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Governing Body 
 

Thursday, 26 January 2017 
10.00am – 12 Noon (Public) 

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

 

AGENDA 
 

ITEM TIME TITLE 
 

LEAD 

2016/102 10:00 

Welcome and introductions 

Matthew 
Walmsley 

Verbal  
 Apologies for absence 

Declarations of Interest 

2016/103 10:05 

Draft Minutes from the 24 
November 2016 meeting  

 Matters arising from the 
minutes 

 Action Log 

Matthew 
Walmsley 

 
Enclosure 1 
 
Enclosure 2 
 
 

2016/104 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 ` 
 

2016/105 10.15 Chief Executive’s Information 
David 
Hambleton 

Verbal  
 

 Quality   

2016/106 10:20 
Key Assurance and Risk Report 
from Quality and Patient Safety 
Committee 

Jeanette 
Scott-
Thomas 

Enclosure 3 
 

 Performance  

2016/107 10:30 Performance Report 
Christine 
Briggs 

Enclosure 4 
 

 Finance   

2016/108 10:40 Finance Monitoring Report Kate Hudson 
Enclosure 5 
 

 Commissioning Business  
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2016/109 10:50 
Planning and Prioritising for 
2017/18 and 2018/19 

Christine 
Briggs 

Enclosure 6 
 

2016/110 11.10 Primary Care Commissioning 
Christine 
Briggs 

Enclosure 7 

 Governance  

2016/111 11:20 Risk Register review 
Christine 
Briggs 

Enclosure 8 

2016/112 11:25 
Communications and 
Engagement Strategy Review 

Helen Ruffell 
Enclosure 9 

2016/113 11:30 
Governing Body Assurance 
Framework 

Keith Haynes 
Enclosure 10 

2016/114 11.40 Constitutional Amendments Keith Haynes 
Enclosure 11 

 Sub-committee minutes  

2016/115 

11.55 

Council of Practice 
Matthew 
Walmsley 

Enclosure 12 

2016/116 Executive Committee 
Matthew 
Walmsley 

Enclosure 13 

2016/117 
Quality and Patient Safety 
Committee 

Matthew 
Walmsley 

Enclosure 14 

2016/118 Audit and Risk Committee 
Matthew 
Walmsley 

Enclosure 15 

   

2016/119 12:00 Any other business 
Matthew 
Walmsley 

Verbal  
 

Close 

Date and time of next meeting 
Thursday, 23 March 2017 
9.00am – 12 Noon,  
Clervaux 

 



 

Agenda Item 2016/103 

Enclosure 1 

Governing Body (Public) 
Thursday 24 November 2016 

9.00-10.00 
The Clervaux Exchange, Conference & Business Centre, 

Clervaux Terrace, Jarrow, South Tyneside.  NE32 5UP 
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 
Jeff Gosling   Lay Member (Public and Patient  

Involvement), STCCG    JG 
Jeanette Scott Thomas Director of Nursing, Quality & Safety, STCCG JST 
Helen Ruffell   Operations Manager, STCCG    HR 
Keith Haynes   Governance Lead     KHa 
Amanda Healy  Director of Public Health, STC   AH 
 
In Attendance: 
Sinead Walker                    Governance Officer, NECS   SW 
Dr Matthew Beattie             Clinical Director Long Term Conditions              MB 
Darren Archer                     Senior Commissioning Manager, NECS            DA 
Amanda Healy                    Director of Public Health, STCCG                      AH 
 
Apologies 
John Pearce   Corporate Director Children, Adults and  
    Health, STC      JP 
Dr Tarquin Cross  Secondary Care Consultant, STCCG  TC  
Dr Vis-Nathan  GP Governing Body Member, STCCG  VN 
Jack Lewis                         Senior Health Analyst, STC                                 JL 
 
2016/79 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 

No Declarations of interest were raised at the meeting. 
 
2016/80 Minutes of the last meeting 22nd September 2016 (Enc 1) 

Page 3 (2016/62 – sentence should read “There was a challenge with 
regard to the bed closure programme. 
Page 6 (2016/65) – Khu to make some changes to the Finance 
section.  There are some changes to be made with regards to CHC 
numbers. 
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Action: With the above amendments the Governing Body 
accepted the minutes of the meeting as an accurate record of the 
meeting. 
 
Matters arising  
 
Action Log (Enc 2) 
 
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. Completed (24.11.2016). 
 
Commissioning Business 
Acute Hub updates (Verbal) 
Dr Matthew Beattie highlighted to the Committee that unfortunately 
the meeting with the Trust and the GP service provider regarding the 
acute hub had been cancelled by those parties at the last minute.  A 
previous joint meeting had also been scheduled in the summer, but 
again this had been cancelled by the other parties.  The level of 
engagement was felt to have been disappointing. 
 
Reasonable patient feedback data is being received around the 
Urgent Care Hub at South Tyneside Foundation Trust however there 
is the opportunity to develop greater understanding within the Clinical 
and Emergency Departments around the flow model.  It was also 
noted that staffing information had been sought and would be 
reviewed.  The Governing Body felt concerned that it had not yet been 
possible to have the right conversations with the right people at the 
hospital trust around the urgent care hub though noted the on-going 
efforts around this.  
 
Action:  To be raised as a topic item on the agenda for the next 
Exec to Exec Meeting between the CCG and hospital trust. 
 
Dr Matthew Beattie left the meeting. 
 

2016/81 Question time 
There were no questions asked by the public present at the meeting. 
 

2016/82 Chief Executive Information (verbal)  
 

Canterbury visit November 2016 
The work with Canterbury District Health Board in New Zealand 
continues to progress very well.   Canterbury has demonstrated very 
well the culture that they have created throughout their health and 
care system which has changed radically over the last 10 years and 
they have achieved some fantastic outcomes.   The strong focus has 
been around their senior leadership setting the direction and 
reiterating this through the whole of their staff in the system.  STCCG 
is starting to build some specific pieces of work based on the 
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observations from Canterbury such as the launch of health pathways 
and also looking at ways of working with primary care. .  .  STCCG are 
being asked to talk about the work that they are doing with Canterbury 
now at a number of different venues. 

   
  Sustainability and Transformation Plan (STP) 
  The draft STP was noted to have now been published. 
 

The Governing Body queries in regard to the governance 
arrangements for the STP, e.g., how will governance operate and how 
will ongoing assurance be given to all the various Boards in terms of 
the on-going success of the programme. 

 
It was highlighted to the Governing Body that existing governance 
structures are in place via the statutory organisations in Cumbria and 
the North East.  The Governing Bodies and Boards should be sighted 
on the progress of the development of the STP and given that 
STCCG’s core business is reflected in the draft STP, the Governing 
Bodies should expect to see progress being reported at its Governing 
Body meetings.   
 
The matter of whether the STP should have its own unique 
governance has not yet been resolved and there is a further meeting 
at the end of November 2016 with organisations and representatives 
from within the plan which will consider this further.   
 
South Tyneside and Sunderland Healthcare Group 
Monday 21st November 2016 was the launch of the new Executive 
Management Team jointly across the two hospital Trusts.  There is 
formally a new Chief Executive and a group of Executive Directors 
who will be taking forward the work of the two hospital sites and 
across community services.  
 
Quality 

2016/83 Key assurance and risks from the Quality and Patient Safety 
Committee (QPSC) (End 3) 
The purpose of the 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. 
 
The main highlights and key areas from the report are: 
 
Patient Stories 
There are positive impacts from the patient stories around COPD in 
terms of reviewing the services and pathways for patients.  This 
demonstrates that the process does add significant value. 
Quality vs. CIP Assurance 
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The CCG has been seeking assurance around any identified quality 
impacts and any further issues that may have emerged through the 
implementation of the recent STFT restructure.  There has been a 
presentation from Bob Brown, the Director of Quality and 
Transformation, who presented the quality assurance process that 
has been undertaken to date and it has been requested that there are 
on-going quality assessments, and that these are reported through to 
the Quality, Patient Safety Committee as well as the Quality Review 
Group so that there is on-going assurance that unintended 
consequences have not emerged.   
 
Commissioner Assurance Visits (STFT) 
There have been five Commissioner Assurance Visits to date and 
these have been received well.  The teams that have been visiting the 
Trust have found the visits to be very beneficial and the output from 
the visits is that the recommendations shared by the CCG have been 
put into an action plan that the Trust will share in terms of making 
improvements or changes as a result of the visits. 
 
Safeguarding 
It was noted that there had been concerns identified by CQC in 
regards to safeguarding children arrangements at STFT.  In the first 
inspection that was carried out, there had been two actions identified 
relating to the safeguarding of children.  In the Joint Targeted Area of 
Inspection (JTAI) that was carried out in February 2016 there were 
further recommendations made.  The CQC focused inspection at the 
end of July identified further concerns around safeguarding children, 
which resulted in a warning notice being issued by CQC to STFT.  
The Trust has submitted an updated action plan on the 24th October 
2016 to CQC and this is being monitored very closely.  STFT have 
met with NHS England, NHS Improvement and the CCG to look at 
what further assurances were required and what actions were 
needed.  The new healthcare Group Executive Team at the hospital 
trust are working on this and they have given assurance that this is 
being taken very seriously and that mitigating actions will be taken to 
resolve the situation.  CQC will be visiting again in mid-January 2017.   
Jeanette Scott-Thomas will be involved in this meeting. 
 
CHC Healthcare Update (CHC) 
Challenges continue around process issues in meeting the national 
framework target, but a process is in place to address these issues 
with some of the issues have been escalated through the contract 
management route with the hospital trust. 
 
It was highlighted to the Governing Body that the Quality Impact 
Assessment (QIA) assurance of the STFT quality v CIP assurance 
process framework programme has not been completed yet.  The 
focus has been on QIA of the changes that were linked to the QIA and 
not the actual cost improvement programme.  This is still outstanding. 
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2016/84 Safeguarding Annual Report (Enc 4) 
  The 3rd annual report provides an overview of: 
 

 Local and national drivers for change. 

 Local child protection and looked after children activity. 

 Local safeguarding adult’s 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. 
 

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.  In terms of the higher rate, one of the areas was identified as 
not having sufficient early help in terms of identifying crisis or what 
might lead to child protection services soon enough so a lot of 
investment had gone into the early help offer from universal services 
and in supporting families.  It has also been identified that some of 
the referrals that have been submitted in relation to child protection, 
did not meet the threshold.  There have always been a higher 
number of referrals in the borough in terms of contacts and there is a 
lot of work happening currently in terms of having an integrated front 
door system for all referrals.  The Police, Health and Local Authority 
representatives will consider all of the contacts that come in and 
decide on the multi-agency response.  
 
There is generally good communication links with schools on a daily 
basis.  There are now higher referrals from schools in terms of the 
early help offer and consideration of whether it should move up the 
multi-agency threshold to safeguarding.  There are representatives 
in some of the sub-groups and a member of the school team on 
board. 
 
Looked After Children (LAC) 
The roles in the service have been strengthened from an operational 
and strategic approach.  There is a designated LAC Nurse, who 
works one day a week in South Tyneside.  There is also a 
designated Doctor in post for 1 PA per week. 
 
 
The Governing Body praised Carol Drummond and the team 
who have worked hard and been dedicated in challenging times 
to deliver a very comprehensive report. 
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Carol Drummond left the meeting. 
 
  Performance 
2016/85 Performance Report (End 5) 

The report gives a summary of the performance at CCG level for 
NHS Constitution Indicators, CCG Outcome Indicators and CCG 
Quality Premium. 
 
NHS Constitution Dashboard – exceptions highlighted: 
 
A&E 4 hour standard  
Continue to be underperforming against the 95% threshold for the 
A&E 4 hour wait standard at STFT.  There is significant work 
underway around to improve this.   The Systems Resilience Group 
has now transformed into an A&E Delivery Board that comprises 
more executive level membership, the idea being to promote 
ownership and to have the right people around the table to make 
sure that the right solutions are in place.  STFT is taking part in a 
national programme of work which is looking at improving flow both 
in A&E and within the hospital.   An A&E Improvement Plan has 
been submitted by the CCG on behalf of the Board to NHS England, 
and a winter plan has also been submitted. Both are currently 
undergoing assurance.  Local winter schemes are now in place 
along with escalation processes. 
 
Cancer 
The report illustrated the position in terms of the proportion of 
patients treated within 62 days of an urgent GP referral for suspected 
cancer.  In August, 83.3% of patients were seen compared to a 
threshold of 85%, with 40 out of 48 patients having been seen within 
target and 8 patients having breached.  The 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 and it was noted that this 
CCG’s clinical lead for cancer would be picking up this work. 
 
NHS Outcomes Framework Dashboard – avoidable admissions 
A number of actions were noted in the report to be underway across 
the system to reduce the number of non-elective admissions to 
hospital. Work includes the development of new ambulatory care 
sensitive pathways and the development of integrated community 
teams. It was also noted that the roll out of Health Pathways will 
standardise hundreds of pathways and in turn reduce any variation in 
terms of how general practice deals with admissions to hospital 
which may have some impact on non-electives going forward.   
 
Emergency admissions for children with Lower Respiratory 
Tract Infection (LRTI) 
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The Governing Body noted that the rate of children admitted to 
hospital for LRTI condition had risen.  It was highlighted that the 
baseline for this indicator is taken from the previous year’s admission 
rate, and anything higher than the previous year would show as an 
increase. 
 
It was highlighted that there are more school aged children in the 
borough having flu vaccinations this year, which for flu related 
illnesses/LRTI, there should be a positive impact on this indicator 
 

  Finance 
2016/86 Finance Monitoring report (Enc 6) 

 
It was reported that the CCG remains on track to deliver 1% surplus 
in line with NHS business rules, but that it is becoming more 
challenging and this has been flagged with NHS England.  
 
It was noted that the risk at this stage sits at £1m which relates in the 
main to acute hospital activity and there are also some issues with 
regard to backlog of non-assessed cases for Continuing Healthcare. 
There remains some risk to be managed for the remainder of the 
year. 
 
 It was noted that as the CCG develops its efficiency programme the 
intention is to set up a Financial Sustainability Executive Group 
(FSEG) that will report into the Audit and Risk Committee. 
 
The Governing Body highlighted that the FSEG is not just a financial 
process; it has got to be a management team process.   

   
2016/87 Planning - Sustainability and Transformation Plan (STP) (Enc 7) 
 Health and social care organisations across Northumberland, Tyne 

and Wear, and North Durham are developing an ambitious plan to 
improve the health and well-being of 1.7m people living in the area.  
The draft plan is one of 44 such plans being developed across the 
country to NHS England’s Five Year Forward View (5YFV), a national 
plan that sets out a vision for a better NHS.  The plan describes an 
approach to how the vision of the 5YFV could be delivered 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. 
   
 Whilst Health is improving in Northumberland, Tyne and Wear (NTW) 

and North Durham area the gap in health and quality is continuing to 
increase.  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: 
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 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. 
 
 There is a need for STCCG to focus on various high risk areas such 

as smoking, obesity and alcohol, making best use of the hospital 
services and developing the out of hospital model. STCCG is working 
closely with colleagues across the Sunderland area looking at how to 
fully embed the current integrated community team’s model and 
further develop it.  This is with a view to reducing over reliance on 
statutory services via a variety of schemes including the continued 
implementation of the “a Better U” self-care programme which is one 
of STCCG key local work pieces, again working closely with 
colleagues in Sunderland. 

 
 There is a programme of engagement in regards to STP underway 

which will run through till the end of January 2017.  
 
 STP materials included in the draft publication are available on the 

CCG’s website as follows  
  http://www.southtynesideccg.nhs.uk/get-involved/involve-me/stp/ 
 
 With regards to the planning perspective locally, STCCG is still 

required to plan at operational level.  Operational planning over a two 
year period for 17/18 and 18/19 is in full swing.  STCCG is currently in 
the process of making a number of fairly extensive submissions to 
NHS England.   

 
 STCCG is working hard to ensure triangulation with the STP.  The 

CCG is currently on track with the process in terms of submitting 
operational planning templates to NHSE with first submission of 
templates on 25th November 2016.  Additionally STCCG remains on 
track in terms of delivering national contracting deadlines.  The CCG’s 
financial plan is being written in parallel, work being led by the CFO, 
who in turn is working closely with NHSE. The CCG is also 
consolidating its priorities in terms of the GP Forward View.  

   
  Governing Body members asked about public consultation and the 

STP and it was noted that Caroline Latta, who is the Communications 
Lead for NECS, is leading on the overall NTWND level STP 
communications for this particular programme.  There are public 
sessions being planned which will deal with the NTW level aspect of 
the plan, as listening events.  It is anticipated that a number of 
listening events will take place in the early part of the next calendar 
year. 

  
 From the local perspective, it was noted that the clinical service 

review process for the Path to Excellence programme will include a 

http://www.southtynesideccg.nhs.uk/get-involved/involve-me/stp/
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range of listening and engagement activities and the information 
shared during this process will also provide broad context around the 
overall STP. From the staff perspective, it was noted that colleagues 
from both hospitals have an engagement programme underway with 
their staff. 

 
 The Governing Body noted the Health and Wellbeing components of 

the STP and the challenges faced in regards to achieving for example 
a reduction in smoking prevalence.  In terms of “closing the financial 
gap”, it was illustrated that as part of the STP programme system 
wide economic modelling work has been carried out there system 
wide economic modelling to demonstrate the actions required in order 
to reduce the financial gap.  

 
 The Governing Body endorsed the draft STP. 
 
2016/88 EPRR standard Improvement plan (Enc 8) 
 The report is an annual update on South Tyneside CCG’s compliance 

with Emergency Preparedness Resilience and Response (EPRR) 
core standards.  Last year the CCG self-assessment against the 
EPRR was “substantial compliance”.  .  Since the last update, work 
has continued to make sure that any gaps were addressed and it was 
reported that the CCG was now fully compliant with all core 
standards. 

 
2016/89 End of Life Care Strategy (EOL) update (Enc 9) 
 The report gives an update on 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. 

 
 In South Tyneside there are more patients dying in hospital when 

compared to peers locally and nationally. 
 
 However, there are more patients being identified as being in their last 

year of life and being entered onto general practice palliative Care 
registers which acts as a critical enabler to ensure patients receive the 
level of support they need in their last months of life .  There are now 
also higher levels of emergency healthcare plans being put into place. 
It is hoped that this good progress will soon begin to demonstrate 
impact in terms of patients dying in their preferred place of death and 
hopefully a reduction in deaths in hospital. 

