variation in terms of how general practice deals with 
admissions to hospital 

 For 2017/18, the CCG will consider reviews around 
Frailty and Falls Pathways with partners as part of 
the work with Canterbury Health Board 

 Re-admissions review 

 Winter communications materials, including flu 
vaccination campaigns and other local activities at 
practice level to increase flu vaccination uptake 

 

 

 

 

 

 

Dr Mathew 

Beattie, 

Clinical 

Director 

 

Emergency 

admissions for acute 

conditions that 

would not usually 

require hospital 

admission 

The Year to Date 
position on this 
target in August 
is 746.0 against a 
threshold of 
874.8 

This relates to 1,339 admissions compared to 
1,235 admissions for the same period 2015/16. 
 
Highest reasons for admissions were coded as 
follows:  

 412 Pyelonephritis and kidney/urinary 

infections  

 322 vaccine preventable – flu;  

 176 dehydration and Gastroenteritis  

 117 ENT  

 161 cellulitis.  

 
Most patients were seen at STFT and CHSFT. 

Emergency 

readmissions within 

30 days of discharge 

from hospital 

The rate in July 
was 16.6% 
compared to 
15.5% in the 
same period last 
year. 

1,229 readmissions out of 7,389 year to date 
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NHS Outcomes Framework Exception Report 

Performance area Current 

position 

Detail Mitigating actions Director 

Lead 

Unplanned 

hospitalisation for 

asthma, diabetes 

and epilepsy (under 

19s) 

The Year to Date 
position on this 
target in August 
is 121.2 against a 
threshold of 
174.0 

This relates to 54 admissions compared to 38 
admissions for the same period 2015/16. These 
mainly relate to asthma. 
 

 
 
The CCG Clinical Lead for Children is working with other 
CCGs locally on childhood asthma pathways. 
The new acute paediatric asthma pathway is being 
written and is due to be released in the first wave of 
pathways. The North East Urgent Care Network have, led 
by clinicians across the region, developed a smart phone 
'APP' aimed at the parents of children under five. This will 
support parents in making decisions about where to 
present with their child should they require urgent care. 
The APP was launched at the end of September. 

Dr Jim 

Gordon, 

Clinical 

Director 

Emergency 

admissions for 

children with LRTI 

The Year to Date 
position on this 
target in August 
is 33.1 against a 
threshold of 90.2 

This relates to 28 admissions compared to 10 
admissions for the same period 2015/16. 

Most patients, 20 in total, were seen at 

STFT.  

Friends and Family 

test - A&E and 

inpatients. 

This indicator 
continues to be 
green for most 
parts. 
 
The response 
rate for A&E has 
remained below 
15% since June 
15. 

The percentage who would recommend 
services at STFT in August was 93.3% for A&E 
and 94.6% for Inpatients. 
 
The aggregate percentage who would 
recommend GP practices was very good at 
88.5% for South Tyneside CCG. 
 
In August the inpatient response rate was good 
at 30.8%, but A&E response rate remained 
below the mandate rate of 15% at 3.3%. 
 
From 1 December 2014 it was a contractual 
requirement that all GP practices implement the 
NHS Friends and Family Test (FFT). The 
aggregate percentage response rate for GP 
practices remains below 1% for South Tyneside 
CCG. It should be noted that this is a relatively 
new requirement and is collected differently 
from the other FFT data. The CCG currently 
operates at level 2 in primary care 
commissioning with NHSE being the statutory 
commissioning body. 

 
Regular reports are made to the Quality & Patient Safety  
and any matters for escalation to the Governing Body 
would be covered in the Quality Report from the Director 
of Nursing and Quality. 

 

Jeanette 
Scott 
Thomas 
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NHS Outcomes Framework Exception Report 

Performance area Current 

position 

Detail Mitigating actions Director 

Lead 

HCAI – C.Diff 
infections.  
End of year threshold 
is 53 cases. 
 

 

The Year to Date 
position for the 
CCG on this 
target in 
September is 31 
cases against a 
“trajectory” of 26 
cases.  
 

Of the 31 cases assigned to the CCG, 26 were 

community acquired. 

Regular reports are made to the Quality & Patient Safety  
and any matters for escalation to the Governing Body 
would be covered in the Quality Report from the Director 
of Nursing and Quality. 

 

Jeanette 

Scott 

Thomas 
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This dashboard shows the CCG’s position against the Quality Premium, payment for which is made in 2017/18 in relation to this year’s 
performance. The dashboard gives an indication of the latest data against each measure and an indication of the potential funding available. 
The RAG rating is based on latest available date and is therefore subject to change. The CCG has been asked to select 3 local measures 
alongside the 4 mandated measures. 

CCG Quality Premium Dashboard: 

CCG Population 149,711

Measure

Title of Measure

% of 

quality 

premium

Value for 

CCG's
Threshold for success Latest Data

Measure 

Achieved

Eligible QP 

Funding

Reduction in the number of antibiotics prescribed in 

primary care. At or below target of 1.161

Aug 2016              

Part A 1.21        

Reduction in the proportion of broad spectrum 

antibiotics in primary care. At or below target of 10%

Aug 2016                 

Part B 6.37

Cancers diagnosed at early stage 20.0%  £    149,711 

4% improvement diagnosed at stages 1 and 2 in 2016 

compared to 2015 or > 60% of all cancers diagnosed 

at stages 1 and 2 in 2016

2014 51.3%  £       149,711 

Increase in the proportion of GP referrals made by e-

referrals
20.0%  £    149,711 

80% by March 2017  and  a year on year increase in 

the % of referrals made by e-referrals (or achieve 

100% e-referrals), or March 2017 performance to 

exceed March 2016 performance by 20 percentage 

points 82.4% July 2016

 £       149,711 

Overall experience of making a GP appointment 20.0%  £    149,711 
85%  had a good experience, or 3 percentage point 

increase from July 2016 publication

July 2016 publication 

77.0%
 £       149,711 

Proportion of Pregnant  Women Smoking at Time of 

Delivery
10.0%  £      74,856 Reduce to 18% by the end of Q4 2016/17 Q1 16/17 18.7%  £         74,856 

% of patients with asthma, on the register, who have had 

an asthma review in the preceding 12 months that includes 

an assessment of asthma control using the 3 RCP 

questions

10.0%  £      74,856 

CCG average in 69.86% of the register currently 

receive an intervention. 280 more patients will receive 

an intervention. This will result in a performance 

improvement is 3.1% giving a CCG average of 

72.93%

 £         74,856 

% of patients with COPD who have had a review, 

undertaken by a healthcare professional, including an 

assessment of breathlessness using the Medical Research 

Council dyspnoea scale in the preceding 12 months

10.0%  £      74,856 

CCG average in 80.93% of the register currently 

receive an intervention. 191 more patients will receive 

an intervention. This will result in a performance 

improvement is 3.3% giving a CCG average of 

84.25%

 £         74,856 

NHS South Tyneside CCG Quality Premium 2016/17
L

o
c
a
l

AchievementValue

Improving antibiotic prescribing in primary and secondary 

care (reduction required across 3 categories) 
10.0%

M
a
n

d
a
te

d

 £      74,856  £         74,856 
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FINANCIAL IMPLICATIONS / RISKS 
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EQUALITY IMPACT ASSESSMENT (EIA) 
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documents on 1 March 2016 EIAs must be 
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provide further insight as to what will be required 
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using the quality impact assessment tool ensuring 

that they have demonstrated the potential quality 

and safety impact? 
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Assessment and submit with your report 
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Finance Report Month 06 (September) 2016/17 
 
 

 
1. Reason for the Report 

The purpose of this document is to;  
 

 Report on the financial position for the six months ended 30th September 2016 
and provide the final position for 2016/17 
 

 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 2016/17.   

 
 

2. Current Performance 
 
The 2016/17 planned financial performance for South Tyneside CCG is a surplus of 
£2.5m.  It has become clear during month 06 that this target is going to be difficult to 
achieve. However, following guidance from NHS England and pending full review of 
the position and known mitigations, the CCG is forecasting an achieved annual 
surplus of £2.5m.  It should be noted that the risk to FOT at this stage sits at £1m. 
 
In order to achieve the 1% surplus business rule the CCG has released all reserves 
and contingency and will need to make additional efficiencies during the remaining 6 
months of this financial year. 
  
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 3 – In year budget movements 

 Appendix 4 - Better payment practice code 

 Appendix 5 - QIPP 
 

 

Agenda item – 2016/86 

 

Enclosure 6 
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Detailed breakdown by service area 
 

 
 
Headlines 

 The forecast position for City Hospitals Sunderland moved adversely from month 05 to 
month 06 by £326k.  The over performance in the main is due to elective procedures 
in Orthopaedic reconstruction, Cardiac and Thoracic as well as outpatient 
appointments in Rheumatology, ENT and Neurology.  The non-elective position has 
moved considerably from last month.  Whilst still underperforming slightly there have 
been increases in Cardiac procedure, Paediatrics and Trauma and Orthopaedic. 
Following the closure of the month six position we were informed that the forecast is 
understated for CHS and is actually in the region of £983k.  This is due to un-coded 
activity being rectified and the A&E Lucentis agreement being undervalued in previous 
months.  These additional items have been added to the risks presented to NHS 
England on the monthly return and will be included in the month 07 financial position.  

YTD 

Budget 

£'000

YTD 

Actual 

£'000

YTD 

Variance 

(Under)/ 

Overspen

d £'000

Annual 

budget 

£'000

 Forecast 

Outturn 

£'000

Forecast 

Variance 

(Under)/ 

Overspen

d £'000 

RAG 

rated

Month 05 

Forecast  

Variance Changes

TOTAL ACUTE 67,260 67,791 531 134,521 135,582 1,062 332 730

TOTAL MENTAL HEALTH 14,805 14,605 (200) 29,611 29,211 (400) (299) (101)

TOTAL COMMUNITY 5,350 5,313 (37) 10,700 10,627 (73) (102) 29

TOTAL BETTER CARE FUND 6,346 6,170 (176) 12,692 12,340 (352) (176) (176)

TOTAL CONTINUING CARE 8,972 9,961 989 17,567 19,545 1,978 1,538 440

TOTAL PRIMARY CARE 15,797 16,163 366 31,594 32,315 721 753 (32)

TOTAL OTHER CORPORATE 1,934 2,031 97 3,868 4,051 184 18 166

TOTAL RESERVES 1,708 (1,101) (2,810) 7,042 1,423 (5,619) (4,565) (1,054)

TOTAL RUNNING COST 1,652 1,546 (105) 3,304 3,304 0 0 0
123,825 122,480 (1,345) 250,898 248,397 (2,501) (2,501) 0

TOTAL PRIMARY CARE CO-COMMISSIONING 9,936 9,936 0 20,269 20,269 (0) 0

INCOME & EXPENDITURE REPORT FOR COMMISSIONED SERVICES  - SOUTH TYNESIDE CCG  - YTD & FORECAST 

POSITION AS AT 30 SEPTEMBER 2016

ACUTE SERVICES (Including 

Ambulance services)

YTD 

Budget 

£'000

YTD 

Actual 

£'000

YTD 

Variance 

(Under)/ 

Overspen

d £'000

Annual 

budget 

£'000

 Forecast 

Outturn 

£'000

Forecast 

Variance 

(Under)/ 

Overspen

d £'000 

RAG 

rated

Forecast 

Trend

South Tyneside NHS Foundation Trust 39,637 39,637 0 79,275 79,275 0

City Hospitals Sunderland NHS Foundation Trust 11,457 11,777 319 22,914 23,546 632

New castle Upon Tyne Hospitals NHS Foundation Trust 6,082 6,186 104 12,164 12,378 214

Gateshead Health NHS Foundation Trust 4,300 4,358 58 8,601 8,717 116

County Durham & Darlington NHS Foundation Trust 655 687 32 1,310 1,374 64

Northumbria Healthcare NHS Foundation Trust 231 261 31 461 522 61

North East Ambulance Service NHS Foundation Trust 2,403 2,418 15 4,806 4,836 30

South Tees NHS Foundation Trust 107 127 21 213 255 42

Spire Healthcare 330 309 (21) 660 618 (42)

Transformation Fund 0 0 0 0 0 0

Other Acute Providers 260 280 20 519 560 41

Readmissions 551 525 (27) 1,103 1,049 (54)

Planned Care 0 0 0 0 0 0

Clinical Assessment and Treatment Centres 212 199 (13) 424 397 (27)

Urgent Care 0 0 0 0 0 0

Winter Pressures 549 549 0 1,098 1,098 0

Non Contract Activity 486 478 (9) 972 955 (17)

TOTAL ACUTE 67,260 67,791 531 134,521 135,582 1,062
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However, as previously noted, the CCG has released all reserves and contingencies.  
This additional forecast expenditure is a considerable risk to the CCG and the risk 
register has been updated to reflect the change in position. 
 

 Newcastle Upon Tyne Hospitals position has moved adversely from month 05 to 
month 06 by 250k.  The main driver for the overspend is due to critical care ITU and 
high costs drugs.  However there is also elective over performance in Skin surgery 
and Breast procedures and non-elective over performance in multiple trauma, 
Obstetric medicine and musculoskeletal disorders.   
 

 Gateshead FT has also moved adversely from month 05 to month 06 by £170k.  The 
position has been adjusted to reflect the potential double count of unbundled 
diagnostics attributable to ultrasound scans.  However there is still over performance 
in Non-elective, due to thoracic disorders and digestive procedures as well as Non 
elective over performance in Gynaecological oncology and rheumatology. 

 
Risks 

 1325 Over performance on acute contracts – monitored monthly at Executive 
Committee, Contract Operational Group and bi-monthly at Governing Body.  South 
Tyneside FT contract is on a block basis for 16/17.  This will help to mitigate the risk of 
overspending on acute contracts. 

 

 
 
Headlines   

 Section 117 is showing a projected underspend against budget, the budget for S117 
packages was increased and this underspend is currently offsetting some overspend in 
CHC packages. 

 There is also some underspend within the out of area packages of care, which is due to 
a change in package costs. 

 
Risks 

 1324 Out of Area Placements, NTW have delegated budget and manage out of area 
placements for MH clients. The saving from this arrangement is being used in 16/17 to 
cover the activity pressure in CYPS. There is a risk that not all patients can be 
accommodated within area and there will be an extra draw on this funding. 

 1595 LD pooled budget, risk/gain share agreement with South Tyneside Council around 
LD expenditure for 16/17. 

 

MENTAL HEALTH SERVICES

YTD 

Budget 

£'000

YTD 

Actual 

£'000

YTD 

Variance 

(Under)/ 

Overspen

d £'000

Annual 

budget 

£'000

 Forecast 

Outturn 

£'000

Forecast 

Variance 

(Under)/ 

Overspen

d £'000 

RAG 

rated

Forecast 

Trend

Northumberland, Tyne and Wear NHS Foundation Trust 10,882 10,835 (46) 21,763 21,670 (93)

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

S117 1,645 1,551 (94) 3,290 3,102 (187)

Other Providers / NCAs 2,279 2,219 (60) 4,558 4,438 (120)

TOTAL MENTAL HEALTH 14,805 14,605 (200) 29,611 29,211 (400)
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Headlines 
 

 As shown last month, Newcastle UTH is showing an underspend in the year to date      
position.  This is due to the community services contract coming to an end and activity will 
be directed through the acute setting, the acute forecast includes this additional activity. 

 There is an overspend on miscellaneous commissioning which is attributable to 
funding of St Oswald’s for a Lymphoedema service. 

 

 
 
Headlines 

 The Q1 and Q2 BCF reserve has been released to cover expenditure, as the NEL 
target was 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)/ 

Overspen

d £'000

Annual 

budget 

£'000

 Forecast 

Outturn 

£'000

Forecast 

Variance 

(Under)/ 

Overspen

d £'000 

RAG 

rated

Forecast 

Trend

South Tyneside NHS Foundation Trust - Community 4,030 4,033 3 8,060 8,065 5

New castle Upon Tyne Hospitals NHS Foundation Trust - Community 111 69 (42) 222 139 (83)

AQP 621 588 (32) 1,241 1,177 (64)

Miscellaneous Commissioning 452 487 35 904 973 69

Carers 136 136 0 273 273 0

TOTAL COMMUNITY 5,350 5,313 (37) 10,700 10,627 (73)

BETTER CARE FUND

YTD 

Budget 

£'000

YTD 

Actual 

£'000

YTD 

Variance 

(Under)/ 

Overspen

d £'000

Annual 

budget 

£'000

 Forecast 

Outturn 

£'000

Forecast 

Variance 

(Under)/ 

Overspen

d £'000 

RAG 

rated

Forecast 

Trend

South Tyneside Foundation Trust - BCF 3,756 3,756 0 7,511 7,511 0

South Tyneside Council 2,238 2,238 0 4,476 4,476 0

Reserve 353 176 (176) 705 353 (352)

TOTAL BETTER CARE FUND 6,346 6,170 (176) 12,692 12,340 (352)

CONTINUING CARE

YTD 

Budget 

£'000

YTD 

Actual 

£'000

YTD 

Variance 

(Under)/ 

Overspen

d £'000

Annual 

budget 

£'000

 Forecast 

Outturn 

£'000

Forecast 

Variance 

(Under)/ 

Overspen

d £'000 

RAG 

rated

Forecast 

Trend

Adult Joint Funded 79 52 (26) 157 105 (53)

Children 866 1,167 301 1,732 2,333 601

Continuing Healthcare Assessment and Support 597 597 0 1,194 1,194 0

Funded Nursing Care 321 343 23 642 687 45

PCT Legacy National Contribution 377 377 0 377 377 0

Adult Fully Funded 6,733 7,425 692 13,465 14,850 1,384

TOTAL CONTINUING CARE 8,972 9,961 989 17,567 19,545 1,978
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Headlines 
 

 The forecast for month 06 has increased as a result of additional projections for fast 
track referrals.  NECS is currently applying more rigour to the fast track process as it 
appears that some packages of care are in excess of the health need identified.  It is 
anticipated that this, along with additional scrutiny from the panel process, will help to 
reduce the overspend pressure within CHC. 
 

 Children’s CC packages are also showing a forecast overspend.  NECS finance has 
received a breakdown of packages of care and is currently working through the 
queries with commissioning officers.  A finance meeting has been arranged between 
the council, NECS and CCG to discuss the current position. 

 
 Risks 

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

 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 and NECS monitoring the process through monthly meetings and calls. 
Activity information reported to NHSE on a monthly basis through the Non-ISFE  
submission. 

 1323 Children’s packages demand pressure continues and increases - NECS to 
ensure a Children’s lead to review cases and agree costs. First meeting of 16/17 
scheduled for end of June. 

 

 
    
Headlines 

 The prescribing forecast has increased from month 05 to month 06 by £250k using 
the BSA forecast profile.  NECS finance team has advised that the Cat M costs have 
reduced in month 3 and 4, so it is believed that the benefit from cat M has been 
included in the forecast.  However this has not shown the reduction expected and the 
forecast is based on a most likely position. 

 
Risks 

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

 

PRIMARY CARE  

YTD 

Budget 

£'000

YTD 

Actual 

£'000

YTD 

Variance 

(Under)/ 

Overspen

d £'000

Annual 

budget 

£'000

 Forecast 

Outturn 

£'000

Forecast 

Variance 

(Under)/ 

Overspen

d £'000 

RAG 

rated

Forecast 

Trend

Out of Hours 450 556 106 901 1,113 212

Local Enhanced Services 143 147 5 285 295 10

Medicines Managements - Clinical 149 149 0 297 297 0

Commissioning Schemes 386 236 (150) 773 473 (300)

Oxygen 343 338 (5) 685 675 (10)

Primary Care IT 217 222 5 434 434 0

Prescribing 14,110 14,514 404 28,219 29,028 809

TOTAL PRIMARY CARE 15,797 16,163 366 31,594 32,315 721
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Headlines 
 

 The CCG continues to have issues with the billing information received from NHS 
property services.  The CCG has been invoiced for all sessional space, regardless of 
who is occupying the space.  As such is has refused to pay these invoices and they 
remain in dispute.  We are currently working through some documents which show 
the change from cost rent to market rent to understand how this will impact our 
property costs.  We have therefore kept the forecast as a breakeven position. 

 

 
 
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%.  Reserves were also 
used to offset in year risks.  In 16/17, CCG’s have been mandated to hold a 1% non-
recurrent reserve. 

 All available reserve and contingency has been released to balance the position at 
month 06. 
 
 

Other CCG Risks 

 1330 Quality Premium – Risk that CCG will not achieve 100% payment for Quality 
Premium accruing from 2015/16 and payable during 2016/17.  Receipt of Quality 
Premium is not relied upon in financial plan however provides additional resilience 
for the CCG. 

 1648 QIPP Rightcare initiatives fail to achieve the necessary savings creating 
financial pressure.  Monitored monthly at Executive Committee. 
 