   
 In terms of progress, two educational sessions have been undertaken 

with GPs and with community staff and work is underway around 
improving information sharing between GPs and community nurses. ,   
The integration of community teams and their co-location at the 
Clarendon House site was noted to have seen a positive improvement 
in terms of way of working and continuity of care.  It was noted that 
with regards to the term 24/7 care for people at end of life, this should 
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not be misconstrued as meaning that all patients at end of life must 
have home care in place on a 24/7 basis, as it is important that care 
provided is based on individually assessed needs. 

 After discussion, the progress outlined in the report was noted and its 
content endorsed.  Darren Archer was thanked for his attendance and 
left the meeting. 

  
2016/90 Learning Disabilities Transformation Plan (Enc 10) 
 The report highlights progress in relation to transforming Learning 

Disabilities Services including next steps to develop an outcome 
focused delivery model, which promotes resilience and recognises 
individual needs. 

 
 Transformation of Adult Learning Disability services has been 

identified as a local priority and locally there has been good local 
progress made with an established pooled budget, integrated team 
and associated projects across health and social care.  This is a 
significant step forward. 

 
 The Care Treatment Review process has been redesigned and is run 

by a third sector organisation, the process  being one which reviews 
people in hospital to analyse the reasons for admission and facilitate 
discharge. The ‘Blue light’ process   has been agreed across 
partners and implemented as a strategy to reduce inappropriate 
admissions and is working well.  

 
 Next steps include building on some of the work that is currently being 

done with Canterbury, New Zealand to develop a formal alliance with 
providers, South Tyneside Transforming Care Programme Board, 
CCG and Local Authority. The aim is to have a formal agreement on 
the principal of forming an alliance agreement by the end of 
December 2016. 

 
 The Governing Body was happy to endorse their approval for a formal 

alliance to be pursued and noted the content of the report and the 
actions required. 

 
 David Hambleton expressed his thanks to Sarah Golightly and Jim 

Gordon who have done tremendous work on this front. David 
Hambleton left the meeting. 

   
2016/91        Partnership:  Public Health and Health and Wellbeing Board  
  update (Enc 11) 
 
 A partnership led equity of access audit had been carried out following 

the response to the relocation of the Jarrow Walk in Centre service to 
an integrated GP/urgent care hub based at the Emergency 
Department at South Tyneside Hospital.  

 
 At the Health and Wellbeing Board (HWBB) in June 2015, assurance 
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was received on the position with six recommendations from the 
Independent Review Panel (IRP) and the HWBB determined that it 
was satisfied with the progress being made against the six areas and 
as such this should not have the effect as to delay the relocation of 
the service.   

 
 The HWBB however recommended Healthwatch should lead a piece 

of work around an equity of access audit to understand whether,  
subsequent to the service relocation, people in South Tyneside were 
still able to access urgent care services.  

  
 The report, which has already been to the HWBB, has concluded that 

on the whole, there is equity of access to urgent and emergency care 
services for the residents of South Tyneside.  The provision of urgent 
and emergency care for the South Tyneside population is 
comprehensive, accessible and timely for the varying needs apparent 
across the borough.    

 
 The report considered a wide range of services including NHS 111, 

A&E, Think Pharmacy First, and primary care, as well as the 
contribution of other emerging services such as the “Better U” self-
care programme. 

 
 The Governing Body agreed that the report was a very 

comprehensive piece of work and very reassuring to read.  
  
2016/92 Governance - CCG Improvement and Assessment Framework 

(Enc 12) 
  The above framework which will be used for CCG assurance 

purposes comprises 60 indicators, progress against which. will be 
published through a range of channels including the MyNHS website.   
Indicators were noted to be are grouped into four areas: 

 Better Health 

 Better Care  

 Sustainability 

 Leadership. 
 

 The Better Care component includes six clinical areas which are rated 
separately: 

 

 Cancer 

 Dementia 

 Diabetes 

 Learning disabilities 

 Maternity 

 Mental Health 
  
 STCCG was noted to be performing really well on dementia and 

mental health.  The areas of cancer, diabetes and maternity are 
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showing the need for improvement and the report included detail 
illustrating the broad range of mitigating actions underway led by the 
CCG and also by other partners across the health and care system.  

 
 In relation to diabetes, which was shown to require the greatest 

improvement, it was noted that a technical issue was responsible for 
the current rating on this indicator.  This relates to a relatively new 
requirement for general practice to opt-in to a national diabetes 
survey, with GP practices in the borough not having “opted in” as they 
were not sighted on the need to do this.  

 
 The CCG had now remedied this issue, working closely with its 

practices, and at the time of writing 10 practices have returned the 
audit for 2016/17 which represents 38% of all practices (which is now 
above the rate required to improve the CCG’s position on this 
indicator). 
 
The Governing Body expressed concern that STCCG appeared to be 
being marked poorly around staff survey return rates in relation to 
STFT. Members do not feel that they have the power to enforce this 
requirement for another organisation’s staff, nor to influence the 
hospital trust’s culture to the degree of achieving a higher return. 
However staff survey results are considered in the CCG’s Quality and 
Patient Safety Committee and Quality Review meetings with the FT.   

  
2016/93 Organisational Development Plan 2016 – 2019 (Enc 13) 
 
 The strategic context that STCCG is operating in is changing.  

STCCG is going to Level 3 for Primary Care in Commissioning from 
1st April 2017.  Work has been done to review the content of the 
Organisational Development Plan in this light also taking into account 
the leadership aspects of the CCG Improvement and Assessment 
Framework.  In terms of differences, it was highlighted that 
preparedness for commissioning Primary Care at level 3 would 
involve making sure that the CCG’s governance arrangements are 
absolutely in order in terms of any additional requirements  for 
example, managing conflicts of interest .  

 
 Progress is also being made around the CCG’s career start GP post 

and the integrated training post GP, both doctors being in situ and     
STCCG having attracted two doctors to working in South Tyneside. .  
This is an important part of STCCG’s succession planning for clinical 
leadership.  The Governing Body endorsed the revised OD Plan.  

 
2016/94 Information Governance Strategy 2016/17 (Enc 14) 
 The Information Governance Strategy has been signed off by the 

CCG Executive Committee and is brought to the Governing Body for 
assurance and endorsement.  The strategy ensures the CCG us 
meeting statutory and best practice requirements and the document 
offers assurances around the mandatory training that is in place for all 
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relevant staff across the CCG, the uptake of which is being closely 
monitored. The Information Governance Toolkit is a mandatory annual 
return and the successful implementation of Information Governance 
practice across the CCG will be reflected in the annual toolkit 
submission. 

  
 The Governing Body gave their approval and endorsement of the 

Strategy. 
 
2016/95 Standards of Business Conduct and Conflicts of Interest Policy 

(Enc 15) 
 Yellow highlighted areas in the report illustrated significant changes 

which had been made following the revised statutory guidance on 
managing conflicts of interest for CCG’s from NHS England.  The 
guidance has been revised to include a number of strengthened 
safeguards to mitigate the risk of real and perceived conflicts of 
interest.  The key changes in the revised guidance are: 

 

 Three Lay members  
 The strong recommendation for CCG’s to have a minimum of three 

lay members on the Governing Body (as is the case in NHS South 
Tyneside CCG). 

 Conflicts of interest guardian 
 The introduction of a conflicts of interest guardian in CCGs who 

has an important role within the management of conflicts of 
interest.  Executive members of the CCG’s governing body have 
an on-going responsibility for ensuring the robust management of 
conflicts of interest, and all CCG employees, governing body and 
committee members and member practices will continue to have 
individual responsibility in playing their part on ongoing and daily 
tasks. 

 Breaches  
 There are a whole range of new arrangements about managing   

breaches and how conflicts of interests are registered and 
recorded.   

 Gifts and hospitality  
      There is new guidance on gifts and hospitality.  
 
 In the document there are new arrangements for Primary Care 

Commissioning. STCCG will have to incorporate this into the new 
arrangements for Primary Care Commissioning Committee.  

 The mandatory training on conflicts of interest will be across the whole 
organization, April 2017.  

 
 There was a view that the move towards Level 3 primary care 

commissioning will make these areas more sensitive and critical and 
in particular when chairing meetings in future it will be important that 
conflicts are known in advance of items being considered and 
limitations placed on information shared, in response.    
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 Action:  It was agreed that Mr K Haynes will work with the Deputy 
Chief Executive/Director of Operations, the Audit and Risk 
Committee Chair and the Operations Manager to agree the 
changes required to the CCG’s current policies and ways of 
working, in the light of this report and today’s discussions. . 

 
Sub–committee minutes (for information) 

2016/96 Executive Committee  
  25.08.2016    (Enc 16) 

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

2016/97 Quality and Patient Safety Committee  
03.08.2016   (Enc 17a) 
07.09.2016   (Enc 17b) 
 
Action: The minutes were noted and accepted by the Governing 
Body. 

   
2016/98 Council of Practices  

16.06.2016   (Enc 18) 
 
Action: The minutes were noted and accepted by the Governing 
Body.   
 

2016/99 Audit and Risk Committee  
07.06.2016   (Enc 19) 
 
Action: The minutes were noted and accepted by the Governing 
Body.   
 

2016/100 Remuneration Committee   
02.03.2016   (Enc 20) 
 
Action: The minutes were noted and accepted by the Governing 
Body.   

 
2016/101 Any other business 
  No other business was raised at the meeting. 

 
  Date and time of Next Meeting 

Thursday 26th January 2017 
10:00 am – 12.00pm 
Living Waters Church, Alice Street, South Shields.  NE33 5PB 

 



Agenda item – 2016/103                                                                                                                                                                                                                        

Enclosure 2                                            GOVERNING BODY COMMITTEE MEETING  
                                                                 PUBLIC ACTION LOG 
 

Date 
Raised  Item Number  

Action 
Lead  Status  

24.11.2016 2016/80 Acute Hub Updates - Communication and meeting issues.  To be 

raised as a topic item on the agenda for the next Exec to Exec 

meeting. 

Update 

There has not been an Exec to Exec meeting since the previous 

meeting of the governing body. 

 

DH In progress 
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REPORT CLASSIFICATION – please refer to Report 

Classification Guidance and check appropriate box below 
 Official 
 Sensitive: Commercial 
 Official Sensitive: Personal 

MEETING TITLE: Governing Body DATE: 26 January 2017 

REPORT TITLE: 

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

AGENDA ITEM: 2016/106 

ENCLOSURE: 3 

LEAD DIRECTOR / REPORT SPONSOR: 

 Name/Title: Jeanette Scott-Thomas, Director of Nursing, Quality and Safety 

 South Tyneside Clinical Commissioning Group 

 Tel/E-mail: 0191 2831903  jeanette.thomas1@nhs.net 

REPORT AUTHOR: 

 Name/Title: Michelle Grant, Clinical Quality Manager 

 North of England Commissioning Support Unit  

 Tel/E-mail: 0191 374 2712  michelle.grant@nhs.net 

REPORT SUMMARY / RECOMMENDATIONS: 

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 October 2016 in ensuring that concerns/ risks have been identified and 
are being managed accordingly.  
 

Patient Stories: The committee received the Trust response to a patient story relating to 

discharge issues,. A second story was shared which also related to poor discharge 
experiences of a patient and their son following an emergency admission. The committee 
agreed that they would recommend the Trust to investigate this story as a formal 
complaint.  
At the informal meeting in November a number of updates were received regarding 
previous patient stories and the committee noted that over the year, several have related 
to STFT elderly care wards 2 and 19. 
Action: HR to forward the patient story to STFT Divisional Director (Acute) with the 

recommendation that this story is investigated as though it were a formal complaint. 
Action: HR to review cases relating to STFT Wards 2 and 19 to determine where there 

are any themes or trends. 
 

CQUIN 16/17: Due to the delay in publication of the 2016/17 CQUIN scheme and the 

requirement for the signing of Trust contracts, the CQUIN schedule for 2016/17 was not 
formally agreed in Quarter 1.  Evidence of achievement has been monitored against the 
draft indicators and in some instances additional information has been requested. 
Agreement was reached that financial payments would not be attached to achievement in 
Q1.  
Action: In order to provide the CCG with assurance that CQUIN schemes are robust the 

CCG Exec Nurse will provide analysis on activity at a future meeting.  . 
 

Quality Reports 

The committee received the quality element from the Integrated Quality, Performance and 
Finance Report, and the Quarterly Quality Report focused on North East Ambulance 
Service NHS Foundation Trust, for assurance and information. 
Issue: It was highlighted CHSFT have triggered as an outlier for HSMR and this was 

raised at the Trust Quality Review Group as they have received a Dr Foster Alert for 
Intestinal obstruction without hernia. The QPSC noted that the Trust had not received an 
alert for Cerebrovascular Disease which has had 25% more deaths than expected, which 
the Trust informally stated was thought to be a coding issue.  
Action: The Committee agreed that they require feedback on the issues raised and 

clarification on whether the excess of cerebrovascular disease deaths could be attributed 
to coding issues. 
Issue: The committee noted the variation in GP practice incident reporting and highlighted 

their concern regarding practice engagement in the incident process.  
Action: NECS to add additional information to the report; which will show reporting per 

1000 head of population as this allows for GP practice data to be normalised. 
Action: NECS to link with CCG colleagues to determine how the St Georges and 

Riverside Practice were reporting incidents.   
 

Quarterly Quality Action plan update: The committee received a number of updates and 

mailto:jeanette.thomas1@nhs.net
mailto:michelle.grant@nhs.net
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three recommendations for closure, where there are processes in place to facilitate these. 
Action: The committee agreed progress of the plan and the suggested closures. 
Issue: The committee discussed the Southern Health review of deaths.  It was identified 

and agreed that this was an on-going risk.   
Action: CCG Director of Nursing, Quality and Safety to review the quality action plan and 

where an action may be dependent on NHS England as commissioners, and so remains 
red, a caveat will be added to the action plan. 
 
Quality in Care Homes 
Issue: One care home continues to be monitored closely as they have had a default 

notice served. There are still a number of areas where improvements are required. 
Action: The changes are being led by a new management team and home is regularly 

visited and monitored by the Local Authority.  
Issue: A second home has a restriction on the type of residents that it can receive as 

concerns remain around high level clinical skills.   
Action: A new manager has been appointed who has given reassurance for issues 

around care plan/assessments, safeguarding referrals, staffing levels, training 
competencies, and responses to incidents.  New working practices are being introduced.   
Issue: There are seven domiciliary care agencies currently delivering care in South 

Tyneside.   Due to the minimum wage increase in conjunction with recommendations 
following CQC visits, two companies have decided they are not viable to continue. There 
will now be only five care agencies operating in South Tyneside which the committee 
agreed was a potential risk to the system. 
Action: CCG Director of Nursing, Quality and Safety to consider adding a risk to the CCG 

risk register. 
 
Quality and Safety Risk Management Report: received and no actions noted. 

 
Safeguarding Highlight Report: The committee noted that one of the risks for 

safeguarding has been removed following the successful appointment to the Designated 
Nurse for Safeguarding Adults. The CCG GP Lead for Safeguarding Adults has developed 
the GP practice toolkit/ guidance to support the policy around safeguarding adults, which 
has been shared with GP Practices.   
Issue: The implementation date of the multi-agency plan for an Integrated Front Door at 

Children’s Services has been deferred to 16th November as a healthcare representative 
has not been identified for the multi-agency team.  
Issue: The CCG Head of Safeguarding attended the biannual Counter Terrorism Strategic 

Governing Board. It was highlighted that the number of fire arms police will be increased to 
52 in the region and it was noted that the continued concern for the region is from the far 
right rather than from an IS threat. 
Action: CCG Head of Safeguarding to include counter terrorism updates in report. 

 
Safeguarding Annual Report 2015/16: received and no actions noted. 

 
Continuing Healthcare Update (CHC) 
Issue: There is a risk to the management of complex case packages in the community 

due to the current processes in place. Social services manage cases previously known to 
them and those that fall within the South Tyneside Local Authority (STLA) postcode.  
NECS manage cases of patients who fall outside the STLA postcode, or who are self-
funders, and there is the potential for people to fall through this gap which is a concern.  
The other main areas for concern are disputes and appeals.   
Issue: The Director of Nursing, Quality and Safety noted that performance against the 28 

day target is expected to be showing a deteriorating position in August and September 
due to the resources applied to the restitution process.  
 
Quality in Primary Care: A verbal update was provided detailing progress on key work 

streams including the local primary care quality dashboard, quality on access as part of 
the Better Outcomes Scheme and the implementation of the NHS England quality 
assurance framework. 
Issue: Three South Tyneside GP practices have received a ‘requires improvement’ rating 

from the CCG. 
Action: One practice has been re-assessed and is now rated ‘good’, and the remaining 

two practices are implementing their improvement plans. 
 
Quality Surveillance Group: Verbal feedback was provided including two issues. The 

first of which related to STFT, which was escalated at the meeting and consideration was 
to be given to a single item QSG, and the second related to a care home. It was noted that 
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a new Chair has been appointed from Health Watch to the local QSG. One of the main 
focuses of this group will be the alliance work between STFT and CHSFT and the impact 
on services and patient experience.   
 
Integrated Community Teams: The establishment of the first integrated community team 

commenced in November 2014 in Hebburn. A Friends and Family Test has been 
administered in Hebburn with positive results from patients. Four further teams 
commenced working across South Tyneside in May 2016 and patient experience has 
been sought from two service users. 
Issue: Initial feedback from GPs is poor, stating that there are issues around contacting 

the teams and around the team’s commitment to multi-disciplinary meetings.   
Next Steps:  Integration of all community health and social teams both planned care and 

unplanned health and social care elements.  
Issue: A paper was submitted to the November informal committee regarding End of Life 

Care (EoLC) and integrated community teams. Discussion by the committee highlighted 
that there appeared to be no single vision of EoLC, with different services delivering their 
own vision.  
Issue: The Director of Nursing, Quality and Safety noted that there appeared to be a 

‘culture of expectation’ around CHC, with patients automatically discharged with 24/7 care 
without consideration of whether this is the best use of resources. It was felt that the CCG 
had not indicated this level of provision in all cases.  
 
STFT Mortality Review process: A paper was presented at the November informal 

meeting which provided assurance of the Trust’s mortality review process.  
Issue: A gap in feedback to primary care was highlighted, particularly in the cases of 

patient death within a short period following admission. It was felt that sharing learning 
with GP practices would be welcomed. 
Action: The Trust confirmed that they are keen to work with the CCG and primary care. It 

was suggested that the mortality review process be shared with primary care and that a 
cohort of volunteer GP practices participate. The CCG agreed to facilitate this. 
 