 
 
 
 

OTHER CORPORATE 

YTD 

Budget 

£'000

YTD 

Actual 

£'000

YTD 

Variance 

(Under)/ 

Overspen

d £'000

Annual 

budget 

£'000

 Forecast 

Outturn 

£'000

Forecast 

Variance 

(Under)/ 

Overspen

d £'000 

RAG 

rated

Forecast 

Trend

North East Ambulance Service NHS Foundation Trust - NHS 111 260 260 0 520 520 0

Exceptions and Prior Approvals 175 174 (1) 350 348 (2)

Interpreting Services 45 37 (8) 90 74 (16)

Reablement 0 0 0 0 0 0

NHS Property Services 621 621 0 1,242 1,242 0

Safeguarding 107 112 5 214 214 0

Other Miscellaneous 726 827 101 1,452 1,654 202

TOTAL OTHER CORPORATE 1,934 2,031 97 3,868 4,051 184

RESERVES

YTD 

Budget 

£'000

YTD 

Actual 

£'000

YTD 

Variance 

(Under)/ 

Overspen

d £'000

Annual 

budget 

£'000

 Forecast 

Outturn 

£'000

Forecast 

Variance 

(Under)/ 

Overspen

d £'000 

RAG 

rated

Forecast 

Trend

Commissioning Reserve 458 77 (381) 2,116 1,354 (761)

Non Recurrent Reserve 0 0 0 2,425 2,425 0

Non Recurrent Programmes 0 (1,178) (1,178) 0 (2,357) (2,357)

Surplus 1,250 0 (1,250) 2,501 0 (2,501)

TOTAL RESERVES 1,708 (1,101) (2,810) 7,042 1,423 (5,619)
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RUNNING COSTS 
 

 
 

Headlines 
 

 The CCG is forecasting a breakeven position for running costs.  This will continue to 
be monitored closely to ensure we don’t overspend on our headquarter costs. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

YTD Budget 

£'000

YTD Actual 

£'000

YTD Variance 

(Under)/ 

Overspend 

£'000

Annual Budget 

£'000

Forecast 

Outturn £'000

Forecast 

Variance 

(Under)/ 

Overspend 

£'000

Running Costs 

Admin Projects 50 50 0 100 100 0

Administration & Business Support 764 754 (11) 1,529 1,529 0

CEO / Board Office 252 249 (2) 503 503 0

Chair & Non Execs 63 52 (11) 127 127 0

Clinical Support 119 106 (13) 238 238 0

Commissioning 191 173 (17) 381 381 (0)

Education and Training 0 9 9 0 0 0

Estates and Facilities 40 40 0 80 80 0

Finance 84 78 (6) 169 169 0

General Reserve - Admin 52 5 (47) 104 104 (0)

IM&T 0 0 0 0 0 0

Primary Care Support 0 0 0 0 0 0

Quality Assurance 37 28 (8) 73 73 0

Quality Premium Admin 0 0 0 0 0 0

TOTAL (SURPLUS) / DEFICIT 1,652 1,546 (105) 3,304 3,304 0

INCOME & EXPENDITURE REPORT FOR RUNNING COSTS  - SOUTH TYNESIDE CCG  - YTD & FORECAST POSITION AS 

AT 30 SEPTEMBER 2016
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For information only 
 

 
 

 
 

3. Recommendation 
 

The Governing Body is requested to: 
 
i) Consider this report and note the financial position for the year end as delivery 

of 1% surplus. 
ii) Note the financial risk for 16/17 and the necessity to identify additional QIPP 

targets in year. 
 
 

Kate Hudson 
Chief Finance Officer  

Primary Care Co-Commissioning

YTD 

Budget 

£'000

YTD 

Actual 

£'000

YTD 

Variance 

(Under)/ 

Overspen

d £'000

Annual 

budget 

£'000

 Forecast 

Outturn 

£'000

Forecast 

Variance 

(Under)/ 

Overspen

d £'000 

RAG 

rated

General Practice - GMS 5,878,004 5,889,225 11,221 11,756,140 11,788,702 32,562

General Practice - PMS 663,868 584,475 61,513 1,327,769 1,331,441 3,672

General Practice - APMS 579,721 448,691 (62,071) 1,159,455 1,035,300 (124,155)

QOF 1,212,377 734,837 106 2,424,967 2,424,967 0

Enhanced Services 516,357 46,737 (10,650) 1,032,971 1,011,416 (21,555)

Premises Cost Reimbursement 782,168 643,506 (84) 1,564,403 1,569,130 4,727

Other Premises Cost 0 0 0 0 0 0

Dispensing/Prescribing Drs 74,107 (9,365) 54 148,322 148,322 0

Other GP Services 229,032 (26,266) (90) 458,109 457,997 (112)

GP IT Services 0 0 0 0 0 0

NHS Property Services 0 0 0 0 0 0

Appraisal & Revalidation 0 0 0 0 0 0

Superannuation 0 0 0 0 0 0

HEE- Other GP Services 0 0 0 0 0 0

Reserves 0 0 0 192,864 297,724 104,860

1% Headroom 0 0 0 204,000 204,000 0

9,935,634 8,311,840 0 20,269,000 20,269,000 (0)
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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   

Revenue Allocation - Running Costs  To keep expenditure within allocation   

Cash Limit 
To keep cash outgoings within the cash 
limit  

BPPC 
To pay CCG creditors within 30 days of 
receipt of invoices or goods  
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APPENDIX 2 
 

 
 

 
 
 
 
 
 
 
 
 
 
 

CCG Allocation Recurrent Non Recurrent Total

£000's £000's £000's

Confirmed Allocations: 

Programme Costs Opening Baseline 242,525 242,525

Brought Forward 2015-16 Surplus 3,437 3,437

Eating Disorder Service 93 93

Paed NEL Zero LoS to Ambulatory Recoding (NuTH) 23 23

Block drugs disaggregation (NuTH) 161 161

Learning Disability Transformation funding to TCPs 1,200 1,200

GP Development Programme - reception and clerical training 13 13

PMS Review Funding 142 142

Total NHS England Confirmed Programme Allocation 2016-17 242,709 4,885 247,594

0

Total NHS England Confirmed Programme Allocation 2016-17 0 0 0

Total NHS England Programme Allocation 2016-17 242,709 4,885 247,594

Running Costs Opening Baseline 3,304 3,304

0

0

Total Confirmed Running Costs Baseline 3,304 0 3,304

Total NHS England Running Costs Allocation 2016-17 3,304 0 3,304

Total Allocations 246,013 4,885 250,898

NHS ENGLAND IN YEAR ALLOCATIONS - SOUTH TYNESIDE CCG
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         APPENDIX 3   

 

Draft 

Opening 

position

Month 06 Variance Description

Commissioning Budgets

ACUTE  

Acute Commissioning South Tyneside NHS Foundation Trust 79,650 79,275 -375 Realignment of wheelchair budget for BCF

Acute Commissioning City Hospitals Sunderland NHS Foundation Trust 22,885 22,914 29 Final agreed contract values

Acute Commissioning The Newcastle Upon Tyne Hospitals NHS Foundation Trust 12,002 12,164 162 Additional allocation 

Acute Commissioning Gateshead Health NHS Foundation Trust 8,601 8,601 0

Acute Commissioning County Durham and Darlington NHS Foundation Trust 1,317 1,310 -7 

Ambulance Services Northumbria Healthcare NHS Foundation Trust 461 461 0

Acute Commissioning North East Ambulance Service NHS Foundation Trust 4,762 4,806 44 Final agreed contract values

Acute Commissioning South Tees NHS Foundation Trust 213 213 0

NCAs/OATs NCA's Non contracted activity 972 972 -0 

Acute Commissioning Readmissions 1,103 1,103 0

Clinical Assessment and Treatment Centres Other Acute providers 1,335 424 -911 Classification 

Acute Commissioning Other CEOV and SR 1,398 2,277 879 Classification 

Subtotal 134,699 134,521 -178 

MENTAL HEALTH 0

Mental Health Contracts NTW Mental health 21,781 21,763 -18 Final agreed contract values

Mental Health Services – Other South Tyneside Council - Section 117 3,343 3,290 -53 Classification 

Mental Health Services – Adults Out of Area and lifecycle 4,425 4,558 133 Final agreed contract values

Subtotal 29,549 29,611 62

COMMUNITY HEALTH 0

Community Services South Tyneside NHS Foundation Trust 8,087 8,060 -27 Movement between BCF

Community Services The Newcastle Upon Tyne Hospitals NHS Foundation Trust 222 222 0

Community Services AQP 1,297 1,241 -56 Final agreed contract values

Carers Carers budget- other 180 273 93 Classification 

Community Services Other Community providers 968 904 -64 Classification 

Subtotal 10,755 10,700 -55 

CONTINUING CARE 0

CHC Adult Fully Funded South Tyneside LA 10,923 13,623 2,700 Classification 

CHC Adult Fully Funded Various contracts -Other providers 2,700 -2,700 Classification 

Continuing Healthcare Assessment & Support STLA pressure relief, equipment store, commissioing fees 1,194 1,194 0

CHC Children Children's budget 1,732 1,732 0

Funded Nursing Care South Tyneside LA 642 642 0

CHC Risk Pool NHSE 377 377 0

Subtotal 17,567 17,567 0

PRIMARY CARE 0

Local Enhanced Services Various - enhanced services 285 285 0

Over 75's Various   773 773 0

Prescribing GP prescribing 28,288 28,219 -69 Income adjustment

Out of Hours Out of Hours 901 901 -0 

Oxygen Oxygen 699 685 -14 Final agreed contract values

Medicines Management - Clinical Medicines Management - Clinical 295 297 2

GPIT NECS 434 434 0

Subtotal 31,675 31,594 -81 

OTHER 0

NHS 111 NEAS - NHS 111 520 520 0

Recharges NHS Property Services Ltd Propco 1,242 1,242 0

Exceptions & Prior Approvals IFR/Funding requests 350 350 -0 

Interpreting Services Interpreting Services 88 90 2

Patient Transport patient transport 1,447 1,452 5

Safeguarding Safeguarding boards 234 214 -20 

Subtotal 3,881 3,868 -13 

BCF 0

STFT community contract 7,042 7,511 469 Wheelchairs in STFT

Contribution to Local Authority 4,473 4,476 3

Performance fund 705 705 0

Subtotal 12,219 12,692 473

RESERVE 0

Commissioning Reserve Commissioning Reserve   2,286 2,116 -170 Released to balance final contract values

Non Recurrent Reserve New business rule - System reserve 2,425 2,425 0

Surplus Surplus 2,497 2,501 4

Subtotal 7,208 7,042 -166 
0

Total Commissioning Budget 247,554 247,594 41

NHS SOUTH TYNESIDE CCG BUDGET 2016/17
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APPENDIX 4 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

       
 

Better Payment Practice Code - 30 Days NUMBER £000's

Non-NHS

Total Non-NHS Trade Invoices Paid in the Year 2,700 15,105

Total Non-NHS Trade Invoices Paid Within 30 Day Target 2,631 14,948

Percentage of Non-NHS Trade Invoices Paid Within 30 Day Target 97.44% 98.96%

NHS 

Total NHS Trade Invoices Paid in the Year 831 90,774

Total NHS Trade Invoices Paid Within 30 Day Target 823 90,586

Percentage of NHS Trade Invoices Paid Within 30 Day Target 99.04% 99.79%

BETTER PAYMENT PRACTICE CODE - SOUTH TYNESIDE CCG 

FOR THE SIX MONTHS TO 30 SEPTEMBER 2016
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APPENDIX 5 

 
 

Project Ref Lead 16/17 target

Recurring 

Achievement 

at Month 06

Non Recurring  

Achievement 

at Month 06

Forecast 

Acheivement 

16/17

Outstanding  

16/17 COMMENTS

£'000 £'000 £'000 £'000 £'000

Learning Disability Pool / 

Continuing health Care A JG 500 500 Yet to be realised

GP Out Of Hours B MB/GC 200 0 200 Will not be delivered

CANTERBURY / RIGHTCARE C KH 1,590 1,590 -937 47 1,543

Achieved through contract negotiation 

on a recurring basis - included in STFT 

contract on a non-recurring basis for 

16/17

Rightcare Prescribing Target D MT 286 0 455 -169 Yet to be realised

Internal budget reductions E KH 700 700 700 0

Achieved through planned budget 

reductions

Nursing home contribution F KH 240 240 240 0

Achieved through planned budget 

reductions

TOTAL 3,516 2,530 -937 2,074

NHS SOUTH TYNESIDE CCG

QIPP TARGET
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MEETING TITLE: GOVERNING BODY MEETING (PUBLIC) DATE: 24th November 2016 

REPORT TITLE: 

PLANNING: 
THE SUSTAINABILITY AND TRANSFORMATION 
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LEAD DIRECTOR / REPORT SPONSOR: Christine Briggs, Director of Operations  

REPORT AUTHOR: Aaron Tucker, Head of Commissioning   

REPORT SUMMARY / RECOMMENDATIONS: 

Sustainability and Transformation Plan  
Health and social care organisations across Northumberland, Tyne and Wear, and North Durham have 
developed an ambitious draft plan to improve the health and well being of the 1.7m people living in the 
area. 
The draft plan is one of 44 such plans being developed across the country in response to NHS 
England’s Five Year Forward View (5YFV), a national plan that set out a vision for a better NHS. The 
sustainability and transformation plan (STP) for Northumberland, Tyne and Wear, and North Durham 
describes an approach to how the vision of the 5YFV could be delivered locally by 2021. 
 