STFT Update: A presentation was delivered by STFT Director of Nursing and covered key 

issues, including the Trust’s structural changes, the quality impact assessment (QIA) and 
safeguarding issues. 

 Quality Impact Assessment relating to the organisation’s structural changes. The Trust 

stated that the QIA indicated that the restructure was ‘the right thing to do’ as overall it 
would have a neutral impact. 

Issue: This document has not been shared with the CQRG 
Action: The Trust confirmed that this will be shared. 
Issue: The QIA identified both positive and negative impacts, including the increased 

workload of the managerial matrons which is impacting on the investigation of serious 
incidents. 
Action: The Trust stated that implementation of the restructure is monitored monthly and 

risks are put onto the Risk Register.  
Action: The Trust has re-established the Nursing and Midwifery Executive Committee 

who have their own risk register and a good information flow.  
Action: The Trust have set an expectation of reducing the outstanding SI caseload before 

the December CQRG, otherwise they feel that this will further undermine the restructure 
process. 
Action: The Trust will reflect on their current process of assigning SI investigations to the 

managerial matron from the directorate where the incident occurred as this is leading to an 
unequal distribution of cases. 

 Safeguarding: The Trust stated that the improvement plan is updated on a weekly basis. 
Issue: The improvement plan has not been shared with the CCG. 

Action: Trust to share the improvement plan. 
Issue: The Trust noted that the deadline for improvement was 24/10/16, but has informed 

the CQC that the cultural issues will not be addressed in this timescale.  
Action: The CQC have agreed to an amended timescale but the Trust must work with the 

CQC local team to agree a timeline. It is likely that the CQC will undertake a safeguarding 
deep dive before Christmas. 
Action: The Trust has commissioned an independent report into safeguarding, and will 

share this will the CQRG and CCG. 
Action: Paediatric support is being provided by the Royal College of Paediatric 

Physicians. 
Action: The named and designated doctor has stepped down, and interim replacement is 

in post, however the Trust are determining whether the CHSFT named and designated 
doctor has capacity to provide support. 
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Governance 

 Updated MCA policy & DOLS policy and DOLS in a Domestic Setting: received by 

the committee.  

 Serious Incident Management policy: The committee agreed the suggested changes 

made in line with national guidance and best practice. 

 Minutes of Sub-Groups received for information 

o HCAI Improvement group  
o STFT CQRG (08.06.2016) 
o CHSFT CQRG (14.07.2016) 
o NTWFT CQRG (26.05.2016) 
o Cancer Locality Committee 
o Audit and Risk Committee (17.05.2016), (07.06.2016)  

 
Copies of the minutes of the formal Q&PSC, held on the 5th October 2016 (Appendix A) 
and the minutes of the informal Q&PSC held on the 2nd November 2016 (Appendix B) are 
attached.  
 
Quality and Patient Safety Committee is asked to: 
 

 Agree the précis of the minutes to present to the Governing Body 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 

  

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 

 

NO YES 

  

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

 



 

Version 4 (20.7.16)  

Has a Quality Impact Assessment been completed 

using the quality impact assessment tool ensuring 

that they have demonstrated the potential quality 

and safety impact? 

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: 
 
This report is a summary of the minutes of the 
QPSC. The Risk Register would be updated by 
owners of actions. 
 
 
 
 
 
 

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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REPORT CLASSIFICATION – please refer to Report 

Classification Guidance and check appropriate box below 
 Official 
 Sensitive: Commercial 
 Official Sensitive: Personal 

MEETING TITLE: 
GOVERNING BODY MEETING 
(PUBLIC) 

DATE: 26 January 2016 

REPORT TITLE: 
PERFORMANCE REPORT AGENDA ITEM: 2016/107 

ENCLOSURE: 4 

LEAD DIRECTOR / REPORT SPONSOR: 

 

Christine Briggs, Director of Operations/Deputy Chief Officer, Monkton Hall 
0191 2832920 

REPORT AUTHOR: 
 

Aaron Tucker, Commissioning Manager  0191 2831903   

REPORT SUMMARY / RECOMMENDATIONS: 

The following report gives a summary of the performance at CCG level for 
NHS Constitution Indicators, CCG Outcome Indicators and CCG Quality 
Premium.  
The report provides threshold, 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 with comments 
where an indicator is red. 
 

FINANCIAL IMPLICATIONS / RISKS 
Performance against a number of the indicators contained within these 
dashboards has the potential to impact on the CCG’s quality premium. 

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:  

This is a position statement 

against a national dataset which in 

itself will have been subject to an 

Equality Impact Analysis at 

national level. 

 

If yes please attach a copy of the completed 

assessment to the back of your report 

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 

NO YES 

  

If no please specify the reason why: 

This is a position statement 

against a national dataset which in 

itself will have been subject to an 

Equality Impact Analysis at 

national level. 

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

 

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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Enclosure 4 

 
 
 
 
 
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  

 
7 are rated red 
(1 RTT, 2 A&E targets, 1 
Cancer, 3 Ambulance)  
 
 
 
19 are rated green 

 

2 52 week waiters 
 
Category A (Red 2) 8 minutes 
 
Category A 19 minutes 
 

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

  

CCG Outcome Indicators:          

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

 1 Case of MRSA  

 
13 are rated green 

 

Aaron Tucker 
Commissioning Manager 
January 2017 
  

NHS South Tyneside CCG Performance Repo 
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NHS Constitution Dashboard: 

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 1 2

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

audiology)
Nov-16 1.0% 0.2% 0.2%

% patients spending 4 hrs or less in A&E or minor injury unit 95.0% 92.1% 92.6%

Over 12 hour trolley waits 0 0 0

% patients spending 4 hrs or less in A&E or minor injury unit 95.0% 94.8% 94.4%

Over 12 hour trolley waits 0 0 0

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

cancer
93.0% 96.2% 95.5%

% of patients seen within 2 weeks of an urgent referral for breast symptoms 93.0% 100.0% 96.7%

% of patients treated within 31 days of a cancer diagnosis 96.0% 97.6% 98.5%

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

surgery
94.0% 100% 97.6%

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

drugs
98.0% 100% 99.1%

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

radiotherapy
94.0% 100.0% 98.5%

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

cancer
85.0% 91.8% 87.3%

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

screening service
90.0% 40% 88.0%

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

upgrade status
N/A n/a 90.5%

Category A (Red 1) 8 minute response time 75.0% 65.0% 71.6%

Category A (Red 2) 8 minute response time 75.0% 64.3% 71.0%

Category A 19 minute transportation time 95.0% 93.8% 95.6%

Mixed Sex 

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

Care Programme 

Approach

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

care
Q2 2016/17 95.0% 100.0% 99.08%

6 Week wait IAPT treatment (People Entering Therapy) Sep-16 75% 95.8% 95.8%

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

6 Week wait IAPT treatment (People Completing Therapy) Sep-16 75% 98.0% 98.0%

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

Early intervention in psychosis - % with 1st episode treated within 2 weeks Nov-16 50% 100.0% 100.0%

Mental Health

Nov-16

Nov-16

A&E  - South 

Tyneside FT

A&E - City 

Hospitals 

Sunderland

Nov-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

Nov-16
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NHS Constitution dashboard - exception report 

Performance 

area 

Current 

position  

Detail  Mitigating actions Director Lead 

RTT – 52 week 

waiters 

2 52+ week 
waiters reported 
ytd 

South Tyneside patient waiting +52 
weeks at GHFT October 16. 
A second patient has been recorded in 
November for the CCG in General 
Surgery at Kings College Hospital. 
 

 Additional infromation has been requested on the second 
patient.  

Christine Briggs 

A&E 4 hour wait  

South Tyneside 

FT 

 

CCG Mapped 

The Year to Date 
position on this 
target in Nov is 
92.6% against a 
threshold of 95%. 
 
 
CCG data 
mapped onto the 
main FTs (93.8% 
patients are 
mapped to 
STFT). 
November 
mapped activity is 
92.85% 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 
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NHS Constitution dashboard - exception report 

Performance 

area 

Current 

position  

Detail  Mitigating actions Director Lead 

Cancer   

% of patients 

treated within 62-

day of referral 

from an NHS 

cancer screening 

service. 

In Nov 40% of 
patients were 
seen (88% ytd) 
compared to a 
target of 90% 

 

2 out of 5 patients were seen within 
target. 3 patients breached:  
Breach Information to follow from 
Cancer Network 
 

 

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

 

Dr Jon Tose  

 

Jeanette Scott 

Thomas (quality/ 

safety aspects) 

Category A  

(Red 1)  

8 minute 

response time – 

NEAS. 

The November 
ytd 16 position is 
66.0% against a 
Threshold of 
75%. 
 
n.b. this 
infromation 
relates to NEAS 
as a provider.    

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

Sunderland CCG has agreed an improvement trajectory with the aim 
of the 8 minute response time standard being achieved in February 
and March 17. The CCG’s QP for 2016/17 will be based on quarter 4 
performance of 75%  

NEAS are continuing to work on the following improvement actions   

 Internal reviews to reduce volume of red triaged incidents  

 Ongoing use of third party provision  

 Ongoing pilot of Fire and Rescue Service First Responder 
Scheme  

 Work with the vanguard subgroup to review handover 
processes with a view to agreeing a standardised best practice 
approach across the region 

 Increased recruitment and media campaigns in an attempt to 
reduce demand and increase capacity. 

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 Nov 2016 ytd 37.5 Nov 2016 ytd 32.9

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 Nov 2016 ytd 792.2 Nov 2016 ytd 895.3

Unplanned hospitalisation for asthma, diabetes and epilepsy (under 19s) Nov 2016 ytd 266.9 Nov 2016 ytd 325.4

Estimated diagnosis rate for people with dementia Nov-16 72.5% Nov-16 76.5%

Emergency admissions for acute conditions that would not usually require hospital 

admission 
Nov 2016 ytd 1,189.7 Nov 2016 ytd 1,361.6

Emergency readmissions within 30 days of discharge from hospital Oct 2016 ytd 15.5% Oct 2016 ytd 16.3%

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 Nov 2016 ytd 136.1 Nov 2016 ytd 373.7

Helping people recover from 

episodes of ill health or following 

injury

Preventing people from dying 

prematurely

2011/12

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
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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 Nov-16 15.0% Nov-16 3.0%

Friends and family test  Response rate - IP Nov-16 15.0% Nov-16 30.4%

Friends and family test  Response rate - Maternity

Friends and family test  Response rate - GP Nov-16 15.0% Nov-16 0.17%

Friends and family test % recommended - A&E Nov-16 n/a Nov-16 89.3%

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

Friends and family test  Score - Maternity

Friends and family test  Score - GP practice Nov-16 n/a Nov-16 91.5%

Increase percentage people with anxiety  disorders and depression who access 

psychological therapies (IAPT) 
Sept 2016 ytd 7.50% Sept 2016 ytd 8.86%

IAPT Recovery Rate Sept 2016 ytd 50% Sept 2016 ytd 51.46%

Incidence of MRSA Nov 2016 ytd 0 Nov 2016 ytd 1

Incidence of C Diff Nov 2016 ytd 36 Nov 2016 ytd 38

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

Treating and caring for people 

and protecting from avoidable 

harm

Positive Experience of care
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NHS Outcomes Framework Exception Report 

Performance area Current 

position 

Detail Mitigating actions Director 

Lead 

Unplanned 

hospitalisation for 

chronic ambulatory 

care sensitive 

conditions.   

The Year to Date 

position on this 

target in 

November is 

895.3 against a 

threshold of 

792.2 

This relates to 1,394 admissions compared to 
1,325 admissions for the same period 2015/16. 

 

Highest reasons for admissions include;  

 522 COPD 

 135 Angina 

 135 Diabetes  

 164 Cardiovascular diseases 

 197 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 
November is 
1,361.6 against a 
threshold of 
1,189.7 

This relates to 2,101 admissions compared to 
1,960 admissions for the same period 2015/16. 
 
Highest reasons for admissions were coded as 
follows:  

 662 Pyelonephritis and kidney/urinary 

infections  

 489 vaccine preventable – flu;  

 304 dehydration and Gastroenteritis  

 172 ENT  

 246 cellulitis.  

 
Most patients were seen at STFT and CHSFT. 

Emergency 

readmissions within 

30 days of discharge 

from hospital 

The rate in Oct 
was 16.3% 
compared to 
15.5% in the 
same period last 
year. 

2,087 readmissions out of 12,774 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 
November is  
325.4 against a 
threshold of 
266.9 

This relates to 101 admissions compared to 83 
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 now live 
on the health pathways system. In addition a none acute 
paediatric asthma pathway in the process of being 
agreed and uploaded in the near future.  
 
The Path to Excellence Programme which is looking at 
the development of a single clinical operating model 
across South Tyneside and Sunderland includes 
paediatric services in phase 1.  The aim of the clinical 
service review will be to improve services from a quality 
and sustainability perspective so should also contribute 
towards improvements in this indicator set, over time. 

Dr Jim 

Gordon, 

Clinical 

Director 

Emergency 

admissions for 

children with LRTI 

The Year to Date 
position on this 
target in 
November is 
373.7 against a 
threshold of 
136.1 

This relates to 116 admissions compared to 41 
admissions for the same period 2015/16. 

Most patients, 89 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 Nov was 89.3% for A&E 
and 94.6% for Inpatients. 
 
The aggregate percentage who would 
recommend GP practices was very good at 
91.5% for South Tyneside CCG. 
 
In Nov the inpatient response rate was good at 
30.4%, but A&E response rate remained below 
the mandate rate of 15% at 3%. 
 
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 - MRSA The Year to Date 
position for the 
CCG in 
November is 1 
case. 

The CCG has reported one case of MRSA in 

November. 

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 

 

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

 

The Year to Date 
position for the 
CCG on this 
target in 
November is 38 
cases against a 
“trajectory” of 36 
cases.  
 

Of the 38 cases assigned to the CCG, 31 were 

community acquired. 
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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

Oct 2016              Part 

A 1.2    

Reduction in the proportion of broad spectrum 

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

Oct 2016                 

Part B 6.4

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

81.7% Sept 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 Q2 16/17 21.6%  £         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%

Sept 16 ytd 66.1%  £         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

ca
l

AchievementValue

Improving antibiotic prescribing in primary and secondary 

care (reduction required across 3 categories) 
10.0%

M
an

d
at

ed

 £      74,856  £         74,856 
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FINANCIAL IMPLICATIONS / RISKS 
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expenditure arising from activity pressures in both acute and community 
settings, prescribing and continuing health care. 
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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: 

 

Not required. 

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

 

STCCG Quality 
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Enclosure 5 
 
 
 
 
 

Finance Report Month 09 (December) 2016/17 
 

 
1. Reason for the Report 

The purpose of this document is to;  
 

 Report on the financial position for the nine months ended 31st December 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.  The CCG continues to forecast this as achievable, however as previously 
indicated the risk to delivery remains £1m. 
 
In order to achieve the 1% surplus business rule the CCG has released all reserves 
and contingency.  
 
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 
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Annual 

budget £'000

 Forecast 

Outturn 

£'000

Forecast 

Variance 

(Under)/ 

Overspend 

£'000 RAG 

rated

Month 08 

Forecast  

Variance Changes

TOTAL ACUTE 134,229 135,983 1,755 1,705 49

TOTAL MENTAL HEALTH 29,611 29,154 (456) (457) 0

TOTAL COMMUNITY 10,700 10,636 (64) (139) 75

TOTAL BETTER CARE FUND 12,692 11,987 (705) (705) 0

TOTAL CONTINUING CARE 17,567 19,412 1,845 1,845 0

TOTAL PRIMARY CARE 31,594 32,355 761 988 (227)

TOTAL OTHER CORPORATE 3,901 4,146 245 179 66

TOTAL RESERVES 7,539 1,713 (5,825) (5,862) 36

TOTAL RUNNING COST 3,304 3,249 (55) (55) 1
251,137 248,635 (2,501) (2,501) 0

TOTAL PRIMARY CARE CO-COMMISSIONING 20,269 20,269 0 0 0

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

YTD & FORECAST POSITION AS AT 31st December

 
 

Key Performance Issues & Actions to manage position:   
 

 Acute Performance shows a slight increase in overspend from last month and 
is in total is projected to be £1.7 million over.  The main overspend is with 
Newcastle FT (£1m) and City Hospitals Sunderland (£800k).  Historically the 
overspend with Newcastle has been in the region of £300k and therefore we 
are working with NECS to fully understand the cause and legitimacy of the 
reported figures. 

  

 The community care underspend has decreased from month 08 to month 09.  
This is due to the reporting of an overspending service being moved from 
acute to community as a result of a procurement. 

 

 The prescribing overspend forecast has reduced from month 08 to month 09.  
This is due to a reduction in actual costs provided for October.  This is due to 
a national adjustment to the pharmacy reimbursement for category M drugs 
and it is expected that this will reduce again when the December information 
becomes available.  In previous correspondence with the Business Services 
Authority, the CCG had been informed that the Cat M adjustment had been 
included in the forecast.  It appears that this hasn’t been the case, NECS has 
therefore adjusted the forecast to reflect the most recent information. 

 

 Other corporate costs have increased by £66k.  This is due to a revised 
forecast for exceptions and prior approvals (IFR’s), these are activity driven 
costs that can fluctuate and are difficult to predict.  The safeguarding forecast 
has also been increased to reflect additional hours undertaken as a result of 
staff changes. 
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QIPP / FSEG Update: 
 
The QIPP achievement for 2016/17 is shown in the table in appendix 5.  This shows 
that there is still a risk of £1.6m.  £1m of this is due to the non-recurring addition to 
the STFT block contract in 2016/17. 
 
The CCG has established a Financial Sustainability Executive Group (FSEG) that will 
report to the Audit and Risk Committee on a quarterly basis.  The purpose of the 
group is to receive assurance around the delivery of financial sustainability for the 
CCG.  The group will bring challenge to the overall process and monitor delivery of 
the CCG QIPP programme and hold the CCG to account for delivery. 