It sets out proposals to: 

 Improve health inequalities 

 Ensure safe and sustainable local health and care services 

 Fill a funding gap that could be as large as £641m by 2021. 
 
Northumberland, Tyne and Wear, and North Durham have strong health and social care services and 
have seen the fastest increase in life expectancy in England in recent years. But the health and well 
being gap compared to other parts of the country remains stubbornly high and the STP describes how, if 
action isn’t taken to reduce that gap, then the burden on local services will be too high in the future for 
services to continue to be safe and sustainable. 
The 5YFV identifies three main gaps – health and well being, care and quality, and funding – and the 
STP proposes to address those gaps locally by focusing on: 

 Scaling up work on ill-health prevention and improving well being 

 Improving the quality and experience of care by increasing collaboration between organisations 
that provide out of hospital care and making the best use of acute or hospital based services 

 Closing the gap in local finances. 
 
The publication of the draft STP starts a programme of engagement that runs until the end of January 
2017 to raise awareness of the proposals and listen to any ideas or concerns about the detail of the 
draft plan. 
 
STP materials included in the publication are listed below and are available on the CCG’s website as 
follows: 
http://www.southtynesideccg.nhs.uk/get-involved/involve-me/stp/ 

 Full draft STP  

 Draft STP public summary document Slide presentation based upon the public summary 
document – Enclose – its available at the above link 

 Frequently asked questions and answers – Enclose, as above 
 
The Governing Body is asked to note the progress being made on the STP. 
 
Operational Planning 2017/18 and 2018/19 
Key operational planning messages: 

 2 year operational plans that need to directly link to the STP. 

 Continued focus on the nine must do’s including; Urgent and Emergency Care, improving 
quality in organisations and delivery of NHS Constitutional standards 

 Greater focus on Mental health and the General Practice 5 Year Forward View 

 Contracts are to be signed off by 23
rd
 December 

 Operational plans need to be completed within this timeframe 
To set the scene in relation to planning, the October Governing Body development session focused on 
the planning requirements at both STP and operational plan level.  The CCG is currently on track with 
the process in terms of submitting operational planning templates to NHSE with first submission of 
templates on 25

th
 November 2016. Additionally we remain on track with contracting deadlines. The 

CCG’s financial plan is being written in parallel, work being led by the CFO, working closely with NHSE. 

FINANCIAL IMPLICATIONS / RISKS 
The STP documents deal with a range of risks including financial sustainability along with risks 
relating to poor health outcomes.   

EQUALITY IMPACT ASSESSMENT (EIA) 
NO YES 

  

http://www.southtynesideccg.nhs.uk/get-involved/involve-me/stp/
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COMPLETED 

Following the launch of the revised EIA documents on 1 March 2016 EIAs must 

be completed as follows: 

An EIA should be undertaken at the start of the development for a new 

proposed service, policy or process to assess likely impacts and provide 

further insight as to what will be required to implement it effectively.  The EIA 

form and associated documents can be found on the CCG’s intranet or through 

NECS Equality and Diversity Team 

Has an Equality Impact Assessment been completed using the equality impact 

documents ensuring that no persons are adversely affected as required by the 

Equality Act 2010 

If no please specify the reason why: 

 

This will be carried out as part of the overall 

STP process when an appropriate level of detail 

is available to enable this. 

If yes please attach a copy of the completed 

assessment to the back of your report 

 

 

QUALITY IMPACT ASSESSMENT COMPLETED 

Following the implementation of the STCCG Quality Strategy (September 

2015) it has been agreed that a QIA should be undertaken for a new proposed 

service, policy or process or any changes to current services which may have 

an impact on quality or experience 

Has a Quality Impact Assessment been completed using the quality impact 

assessment tool ensuring that they have demonstrated the potential quality 

and safety impact? 

NO YES 

  

If no please specify the reason why: 

 

This will be carried out as part of the overall 

STP process when an appropriate level of detail 

is available to enable this 

If yes please complete the below Quality Impact 
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1. Background and context 

In 2014 NHS England published the Five Year Forward View (5YFV) – a national 
plan that set out a vision for a better NHS and the steps needed to deliver that vision 
by 2020-21 

To accelerate delivery of the vision every health and social care system in the 
country has come together in geographic areas to create their own ambitious 
blueprint to rapidly implement the 5YFV. 

These blueprints - Sustainability and Transformation Plans (STPs) - aim to set out a 
clear approach to how the challenges in the 5YFV will be delivered locally by 2020-
21. 

These challenges are grouped into the following categories: 

• Improving the health and well being of the population 
• improving the quality of care people receive 
• ensuring local services are efficient. 

STPs will be delivered by local health and care organisations working together in a 
geographic footprint to ensure the transformation and sustainability of local services. 
There are 44 footprints across England and one covers the three local health and 
social care economies of: 

• Northumbria and North Tyneside 
• Newcastle and Gateshead 
• South Tyneside, Sunderland and North Durham area.  

There are around 1.7m people living in the Northumberland, Tyne and Wear, and 
North Durham footprint, which covers the boundaries of six clinical commissioning 
groups (CCGs), six local authorities, and a number of health and social care 
providers. 
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These organisations have come together to develop a draft STP for the area, looking 
at every part of our local health and social care system to ensure that local people 
get the highest quality health and social care to meet their physical and mental 
health needs now and in the future.  

While the STP partnership for this area is new, the work it wants to take forward is 
largely built on developments that had already begun in each of the three 
established local health and social care economies. 

The draft STP vision for our area is simple: 

• Everyone who lives, works, learns in or visits the area will realise their full 
potential and equally enjoy positive health and well being 

• Safe and sustainable health and social care services that are joined up, closer 
to home and economically viable 

• Local people are empowered and supported to play a role in improving their 
health and well being. 

Delivery of the draft STP will mean that by 2021: 

• the health inequalities in our area will have reduced to be comparable to the 
rest of the country 

• we will have thriving out of hospital services that attract and retain the staff 
they need to best support their patients  

• there will be high quality hospital and specialist care across the whole area, 
seven days a week. 
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2. Why do we need an STP? 

Since the NHS was founded almost 70 years ago there have been huge advances in 
treatments and life expectancy, but the way we deliver care - largely based on GP 
surgeries and hospitals - has broadly stayed the same. 

We know that: 

• 27% of people seen by their GP could have had their problem resolved in a 
different way, such as getting advice from a pharmacist 

• 25 – 50% of hospital beds are used by people who do not need hospital care 
• 66% of people want to die at home but 55% of people on an end of life 

pathway die in hospital. 

People are now living longer on average, but this means that more people are living 
with long term, multiple and complex conditions and so need more care and support. 
But our current health and social care system is a complicated mix of services that 
are not always joined up to provide the care people want when they need it.  

Our area has benefited from strong health and social care services and we have 
seen the fastest increase in life expectancy of any region in the UK, but there is still a 
health and wellbeing gap with the rest of the country and health inequalities in our 
area remain stubbornly high. 

Such poor population health puts increased pressure on our health and social care 
system, and while we are focussing our local resources on treating ill-health we are 
not able to invest enough in preventing these health problems. 

We have devised the draft STP to address the three main gaps identified in the 
5YFV: 

• health and wellbeing 
• care and quality 
• funding. 
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3. The gaps in our health and care system 

Health and wellbeing 

In recent years we have seen improvements in the health of people living in 
Northumberland, Tyne and Wear, and North Durham but there is still more we need 
to do: 

• 27% of the population live in 20% of the most disadvantaged areas in England 
• Smoking related admissions to hospital – almost 250,000 per year - are 50% 

higher than the national average 
• 68% of our adult population is obese or overweight 
• 6.7% of local adults are registered as having diabetes with all the associated 

health risks from this condition 
• the early death rate from cancer is 20% higher than the English average 
• the healthy life expectancy in our area is 59.6 years – more than four years 

less than the national average. 

We also have high levels of early deaths from cancer, respiratory and cardiovascular 
diseases, and a growing elderly population, many of whom are frail and have 
multiple conditions that need a range of care. 

Care and Quality 

While our area has strong health and social care services the same standard of care 
is not provided from place to place. This variation in the quality, safety and 
experience of people using our services is unacceptable. 

Not all our services are joined up in a way that best supports patients and we are 
also seeing an increasing demand for hospital and bed based services – 20% higher 
in the North East than across England.  

This variation and increasing demand is putting added pressure on our health and 
social care staff, and in line with other parts of the country we are finding it very 
difficult to recruit staff with often scarce skills.  

This means that some of our services are unlikely to be sustainable in the future in 
their current form. We also need to make sure that we have enough staff with the 
right skills to provide high quality services seven days a week, inside and outside of 
hospital. 
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Funding 

The more people with ill health in a population the greater the cost of providing care 
for those individuals. If we do nothing to improve the health of our local population 
then we will no longer be able to afford to provide the same quality of services that 
we now have.  

Currently we have some of the best performing service providers in the country. 
However demand for care is increasing and NHS budgets are only expected to rise 
in line with inflation and not to cover the cost of the increasing demand, new 
treatments and developments. Also our local authorities are under increasing 
financial pressure and as social care services come under pressure people will 
inevitably turn to health services and other parts of the system for support, 
increasing demand for those services. 

If we don’t make changes to the way our health and social care services currently 
operate then by 2021 we could be facing a funding gap in health of £641m and could 
be as high as £904 million including social care,between what services cost to 
provide and the money we have available locally to provide those services.  

That level of funding gap would make our local health and social care system 
unsustainable. 

To close the gap partners from across the STP area have developed a range of 
solutions that would make the most efficient use of our local resources, while at the 
same time ensuring patients get the right care in the right place at the right time. 

4. How are we going to plug these gaps? 

We believe that we can plug the gaps we’ve identified by focusing on three action 
areas: 

• Scaling up work on ill-health prevention and improving wellbeing 
• Improving the quality and experience of care by increasing collaboration 

between organisations that provide out of hospital care and making the best 
use of our acute or hospital based services 

• Closing the gap in our finances. 

We have big ambitions for the health of our population and the services that support 
our local communities. But we are confident that we can achieve those ambitions 
because our draft STP builds on work that is already going on across 
Northumberland, Tyne and Wear, and North Durham. 
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Health and wellbeing 

Each of our local authority areas already has a health and wellbeing strategy to 
address local priorities for improving the health of their communities. Our draft STP 
builds on those strategies – accelerating work where we can that is already 
underway to make the planned improvements more quickly. 

Our draft STP sets out how we will do this by promoting healthy behaviours and 
targeting action at high risk areas, such as reducing smoking, obesity, and alcohol-
related hospital admissions, and giving children the best start in life by reducing 
smoking in pregnancy. 

We will increase the number of people who feel supported to manage their long term 
conditions, and help long term unemployed people back into work, focusing on those 
with mental health and muscular skeletal conditions. 