 
Detailed breakdown by service area 
 

 

ACUTE SERVICES (Including 

Ambulance services)
Annual 

budget £'000

 Forecast 

Outturn 

£'000

Forecast 

Variance 

(Under)/ 

Overspend 

£'000 RAG 

rated

Forecast 

Variance 

(under)/Overs

pend £'000 

RAG rated - 

month 08

Forecast 

Trend

Link to Risk Register

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

City Hospitals Sunderland NHS Foundation Trust 22,914 23,785 871 871

New castle Upon Tyne Hospitals NHS Foundation Trust 12,164 13,283 1,119 1,101

Gateshead Health NHS Foundation Trust 8,601 8,556 (45) (82)

County Durham & Darlington NHS Foundation Trust 1,310 1,354 44 51

Northumbria Healthcare NHS Foundation Trust 461 488 27 51

North East Ambulance Service NHS Foundation Trust 4,806 4,846 39 38

South Tees NHS Foundation Trust 213 244 31 44

Spire Healthcare 660 658 (2) (66)

Transformation Fund 0 0 0 0

Other Acute Providers 227 259 32 21

Readmissions 1,103 1,049 (54) (35)

Planned Care 0 0 0 0

Clinical Assessment and Treatment Centres 424 309 (114) (92)

Urgent Care 0 0 0 0

Winter Pressures 1,098 915 (183) (183)

Non Contract Activity 972 962 (10) (16)

Prior Year Impact 0 0

TOTAL ACUTE 134,229 135,983 1,755 1,705

      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 w ill 

help to mitigate the risk of 

overspending on acute contracts.
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MENTAL HEALTH SERVICES
Annual 

budget £'000

 Forecast 

Outturn 

£'000

Forecast 

Variance 

(Under)/ 

Overspend 

£'000 RAG 

rated

Forecast 

Variance 

(under)/Overs

pend £'000 

RAG rated - 

month 08

Forecast 

Trend

Link to Risk Register

Northumberland, Tyne and Wear NHS Foundation Trust 21,763 21,769 6 0

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

S117 3,290 2,906 (384) (377)

Other Providers / NCAs 4,558 4,479 (79) (80)

TOTAL MENTAL HEALTH 29,611 29,154 (456) (457)

      1324 Out of Area 

Placements, NTW has the 

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 w ithin area and 

there w ill be an extra draw  on 

this funding.• 1595 LD pooled 

budget, risk/gain share agreement 

w ith South Tyneside Council 

around LD expenditure for 16/17.

 
 

COMMUNITY SERVICES
Annual 

budget £'000

 Forecast 

Outturn 

£'000

Forecast 

Variance 

(Under)/ 

Overspend 

£'000 RAG 

rated

Forecast 

Variance 

(under)/Overs

pend £'000 

RAG rated - 

month 08

Forecast 

Trend

Link to Risk Register

South Tyneside NHS Foundation Trust - Community 7,550 7,514 (35) (30)

New castle Upon Tyne Hospitals NHS Foundation Trust - Community 222 149 (73) (85)

AQP 1,241 1,083 (159) (158)

Miscellaneous Commissioning 1,414 1,617 204 134

Carers 273 273 0 0

TOTAL COMMUNITY 10,700 10,636 (64) (139)  
 

BETTER CARE FUND
Annual 

budget £'000

 Forecast 

Outturn 

£'000

Forecast 

Variance 

(Under)/ 

Overspend 

£'000 RAG 

rated

Forecast 

Variance 

(under)/Overs

pend £'000 

RAG rated - 

month 08

Forecast 

Trend

Link to Risk Register

South Tyneside Foundation Trust - BCF 7,511 7,511 0 0

South Tyneside Council 4,476 4,476 0 0

Reserve 705 0 (705) (705)

TOTAL BETTER CARE FUND 12,692 11,987 (705) (705)

         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 

w ithin S75 agreement w ith 

Council regarding operation of the 

pooled budget.  BCF activity 

performance monitored at COG, 

and Integration Board
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CONTINUING CARE
Annual 

budget £'000

 Forecast 

Outturn 

£'000

Forecast 

Variance 

(Under)/ 

Overspend 

£'000 RAG 

rated

Forecast 

Variance 

(under)/Overs

pend £'000 

RAG rated - 

month 08

Forecast 

Trend

Link to Risk Register

Adult Joint Funded 157 158 1 (12)

Children 1,732 2,359 627 627

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

Funded Nursing Care 642 720 78 75

PCT Legacy National Contribution 377 377 0 0

Adult Fully Funded 13,465 14,604 1,139 1,154

TOTAL CONTINUING CARE 17,567 19,412 1,845 1,845

        1321 Financial reconciliation 

betw een council and CCG not 

undertaken in a timely manner – 

no concerns to report at this 

stage w ith process improving.• 

1323 Children’s packages 

demand pressure continues and 

increases - NECS to ensure a 

Children’s lead to review  cases 

and agree costs.

 
 

PRIMARY CARE  
Annual 

budget £'000

 Forecast 

Outturn 

£'000

Forecast 

Variance 

(Under)/ 

Overspend 

£'000 RAG 

rated

Forecast 

Variance 

(under)/Overs

pend £'000 

RAG rated - 

month 08

Forecast 

Trend

Link to Risk Register

Out of Hours 901 1,113 212 212

Local Enhanced Services 285 286 1 3

Medicines Managements - Clinical 297 297 0 0

Commissioning Schemes 773 391 (382) (382)

Oxygen 685 661 (24) (24)

Primary Care IT 434 434 0 0

Prescribing 28,219 29,173 954 1,179

1327 Prescribing budget 

insuff icient - monitored monthly at 

Executive Committee, Medicines 

Group and bi-monthly at 

Governing Body.

TOTAL PRIMARY CARE 31,594 32,355 761 988  
 

OTHER CORPORATE 
Annual 

budget £'000

 Forecast 

Outturn 

£'000

Forecast 

Variance 

(Under)/ 

Overspend 

£'000 RAG 

rated

Forecast 

Variance 

(under)/Overs

pend £'000 

RAG rated - 

month 08

Forecast 

Trend

Link to Risk Register

North East Ambulance Service NHS Foundation Trust - NHS 111 520 520 0 0

Exceptions and Prior Approvals 350 398 48 21

Interpreting Services 90 73 (16) (17)

Reablement 0 0 0 0

NHS Property Services 1,242 1,242 0 0

Safeguarding 248 248 0 (34)

Other Miscellaneous 1,452 1,665 213 209

TOTAL OTHER CORPORATE 3,901 4,146 245 179  
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RESERVES
Annual 

budget £'000

 Forecast 

Outturn 

£'000

Forecast 

Variance 

(Under)/ 

Overspend 

£'000 RAG 

rated

Forecast 

Variance 

(under)/Overs

pend £'000 

RAG rated - 

month 08

Forecast 

Trend

Link to Risk Register

Commissioning Reserve 2,613 1,909 (704) (704)

Non Recurrent Reserve 2,425 2,425 0 0

Non Recurrent Programmes 0 (2,621) (2,621) (2,657)

Surplus 2,501 0 (2,501) (2,501)

TOTAL RESERVES 7,539 1,713 (5,825) (5,862) 0

         1648 QIPP Rightcare 

initiatives fail to achieve the 

necessary savings creating 

f inancial pressure.  Monitored 

monthly at Executive Committee.

 
 
 
 
 
RUNNING COSTS 

Annual Budget 

£'000

Forecast 

Outturn £'000

Forecast 

Variance 

(Under)/ 

Overspend 

£'000

Running Costs 

Admin Projects 100 100 0

Administration & Business Support 1,529 1,529 0

CEO / Board Office 503 503 0

Chair & Non Execs 127 127 0

Clinical Support 242 242 0

Commissioning 381 381 0

Education and Training 0 0 0

Estates and Facilities 80 80 0

Finance 169 169 0

General Reserve - Admin 100 45 (55)

IM&T 0 0 0

Primary Care Support 0 0 0

Quality Assurance 73 73 0

Quality Premium Admin 0 0 0

TOTAL (SURPLUS) / DEFICIT 3,304 3,249 (55)

INCOME & EXPENDITURE REPORT FOR RUNNING COSTS  - SOUTH TYNESIDE CCG  - YTD & FORECAST 

POSITION AS AT 31 DECEMBER 2016
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For information only 
 

Primary Care Co-

Commissioning

Annual 

budget £'000

 Forecast 

Outturn 

£'000

Forecast 

Variance 

(Under)/ 

Overspend 

£'000 RAG 

rated

Forecast 

Variance 

(Under)/ 

Overspend 

£'000 RAG 

rated M08

General Practice - GMS 11,756 11,845 88 88

General Practice - PMS 1,328 1,330 3 3

General Practice - APMS 1,159 927 (233) (218)

QOF 2,425 2,309 (116) (118)

Enhanced Services 1,033 970 (63) (63)

Premises Cost Reimbursement 1,564 1,553 (11) 5

Other Premises Cost 0 0 0 0

Dispensing/Prescribing Drs 148 121 (28) 0

Other GP Services 458 458 (0) (0)

GP IT Services 0 0 0 0

NHS Property Services 0 0 0 0

Appraisal & Revalidation 0 0 0 0

Superannuation 0 0 0 0

HEE- Other GP Services 0 0 0 0

Reserves 193 552 359 303

1% Headroom 204 204 0 0

0

20,269 20,269 0 (0)  
 
 

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. 
 
 

Kate Hudson 
Chief Finance Officer  
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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 g g

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

Cash Limit

To keep cash outgoings within the cash 

limit g g

BPPC

To pay CCG creditors within 30 days of 

receipt of invoices or goods g g
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APPENDIX 2 
 

 
 

 

CCG Allocation Recurrent Non Recurrent Total

£000's £000's £000's

Confirmed Allocations: 

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

CYP Local Transformation Mental Health 39 39

CEOV adjustment (292) (292)

STP Peer support Champions Programme 50 50

Quality Premium Awards 2015/16 209 209

PMCF - Transformation areas - Northumberland, Tyne and Wear TA 233 233

Total NHS England Confirmed Programme Allocation 2016-17 242,709 5,124 247,833

0

Total NHS England Confirmed Programme Allocation 2016-17 0 0 0

Total NHS England Programme Allocation 2016-17 242,709 5,124 247,833

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 5,124 251,137

NHS ENGLAND IN YEAR ALLOCATIONS - SOUTH TYNESIDE CCG
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         APPENDIX 3 
 

 BUDGET MOVEMENTS 
 
 Additional budget received  

STP Peer support Champions Programme   50 

Quality Premium Awards 2015/16   209 

PMCF - Transformation areas - Northumberland, Tyne and Wear TA   233 
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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 3,765 24,563

Total Non-NHS Trade Invoices Paid Within 30 Day Target 3,662 24,313

Percentage of Non-NHS Trade Invoices Paid Within 30 Day Target 97.26% 98.99%

NHS 

Total NHS Trade Invoices Paid in the Year 1,224 135,230

Total NHS Trade Invoices Paid Within 30 Day Target 1,214 135,027

Percentage of NHS Trade Invoices Paid Within 30 Day Target 99.18% 99.85%

BETTER PAYMENT PRACTICE CODE - SOUTH TYNESIDE CCG 

FOR THE NINE MONTHS TO 31 DECEMBER 2016
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APPENDIX 5 
 

Project Ref Lead 16/17 target

Recurring 

Achievement 

at Month 09

Non Recurring  

Achievement 

at Month 09

Forecast 

Acheivement 

16/17

Outstanding  

16/17 COMMENTS

£'000 £'000 £'000 £'000 £'000

Learning Disability Pool / 

Continuing health Care A JG 500 400 100

£400k achieved due to reduction in 

S117 packages.  £100k outstanding

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 Forecast acheivement

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 2,930 -937 1,674

NHS SOUTH TYNESIDE CCG

QIPP TARGET
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1. Introduction 

Further to previous work with the Governing Body in relation to Planning for 2017/18 and 
2018/19, this paper provides with an overview of the CCG’s areas of focus and priority over 
the next two years as submitted to NHS England on 23rd December 2017. 
 
It demonstrates the linkage between the local operational plan (including Local Health 
Economy (LHE) footprint) and the Sustainability and Transformation Plan (STP) with a direct 
line of sight between the regional areas of focus and the planned local initiatives. A detailed 
overview of the intended reform schemes is provided along with a summary of risks to 
delivery. 
 
Members are asked to note progress to date on the current position with the STP and 
endorse the approach set out for the CCG in terms of priorities and areas of focus for the 
next two years. 
 
2. Sustainability and Transformation Plan (STP)  
 
The STP process has acted as the vehicle for strategic planning of health and care services 
across the country.  44 STPs have been developed in response to NHS England’s Five Year 
Forward View, the national strategy which sets the vision for improved healthcare.  South 
Tyneside is included within the NTWND STP footprint, and a presentation has been provided 
to the Health and Wellbeing Board previously regarding the content of the STP.  All STPs 
are now publicly available and open to a programme of engagement which runs to the end of 
January. 
 
Through the development of the STP, South Tyneside, Sunderland and North Durham have 
been grouped and identified as a ‘Local Health Economy’ with more detailed planning 
around acute and out of hospital care.    
 
The key focus areas for the local health economy during 2017/18-2018/19 are briefly 
described below: 
 

 Clinically-led service reviews of acute services across South Tyneside 
Foundation Trust and City Hospitals Sunderland.  The service reviews aim to identify 
the best service configuration to ensure services are sustainable and high quality. 
This programme of work takes in the agenda around providing 7 day services, 
workforce challenges, meeting key quality standards and achieving financial stability. 

 A shared learning approach with Sunderland Vanguard programme, around the 
out of hospital model , including the emerging multi-speciality community provider 
(MCP) model in Sunderland and the pioneer programme in South Tyneside  

 
Given the size and scope of the STP due regard must be taken to NHS legal duties in 
relation to public engagement and consultation, and policy and planning context for major 
service change and reconfiguration.  In relation to the Clinical Services Review programme 
mentioned above, engagement and formal consultation are at the heart of the processes 
underway.  
 
As regards the STP itself, public engagement  is underway , which draws to a close at the 
end of January.  Taking into account that around 80% of the STP is made up of local work 
programmes which CCGs and LHEs were already delivering, work will continue at these 
levels.   Further remaining work associated with the STP continues to progress via 
discussions at the NTWND level , ie between the Chief Executives of the various NHS 
organisations and Local Authorities involved. 
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3. Local priorities and programmes of work  
 
3.1 Overview 

 
The 2017/18 and 2018/19 Planning guidance1 required CCGs to demonstrate, within their 
Operational Plans how they intended, at a local level, to contribute towards the regional 
delivery of the STP.  As such the CCG’s operational plan demonstrates how our areas of 
focus and the associated programmes of reform align with the regional commitments within 
the STP.  
 
Diagrams 1 and 2 on the pages which follow on pages 5 and 6 illustrate the CCG’s position 
as follows: 
 

 Diagram 1: Tangible link between the CCG/LHE plans and the regional STP 
 

 Diagram 2: Plan on a page showing schemes, impact and timeline all at high level 
 
The programmes of work illustrated in these diagrams have been agreed with the Executive 
Committee and accountable leads identified.   Additionally, areas of work which have an 
associated value for money component  will be reviewed via the new Financial Sustainability 
Programme Board, which in turn will report to the new Financial Sustainability Executive 
Group.  This sits within the remit of the Audit and Risk Committee and ensures a robust 
approach to monitoring progress and providing assurance around the management of risk. 
 
3.2 “Out of Hospital” model – the South Tyneside Community Model 
 
The NHS Five Year Forward View proposes several New Models of Care to deliver an 
ambitious vision for improving health and care.  These New Models of Care are currently 
being tested by 50 early adopter sites, called Vanguards.  The two key New Models of Care 
are; Multispecialty Community Providers (MCPs) and Primary and Acute Care Systems 
(PACS).  Vanguards developing these models now cover about 8% of England.  The 
national ambition is for the coverage of these models to grow to 25% next year and to 50% 
by 2020.  
 
Linked to STPs, non-recurrent funding has being made available to spread the MCP and 
PACS models in 2016/17.  A gap analysis was completed in South Tyneside, which 
identified that our current position in terms of our work on the development and integration of 
community services and primary care, and associated future plans, draw clear parallels to 
the key features of an MCP model.   
 
Following completion of the gap analysis and working closely with Sunderland Vanguard, 
South Tyneside was awarded £400 (funding which will flow through the Sunderland 
Vanguard Programme to South Tyneside) to spend in the remaining months of 2016/17, to 
develop our planned programme of work at a greater pace and where appropriate, to test 
new ways of working.  Plans for how this funding will be spent have been agreed across the 
partnership and allocated across a number of associated schemes of programmes, 
examples of which are as follows: 
 

                                                           
1 NHS Operational Planning and Contracting Guidance 2017-2019. September 2016, NHS 
Improvement and NHS England 
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 Ensuring the foundation model for Integrated Community Teams is embedded across 
the Borough through joint development sessions with team members and GPs 

 Delivering a training programme for care homes staff including falls prevention, 
nutrition, alcohol misuse and end of life care 

 Review of unplanned community services, including out of hours and rapid response, 
with a view to develop proposals for an integrated service 

 Funding for GP practices to test innovate new approaches in primary care 

 Implementing a small grants scheme for third sector organisations to build on support 
available in the community  

 Identifying options for accessing and using risk stratification data



Diagram 1: Tangible link between the CCG/LHE plans and the regional STP 
STP theme:  Scaling up prevention, health and well being to improve the physical health of our population 

 Embedding asset based approaches to Self Care across the borough – “A Better U” 

 Continuing to embed prevention through “Making every contact count” programme 

 Ensuring stop smoking initiatives are priority features in key work programmes, including Stop Before Your Op 

 Ensuring healthy lifestyle choices are embedded into HealthPathways  

 Exploring locality-based approaches to tobacco control, alcohol and healthy weight 

 Enhancing support to workplaces to promote a healthy and active workforce – through development of the Workplace Health Alliance 

STP theme: Develop the out of hospital model to help keep people safe, well and cared for at home or  
as close to home as possible and to reduce variation in primary and community services 

 Develop and implement South Tyneside Out of Hospital model, the Community Model working closely with  
Sunderland Vanguard  

 Developing and implementing our local GPFV 

 NHS Rightcare -  pathway transformation for respiratory disease, cancer and CVD  and to enhance 

  long term condition management 

 Urgent and Emergency Care as part of the North East Vanguard 

 Choice and control through implementing Personal Health Budgets 

 Implementing HealthPathways to improve quality and reduce variation 

 Implementing the  Mental Health FV including easier and earlier access to lower level interventions for  

 children and adults  

 Transforming Care for people with Learning Disabilities 

 Transforming NHS Continuing Healthcare to ensure high quality and value for money packages of care designed to meet current need 

STP theme: Optimal use of the acute sector 

 Phase 1 service reviews for stroke, T&O, obstetrics & gynae and pharmacy. Phase 2 to follow. Engagement  

 & formal consultation. 