We will reduce the number of early deaths from conditions such as cancer and 
cardiovascular disease. We will increase the take up of flu immunisation and improve 
the number of mothers who breast feed. We will reduce the rate of staff sickness in 
our health and social care system to increase the number of staff available to 
support local people. 

Improving the health of our local population will over time reduce the demand for our 
health and care services. 

Out of hospital collaboration and making the best use of hospital services 

Each of our local health economies is looking at how it can improve the way 
organisations work together to provide community health and social care services, 
and so reduce the need for hospital based care.  

They are learning from work that is already going on in Northumberland, Tyne and 
Wear, and North Durham,as well as other parts of the country, including: 

• Sunderland’s All Together Better vanguard  
• Newcastle and Gateshead’s enhanced healthcare in care home vanguard 
• Northumberland’s primary and acute care system vanguard 
• Northumbria NHS Foundation Trust’s collaboration vanguard 
• South Tyneside integration pioneer 
• North Durham multi speciality community provider health and social care 

integration 

The region has already been recognised as a National Transformation Area, which 
means we have the opportunity to bid for investment and support to look at new 
ways of providing out of hospital care 

The draft STP sets outs our aims for improving community and GP based services, 
including increasing the number of weekend and out-of-hours GP appointments 
available to local people, and using technology to improve processes around repeat 
prescriptions and referrals for consultant led care. 
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Improving the health of our population and services in the community will mean we 
reduce our reliance on hospital-based care. 

The draft STP sets out our ambitions to reduce attendances at accident and 
emergency departments and emergency hospital admissions, as well as the need for 
as much planned care and out-patient appointments. We will also improve the 
variability in quality in our maternity services, cancer and diabetes care. 

Organisations are working together on plans to make the best use of our hospital 
based services, reviewing those services on a speciality by speciality basis to make 
sure they are sustainable and able to providethe same level of quality service across 
Northumberland, Tyne and Wear, and North Durham seven days a week 

Focusing on these three areas will make the best use of the resources we have 
available now and in the future, but underpinning our draft STP is our absolute focus 
on providing quality services for local people. We will ensure all our GP and hospital 
services are rated as good or outstanding and improve patients’ satisfaction with 
those services. 

Closing the financial gap 

To close the predicted £641m gap the STP partners have developed a range of 
solutions that would make the most efficient use of our local resources, while at the 
same time ensuring patients get the right care in the right place at the right time. 

The commissioners and providers of health and social care services in our area each 
have their own efficiency plan that together should address around 60% of the gap.  

STP partners are also working on a model of community based care that could be 
rolled out across the whole area to make sure patients get care as close to home as 
possible and so reducing the pressure on hospital based services. Initial estimates 
indicate that this could reducenon-planned hospital care by up to 15% by 2021 

There are seven hospital sites in our STP area and we know that issues such as 
scarce staffing mean that we will have to consider how we will deliver hospital based 
services in the future. Partners will work together to understand how the hospitals 
might work together more closely, building on the collaboration that South Tyneside 
NHS Foundation Trust and City Hospitals Sunderland NHS Foundation Trust have 
already begun. 

We are also looking at a number of smaller efficiency schemes, such as 
organisations sharing back office functions and greater collaboration on pathology 
services. 
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5. What will change? 

We can’t make improvements in the three action areas without making changes to 
the way we currently run services, and some of the programmes of work will 
inevitably mean structural change in how services are managed and where they are 
delivered. However that isn’t new to our area.  

Many structural changes have been planned for some time and are already 
underway. Whether that’s the creation of an accountable care organisation in 
Northumberland – responsible for commissioning and providing both health and care 
services in the area – or the collaboration between South TynesideNHS Foundation 
Trust and City Hospitals Sunderland NHS Foundation Trust, coupled with the 
Pathway of Excellence programme looking at the development of a single clinical 
operating model. These changes have been designed to improve the delivery of 
services and make the best use of the resources available locally. 

It is too early to say what other change may be proposed. As we work through 
detailed plans to address the three action areas further potential change will become 
clearer. However each STP partner organisation is committed to actively involving 
patients, carers, staff and local people in shaping those changes and ensuring they 
have their say on how services will look in the future. Any proposal to substantially 
change any service will be subject to thorough and detailed engagement and 
consultation with those people potentially affected by any suggested change. 

While we don’t yet know the detail of what will change across Northumberland, Tyne 
and Wear, and North Durham, the draft STP does set out what the organisations in 
each of our local health economies hope to be working on over the next two years to 
address the three action areas. 

The draft STP contains the full details, which in summary in each local health and 
social care economy areas include: 

Northumberland and North Tyneside 

The development of an accountable care organisation and vanguard for 
Northumberland will be the key focus as it will allow new models of commissioning 
and delivering services to be tested, and learning shared with other STP partners. 

Other activities proposed by the draft STP include: 

• Newcastle Gateshead CCGlooking at supporting North Tyneside CCG with a 
joint management team to help financial recovery 

• Continuing to support Northumbria Healthcare NHS Foundation Trust and 
Northumberland, Tyne and Wear NHS Foundation Trust to provide 
outstanding care, while Northumbria also looks at how it can provide seven 
day care for the wider North of Tyne population. 
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Newcastle and Gateshead 

This health economy aims to build on existing work to develop community services 
and the idea of building teams around GP practices, as well as completing the 
testing of the concept around the enhanced care in care homes vanguard. Learning 
from this will be shared with other STP partners 

Other activities proposed by the draft STP include: 

• Looking at the best way to provide integrated care across Newcastle 
• The Newcastle upon Tyne Hospitals NHS Foundation Trust and Gateshead 

Health NHS Foundation Trustcollaborating on  work to provide the best 
hospital based care for the two populations 

• Continuing to support The Newcastle upon Tyne Hospitals NHS Foundation 
Trust and Northumberland, Tyne and Wear NHS Foundation Trust to provide 
outstanding care, while Newcastle Hospitals also looks at how it can provide 
seven day care for the wider North of Tyne population. 

South Tyneside, Sunderland and North Durham 

This health economy aims to focus on developing and testing the ideas behind the 
Sunderland multi-speciality community provider vanguard and the South Tyneside 
integrated pioneer work. Lessons learned from this will be shared with other STP 
partners. 

Other activities proposed by the draft STP include: 

• Continuing the Pathway to Excellence programme with South Tyneside NHS 
Foundation Trust and City Hospitals Sunderland NHS Foundation Trust 
working together to develop plans to provide high quality services seven days 
a week to both populations 

• A programme of clinically led service reviews to ensure the best possible 
services are provided within the resources available.  

From 2019 – 20 the health economy would also like to encourage greater 
collaboration between the University Hospital of North Durham and South Tyneside 
NHS Foundation Trust and City Hospitals Sunderland NHS Foundation Trust, in 
partnership with The Newcastle upon Tyne Hospitals NHS Foundation Trust and 
Gateshead NHS Foundation Trust, which also provide care for patients from North 
Durham. 

Mental Health 

Mental health is a cross cutting theme and features in all the local health and social 
care economy area plans.   

The core ambition of the draft STP is to ensure “no health without mental health”. 
This will involve the development of an integrated life span approach to enable 
integrated support of mental health, physical health and social need which wraps 
around the person, from enabling self- management, care and support systems 
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within communities, through to access to effective, consistent and evidence based 
support for the management of complex mental health conditions. 

6. What happens next? 

Local health and social care organisations have spent months working up the draft 
STP that was submitted to NHS England at the end of October 2016. The draft was 
built on work that has been or is currently going on across the area, and it was 
developed in line with what local people had already told us was important to them 
about local health and social care services. This included that services should be 

• high quality, safe and sustainable 
• as close to home as possible, and 
• meet the needs of local people. 

To be successful STPs must be developed with, and based upon the needs of local 
patients, carers and communities, and health and social care professionals must be 
effectively engaged with those plans. 

In preparing our draft STP the local partner organisations talked to lots of 
organisations about the gaps in the local health and social care system, and how 
those gaps could be filled. Senior health and social care professionals were involved 
in drawing up the draft, andmany more will be involved in developing the plans to 
take forward the three areas for action. 

The publication on 9 November 2016 of the draft STP, along with this summary, 
marked the start of further engagement around our proposed way forward for local 
health and social care services. We have also published our engagement and 
consultation strategy that sets out the approach we will take in the coming weeks to 
getting the views of people from across Northumberland, Tyne and Wear, and North 
Durham on our draft STP. 

From now until the end of January 2017 we will be talking to lots of people to ensure 
there is a general level of awareness and understanding about the need for change, 
and to listen to ideas or concerns about any aspect of the draft STP. 

The views of local people will help to shape the final version of our STP and guide 
the development of our health and social care system between now and 2021. 

For more information about our draft STP check out the full document available on 
your local CCG website, where you will also find our engagement and consultation 
strategy, and details of how you can have your say on our draft plan. 
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NTWND STP Q&As updated on 9th November 2016 

 

1. What are STPs? 

In 2014 NHS England published the Five Year Forward View (5YFV) – a national 
plan that sets out a vision for a better NHS and the steps needed to deliver that 
vision by 2020-21 

To accelerate delivery of the vision NHS England issued guidance in December 
2015 that asked every health and care system in the country to come together in 
geographic areas to create their own ambitious blueprint to rapidly implement the 
5YFV. 

These blueprints, known as Sustainability and Transformation Plans (STPs), aim to 
set out a clear approach to how the challenges set out in the 5YFV will be delivered 
locally by 2020-21. 

These challenges are grouped into the following categories: 

• improving the quality of care people receive 
• improving health and well being 
• ensuring local services are efficient 

STPs will be delivered by local health and care organisations working together in a 
geographic footprint to ensure the transformation and sustainability of local services. 
There are 44 footprints across England and they have been determined based on 
the way communities link together and where residents naturally travel to access a 
range of health and care services. They are each also of a large enough scale to 
support the transformation of the way health and care services and delivered for their 
populations. 

2. What is happening in the North East and Cumbria? 

 In the North of England there are three footprints covering the following geographic 
areas: 

• Northumberland, Tyne and Wear, and North Durham 
• Tees Valley (including Redcar & Cleveland, Middlesbrough, Stockton, 

Hartlepool and Darlington) and Hambleton, Richmondshire and Whitby 
• Cumbria 

NHS England required all footprints to develop and submit the first draft of their 
STPs by the end of June 2016. These versions highlighted the priorities for how 
each area will respond to the three key challenges in the 5YFV, along with a high-
level action plan for delivering these priorities.  

NHS England gave feedback on each STP and footprints have been working on 
refining their priorities on which they will engage local people before individual 
organisations carry out consultation on any service change that may be proposed by 
the final version of the STPs. 
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NHS England is clear that all STPs will work to different timescales depending on 
their local challenges and circumstances, and that is what we are currently seeing in 
the North of England. 

While each is being developed to address the area’s own distinct health and social 
care challenges, partner organisations will also taking account the work going on in 
the neighbouring STPs. They will take every opportunity to learn from that work and 
to ensure that for those patients who have to travel across footprints for specialist 
care that those services are not adversely affected by the different STPs.  
 
3. What’s happening in Northumberland, Tyne and Wear and North Durham 

The Northumberland, Tyne and Wear, and North Durham footprint covers the 
boundaries of six clinical commissioning groups and six local authorities  

A draft STP has been developed by a partnership of a number of organisations, as 
detailed below. The work is led by a strategic partnership board made up of senior 
representatives from many of the organisations working in our local health and social 
care system. 

NHS commissioning 
organisations 

Healthcare provider 
organisations 

Local authorities 

Sunderland Clinical 
Commissioning Group (CCG) 

Northumbria Healthcare NHS 
Foundation Trust 

Northumberland County Council 

South Tyneside CCG Northumberland, Tyne & Wear 
NHS Foundation Trust 

Newcastle City Council 

Northumberland CCG The Newcastle-upon-Tyne 
Hospitals NHS Foundation 
Trust 

Gateshead Council 

North Tyneside CCG Gateshead Health NHS 
Foundation Trust 

North Tyneside Council 

Newcastle & Gateshead CCG South Tyneside NHS 
Foundation Trust 

South Tyneside Council 

North Durham CCG City Hospitals Sunderland NHS 
Foundation Trust 

Sunderland City Council 

 County Durham & Darlington 
NHS Foundation Trust 

 

 

The partnership published its draft STP on 9 November, kick starting a programme 
of engagement to seek local people’s views on the draft plan. This programme of 
engagement runs until the end of January 2017 and all feedback will help shape the 
final STP for the area. 

4. How were the STP footprints agreed? 

NHS England asked each area to develop a proposed footprint, talking to local 
authorities and other partners about what would work best. They had to be large 
enough to deliver the required transformation of health and social care services and 
were largely based on natural communities, existing working relationships, and the 
way patients travel to use services. 
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5. Do the footprints replace other local governance structures? 

Footprints and STPs are not about creating new separate organisations or replacing 
current organisations. They simply provide a framework for different organisations to 
work together at scale and across communities to plan for the needs of their 
population and deliver the 5YFV. 

If the final STP in any area should propose significant changes to local services then 
the individual commissioners and providers of those services will still be accountable 
for ensuring the effective engagement and consultation with those people affected by 
any proposed change. 

6. What about those services that are provided across a wider geographic 
footprint than one STP? 

The scale of each footprint means that there are just a small number of services 
provided across much wider areas, however each STP area takes account of work 
going on in neighbouring footprints. They will take every opportunity to learn from 
that work and to ensure that for those patients who have to travel across footprints 
for specialist care those services are not adversely affected by the different STPs.  

7. How will other organisations and individuals be involved in the STP? 

STPs must be developed with, and based upon, the needs of local patients and 
communities, and also have the support of clinicians and other staff working in health 
and social care organisations. 

Each footprint is developing robust programmes to engage with various interested 
bodies and individuals, and some have already started encouraging local people and 
organisations to get involved in shaping future services. 

Each footprint is publishing its communication, engagement and consultation 
strategy alongside their draft STPs, but a key principle of local strategies will be to 
build on existing ways of communicating and engaging with local people and 
organisations rather than developing new mechanisms and channels developed 
solely for STPs. For example engagement programmes would build on previous and 
existing engagement, such as through Health and Wellbeing Boards and the 
development of local health and wellbeing strategies. 

8. What will success look like for the STPs in the North East and Cumbria? 
 
Each of the three STPs in the region have different aspirations based on local need, 
but ultimately the partner organisations in each area want their populations to have 
the best possible outcomes for their health and well being.  
 
To achieve that, our current health and social care services will have to change to 
address the challenges in each area. How they will change will vary from place to 
place, and local people and organisations will have a big say in how organisations 
work together and services are planned and delivered. 
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9. What are the timescales for publication and implementation of the STPs 
in the North East and Cumbria? 

 
NHS England required all footprints to develop and submit the first draft of their 
STPs by the end of June 2016. These versions highlighted the priorities for how 
each area will respond to the three key challenges of the 5YFV, along with a high-
level action plan for delivering these priorities.  

NHS England gave feedback on each draft STP and footprints refined their priorities 
for a further submission made to NHS England at the end of October 2016. 

The timescales for engaging and consulting local people on the revised STP will vary 
from footprint to footprint depending on local circumstances.  

 
10. What will STPs mean for local services? 
 
It is too soon in the development of STPs to speculate on what it will mean for local 
services. Inevitably, whenever the need for change is discussed local people will 
begin to be concerned about what it could mean for the services they value. 
 
The 5YFV is clear that health and social care services need to change to better meet 
the changing needs of people in England, and each STP is being developed to 
address the needs of local populations. 
 
In each STP footprint patients, the public and health and care staff will be 
encouraged to get involved in shaping service to meet those needs and deliver the 
5YFV by 2020-21. 
 
Any proposal to change services as a result of local STPs will be subject to formal 
engagement and consultation with the people that potentially could be affected by 
those changes. Service commissioners and providers leading those consultation 
processes must demonstrate how they have taken local people’s views into 
consideration when making any final decision on a proposed service change. 
 
11. Services currently provided by County Durham and Darlington NHS 

Foundation Trust (CCDFT) have been split between two STPs – what does 
this mean for the future of the trust? 

 
The 44 STP footprints across England have been determined based on the way 
communities link together and where residents naturally travel to access a range of 
health and social care services. 
 
The Northumberland, Tyne and Wear and North Durham footprint is based on the 
way people use local health and social care services. After careful consideration of 
how patients use services in North Durham, and also as a result of feedback from 
local people as part of the Better Health programme engagement activity, it became 
clear that patients in North Durham are more likely to use acute NHS hospital 
services in Sunderland, Gateshead and even Hexham rather than services to the 
south of North Durham. Patients are also more likely to go to The Newcastle upon 
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Tyne Hospitals NHS Foundation Trust for specialist services rather than South Tees 
Hospitals NHS Foundation Trust. 
 
However this isn’t the case for people living in Darlington and South Durham, who 
are more likely to travel south for hospital and specialist care. Therefore it would 
have been wrong to try to fit all of the services provided by CCDFT into one STP. 
 
It is not the aim of the STP to destabilise any existing service provider and the draft 
STP does not include proposals for the merger or end of any organisation. 
 
12. Isn’t the predicted financial gap of £641 up to almost £1billion by 2021 
too big for local services to bridge alone? What is being done to lobby 
government for realistic funding for local services? 
 
Each organisation in the STP partnership has their own robust saving plans that they 
are working hard to deliver and together they should cover 60% of the predicted 
funding gap. The draft STP details a number of other proposals that, if taken forward, 
should deliver the most efficient use of our resources. 
 
Northumberland, Tyne and Wear and North Durham has some of the most robust 
and financially stable organisations in the country, but the draft STP looks to the 
future in developing plans to ensure that we can continue to provide the highest 
quality services within the resources available. 
 
We know that if we do not do something to improve the health and well being of our 
population and so reduce the increasing burden on health and social care services 
then our current health and social care system will be unsustainable in the future. 
 
The government has been clear about future funding arrangements for the NHS, but 
we are still assessing the potential impact of austerity on social care services. 
However our current involvement in national vanguards and transformation 
programmes does make the area eligible for extra government funding, which we will 
be pursuing to help fund the transformation of local services. 
 
13. The draft STP is heavily focused on the NHS with very little detail about 
local authority social care services. How have local authorities been involved 
in the development of the draft STP? 
 
NHS England’s 5YFV set out a vision for a better NHS but in developing our draft 
STP to speed up delivery of that vision we have been very clear that the NHS cannot 
do this alone. Local people often need the support of both health and social care 
services, and it is important that those services are joined up to provide the best 
quality and most efficient care possible. 
 
Local authorities have been involved in the development of our draft STP to date and 
will continue to be actively involved as we listen to local people’s views and begin to 
develop our plans in response to that feedback. 
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Our focus on improving public health and well being builds on work already 
underway in each of our local health economies: 

• Northumbria and North Tyneside 
• Newcastle and Gateshead 
• South Tyneside, Sunderland and North Durham 

And that work has been instigated and led by local authority public health teams. 
 
14. Over the year there has been a lot of talk about developing integrated 
joined up health and social care services but little real progress has been 
made. What will be different this time? 
 
In the region we have developed a number of integrated services in recent years, 
providing seamless care for patients. They haven’t always been easy to develop but 
we have lots of experience of doing it well, and through current national vanguard  
and transformation programmes we continue to work on developing such services 
and sharing learning from that experience across our whole STP area. 
 
15. What does our work on the ‘optimal use of the Acute sector’ actually mean 
for patients and public? 

 
Our work on the optimal use of the acute sector is designed to deliver a range of 
benefits including; 

• Increasing the number of trusts rated by the CQC as outstanding or good 
• Continuing to improve the quality of service provision and outcomes for 

patients  
• Continue with the roll out of seven day services in hospitals 

 

Noting that in addition to the above, there are a number of reasons for us to want to 
continue to develop our approach to hospital based service provision, including the 
availability of enough clinically trained staff to deliver care in the future, we have 
modelled a range of scenarios that include how for instance we might deliver elective 
(planned) and non-elective (urgent) hospital based care in the future. 

One of the scenarios would be the equivalent of moving out non elective activity from 
one or two of the existing hospital sites and moving in more elective care to those 
sites in return. This kind of modelling indicates that new models of service such as 
these, could help us deliver the kinds of benefits described above, and also release 
somewhere in the region of £30 to £40 million pounds in efficiency savings. 

It should be noted though that these are modelling assumptions that relate to the 
STP footprint as a whole and are not specific to any particular geography or 
organisation. 

The work to deliver these benefits for the public and patients and also to release 
efficiency savings of that kind of magnitude across the system will now be 
considered as part of the future work of the STP going forward. 
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Any future potential NHS service reconfigurations would of course still require their 
own case for change and formal consultation process in their local area in line with 
NHS statutory duties to engage and consult as appropriate. 
 

 
 
 
15. The draft STP places a lot of emphasis on out of hospital care reducing 
the need for hospital services. What evidence is there that out of hospital care 
saves money? 
 
We know that currently lots of people are being cared for in hospital that are not 
acutely ill and so do not need a hospital bed. If the services were available locally 
they would be better cared for in or closer to their homes. 
 
Hospital care is costly and reducing the need for hospital based care would allow us 
to use that money to focus on preventing ill health and providing the care people 
need closer to their homes. 
 
The draft STP is not just focused on saving money – we also want to make the best 
use of the money we have available and spend it on the things that will make the 
biggest difference to the health and well being of local people. 
 
 
16. There is a big focus in the draft STP on physical health care but what 
will the draft STP means for mental health care? 
 
The draft STP is very clear – there is no health without mental health. We 
understand the huge impact mental ill health can have on the lives of local people 
and the draft STP includes a work stream focused on improving the lives of people 
with mental health problems and the services that support them. This work stream is 
being led by Northumberland, Tyne and Wear NHS Foundation Trust with input from 
other STP partners. 
 
17. There is a lot in the draft STP about greater collaboration between 
organisations. Will this lead to the merger of existing service providers in the 
area? 
 
Some draft STPs published recently have put forward recommendations for the 
merger of organisations. Our draft STP does not do that. We have not focused on 
structural re-organisation, but on greater opportunities to work together to ensure we 
continue to provide safe, high quality, efficient and sustainable services across the 
whole area. 
 
In some parts of the area work has already started on changing the way services are 
managed, such as the creation of an accountable are organisation in 
Northumberland that will be responsible for both commissioning and providing 
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services, and South Tyneside NHS Foundation Trust and City Hospitals Sunderland 
NHS Foundation Trust collaborating on tackling shared problems 
 
18. The draft STP is heavily focused on Northumberland and Tyne and 
Wear, with very little detail about what it could mean for North Durham. Isn’t 
North Durham just an afterthought in this draft STP? 
 