 Ensuring linkages with North Durham and other local trusts to make best use of specialist workforce 

 Ensuring high quality, sustainable maternity services in line with national guidance and standards 

 Implementation of 7 day working across our local hospital services in line with national requirement 

 Addressing the recovery of the 4 hour A&E standard  

STP Theme: Addressing the care and quality challenge 

 Improving care and quality will be underlying themes across all work programmes 

 HealthPathways will standardise the way in which care is delivered across general practice and will reduce variation  
across primary care 

 We will continue to reduce variation through robust clinical incident reporting and management including the  
increased uptake of SIRMS through primary care 

 Continued implementation around integrated commissioning arrangements for individual level packages of care  
for people with learning disabilities, children, older people, those at end of life, as well as those in  
S117 arrangements, ensuring locally delivered high quality, value for money care packages tailored to current 
individual needs. 
 

Outcomes 

 Better population health 
and well being 

 A healthier place to live, eg 
smoke free health and care 
sites 

 Reducing over reliance on 
statutory services 

 

Outcomes 

 Increasing volumes of 
proactive care delivered at 
home/ community setting 

 Reducing spend on non 
electives  

 Reducing variation in general 
practice and more equitably 
higher standards of care 

 Better management of 
mental health conditions with 
faster recovery 

Outcomes 

 Safe and sustainable 
services across LHE 

 An improved position in 
against a range of national 
quality and performance 
indicators 

 

 
Outcomes 

 A CQC rating of at least 
“Good” for South Tyneside 
Hospital 

 An improved position against 
a range of national quality 
and performance indicators 

 Person centred, tailored 
packages of care which 
meet current need 

 A stabilized position in terms 
of CHC spend 
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Diagram 2 – Plan on a Page 
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3.3 General Practice Forward View (GPFV)  
 

The development of primary care, including general practice, also forms part of the South Tyneside 
Community model (3.2 refers), taking in opportunities to deliver enhanced primary care services at scale.  
However, given the scope of the work ahead which links to general practice and the requirements of the 
GPFV, this is subject to a separate paper for the Governing Body at the January meeting. 
  
For completeness, the CCG’s Primary Care Strategy has five key workstreams: 
 
 
 
 
 
 
 
 
 
Further details of the above may be found in the dedicated ‘Primary Care Commissioning’ paper which is a 
separate item at the January meeting of the Governing Body.  

 

4. Performance trajectories 

As in previous years the CCG has been required to submit performance trajectories as part of the planning 

round. These include CCG constitutional indicators around waiting times and access rates and some new 

indicators for mental health and children and young people.   

We have taken the approach of profiling the constitutional indicators to hit the national threshold for each 

indicator; this is consistent with previous years. It should not be interpreted that by profiling to achieve the 

national standards that we are not being ambitious to further improve our population health care provision.  

In 2016/17 the exception to the above approach was A&E, which is subject to a lower sustainability & 

transformation fund improvement (STF) trajectory. However we have been advised that in 2017/18 and 

2018/19 STF trajectories will  not apply, therefore A&E has been profiled to meet the national standard of 

95%. This presents a continued risk of underperformance against this standard. 

New indicators this year include;  

 Extended access (evening and weekends) at GP services 

 E-Referral Coverage 

 Children waiting more than 18 Weeks for a Wheelchair 

 Personal Health Budgets coverage 

 Waiting Times for Routine and Urgent Referrals to Children and Young Peoples Eating Disorder Services 

 Improve Access Rate to Children and Young Peoples Mental Health 

 Early Intervention Psychosis rates 

 Additional IAPT indicators   

 

Quality premium: 

As in previous years the CCG is required to submit trajectories for the CCG quality premium. It is expected 

that these will be required by late January / early February 2017. An assurance process will then follow to 

ensure that all CCGs have submitted and that DCO teams agree with the local indicator selection. This 

planning round we need to select a RightCare indicator and Mental Health indicators as follows: 

1. Delivery of Primary Care at Scale 

2. Reducing Variation 

3. Changing the Focus of Primary Care 

4. Improving Access to Primary Care 

5. Workforce Planning 
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 RightCare as a local indicator, from the list of 196 indicators.  

 Mental Health from a choice of 3,    

o A. Out of area placements (OAPs)  

o B. Equity of Access and outcomes in to IAPT services  

o C. Improve inequitable rates of access to Children & Young People’s Mental Health Services 

 

Discussions on these are ongoing. 
 

4.2 Risks to delivery  
 
Like all CCGs, South Tyneside faces a number of risks in relation to the successful delivery of its operational 
plan over the next two years and these are outlined here at high level.  
 

Type Risk Mitigation 

Financial 
 
Programme 
delivery 

High level of ambition 
within the QIPP schemes 

Schemes have been subject to robust work up with realistic 
deliverability expectations.  
Implementation of new reporting architecture aligned to financial 
sustainability. 
Each scheme will be subject to regular monitoring and scrutiny.  

Performance:  
 
A&E 4 hour 
standard 

A&E performance against 
this standard has been the 
subject of sustained 
challenge over the last 4 
years 

High level of visibility and prioritisation at Local A&E delivery 
Board level. A&E improvement action plan in place including; 

- Patient flow from admission to discharge 
- Development of community services to support resilience 

in the wider system 
Subject of monthly assurance to NHSE/NHSI.  
Involvement within the Urgent and Emergency Care vanguard 

Performance:  
 
Delayed 
transfers of 
care (BCF 
indicator) 

Continued growth in days 
delayed from an acute 
setting 

Ongoing discussions with acute trust, social care, and mental 
health services to identify barriers and improvement opportunities 
Establishment of a task and finish group for discharge to 
residential step down facilities.  
Pilot of ‘discharge to assess’ 
Trusted assessor arrangements under development cross-area 

 
5. Better Care Fund pooled budget arrangements 
 
The above will need to be refreshed for 2017/18 and 2018/19 and guidance is now beginning to emerge 
which the CCG will work through with Council colleagues in order to refresh these arrangements in 
accordance with national and local requirements.We expect the final plan will need to be submitted in March, 
with a section 75 agreement signed off by June.  The focus of the plan will be on the embedding integration 
and progressing STP plans. 
 
 
6. Next steps 
 
The Executive are asked to note the content of this report and approve the continuation as outlined. 



V4 
 

1 
 

 
REPORT CLASSIFICATION – please refer to Report 

Classification Guidance and check appropriate box below 
 Official 
 Sensitive: Commercial 
 Official Sensitive: Personal 

MEETING TITLE: GOVERNING BODY DATE: 26 January 2107 

REPORT TITLE: 
Primary Care Commissioning 
Update 

AGENDA ITEM: 2016/110 

ENCLOSURE: 7 

LEAD DIRECTOR / REPORT SPONSOR: 

 

Christine Briggs, Deputy Chief Executive/Director of Operations 

christinebriggs@nhs.net 

 

REPORT AUTHOR: 

 

Jo Farey, Head of Commissioning – Jo.Farey@nhs.net 

  

REPORT SUMMARY / RECOMMENDATIONS: 

This paper is to update the CCG’s Governing body on two key areas in respect of the 

primary care commissioning remit as follows: 

 

 Preparing to move to Level 3 Commissioning Status 

And 

 Implementing the General Practice Forward View (GPFV) in South Tyneside 

 

Preparing to move to Level 3 Commissioning Status 

 

Giving CCGs greater say over NHS England’s primary care commissioning 

responsibilities is part of the wider strategy to support the development of “place-

based” commissioning and join up care pathways.  South Tyneside CCG has been 

successful in its application to progress to level 3 co-commissioning status for primary 

medical services– full delegated authority, from 1
st
 April 2017..   

 

In general terms, moving to full delegated responsibility for commissioning primary medical 

services will support: 

 

 Better coordinated development and implementation of the CCG’s general 

practice and out of hospital strategy; 

 A coordinated performance monitoring system to support the evidence base for 

service improvement; 

 Delivery of targeted, evidence based interventions that improve patients’ quality 

of life, patient outcomes and also reduces demand on hospital services. 

 

This report thus sets out the CCG’s development plan for moving to level 3 co-

commissioning status, in line with timelines set out nationally by NHS England. 

 

Implementing the GPFV in South Tyneside 

 

The second part of this paper provides an overview of how the CCG intends to 

implement the GPFV locally. 

 

The General Practice Forward View, published in April 2016, outlined the financial 

commitment to support general practice to improve patient care and access, and invest in 

new ways of providing primary care.  

 

This document, using a high level diagram supported by narrative,  sets out the local 

operational plan to implement  the GPFV in South Tyneside covering specific areas 

outlined in the guidance. It recognizes the need for a changing landscape and identifies 

the GPFV and local plans to transform out of hospital care as the building blocks to deliver 

services in different ways. 

 



V4 
 

2 
 

 

FINANCIAL IMPLICATIONS / RISKS 

Preparing to move to Level 3 Commissioning Status 
 
Moving to full delegated authority for the commissioning of primary medical services will 
entail the relevant budget transfer from NHS England to the CCG.  Senior officers of both 
the CCG and NHS England are currently working through the process and implications in 
line with the actions detailed on the attached plan.   
 

Implementing the GPFV in South Tyneside 
 
There are various funding streams relating to implementing the GPFV which are set out at 
a high level in this paper.  As the CCG works on delivering the GPFV and associated 
transformational projects, this will inform the breakdown of spend in due course. 
 

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 

  

This does not relate to development of 

new services directly at this time. 

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 

  

This does not relate to development of 

new services directly at this time 

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   A full assessment of risk shall be conducted 
during the application submission process.  Any 
further risks identified will be evaluated and 
noted on the CCG risk register if appropriate. 
 
Risk 1329 on the risk register relates to the 
CCG’s running costs in relation to co-

YES  

If yes please confirm the risk register has 

been updated in accordance with the 

content of this report: 
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Updated  

Not Update  

commissioning activities at level 2.  This will 
need to be updated as appropriate as the CCG 
progresses toward moving to level 3 status. 
 
 
 
 
 
 
 
 
 

  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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Part 1 - Preparing for Level 3 Commissioning of Primary Medical Services  

Summary of position against action plan: January 2017 

 

This is a summarised version of the CCG’s more detailed action plan in terms of the preparation underway to move towards level 3 

commissioning for primary medical services. 

 

 
Objective 

Responsible 
CCG lead 

 
Tasks, dates and deadlines 

 
Progress/notes 

Make application  through submission 
of standard form to NHSE 
 
 
 
 

Christine Briggs 

 

 Complete by 5
th
 December 2016. 

 Clearly defined objectives and benefits of the proposal 
in terms of the change of CCG’s remit from L2 to L3 co-
commissioning status  

 Highlight intention to progress to NHS England Seek 
sign off by NHSE 

   Application submitted 5 December 
16. 

 Confirmation from regional team 
received 4 January 17 that application 
to move to delegated commissioning 
recommended for approval by the Co-
Commissioning Executive Group 

 Commissioning Committee will 
consider recommendations on 8 
February 17 

 CCG will then receive formal 
Delegation Agreement to take on 
responsibilities from 1 April 17.  

 

 

Governance 

 

Review schedule of meetings for form, 
function and governance in line with a 
Level 3 organisation 

 

Christine Briggs 

 

 

 Preparation for the establishment of a Primary Care 
Commissioning Committee (ie no longer joint) – 1 April 
2017 

 Hand over arrangements from current Joint Primary 
Care Committee to Primary Care Commissioning 
Committee will begin on approval from NHSE for level 3 
on 6 January 2017 for PCCC to be established from 1 
April 2017 

Draft terms of reference for the Primary Care 
Commissioning Committee have been 
prepared 

 Final approval now not expected to be 
received by CCG until after 8 
February 17 

 

Update CCG Constitution or proposed 
amendments in line with guidance 

/  The CCG’s Scheme of Reservation and Delegation 
should be updated to include the responsibilities and 

Draft ready for submission to NHSE should 
approval gained for level 3 commissioning on 6 
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Objective 

Responsible 
CCG lead 

 
Tasks, dates and deadlines 

 
Progress/notes 

 
 

Matthew Walmsley powers delegated to the Primary Care Commissioning 
Committee  

January 2017 (now after 8 February 17) 

Update Accountable Officer Schemes 
of Delegation in line with NHS England 
Guidance 
 

  

Christine Briggs 
 Changes to the clinical director’s role from what is 

currently in the operational scheme of delegation to a 
role which reflects more of a medical director role 

 Changes to the Deputy CEO/Director of Operations and 
CFO roles regarding primary care commissioning 
responsibilities 

 Changes can be made in draft and then approved by 
Exec and Governing Body by 1 April 2017 
 

Changes, in draft, to be made and then 
Accountable Officer scheme of delegation to 
be added to Exec 23 February 2017 and GB 
agenda 22 March 2017 
 

Clearly defined working arrangement 
between CCG (as L3 commissioner) 
and NHS England (primary medical 
contracting support team) 

 
Jo Farey 

 Agree and sign off MoU between CCG and NHSE on 
ways of working by 5 December 

As of November 16 MoU currently being 
drafted – to be discussed at Primary Care 
Quality Review and Business Meeting 11 
January 17 

Review CCG conflicts of interest policy 
in line with NHS England’s revised 
statutory guidance on managing 
conflicts of interest for CCGs 
https://www.england.nhs.uk/commissio
ning/pc-co-comms/coi/. and ensure 
CCG is fully compliant by 1 April 2017 

 
 
Christine Briggs 

 Draft updated document submitted to Governing Body 
for approval – 24 November 16 

 Self-certification to be completed by 14
th
 April 2017 

 
 

 Updated Standards of Business and 
Declarations of Interests Policy approved 
at November 16 Governing Body. 

 Quarterly self-certification submitted 5 
January 17; annual self-certification to be 
submitted in April 17 

 Conflicts of Interest workshop taking place 
20 January 17 

Ensure the CCG’s IG Toolkit meets 
level 2 criteria as a minimum 

 
Aaron Tucker 

 The CCG works towards this status every year and thus 
work is in progress as normal 

In progress in readiness for submission 

Review or update SOPs (Standard 
Operating Procedures) in light of 
changes to level 3 commissioning in 
the following areas:  
 
Response to FOIs 
Fraud 
Audit 
Communications and engagement 

 
CCG responsible 
officers with 
NECS teams 
 
(Aaron Tucker, 
Kate Hudson, 
Helen Ruffell) 
 

 Review of SOPs by relevant CCG leads to ensure any 
changes are taken into account 

 Linkages to be made with NECS where appropriate  

 Press release/comms programme to stakeholders 
informing of change to commissioning of primary care 
services – 1 April 2017 

 Comms programme will be drafted in due 
course in line with appropriate timelines. 

 Refreshed Comms and Engagement 
Strategy to be presented at Executive 
Committee 25 January and GB 26 January 
17. 

 SOPs still to be reviewed. 

 

Finance 
 

https://www.england.nhs.uk/commissioning/pc-co-comms/coi/
https://www.england.nhs.uk/commissioning/pc-co-comms/coi/
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Objective 

Responsible 
CCG lead 

 
Tasks, dates and deadlines 

 
Progress/notes 

Completion of finance template 
 
 
 

  
 
Kate Hudson 

 Finance template to be completed for 5 December 
submission deadline 

 Model primary care unified budget that will transfer to 
the CCG and ensure that any risks identified are 
managed as appropriate 

 Particularly consider premises reimbursement element  

 Ensure audit assurances are in place  

 Ensure CCG financial plans reflect additionality relating 
to primary medical services element 

 Finance template completed and 
submitted with application 5 December 16. 

 To be discussed at Primary Care Quality 
Review and Business Meeting 

 

 

Strategic Planning and Service Transformation 
 

Ensure CCG’s local and STP 
(Sustainability and Transformation 
Plan) planning processes incorporate 
general practice fully to maximise 
commissioning opportunities 

Christine Briggs  Ensure all primary care and STP level planning fully 
incorporates general practice level baseline and 
developments 

 Understand resilience of primary medical services and 
consider table top exercise 

 Engagement on STP between November 
16 and January 17 before formal 
consultation on plan 

 Planning documents, including 
implementation of primary care services in 
South Tyneside, submitted to NHSE 23 
December 16 

 

Clinical Quality and Patient Safety 
 

Ensure CCG has governance and 
systems in place to assure quality of 
primary medical services 

 
Dr Jon Tose 
 
Jeanette Scott 
Thomas 

 Ensure we have a developed mechanism to baseline 
and monitor quality and quality assurance.   

 Maximise links with Sunderland CCG (already level 3) 
to learn from their processes and ways of working 

 Risk identified regards sharing of data with NECS and 
appropriate governance needs consideration. 
 

 Primary Care Quality Review and 
Business Meeting established in 
September 16 with terms of reference 
which include reporting mechanisms 

 Contact established at Sunderland CCG 

 Processes and data flows to assure quality 
of primary medical services currently being 
refined in lead up to 1

st
 April 2017 

 

Application Process 
 

Approval from Governing Body for 
application prior to submission 

 
Christine Briggs 

November 16 

Review of application by NHS England NHS E December 16 – 5 January 17 
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Objective 

Responsible 
CCG lead 

 
Tasks, dates and deadlines 

 
Progress/notes 

Outcome of application conveyed to 
CCGs 

NHS E After 8 February 17 

Completion of delegation documents (if 
approval to move to level 3) 

  
Christine Briggs 

 Proposed amendments to Constitution submitted to NHS England by  early March 17 

 Delegation and Delegation Agreement documents submitted to NHS England by  early March 17 

 
Go live 1

st
 April 2017 (subject to full authorisation by NHS England) 
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Part 2 - Delivery of the GPFV In South Tyneside 

Co-ordination of local initiatives and delivery of national initiatives in primary care services are 

significant areas of focus for the CCG.   

 

We know that the landscape will need to look different in the medium to long term1 and the GPFV 

alongside the CCG’s local plans to transform out of hospital care provide the building blocks to 

support primary care (in particular general practices), to deliver services in different ways.  

Supporting practices to transform and to deliver wider services to the population on an ‘at scale’ 

basis is at the heart of the CCG’s general practice strategy.   