Absolutely not. The 44 STP footprints across England have been determined based 
on the way communities link together and where residents naturally travel to access 
a range of health and social care services. 
 
The people of North Durham regularly travel north for acute hospital care in 
Sunderland, Gateshead and even Hexham, and are more likely to receive specialist 
care at The Newcastle upon Tyne Hospitals NHS Foundation Trust than travel south 
to South Tees Hospitals NHS Foundation Trust. So in developing our draft STP 
vision we have considered the needs of the population of North Durham alongside 
those of other populations in our area. 
 
 
 
As we listen to the views of local people on our draft STP and begin to develop plans 
to deliver our vision the ideas and feedback from North Durham residents and health 
and social care staff working in North Durham will carry equal weight to those people 
living and working in other parts of our area. 
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NHS England Core Standards 2016-17 

 

South Tyneside CCG Core Standards Improvement Plan 

Core Standard Clarifying information Action to be taken  Lead Timescale Update (Nov 16) 

Duty to assess risk  

5 Assess the risk, no less frequently 
than annually, of emergencies or 
business continuity incidents 
occurring which affect or may affect 
the ability of the organisation to 
deliver its functions. 

Risk assessments should take into account community risk registers 
and at the very least include reasonable worst-case scenarios for: 
• severe weather (including snow, heatwave, prolonged periods of 
cold weather and flooding); 
• staff absence (including industrial action); 
• the working environment, buildings and equipment (including denial 
of access); 
• fuel shortages; 
• surges and escalation of activity; 
• IT and communications; 
• utilities failure; 
• response a major incident / mass casualty event 
• supply chain failure; and 
• associated risks in the surrounding area (e.g. COMAH and iconic 
sites) 
There is a process to consider if there are any internal risks that 
could threaten the performance of the organisation’s functions in 
emergency as well as external risks eg. Flooding, COMAH sites etc. 

Undertake a Business Impact 
Assessment as part of IBCP annual 
work programme. 

AT Autumn 
2016.  

Business Impact 
Assessment undertaken. 
Changes have been 
made to the Business 
Impact Analysis (BIA) 
and Prioritised Activity 
Recovery Plan (PARP) 
documents (green 
status). 
 
 

Command and Control (C2)  

16 Those on-call must meet identified 
competencies and key knowledge 
and skills for staff. 

NHS England published competencies are based upon National 
Occupation Standards. 

The Chief Executive has been trained 
to the strategic/gold level, however 
further training is awaited.  

Area 
Team 

Within the 
next 12 
months.  

On call training 
completed (green 
status). 

Training And Exercising   

34 Arrangements include a training plan 
with a training needs analysis and 
ongoing training of staff required to 
deliver the response to emergencies 
and business continuity incidents. 

Staff are clear about their roles in a plan  
• Training is linked to the National Occupational Standards and is 
relevant and proportionate to the organisation type.  
• Training is linked to Joint Emergency Response Interoperability 
Programme (JESIP) where appropriate 
• Arrangements demonstrate the provision to train an appropriate 
number of staff and anyone else for whom training would be 
appropriate for the purpose of ensuring that the plan(s) is effective 
• Arrangements include providing training to an appropriate number 
of staff to ensure that warning and informing arrangements are 
effective. 

Awaiting NHS England notification of 
EPRR training exercises planned in 
2016/17. 

Area 
Team 

On-going.  Training is arranged by 
NHS England. Staff will 
continue to participate in 
relevant 
scenarios/Exercises 
(green status). 
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Core Standard Clarifying information Action to be taken  Lead Timescale Update (Nov 16) 

35 Arrangements include an ongoing 
exercising programme that includes 
an exercising needs analysis and 
informs future work.   

• Exercises consider the need to validate plans and capabilities 
• Arrangements must identify exercises which are relevant to local 
risks and meet the needs of the organisation type and of other 
interested parties. 
• Arrangements are in line with NHS England requirements which 
include a six-monthly communications test, annual table-top exercise 
and live exercise at least once every three years. 
• If possible, these exercises should involve relevant interested 
parties.  
• Lessons identified must be acted on as part of continuous 
improvement. 
• Arrangements include provision for carrying out exercises for the 
purpose of ensuring warning and informing arrangements are 
effective. 

Awaiting NHS England notification of 
EPRR training exercises planned in 
2016/17. 

Area 
Team 

On-going. Training is arranged by 
NHS England. Staff will 
continue to participate in 
relevant 
scenarios/Exercises 
(green status). 
 

36 Demonstrate organisation wide 
(including oncall personnel) 
appropriate participation in multi-
agency exercises. 

 Awaiting NHS England notification of 
EPRR training exercises planned in 
2016/17. 

Area 
Team 

On-going. Training is arranged by 
NHS England. Staff will 
continue to participate in 
relevant 
scenarios/Exercises 
(green status). 

37 Preparedness ensures all incident 
commanders (oncall directors and 
managers) maintain a continuous 
personal development portfolio 
demonstrating training. 

 Awaiting NHS England notification of 
EPRR training exercises planned in 
2016/17. 

Area 
Team 

On-going. Training is arranged by 
NHS England. Staff will 
continue to participate in 
relevant 
scenarios/Exercises 
(green status). 

Business Continuity – Deep Dive 2015  

DD1 Organisation has undertaken a 
Business Impact Assessment. 

The organisation has undertaken a risk based Business Impact 
Assessment of services it delivers, taking into account the resources 
required against staffing, premises, information and information 
systems, supplies and suppliers 
• The organisation has identified interdependencies within its own 
services and with other NHS organisations and 3rd party providers 
• Risks identified thought the Business Impact Assessment are 
present on the organisations Corporate Risk Register. 

Undertake a Business Impact 
Assessment as part of IBCP annual 
work programme. 

AT Autumn 
2016.  

Business Impact 
Assessment undertaken. 
Changes have been 
made to the Business 
Impact Analysis (BIA) 
and Prioritised Activity 
Recovery Plan (PARP) 
documents (green 
status). 
 

DD5 The Accountable Emergency 
Officers has ensured that their 
organisation, any providers they 
commission and any sub-contractors 
have robust business continuity 
planning arrangements in place 
which are aligned to ISO 22301 or 
subsequent guidance which may 
supersede this. 

EPRR Framework 2015 requirement, page 17. Plans to be reviewed in Autumn as 
part of a system wide response. 

AT Autumn 
2016.  

Complete -This is 
included as part of the 
NHS standard contract 
(green status). 

 



 

 

EPRR STATEMENT OF COMPLIANCE 

NHS South Tyneside CCG has undertaken a self-assessment against required areas of 

the NHS England Core Standards for EPRR. 

Following assessment, the organisation has been self-assessed as demonstrating the 

FULL COMPLIANCE level (from the four options in the table below) against the core 

standards. 

 

Compliance Level Evaluation and Testing Conclusion 

Full The plans and work programme in place appropriately address all 

the core standards that the organisation is expected to achieve.   

Substantial The plans and work programme in place do not appropriately 

address one or more of the core standard themes, resulting in the 

organisation being exposed to unnecessary risk. 

Partial The plans and work programme in place do not adequately address 

multiple core standard themes; resulting in the organisational 

exposure to a high level of risk. 

Non-compliant The plans and work programme in place do not appropriately 

address several core standard themes leaving the organisation 

open to significant error in response and /or an unacceptably high 

level of risk. 

 

Where areas require further action, this is detailed in the attached core standards 

improvement plan and will be reviewed in line with the organisation’s Business Continuity 

governance arrangements.   

I confirm that the above level of compliance with the c ore standards has been confirmed 

to the organisation’s governing body. 

Christine Briggs     

Signed by the organisation’s Accountable Emergency Officer 

                                      Christine Briggs, Director of Operations  

 24/11/2016 09/11/2016 

     Date of governing body meeting Date signed 
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REPORT SUMMARY / RECOMMENDATIONS: 

 

The purpose of this report is to update the Governing Body (GB) of South Tyneside 
Clinical Commissioning Group (STCCG) regarding progress and outcomes arising 
from implementation of a review of End of Life Care Services in South Tyneside. 
 
ST CCG have nominated two (part time) clinical leads to develop the work 
programme regarding End of Life care (EOL) –Dr Matt McCloskey and Dr Nousha 
Ali. 
 
The work has followed the guidance of the National Palliative and End of Life Care 
Partnership (NPELCP).  This sets out a strategic approach for 2015 -2020.  It 
focuses on six ambitions: 
1. Each person is seen as an individual.    
2. Each Person gets fair access to care    
3.  Maximising Comfort and Wellbeing    
4.  Care Co-ordination.    
5.  All staff are prepared to care.    
6.  Each community is prepared to help.    
 
Following a stakeholder review of the context of work in South Tyneside six 
priorities were identified. 
 
1.  Define of a model of end of life care suitable for delivery in South Tyneside that 
covers seven day care, including out of hours. 
2.  Review the current education available for staff delivering care to people 
deemed to be at their end of life.  Initially to be focused on residential homes, 
nursing homes and primary care. 
3.  Recommend a South Tyneside approach to care plans and shared records.  
This will require both IT and education solutions. 
4.  Mapping of community and voluntary service provision of end of life care. 
5.  Consideration of the role of development of a collaborative approach to hospice 
care –St Clare’s and St Benedict’s, to complement the delivery of the agreed 
model. 
6.  Development of an approach to the involvement in patients; their families and 
the general public in understanding their needs and concerns about end of life 
care. 
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What have we achieved? 
Progress has been made on: 

1) Mapping services 
2) Delivering education sessions. 
3) Information sharing. 
4) Understanding patient and family needs. 
5) Communication between teams. 
6) Establishing a task and finish group to look at discharges from hospital. 
7) Improving the effectiveness of the Palliative Care registers. 

 
What do we still need to do? 
i) Understand the needs of care homes in regard to support for EOL and also 
working with other providers to deliver improvements in EOL care. 
ii) Map what other supporting services are available in the community that could 
provide support to patients and their families e.g. cares support. 
iii)  Understand what would be needed with regard to 24/7 care for people at their 
end of life. 
iv)  Integrate this work with the reviews currently being undertaken around 
Continuing Health Care (CHC) fast track support. 
v) Consideration of the role of development of a collaborative approach to 
hospice care and NHS services, to complement the delivery of the agreed model. 
vi) Increase the engagement with families and carers to understand what needs 
they have and understand what solutions they would like to see within the end of 
life care services. 
 
Recommendations: 

The Governing Body is asked to review the progress and comment on the priority of the 
next items to be delivered. 
 

FINANCIAL IMPLICATIONS / RISKS 
There are no current financial implications related to this paper, however, it may be that 
through undertaking the next steps of activity areas which need resourcing are identified. 

EQUALITY IMPACT ASSESSMENT (EIA) 

COMPLETED 

 

Following the launch of the revised EIA 

documents on 1 March 2016 EIAs must be 

completed as follows: 

 

An EIA should be undertaken at the start of the 

development for a new proposed service, 

policy or process to assess likely impacts and 

provide further insight as to what will be required 

to implement it effectively.  The EIA form and 

associated documents can be found on the 

CCG’s intranet or through NECS Equality and 

Diversity Team 

 

Has an Equality Impact Assessment been 

completed using the equality impact documents 

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: The full document is embedded at the end of this 

cover sheet. 