 

Our strategy has five key workstreams: 

 

1. Delivery of Primary Care at Scale 
2. Reducing Variation 
3. Changing the Focus of Primary Care 
4. Improving Access to Primary Care 
5. Workforce Planning 

 

The ‘GPFV High Level Overview’, below, sets out how our key initiatives against known funding 

streams will be delivered across 17/18 and 18/19.    

  

                                                           
1
 NTWND STP wide framework for a future health and care model, P11 STCCG Draft Operational Plan 17/18 – 18-19 
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Delivery of the GPFV In South Tyneside 

Co-ordination of local initiatives and delivery of national initiatives in primary care services 

are significant areas of focus for the CCG.  We know that the landscape will need to look 

different in the medium to long term2.  The GPFV alongside the CCG’s local plans to 

transform out of hospital care provide the building blocks to support primary care (in 

particular general practices), to deliver services in different ways.  Supporting practices to 

transform and to deliver wider services to the population on an ‘at scale’ basis is at the heart 

of the CCG’s general practice strategy.  Our strategy has five key workstreams: 

 

1. Delivery of Primary Care at Scale 
2. Reducing Variation 
3. Changing the Focus of Primary 

Care 
4. Improving Access to Primary 

Care 
5. Workforce Planning 

 

The ‘GPFV High Level Overview’ sets out how our key initiatives against known funding 

streams will be delivered across 17/18 and 18/19.  The CCG has defined an investment 

profile, but this has not yet been broken down across our initiatives, however spend will be 

tightly focused on the developments and initiatives we describe.   

 

We are also able to give further narrative on how our strategy will contribute to delivering the 

GPFV below: 

 

1. Delivery of Primary Care at Scale 

 

South Tyneside has a blueprint for ‘out of hospital’ services known as our ‘community’ 

model3 and delivery of primary care at scale is a key component to support the redesign of 

care provision which is unconstrained by organisational barriers and maximises economies 

of scale. 

 

Our Enablers 

 

 We have well established integrated community teams covering populations of 

between 30,000 and 50,000 (clustered around ‘localities’ of practices) which combine 

community nursing, social care, GP practices and third sector to concentrate on 

effective multi-disciplinary management of at risk patients.  Further development 

work will continue to enhance the functionality of the teams to take in both planned 

and unplanned work, and to expand the cohort of patients, through risk stratification, 

who will benefit from this approach.  A review of the skills and competencies required 

to deliver integrated services has taken place and an ongoing development and 

education programme has been put in place. 

 

                                                           
2
 NTWND STP wide framework for a future health and care model, STCCG Draft Operational Plan 17/18 – 18/19 

3
 Out of Hospital Model, see section 5.1 of CCG Operational Plan 17/18 – 18/19 
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 Our local primary care incentive scheme in 16/17 and 17/18 sets out the need for 

practices to work collaboratively on plans to deliver services on an at scale basis.  

Further  focus is being placed on practices working together to deliver services that 

have traditionally been provided in hospitals so that care is provided closer to home 

where appropriate, and only services that need to be delivered within an acute 

setting are delivered in hospital.  Although this development work is at an early stage, 

the anchor to our incentive scheme provides regular checkpoints for practices to set 

out their early intentions.   

 

 17 South Tyneside GP practices are in the process of joining under a federated 

model (estimated go-live date is 1/4/17).  Whilst respecting the need for an 

appropriate commissioner/provider split (and the management of conflicts of 

interest), the CCG meets regularly with key members of the emerging federation to 

discuss the overall strategic development of primary care and the development of a 

shared understanding of the workplan going forward for the borough. 

 

 Data sharing is in place between our practices to allow the full primary care patient 

record to be viewed of any South Tyneside patient.  This both supports the delivery 

of enhanced primary care at scale and provides the ability for primary care extended 

access to be delivered at scale (likely to be via a hub based arrangement). 

 

2. Reducing Variation 

 

Supporting practices and wider teams to provide high quality and evidence based care 

within safe and efficient systems is central to all that the CCG does.  Reducing variation is 

therefore a key focus within our general practice strategy. 

 

Our enablers: 

 

 South Tyneside is using NHS  Rightcare data to inform our approach to better 

management of patients in the community and to avoid inappropriate admissions to 

hospital.  Rightcare data is therefore able to direct the focus of both the CCG and 

wider stakeholders in designing services and radical new approaches to service 

provision in the community.   

 

 South Tyneside CCG also uses Rightcare data to inform our primary care incentive 

scheme for general practices.  This therefore is acting as a further lever to drive 

change, particularly supporting a reduction in variation and the provision of primary 

care services at scale. 

 

 South Tyneside CCG has recently developed a quality dashboard of local and 

national indicators which we use as a tool to help guide care delivery within general 

practices.  Although this links to quality assurance of primary care, it primarily exists 

as a lever and enabler to support improvement and development.  Practices can use 

this tool to baseline themselves against their peers and to identify areas where 

changing working practises or identifying enhanced services in primary care can 
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contribute to the overall health and care challenges within the borough  to deliver 

improved patient outcomes. 

 

 The CCG carries out practice visits regularly.  Visits are focused on improvement 

and development and the practice’s relative position on the primary care dashboard 

is discussed.  The visits are also a good source of other intelligence that helps build a 

picture of how things are in general practice such as  current or anticipated pressures 

, or upcoming contractual or infrastructure issues etc.  This gives good opportunity for 

the CCG to discuss pertinent issues with practices in a timely manner and often 

affords the time to plan for and/or discuss significant practice issues such as merger 

intentions etc 

 

 South Tyneside CCG has commissioned the ‘Health Pathways’ system which 

standardises care pathways and puts them on the desktop of front line staff.  This 

both reduces variation in care pathways and also helps staff to have the most up to 

date information at their fingertips.  Dual screens have been purchased for all 

practice staff so that EMIS can run on one screen and Health Pathways the other.  

Pathways will be developed to ensure that the management of acute conditions in 

the community is supported.   

 

3. Changing the Focus of Primary Care 

 

Transformation of primary medical care will rely heavily on: 

 

 Pro-active patients in control of their own health (embedded approaches to patient 

activation) 

 using online and digital technology to support primary care provision  (it is widely 

viewed that practices who actively promote online and digital services benefit from 

reduced administrative workload and increased patient satisfaction) 

  A focus on the skillmix and competencies of staff with the delivery of interventions 

that match need 

 

Our Enablers: 

 

 The CCG has developed a Local Digital Roadmap (LDR) in conjunction with 

Sunderland CCG.  Two of the ten ‘universal capabilities’ in the roadmaps are related 

to GP Online (patients accessing their GP record and being able to book 

appointments and order repeat prescriptions from their GP practice). The CCG has 

delivered a training session for all admin staff (October 2016) and has communicated 

extra support offers to all practices.  We get regular position statements in regard to 

transactional monitoring from practices in line with the national target of at least 10% 

of patients registered for online services in every practice by 31st March 2017. 

 

 The CCG has successfully applied to become an early adopter of wifi enabled 

General Practices.  All of our practices will therefore be wifi enabled by March 2017. 
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 The CCG convenes a Digital Technology Group for practices which acts as a 

project group to facilitate implementation of online and digital technology 

 

 Our local primary care incentive scheme supports an evolving and changing focus 

to population outcomes 

 

 The CCG has protected learning time (Education Session) monthly for all practice 

staff.  An education plan is forward mapped to align with training requirements and 

strategic priorities.  Delivery of training is tailored to staff discipline which allows 

multiple education to take place simultaneously at different venues 

 

 The CCG champions an agreed patient activation approach as part of the ‘a better u’ 

self care programme.  General practice staff are invited to attend the training to 

support this initiative.  Good uptake has been observed in the Jarrow and Hebburn 

localities and we now aim to promote this further across wider South Tyneside 

practice 

 

 Part of the CCG’s workforce plan (see section below) will focus on the potential 

demand for contacts by allied professionsals, pharmacists and other 

complementary disciplines to create an active recruitment and retention plan 

 

 We have supported our practices to bid into the NHS England Estates and 

Technology Transformation Fund, as required and several practices have received 

support on individual or pan CCG wide (technology) schemes 

 

 

4. Improving Access to Primary Care 

 

Access to primary care is a foundation of the provision of proactive, high quality and timely 

care.  The national GP Patient Survey tells us at regular intervals our patients’ perception of 

access to general practice.  Although South Tyneside in general performs well compared to 

the national position, in South Tyneside we know through our regular discussions with 

patients, councillors and other stakeholders that there can be pockets of ‘access hotspots’.  

Our general practice strategy therefore focusses on defining and delivering good access 

to services, coupled with ensuring the right professional with the right skills sees the patient 

at the right time.  The ringfenced additional monies for delivery of extended primary care 

are welcomed and the CCG’s approach to delivery of extended access is as follows: 

  

 Continue our approach developed over christmas and new year 15/16 and 16/17 to 

deliver extended access on Saturdays in GP practices using a hub based model – 

January 2017 onwards.  These services are bookable via 111 and also accept 

patient diverts from the Urgent Care Primary Care Hub co-located with A&E. 

 Profile out of hours demand for primary care as part of wider capacity and demand 

mapping – early 2017 

 Work up our proposed delivery model via the provision of a service specification 

 Initiate appropriate procurement (early 2017) for full primary care extended access 

 Roll out extended access (September 17 indicative timeline) 
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Other Enablers to support improving access: 

 

 South Tyneside is working in partnership with South Tyneside Local Authority on 

integrating our primary care estates plan with planned and pending housing 

planning permissions.  Joined up workshops have taken place to triangulate existing 

primary care estate, primary care access challenges and planned housing 

developments.  Particular focus has been placed on Hebburn due to the large 

numbers of houses being built there.  Dialogue with local authority town planners has 

afforded conversations with developers and potential contributions to primary care 

infrastructure being built into future planning permissions. 

 

 The CCG has established pathways of care that integrate with community pharmacy 

via our highly successful Think Pharmacy First service.  This provides consultations 

for over 45 minor ailments with a formulary of over 90 items.  This has been in 

operation for nearly 2 years now and the metrics collected are showing clear 

evidence of a shift in activity from GP practices to community pharmacies - 900 

patients using the Think Pharmacy First service per month have stated they would 

have attended their own GP as an alternative.  This equates to broadly 35 

appointments per practice per month which have been directly diverted to this 

scheme (ie, the patients told us that they would have gone to the GP practice if the 

scheme was not in place). 

 

 We will be using capacity and demand mapping data to inform and develop skill 

mix in primary care 

 

 We will promoting the role of the receptionist to help navigate patients  (see 

workforce section below) 

 

 We will aim to develop and champion a local primary care consultation model that 

delivers timed slots appropriate to need and makes appropriate use of non face to 

face consultations (eg telephone, telemedicine etc) 

 

 We take a keen interest in the resilience of our practices.  To support this we have 

quarterly individual practice meetings where practices can discuss issues freely with 

the CCG.  These are vital sources of soft intelligence and can often facilitate ‘early 

warning’ conversations where actions can be taken to mitigate against the risks or 

issues idenitified.   

 

 We have supported our practices to bid into the NHS England resilience fund, as 

required and several practices have received support, including our emerging 

federation (17 practices) 

 

 We have supported our practices to be involved in the Productive General Practice 

Quick Start Programme (PGP – QS) and a cohort of 8 practices are currently taking 

part in the programme.  The programme takes place over 14 weeks (4 group based 

sessions and 6 in practice half days with individual improvement facilitators working 
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with the practice on their issues).  All participating practices complete the mandatory 

module of ‘failure demand’ and choose from 5 optional modules: 

 

o Minimum job requirements 

o Consistency of approach 

o Workplace organisation 

o Chasing the tail 

o Workforce planning 

 

These modules closely align with reducing workload pressures in general practice 

(how to use the 10 high impact changes to improve practice efficiency). 

 

There is a further opportunity to run a second cohort from March 2017 and this has 

now been confirmed by NHS England.  62% of our practices (focussing on the most 

vulnerable), will now have the opportunity to participate in this specialist programme.  

 

5. Workforce Planning 

 

The primary care workforce, in terms of raw numbers of staff disciplines and also in 

developing the primary care skill mix is a key focus area.  The CCG has not had absolute 

visibility over the primary care workforce as level 2 co-commissioners, however, as we move 

to level 3 commissioning status we recognise the need to map the existing workforce 

alongside our emerging out of hospital model to profile in the first instance what the gap is.  

Once this information is established, the CCG can then work with stakeholders to increase 

the workforce and importantly, the skill mix, as appropriate.   A key component of our vision 

is to create a workforce that reduces pressure on GP time whilst supporting career 

development in medical, nursing, allied health, professional, administration and managerial 

roles.  Our intentions are that an emerging workforce plan will set out the current position, 

greatest areas of pressure, the desired end state and the planned future model and actions 

to get there. 

 

Our Enablers: 

 

 Establishing a baseline of general practice staff, by discipline and by practice 

 

 Undertaking a capacity and demand analysis within general practice which 

includes both demand for appointments and appropriateness of clinician.  The 

appropriateness of clinician field will provide evidence to support our desired end 

state regarding best skillmix 

 

 Part of a Community Education Provider Network, in partnership with Sunderland 

CCG and GP Alliance, which aims to support our work through delivering: 

o Facilitating primary and community based providers to come together in a 

collaborative manner to produce the primary care workforce of the future by, 

amongst other activities, facilitating primary care placements of students of all 

professions allied to primary care  
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o Coordinating the development of training and education needs of the current 

workforce, working with the continuing workforce team at HEE NE  

o Developing partnerships with all stakeholders including federations, CCGs, 

LMCs, Higher Education Institutes (HEIs) and secondary care providers  

o Helping to develop a system of locally managed but centrally assured 

educational governance eventually encompassing all training and education 

in primary care  

 

Although this work is at an early stage, it is hoped that this will offer significant 

scope for increasing a skilled primary care workforce and there are also 

aspirations to attract new staff to our area once their training has been 

completed. 

 

 The new fund to support the cost of training reception and clerical staff to 

undertake enhanced roles in active signposting and management of clinical 

correspondence has allow us to plan for an introductory training session to take place 

in 16/17 around ‘quick wins’ for relevant staff and potential to amend/align telephone 

greetings so that patients know that receptionists will ask some basic details around 

the nature of the patient’s condition.  This training will also be an introduction for all 

administrative staff re managing medical correspondence.  Following the introductory 

training, further planning will take place to delivery more focused training and 

initiatives into 17/18 and beyond.  Key metrics will be built into our plans so that we 

can link with our capacity and demand work to demonstrate how this work has 

helped to influence change.  
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Enclosure 8 
Governing Body 
26 January 2017 

Risk Management Report 
9 September 2016 to 13 January 2017 

 

1.  Introduction 
  
The purpose of this paper is to set out for the Governing Body, in accordance with agreed 
policy, risks facing the organisation which are rated as “Extreme”, their assessment and 
the action being taken to manage these. 
 
 

2.  Reporting and assurance 

 
The number and nature of risks recorded in the CCG corporate risk register are set out in 
the tables below.  
 
The CCG’s integrated approach to risk management ensures that all risks are captured 
and monitored relating to quality and safeguarding, provider management, finance & 
QIPP and performance across the organisation in line with the CCG’s Risk Management 
Policy.   
 
Current and potential risks are captured in the CCG’s risk register and include actions 
and timescales identified to minimise such risks.  The risk register is a log of risks that 
threaten the organisation’s success in achieving its aims and objectives and is populated 
through a risk assessment and evaluation process.   The registers are updated on a 
monthly basis and are reviewed as follows: 
 

 Bi-monthly at Audit and Risk Committee (All risks which are EXTREME, HIGH and 
MODERATE). 

 Quarterly basis by the Governing Body (EXTREME risks – initial and residual risk 
ratings). 

 Bi monthly at Quality and Patient Safety Committee (quality and safeguarding risks 
which are EXTREME, HIGH and MODERATE).  

 LOW risks are considered at team level under the guidance of the relevant Director. 
 
The risk register is made up of the following themed areas with identified leads (either 
CCG Directors or Senior Managers) as shown: 
 

 Organisational Christine Briggs 

 Quality and Safeguarding Ann Fox 

 Performance Aaron Tucker 

 Finance and QIPP Kate Hudson 
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3.   Process 
 
South Tyneside CCG is using the Safeguard Incident and Risk Management System 
(SIRMS) as the tool for managing the risk register.  SIRMS is a live system managed by 
NECS, and training on using the new system has been rolled out and refreshed. 
 
In terms of updating the register, where training has been received, the above named 
leads (or their nominated risk co-ordinator) are responsible for updating their risks directly 
in SIRMS.   
 
The NECS Senior Governance Officer then produces an updated risk register and agreed 
summary reports.  
 
 

4. Risks 
 
4.1  Risk distribution  
 
Table 1 illustrates the CCG’s risks by consequence and likelihood scores at 13 January 
2017.   
 
Table 1 – risk distribution matrix 

 
 

 

 

Green 1 – 3 Low 1 
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Yellow 4 – 6 Moderate 4 

Amber 8 – 12 High 15 

Red 15 - 25 Extreme 2 

 

 
4.2 Risk summary and movement 
 
Table 2 illustrates the number of risks on the risk register at 13 January 2017 compared 
with that of 9 September 2016. 
 
 
Table 2 – risk summary and movement 
 

  9 September 2016 13 January 2017 Direction 

Red 
(Extreme) 

0 2 

Amber 
(High) 

18 15 

Yellow 
(Mod) 

6 4 

Green  
(low) 

0 1  

TOTAL 24 22 

 
 
The table below illustrates the movement in extreme risks during the period 9 September 
2016 to 13 January 2017. 
 
 



4 

 

 
Table 3 – movement in extreme risk  
 
Risk 

Reference

Risk Description Controls Assurances Previous 

Risk 

Rating 

Current 

Risk 

Rating 

(Residual)

Reason for movement

244

Patients contracting MRSA

There is a risk that patient harm 

could occur.  This would result 

in non-compliance with 'zero 

tolerance' principle and failure 

to deliver the CCG quality 

strategy.

Weekly sharing of HCAI data 

between FT/CCG is in place. 

Spread sheet shared by email 

and monitored by CCG. 

Reported monthly to CCG 

executives. Primary care 

professionals have had 

awareness raising sessions and 

resources to use with patients 

who require decolonisation.

2015/16 performance being 

monitored and reported monthly. 

Joint Sunderland and South 

Tyneside HCAI group. Monitor 

measures in place, lessons 

learned from any HCAI's etc. SI 

process in place should there be 

a case of MRSA bacteraemia 

with harm to the patient (new 

guidance).

Monthly HCAI multi-agency working 

group and associated action plan to 

address performance where 

required.  Current status is green for 

MRSA, but risk remains regarding 

the possibility of breaching the 

trajectory of 1 case.  

Excellent governance processes in 

place around HCAI that serves to 

mitigate risk to a degree.

Agenda item for Joint 

SCCG/STCCG HCAI Improvement 

Group on 22nd October 2014.  

Currently zero incidence of MRSA 

confirmed by the national data 

capture system.  

Well established processes in place 

in acute care. Updated action plan 

for community and primary care 

measures.  Incidence of MRSA 

bacteraemia is reported and 

monitored nationally, and assurance 

sought by NHSE where appropriate.

6 Y 15 R

PIR under way for a case of 

MRSA bacteraemia. Has 

been provisionally assigned 

to STCCG.

1286

Non achievement of the 28 day 

assessment standard for CHC.  

Due to operational capacity the 

CHC nurse assessment team 

have experienced issues in 

delivering against this 

standard.Failure of a 

commissioned service to meet 

a standard target; potential risk 

to quality of care for patients in 

CHC awaiting assessment.

Regular meetings between CCG 

and NECS and between CCG, 

NECS and STFT around CHC

NECS Case Management of 

Fast Tracks

NECS Monitoring of fast tracks 

in terms of quality and volume.

Systematic transition programme 

(CCG represented by Head of 

Quality).

Reinforce requirement for attendance 

at meetings with accurate action 

notes within 3 days of meeting and 

programme of meetings scheduled in 

advance

Controls in place via ways of working 

with NECS both informally and 

formally to ensure that work plan is 

delivered.  

Informal and formal interfaces and 

ways of working in place with NECS 

to ensure delivery of agreed work 

programme.  

Formal and informal interfaces in 

place between CCG and NECS 

working closely with nurse 

assessment function, to ensure that 

shorter term operational 

improvements are seen such as 

delivery of 28 day assessment 

timeframe.

12 A 16 R

To date the recovery plan is 

still outstanding and being 

dealt with through the 

contract route. 

More stringent LQRs 

included in the 17/19 NHS 

contract.   Executive Nurse is 

meeting with service lead 

regarding performance.   

Discussions at QRG.    

Quality & Safeguarding

Finance & QIPP

 
 
As at 13 January 2017 there are two red (extreme) risks on the risk register.  See the 
Corporate Risk Register (Appendix 1). 
 
The CHC residual risk rating, risk 1286, has since been altered to reflect a rating of high 
as more stringent controls have been included in the new contract for 2017/19. However 
confidence in delivery of the 28 day target remains low due to nurse assessor availability.  
The residual rating for the MRSA risk, risk 244, remains extreme due to a case in 
December 2016 being provisionally allocated against the CCG. The consequence of this 
is that the CCG may have breached the zero tolerance target.  

 
5.  The Governing Body is asked to: 
 

 Consider the current risks facing the CCG and their assessment; 

 Review the actions being taken to ensure risks are being appropriately 
managed.  



Ref Gaps in AssuranceObjective Description

C L

Initial

Sco C L

Residual

Sco

Controls Gaps in Controls ExternalAssurancesDirector
Owner

Date

NHS South Tyneside CCG Corporate Risk Register

13/01/2017

Internal Assurances

- South Tyneside CCG Finance & QIPP

13
21

CHC mainstream financial
reconciliation with the council is not
completed in a timely manner.
Addition of risk 1345 - Increasing
demand for CHC as population ages
and care becomes more complex
and communtiy based. 
Link to risk 1286 - The scale of any
pressures are not known in order to
be able to manage the position
effectively in year and mitigate any
risk appropriately. Financial risk
associated with increased demand
and complexity.
Pressure on CCG commissioning
budgets and target surplus

Kate Hudson

Caroline
Bannon

Process clarified regarding
release of reconciliation from
Council, turnaround with
queries from NECS and a
follow up meeting scheduled
in monthly to review and
discuss any issues

Reported monthly to
Executive Committee
and Bi-Monthly to
Governing Body

None

Formal minute taking and
action plan.

Agenda set and
formal
documentation being
produced

minutes and action plan
reported to budget
holder and CFO

None

Develop a strategic approach
to the commissioning of CHC :
mapping financial & activity
trends and putting
commissioning plans in place
around themes identified

A need to
understand potential
future behaviours of
these past/current
trends

None

Ensure existing packages of
care, specifically those for
patients who are high cost
and/or complex, provide
quality and value for money -
starting with LD cases.  New
integrated LD
provider/commissioner
team(led by Dr J Gordon) to
review a number of cases
during 16/17

NoneA clear plan on the
number of cases which
require review and when
the team will programme
these in

Future LD CHC packages of
care - the new LD integrated
provider/commissioner team
will be able to play a key role
in the design of high quality,
efficient, packages of care
which present VFM.  LD cases
currently present the highest
risk in terms of cost/efficiency

reported to joint strategic
commissioning group

None

Services delegated to the LA
which the LA delivers on
behalf of the CCG : ensuring
clarity of purpose and the
associated delivery
requirements

NoneSigned S75

Brokerage service provided by
the council with regards to fast
track packages of care where
the individual is known to the
council.

Marie Curie still
commission
packages for self
funders.  Potential
fragmented process/
double funding.

Process reported
through HWJSCG
meeting

None

Extra scrutiny on packages of
care at CHC panel and push
back on excesive packages of
care.

Dependant on staff
at panel and
individual expertise

Head of quality to attend
panel on behalf of the
CCG

None

Revised limits for NECS to be
able to authorise packages
without review back to the
CCG

none scheme of delegation
approved at GB

none

4 4 16 3 4 12AF2.
Maintaining 
Financial
Balance 

29/05/2015
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Ref Gaps in AssuranceObjective Description

C L

Initial

Sco C L

Residual

Sco

Controls Gaps in Controls ExternalAssurancesDirector
Owner

Date

NHS South Tyneside CCG Corporate Risk Register

13/01/2017

Internal Assurances

Review detailsReview date Next reviewReviewer

28/09/2016 Actions reviewed.  No update, risk remains.28/10/2016Caroline Bannon

13
25

Secondary care overspend
Secondary Care activity increases
and the commissioning budget
overspends
Pressure on CCG commissioning
budgets and target surplus

Kate Hudson

Caroline
Bannon

Monthly review of SLAM data
by NECS.  Review variance to
date in ledger.  COG reviews
monthly position.  BCF should
reduce non elective
admissions.  Monthly contract
meetings with providers to
discuss variances

None Reported monthly to
COG.  Reported monthly
to Executive Committee.
Reported bi-monthly to
Governing Body

NoneReported monthly to
NHSE.  Contract review
meetings with providers

Block contract agreed for
16/17 with main provider
STFT

reported to COG and
exec

none

4 4 16 3 3 9AF2.
Maintaining 
Financial
Balance 

01/06/2015

Review detailsReview date Next reviewReviewer

18/11/2016 Significant pressures have been hihglighted within Newcastle FT which has seen the forecast in acute move considerably.  Work is ongoing to understand this.  The risk remains as mitigations are currenlty in place to mange
this pressure.

18/12/2016Caroline Bannon

16
38

QIPP / NHS Rightcare target for
16/17
QIPP target for 16/17 is not met
Non achievement of planned surplus

Kate Hudson

Caroline
Bannon

Pathway reform to generate
savings

Work ongoing, initial
impact may not be
seen until 17/18

Reported monthly to
execa s part of finance
report

noneReported monthly to NHS
via Non-ISFE return

4 4 16 3 4 12AF2.
Maintaining 
Financial
Balance 

17/08/2016

Review detailsReview date Next reviewReviewer

18/11/2016 Risk highlighted to exec team/GB and NHSE that the CCG Qipp plans may not be achieved in 16/17.  Risk remains.  Exec team aware of financial position.  CFO reviewing.17/01/2017Caroline Bannon

12
86

Non achievement of the 28 day
assessment standard for CHC
Due to operational capacity the CHC
nurse assessment team have
experienced issues in delivering
against this standard
Failure of a commissioned service to
meet a standard target; potential risk
to quality of care for patients in CHC
awaiting assessment.

Jeanette
Scott-Thomas

Kirstie Hesketh

Regular meetings between
CCG and NECS and between
CCG, NECS and STFT
around CHC

Lack of attendance
at meetings

Reinforce requirement
for attendance at
meetings with accurate
action notes within 3
days of meeting and
programme of meetings
scheduled in advance

No gaps identified

NECS Case Management of
Fast Tracks

Potential capacity
issues at NECS in
the CHC team

None currently
identified

Controls in place via ways
of working with NECS
both informally and
formally to ensure that
work plan is delivered.

NECS Monitoring of fast
tracks in terms of quality and
volume.

Production of regular
management
information to CCG
and potential
capacity issues in
NECS CHC team

None currently
identified.

Informal and formal
interfaces and ways of
working in place with
NECS to ensure delivery
of agreed work
programme.

Systematic transition
programme (CCG
represented by Head of
Quality).

The transformation
programme is a
longer term
programme and will
be delivered over a
period of time.

No gaps currently
identified

Formal and informal
interfaces in place
between CCG and NECS
working closely with
nurse assessment
function, to ensure that
shorter term operational
improvements are seen
such as delivery of 28
day assessment
timeframe.

4 4 16 4 4 16AF2.
Maintaining 
Financial
Balance 

15/04/2015

Progress (2 most recent updates)Action owner Start date Target date Action plan

CCG and NECS representation at Strategic meeting. Monthly meetings with providers chaired by CCG.Jeanette Scott-Thomas 01/04/2015 31/03/2017
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Ref Gaps in AssuranceObjective Description

C L

Initial

Sco C L

Residual

Sco

Controls Gaps in Controls ExternalAssurancesDirector
Owner

Date

NHS South Tyneside CCG Corporate Risk Register

13/01/2017

Internal Assurances

Review detailsReview date Next reviewReviewer

04/01/2017 To date the recovery plan is still outstanding and being dealt with through the contract route.03/02/2017Kirstie Hesketh

- South Tyneside CCG Quality + Safeguarding

807 As a result of reports of safeguarding
adult and / or  child serious harm
There is a risk that the findings from
SCR / SAR / DHRs will identify that
health (CCG or commissioned
services) did not fulfill its statutory
responsibilities
Which could result in patient harm,
associated reputational damage
resulting in failing to deliver on the
quality strategy.

Jeanette
Scott-Thomas

Carol
Drummond

The SCR panel met in
November to ascertain if the
criteria for a SCR with regard
to another case under
Working Together 2013 was
met, a recommendation that
the criteria was met was given
to the independent chair of
the SCB

NHS provders give
assurance to the CCG
with regard to the
lessons learned through
the Designated
Assurance meeting

SAR1 - GP IMR to be
completed and submitted by
named GP Safeguarding
Adults

Progressing action plan Overview report complete
and multiagency action
plan developed and in
progress

SAR2 - GP IMR to be
completed and submitted by
CCG Safeguarding Adults
Lead Professional

Action plan being
progressed

Overview report
complete, awaiting
Executive summary.
Multiagency action plan
developed

Presently there are 3
Safeguarding adult reviews, 2
safeguarding children reviews
and a domestic homicide
review (DHR) underway.
the commencement of a
further DHR is set and the
potential for a further SCR to
be undertaken

none The CCG along with
NHS England continue to
work on identifying the
learning and ensuring
this is disseminated to
appropriate staff by way
of learning events and
the developed actions
plans are monitored both
through the statutory
safeguarding Boards
and the strategic health
group. The role of the
CCG is to ensure
provider services are
also undertaking this
work.

none

SAR 3 overview report
completed and includes
details from GP IMR

Action plan being
progressed

Executive summary to be
finalised. Multiagency
action plan in place

4 4 16 3 4 12AF3. Ensuring
The
Commissioning
And Delivery Of
Quality & Safe
Services,
Including
Meeting Our
Safeguarding
Responsibilities

16/12/2013

Progress (2 most recent updates)Action owner Start date Target date Action plan

Action plans are in place for SCR x3
SAR x2
DHR x1

Carol Drummond 05/10/2015 08/02/2016

Review detailsReview date Next reviewReviewer

04/07/2016 SCR 'kevin' has now been published
SAR B&C have now been published
DHR 2 is now in its final stages of completion.
all multi-agency action plans are being progressed

02/10/2016Carol Drummond

244 Original risk ref. no. PERF08
Patients contracting MRSA
There is a risk that patient harm
could occur.
This would result in non-compliance
with 'zero tolerance' principle and

Jeanette
Scott-Thomas

Kirstie Hesketh

Weekly sharing of HCAI data
between FT/CCG is in place.
Spread sheet shared by email
and monitored by CCG.
Reported monthly to CCG
executives. Primary care

Retrospective data Due to significantly
reduced incidence,
General Practice may
not be well engaged
with RCAs relating to
community cases of

Monthly HCAI
multi-agency working
group and associated
action plan to address
performance where
required.  Current status

3 3 9 3 5 15AF3. Ensuring
The
Commissioning
And Delivery Of
Quality & Safe
Services,

01/04/2013
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Ref Gaps in AssuranceObjective Description

C L

Initial

Sco C L

Residual

Sco

Controls Gaps in Controls ExternalAssurancesDirector
Owner

Date

NHS South Tyneside CCG Corporate Risk Register

13/01/2017

Internal Assurances

failure to deliver the CCG quality
strategy.

professionals have had
awareness raising sessions
and resources to use with
patients who require
decolonisation.

HCAI.is green for MRSA, but
risk remains regarding
the possibility of
breaching the trajectory
of 1 case.

2015/16 performance being
monitored and reported
monthly.

Action plan in place
to address issue with
primary care
colleagues.

Excellent governance
processes in place
around HCAI that serves
to mitigate risk to a
degree.
Agenda item for Joint
SCCG/STCCG HCAI
Improvement Group on
22nd October 2014.

NoneCurrently zero incidence
of MRSA confirmed by
the national data capture
system.

Joint Sunderland and South
Tyneside HCAI group. Monitor
measures in place, lessons
learned from any HCAI's etc.
SI process in place should
there be a case of MRSA
bacteraemia with harm to the
patient (new guidance).

None identified Well established
processes in place in
acute care. Updated
action plan for
community and primary
care measures.

None identified.Incidence of MRSA
bacteraemia is reported
and monitored nationally,
and assurance sought by
NHSE where appropriate.

Including
Meeting Our
Safeguarding
Responsibilities

Progress (2 most recent updates)Action owner Start date Target date Action plan

STCCG is now a member of the CNTW Area Team IPC group.20/03/2014 31/03/2014

Review detailsReview date Next reviewReviewer

29/09/2016 Q1 position - 0 cases of MRSA28/12/2016Jeanette Scott-Thomas

510 As a result of consent for medical
assessment not being sent to
NHSFT in a timely manner
Source: LA
There is a risk that Looked After
Children do not receive their
statutory medical on time
which results in statutory timescale
breach and the development of a
care plan being delayed

Jeanette
Scott-Thomas

Carol
Drummond

Social Worker is required to
ascertain parental signature
on  document and forward to
Looked After Children Nursing
Team

LAC Nurse has met with
the new Integrated LAC
team within the LA to
emphasise the
importance of the
requirement.
The LAC nurse has met
with the service manager
to consider what actions
are required to improve
the process.
The Head of
Safeguarding (CCG) has
set up the health sub
group of the MALAP, and
is chairing on an interim
basis, this will ensure
with the revised TOR this
can be closely monitored
and excalated to the
MALAP Board.

The multi agency looked
after partnership process
is not robust and is being
reinvigorated, to remain
under scrutiny.

LAC nurse has met with the
sw teams responsible for
providing this information.
LAc nurse has attended
senior manager team
meetings

Monitoring of the
timeliness of IHA are
monitored within the
strategic safeguarding
group via dashboard
reports from STFT.

LAC Nurse continues to work
closely with the LA social
workers in ensuring the

no direct influence
with regard to LA
ensuring timely and

Quarterly dashboard
reporting into the
strategc safeguarding

4 5 20 3 3 9AF3. Ensuring
The
Commissioning
And Delivery Of
Quality & Safe
Services,
Including
Meeting Our
Safeguarding
Responsibilities

21/08/2013
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Ref Gaps in AssuranceObjective Description

C L

Initial

Sco C L

Residual

Sco

Controls Gaps in Controls ExternalAssurancesDirector
Owner

Date

NHS South Tyneside CCG Corporate Risk Register

13/01/2017

Internal Assurances

paperwork is completed on
time .

appropriate
documentation
completed.

group ensures oversight
and assurance.

LAC nurse contunuing to liaise
with LA service Manager, to
improve the completion of
consent documentation

SW not sending
consent
documentation in a
timely way to LAC
nurse

The LAC safeguarding team
are immediately following up
with the sw if consent has not
been received.

relying on the LAC
safeguarding team
being proactive

Improvements note in
the rate of LAC IHA
being completed within
the statutory timescale of
28 days.

possible sustained
improvements if the the
LAC team are not
proactive.

STFT LAc Team are following
up with Sws if consent forms
have not been received.

relies on LAc team to
follow up . Limited
proactive approach
from the LA

LAC team oversee the
process

A considerable amount
of time is spent by
STFT in chasing up
with the LA, this is
causing a strain on the
STDFT team.

Limited from the LA, the
agency who are trequired
to gain the consent.

Progress (2 most recent updates)Action owner Start date Target date Action plan

As above. to note that Jill McGregor and Janet Campbell from the LA are key in implementing these actions.Carol Drummond 21/08/2013 30/09/2013

the new LA service Mangaer and the Named Nurse for LAC (STFT) are jointly attending the resource allocations panel and
requesting the signed consents from the social worker.

Carol Drummond 04/07/2016 04/10/2016

Review detailsReview date Next reviewReviewer

09/11/2016 no further improvements noted. Further changes to LA managers therefore the LAC nurse will need to update the mangers on the issues and requirements from their sytaff.07/02/2017Carol Drummond

10
81

As a result of STFT mortality rates
being flagged as outliers on the
SHMI and HSMR national indicators
There is a risk that patients using
STFT services may be at a higher
risk of mortality than expected.
This could result in patient harm
and/or failure to deliver the CCG
quality strategy.

Jeanette
Scott-Thomas

Kirstie Hesketh

STFT case note review for all
mortality. External and
independent review of
mortality data and STFT audit
findings. STFT involvement in
PRISM2 study. STFT are only
trust who has in patient
hospice beds, which affects
reported mortality rates.
Regular agenda item on
Quality Review Group which is
then reported to the Quality
and Patient safety committee.
NHSEngland quality
dashboard reports on
mortality rates at CNTW Area
Team QSG. CQC Intelligent
Monitoring report.