QUALITY IMPACT ASSESSMENT 
NO YES 
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COMPLETED 

Following the implementation of the STCCG 

Quality Strategy (September 2015) it has been 

agreed that a QIA should be undertaken for a 

new proposed service, policy or process or any 

changes to current services which may have an 

impact on quality or experience 

 

Has a Quality Impact Assessment been completed 

using the quality impact assessment tool ensuring 

that they have demonstrated the potential quality 

and safety impact? 

If no please specify the reason why: 

 

This is a mid term report on a project so 

no new QIA has been undertaken. 

 

If yes please complete the below Quality Impact 
Assessment and submit with your report 

 

STCCG Quality 
Impact  Assessment 2015 V2.docx

 

PURPOSE OF REPORT: 
For Information For Approval To Note For Decision 

   

RISK REGISTER 

Is the report subject matter included on the CCG 

Risk Register 

NO   If not updated please specify the reason: 
 
 
 
 
 
 
 
 

YES  

If yes please confirm the risk register has 

been updated in accordance with the 

content of this report: 

 

Updated      

Not Update  

  SPONSORING LEAD DIRECTOR APPROVAL: 

Has the Lead Director approved the paper (proof of 

approval must be retained for audit purposes) 

YES  
 

NO  

 

Papers without Lead Director approval will be 
withdrawn from the agenda 

 
 

CQC A Different 
ending May 2016.pdf

 
 
CQC Report regarding the inequalities identified in End oF Life Services across England, publuished May 
2016. 
 



Update to the Governing Body of South 
Tyneside CCG on the development of End of 
Life Services. 
 

 
Background 
 
In 2008 the Department of Health produced a national strategy for end of life care 
(End of Life Care Strategy (2008) DH).  This document outlined the areas that 
needed greatest improvement: 
 

 Raising the profile. 

 Strategic Commissioning 

 Identifying people approaching end of life 

 Care planning 

 Co-ordination of care 

 Rapid access to care 

 Delivery of high quality services in all locations 

 Last Days of life and care after death 

 Involving and supporting carers 

 Education and training and continual professional development 

 Measurement and research 

 Funding 
 
At this time 58% of people in England died in hospital. 
 
The Office for National Statistics (ONS) produced a survey of the public’s views in 
this area (National Survey of Bereaved People (Voices) 2014).  Their main findings 
were: 

 75% of bereaved people rate the overall quality of end of life care for their 
relative as outstanding, excellent or good; 10% rated care as poor. 

 69% of bereaved people whose relative or friend died in a hospital, rated care 
as outstanding, excellent or good. This is significantly lower than outstanding, 
excellent or good ratings of care for those who died in a hospice (83%), care 
home (82%) or at home (79%). 

 Ratings of fair or poor quality of care are significantly higher for those living in 
the most deprived areas (30%) compared to the least deprived areas (21%).  

 33% reported that the hospital services did not work well together with GP and 
other services outside the hospital.  

 75% of bereaved people agreed that the patient’s nutritional needs were met 
in the last 2 days of life, 13% responded that the patient did not have enough 
support to eat or receive nutrition. 

 86% of bereaved people understood the information provided by health care 
professionals, but 16% disagreed they had time to ask questions with health 
care professionals.  

 
Strategically, this earlier work has been brought together by the National Palliative 
and End of Life Care Partnership (NPELCP).  This sets out a strategic approach for 
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2015 -2020.  In so doing it highlights how little progress has been made in England 
since the End of Life Strategy on 2008.   
 
 
It focuses on six ambitions: 

1. Each person is seen as an individual.    
2. Each Person gets fair access to care    
3.  Maximising Comfort and Wellbeing    
4.  Care Co-ordination.    
5.  All staff are prepared to care.    
6.  Each community is prepared to help.    

 
It expects eight underpinning foundations to have been achieved for these ambitions 
to be realised. 

1. Personalised care planning 
2. Shared Records 
3. Evidence and information. 
4. Involving, supporting and caring for those important to the dying person. 
5. Education and Training  
6. 24/7 access to care. 
7. Co-design 
8. Leadership. 

 
South Tyneside Context 
 

 People in South Tyneside are more likely to die in hospital than in most other 
parts of the country.  (57% compared to 47% nationally and 49% across the 
North East). 

 It is interesting that comparisons to similar CCGs suggests this is not 
something that can be explained by demography, as the figure is 48% in 
similar CCGs. 

 The proportion of deaths which occur in hospital has fallen since 2011/12, but 
the recent trend has been flat.  

 The comparative rate of deaths in hospital worsens with age and the 
likelihood of dying in hospital for South Tyneside males aged 85+ is the 
second highest in the country.   

 Local data suggests that the number of care home patients admitted to 
hospital at end of life increased in 2014/15, following decreases in the 
previous two years. 

 South Tyneside has the highest proportion of patients on primary care 
palliative care registers in the North East, though this varies between 
practices.   

 South Tyneside reports the highest proportion of palliative care patients with 
an emergency health care plan in the North East.                 

 Recording of preferred place of death for patients currently on the palliative 
care register is the highest in the North East (42.4% August 2015). 

 Where both preferred and actual place of death is known, 69% of South 
Tyneside people die in their place of choice. 

http://endoflifecareambitions.org.uk/wp-content/uploads/2015/09/Ambitions-for-Palliative-and-End-of-Life-Care.pdf


 Two GPs have been appointed as Clinical Leads with regard to End of Life 
Care –Dr Matt McCloskey and Dr Nousha Ali. 

 
 
 
What do we need to achieve? 
Stakeholder meetings involving a number of organisations and individuals had been 
used to generate this list of priorities and the first two quarters of 2016/17 have been 
used to understand the current service delivery and understand what woiul;d need to 
happen for it to move towards the suggested priorities.  

1. Define of a model of end of life care suitable for delivery in South Tyneside 
that covers seven day care, including out of hours. 

2. Review the current education available for staff delivering care to people 
deemed to be at their end of life.  Initially to be focused on residential homes, 
nursing homes and primary care. 

3. Recommend a South Tyneside approach to care plans and shared records.  
This will require both IT and education solutions. 

4. Mapping of community and voluntary service provision of end of life care. 
5. Consideration of the role of development of a collaborative approach to 

hospice care –St Clare’s and St Benedict’s, to complement the delivery of the 
agreed model. 

6. Development of an approach to the involvement in patients; their families and 
the general public in understanding their needs and concerns about end of life 
care. 

 
Development of key metrics  
Quantitative measures: 

i. Increase the number of patients dying in their preferred place of care where 
possible in line with the national target 

ii. All end of life patients will be offered the opportunity of an advanced care plan 
where appropriate 

iii. Reduction in unnecessary hospital admissions for end of life patients 
iv. Reduction in unnecessary A&E attendances for end of life patients 
v. Increase education and training in end of life care for health professionals 

 
Qualitative measures: 

i. Families / carers experience of end of life care 
Appendix 1 shows the high usage of the Palliative Care register in South Tyneside, 

1% is a national standard not met by other CCGs in the North of England.  It also 

highlights the high numbers of non-cancer patients on the register and the increase 

in percentage of people with Advance Care Plans. 

More work is needed on achieving a person’s preferred place of death as this has 

remained relatively static. 

What have we achieved? 
i) Mapped out current service provision looking across health, social care 

and third sector provision regarding End of Life services.  It highlighted the 
following areas as needing attention: 

 Transitions between teams. 



 Transitions between daytime and evening services. 

 Transitions between weekday and weekend services. 

 Patient choice. 

 Diversity and equality issues. 
These issues are being discussed by regular meetings between CCG EOL 
Care leads and senior staff in South Tyneside NHS Foundation Trust.  The 
development of item iv) and item v) below have stemmed from this group.  
This will feed into an agreed model of care. 
 

ii) Undertaken an education session with GPs in July 2016 (Time In:Time Out 
Session) regarding palliative care register and referrals to specialist care.  
It included trying to understand the difficulties around EOL care. 
 
In September the Palliative Care Consultants undertook some education 
sessions with staff at South Tyneside District Hospital.  The aim was to 
raise the profile of this team and the support they could provide to patients 
being treated on other wards. 

 
iii) Electronic Records and Information Sharing.   

There is a need to share information accurately and in a timely manner to 
support people at their end of life.  There is a North East-wide project 
looking at implementing electronic shared health records. However, while 
this is being developed South Tyneside CCG has implemented a method 
where community nursing teams and GP practices can share information.  
This will reduce the need for families to tell their story on multiple 
occasions. 
 

iv) Patient and family stories were gathered between November 2015 and 
February 2016 these covered hospital and community care.  There were a 
number of consistent themes across the stories.  These stories have been 
used in each of the meetings with staff and service leads to describe how 
patients and families feel when using their services. 

 Patients had to tell their story many times as they went between 
different care teams. 

 Lack of continuity of care was experienced by the respondents. 

 Individual members of staff were helpful, but the system in which 
they worked was not supportive. 

 Delays in services linked to discharge –ambulance and medication. 

 Choices at end of life were not always available –beds at St Clare’s 
as an example. 

 Special needs e.g. interpretation for people who are deaf, where not 
considered. 
 

v) Communication between teams.   
South Tyneside is implementing a programme of integrating health and 
social care teams.  This improves communication between different 
groups of staff and also reduces delays in messages being left and 
collected.  This process is being rolled out across South Tyneside in 
2016/17, but will now also include the specialist MacMillan Nurses. This 



aims to make communication at this key point in time as seamless as 
possible. 
 
 
 

vi) Discharge from Hospital.   
South Tyneside NHS Foundation Trust is to establish a task and finish 
group to examine the discharge process, particularly in relation to EOL 
care.  There is a feeling that some patients do not benefit from their 
discharge following such a checklist.  This checklist when used is effective 
at ensuring that a person is not sent home without their needs being 
assessed.  This leads to difficult and painful experiences for patients and 
families when this is not undertaken effectively.  This group is due to report 
on their actions by mid-December.  A second group will look at auditing 
records. 

 
vii) Palliative Care registers.   

South Tyneside has one of the highest levels of us Palliative Care 
registers by primary care in the North East.  It also is an area where non- 
cancer patients also get suitable attention.  However, it is not clear that all 
people on the palliative care register receive the same level of support.  A 
meeting between GPs and other primary care staff is being established to 
understand how the use of the Palliative Care register can be made more 
effective.  There has been an increase in the use of Advance Care Plans 
and this proactive work will underpin further work around supporting the 
choices patients and their families wish to make. 
 
What do we still need to do? 

i) Understand the needs of care homes in regard to support for EOL and 
also working with other providers to deliver improvements in EOL care. 
 

ii) Map what other supporting services are available in the community that 
could provide support to patients and their families e.g. cares support. 

 
iii) Understand what would be needed with regard to 24/7 care for people at 

their end of life. 
 

iv) Integrate this work with the reviews currently being undertaken around 
Continuing Health Care (CHC) fast track support. 
 

v) Consideration of the role of development of a collaborative approach to 
hospice care and NHS services. 

 
vi) Increase the engagement with families and carers to understand what 

needs they have and understand what solutions they would like to see 
within the end of life care services. 

 
 

Darren Archer  
Senior Commissioning Manager, NECS 



November 2016. 
 
 
 
 

Appendix 1 Progress in EOL statistics. 

 
 
 
NB 0 value re Died in usual place of residence is an error in the data collection not a 
reflection of the quality care. 
 
 