None identified. None identified.See details.  CCG
regularly reviews data
and received assurance.

HSMR figures continue to
increase despite measures in
place already described.

Regular review through
STFT QRG. Will be
subject of next meeting
in February. Request to
be made for clinical
representation from
CCG to sit on mortality
reviews.

STFT have carried out further
detailed analysis and have
identified a number of issues
relating to mortality at St
Benedict's hospice that are

NHSE will continue to
'flag' STFT as an
outlier for mortality as
the national reporting
system is not designed

Significant assurance was
provided at April QRG.
Additional external
assurance will be
provided.

5 3 15 5 2 10AF3. Ensuring
The
Commissioning
And Delivery Of
Quality & Safe
Services,
Including
Meeting Our
Safeguarding
Responsibilities

27/08/2014
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Ref Gaps in AssuranceObjective Description

C L

Initial

Sco C L

Residual

Sco

Controls Gaps in Controls ExternalAssurancesDirector
Owner

Date

NHS South Tyneside CCG Corporate Risk Register

13/01/2017

Internal Assurances

impacting on the trust HSMR
and SHMI rates. Future
reports will show mortality by
site and by organisation.
Monitoring and review of
mortality previously identified
remains in place.

to take into account the
special circumstances
of the trust.

Review detailsReview date Next reviewReviewer

09/11/2016 Robust assurance of mortality continues. recent presentation at informal QPSC detailing audit work undertaken. Standing agenda item at QRG.08/01/2017Jeanette Scott-Thomas

16
49

As a result of lack of assurance to
the CCG from STFT with regard to
their statutory safeguarding
responsibilities.
There is a risk that safeguarding
concerns are not identified /
recognised
This could result  in  harm to adults
and children .

Jeanette
Scott-Thomas

Carol
Drummond

a single item quality review
has taken place with the
provider, CQC, NHSE, LA and
other stakeholders

NHSE are fully
sighted on the issues
that have been
raised by CQC and
support the action
plan developed by
the FT

CCG are to be included
in all future
correspondence and
meetings with the CQC
and the Trust

Further evidence
required from the Trust
before the end of
December of
improvements in
overall leadership and
Governance to be
presented att he QRG.

NHS are seeking
assurance through the
CCG monitoring of the
action plans developed
by the Trust

4 4 16 3 4 12AF3. Ensuring
The
Commissioning
And Delivery Of
Quality & Safe
Services,
Including
Meeting Our
Safeguarding
Responsibilities

23/08/2016

Progress (2 most recent updates)Action owner Start date Target date Action plan

action plan developed by the FT and Monitored through the QRG30/11/2016 30/11/2016

the combined overall action plan develop[ed by STFT has been submitted to CQC, this includes all the evidence to support the
mitigating actions and changes in safeguarding practice across the Trust

03/01/2017 17/01/2017

Review detailsReview date Next reviewReviewer

09/11/2016 STFT have been issued with a CQC warning notice with regard to safeguarding. a joint action plan is being developed incorporating all the issues from the general inspection and the JTAI inspection.
STFT have commissioned an independent review of safeguarding, which will be shared with the CCG within the next few weeks. it is understood there will be many recommendations

08/01/2017Carol Drummond
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Executive summary 

 
Since NHS South Tyneside Clinical Commissioning Group (STCCG) became a statutory body in 
2013, we have learned a significant amount around how we strategically plan communications and 
engagement activity. 
 
In that time we have undertaken two major public consultations around service reconfiguration and 
reform, around specialist mental health services and around urgent care services and the creation the 
urgent care hub at South Tyneside District Hospital. 
 
These consultations, along with the ongoing communications work and engagement activity has 
influenced our thinking fundamentally in how we position and deliver these functions within our CCG. 
 
We recognise the limited resources we have for these, so it is vitally important that we are systematic 
and strategic in how we deploy those resources. 
 
This strategy sets the scene for the culture of the organisation around communications and 
engagement in a more systematic way.  This will be vital as services across health and social care 
become more integrated. 
 
The strategy relates to planned and sustained communication, as well as patient and public 
involvement and engagement activities, which are necessary to support the commissioning process 
and maintain goodwill and mutual understanding between the organisation and its many audiences, 
including the general public.    
 
Overall, this strategy sets out how the CCG involves and communicates with people at all stages of 
the decision making process, promotes understanding of its vision and local healthcare priorities, and 
works to instil confidence in its clinical leadership.   
 
The strategy also looks at the way in which the CCG communicates with and involves its constituent 
practices and it takes into account a range of responsibilities in relation to the group’s role as a 
publicly accountable organisation.   
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South Tyneside CCG

Communications and Engagement Strategy Plan on a Page

Our Strategy

Life 

Expectancy

•8 years less than 

the healthiest parts 

of England.

•Internal 

Inequalities of 10 

years.

Life 

Expectancy

•8 years less than 

the healthiest parts 

of England.

•Internal 

Inequalities of 10 

years.

Engagement

 Two-way engagement of all stakeholders and those 

concerned through effective communication 

throughout the commissioning process.
 We plan to listen and learn as least as much as we 

inform and tell. 

 We intend to establish dialogue, and work closely 

with, local charities, interest groups, partners and any 
other parties that may help us improve our services 

to the community.

Engagement

 Two-way engagement of all stakeholders and those 

concerned through effective communication 

throughout the commissioning process.
 We plan to listen and learn as least as much as we 

inform and tell. 

 We intend to establish dialogue, and work closely 

with, local charities, interest groups, partners and any 
other parties that may help us improve our services 

to the community.

Involvement

 "The Patient Story" will be at the heart of our plans as 
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 Putting patients at the centre of everything we do as 

beneficiaries and active participants in the process of 

commissioning health services.

 Putting Constituent practices at the heart of 

everything we do as each has a significant interest 
and role in the success of the CCG.
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Introduction 

 
About us 
 
STCCG has a membership of 25 GP practices and commissions health services for a 
population of around 148,000 people. 
 
We want to create opportunities to develop innovative ways to engage and our ambition is to 
systematically involve all stakeholders in decisions about the commissioning of health 
services.  We will continue to do this by working with Healthwatch, the Health and Wellbeing 
Board and other partners; we continue to hold our regular Local Engagement Board, our 
Patient Reference Group, and our work to gather day to day feedback from patients and the 
public continues, including the use of patient stories. It is through these routes that we work to 
ensure effective involvement in service design and delivery.  
 
We work closely with Healthwatch and through this relationship will continue to strengthen the 
basis on which to build our commissioning decisions. 

 
This strategy and its associated policies and action plans support the vision of the CCG and to 
build and maintain effective relationships with all stakeholders.  
 
It describes how as a CCG we value the need to have professional, systematic 
communications mechanisms in place so we can meet our commissioning objectives and to 
ensure we establish and maintain key relationships with all our stakeholders including the 
public. 
 
It describes how the CCG will ensure meaningful communication with the public, patients, 
carers and their communities in South Tyneside and also describes the planned and 
sustained efforts necessary to maintain goodwill and mutual understanding between the CCG 
and its many audiences.    
 
The strategy looks at the way in which the CCG will communicate with and involve all its 
member practices and takes into account a range of responsibilities in relation to its role as a 
publicly accountable organisation. 
   
Communications and engagement are part of a continuum and should work seamlessly 
together. 
 
Overall, it sets out how effective communications, marketing and social media will be used to 
promote understanding of the vision and the work of the CCG and instil confidence in its 
clinical leadership and decisions.  It will also support engagement activities, as well as 
campaign activities to help patients make the best use of services. 
 
This includes innovative methods of communications which will help to develop effective 
relationships that provide accessible and meaningful opportunities to influence decision-
making processes and improve services, and build public confidence in the local NHS. 
 
This activity is overseen by the operations and engagement manager and in the main 
communications, media relations, social media, advice, guidance and activity is provided by 
NHS North of England Commissioning Support (NECS). 
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Ensuring effective communications and engagement 

 
All NHS organisations are required to have effective processes in place for communications 
and engagement. The Health and Social Care Act 2012 is clear in its ambition to put patients 
at the heart of the NHS ‘nothing about me, without me’; to increase patient choice and control; 
strengthen the collective voice of patients and to improve health outcomes. 
 
We believe time spent building relationships with key partners, patients, the public and 
stakeholders is a valuable investment.  It will ensure that we have a clear and up-to-date 
understanding of their views, needs and preferences.   
  
We recognise the importance of good internal and external communications and the need to 
embed an understanding of the communications process and the skills necessary to be an 
effective communicator at a senior management level, as well as all levels across the 
organisation.   
 
Increasing the number of people involved in the design, delivery and improvement of health 
services is more likely to lead to sustained lifestyle changes and long-term health 
improvements.  Communications (and its associated disciplines of marketing, public relations 
and digital media) is a key strategic management function that supports this process.   
 
By using a mix of communications mechanisms, we are able to ensure we can effectively 
communicate with our local population and stakeholders. 
 
Communications and marketing generally includes reputation management, media relations, 
internal communications, website, social and digital  media management, stakeholder 
management, parliamentary relations, as well as the marketing of services and development 
of integrated campaigns - including copy writing and printing materials - which influence 
behaviour, for example to encourage the best use of services or to make healthier lifestyle 
choices.   
 
We will use formal communications, engagement and consultation processes where 
appropriate but will also seek every opportunity to work with stakeholders and partners on 
day-to-day basis to achieve better health outcomes.  
 
We will further enhance our public engagement methods and delivery and demonstrate how 
their input has influenced decisions. 
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Policy and legal context 

 
In developing this strategy we have taken into account the legal requirements set out in the 
NHS Constitution, the guidance in Better Health, Better Experience, Better Engagement – why 
good commissioning needs patients and public at its heart (August 2011) and in Transforming 
Participation (NHS England 2013) which seeks to benchmark individual participation, public 
participation and patient insight.  
 
It takes into account The NHS belongs to the people: a call to action (July 2013) which 
highlights that responsibility belongs to all to transform the NHS to ensure it is sustainability for 
the future. 
 
It is also mindful of the findings of the Mid Staffordshire NHS Foundation Trust Public Inquiry 
Report (Francis report) about how the patient voice is considered at key meetings and 
evidenced as part of decision making. 
 
The strategy supports Sections 242 and 244 of the NHS Act 2006 (formerly Section 11 Health 
and Social Care Act 2011), which came into force in November 2008, and were amended in 
the Health and Social Care Act 2012, strengthening the statutory duty on all NHS 
organisations to make arrangements to consult and involve patients and the public in: 
 

 The planning and provision of services  

 The development and consideration of proposals for changes in the way those 
services are provided 

 Decisions made that affect the operation of those services 
 
Under Section 244 there is a specific requirement to consult the local authority overview and 
scrutiny committee over any proposed development which could result in a substantial 
variation to the way in which a specific service is provided.  
 
For any substantial variation of services which triggers a formal public consultation, the 
Gunning Principles will also be applied. 
 
R v London Borough of Brent ex parte Gunning [1985] proposed a set of consultation 
principles that were later confirmed by the Court of Appeal in 2001. 
 
The Gunning principles are now applicable to all public consultations that take place in the 
UK. Failure to adhere to the Gunning principles may underpin a challenge relating to 
consultation process that may be considered through judicial review.   
 
The principles are as follows: 
 

1. When proposals are still at a formative stage 
Public bodies need to have an open mind during a consultation and not already made the 
decision, but have some ideas about the proposals. 
 

2. Sufficient reasons for proposals to permit ‘intelligent consideration' 
People involved in the consultation need to have enough information to make an intelligent 
choice and input into the process.  Equality Assessments should take place at the beginning 
of the consultation and be published alongside the document. 
 

3. Adequate time for consideration and response 

http://www.england.nhs.uk/wp-content/uploads/2012/06/BHBEBE_100811.pdf
http://www.england.nhs.uk/wp-content/uploads/2013/09/trans-part-hc-guid1.pdf
http://www.england.nhs.uk/wp-content/uploads/2013/09/trans-part-hc-guid1.pdf
http://www.england.nhs.uk/wp-content/uploads/2013/07/nhs_belongs.pdf
http://www.midstaffspublicinquiry.com/report
http://www.midstaffspublicinquiry.com/report
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Timing is crucial – is it an appropriate time and environment, was enough time given for 
people to make an informed decision and then provide that feedback, and is there enough 
time to analyse those results and make the final decision? 
 

4. Must be conscientiously taken into account 
Decision-makers must take consultation responses into account to inform decision-making. 
The way in which this is done should also be recorded to evidence that conscientious 
consideration has taken place. 
 
The NHS Constitution sets out a number of rights and pledges to patients. In particular for 
engagement the following rights and pledges are relevant. (Section 3a of the NHS 
Constitution) 
 
Right: You have the right to be involved, directly or through representatives, in the planning of 
healthcare services commissioned by NHS bodies, the development and consideration of 
proposals for changes in the way those services are provided, and in decisions to be made 
affecting the operation of those services. 
 
Pledge: The NHS commits to provide you with the information and support you need to 
influence and scrutinise the planning and delivery of NHS services. 
 
NHS England expects all service change proposals to comply with the Department of Health’s 
four tests for service change (referenced in the NHS Mandate Para 3.4 and ‘Putting Patients 
First’) throughout the pre-consultation, consultation and post-consultation phases of a service 
change programme. 
 
The four tests are: 

1. Strong public and patient engagement – including staff engagement 
2. Consistency with current and prospective need for patient choice 
3. A clear clinical evidence base 
4. Support for proposals from clinical commissioners. 

 
As a proposal is developed and refined commissioners should ensure it undergoes a rigorous 
self-assessment against the four tests. 

The strategy takes into account the Transforming Participation in Health and Care – NHS 
England Guidance from NHS England which contains to help commissioners to involve 
patients and carers in decisions relating to care and treatment and the public in 
commissioning processes and decisions. 

It also considers the Empowering communities – six 
principles for new models of care for changing the way that 
health and care relate to people and communities. These ‘six 
principles’ set out the basis of good person centred, 
community focused health and care in the model here.  

 
 
 
 
 
 
 
 
 
 

https://www.gov.uk/government/publications/the-nhs-constitution-for-england
https://www.gov.uk/government/publications/nhs-mandate-2016-to-2017
https://www.england.nhs.uk/2013/09/trans-part/
https://www.england.nhs.uk/2013/09/trans-part/
https://www.england.nhs.uk/ourwork/new-care-models/vanguards/empowering/
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Finally, it takes into account the Equality Act 2010 which provides a legislative framework to: 
 

 Protect the rights of individuals and advance equality of opportunity for all  

 Update, simplify and strengthen the previous legislation  

 Deliver a simple, modern and accessible framework of discrimination law which 
protects individuals from unfair treatment and promotes a fair and more equal society 
 

It requires organisations to take equality and human rights into account in everything they do, 
whether that is commissioning services, employing people, developing policies, 
communicating, consulting or involving people in their work. 
 
This means that when planning and delivering services organisations need to make sure that: 
 

 Measures are in place to identify and tackle any barriers to using such  services 

 People are provided with the support and information they need to use  services in a 
way that meets and takes account of their individual needs 

 People are supported to make informed choices about their care and treatment and to 
understand their rights 

 There are strong systems in place to gather feedback and capture experiences from 
the people who use services, which is used to bring about improvements  

 
 
Our equality strategy sets out our commitment to taking Equality and Human Rights into 
account in everything we do, whether that is commissioning services, employing people, 
developing policies, communicating, consulting or involving people in our work. 
 
The CCG will: 
 

 Publish equality objectives every four years 

 Publish information annually to demonstrate compliance with the general equality duty 

 Publish information relating to people affected by the CCG’s policies and decisions 
such as service users 

 

Why engagement is important to us 

 
As above sets out, we have a legal duty to engage though for us this is not just about the 
letter of the law but about the spirit and principles.  Engagement and communications are 
fundamental to our vision and values as set out in the diagram below: 
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NHS South Tyneside CCG’s values: 

 

 We will be innovative by introducing new ideas and challenging old ones 

 We will be responsive to local health needs 

 We will strive to ensure equality and reduce inequalities 

 We will behave with transparency and will work in an open and honest way 

 We will work inclusively with patients, service users and their carers, as well as all our 
stakeholders, to appropriately discharge our commissioning functions 

 We will be aspirational, will not accept mediocrity and will always strive for the best 
 
Evidence shows that good engagement produces outcomes which are congruent with the aim 
of the NHS reforms: 
 

 Better decision making - involving patients in decisions about their own health and care 
has the potential to boost outcomes, reduce unnecessary consultations and improve 
patient experience increasing ability to deliver difficult change - bringing patients and 
public with you from the outset of proposed service changes can increase your ability 
to manage risk and deliver difficult change successfully  

 More effective service delivery - understanding patient experiences can help you to 
identify areas of waste and inefficiency and how to make services better  

 Reducing demand - engaging people can help manage demand for services such as 
inappropriate use of emergency services  

 Greater community support - engaging with communities can help tackle health 
inequalities and support behaviour change 

 
 

Our local population and stakeholders 

 
To ensure that our communications, involvement and engagement activities are targeted and 
relevant, it’s important to understand the context in which the CCG is operating. 
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The challenges we face are far reaching: the people of South Tyneside die an average of 8 
years earlier than the people who live in the healthiest parts of England. There is a gap of over 
10 years between the most deprived and least deprived communities in South Tyneside. 
 
We have a legacy of a post-industrial and mining economy and over the past half century 
have seen a decline in prosperity and an increase in deprivation. This brings increasing health 
and social care problems and alongside a higher than average level of smoking, drinking and 
obesity, cancer and heart disease are the main killers. 
 
One of the starkest inequalities highlighted by the Joint Strategic Needs Assessment (JSNA) 
is in life expectancy. Further challenges relate to the ageing population and increasing 
overreliance on hospital services, factors which are increasingly evident across the North 
East; this in turn presents significant financial challenges for STCCG. 
 
STCCG engages with a wide range of stakeholders, internal and external, and will continue to 
build upon involving and communicating with them to achieve its engagement aims and 
objectives. 
 
These audiences and individual stakeholder needs will be reviewed and carefully considered 
when developing our ways of working. 
 
A number of key actions are underway to further develop relationships with partners and 
stakeholders, as illustrated below: 
 

In South Tyneside Further afield 

 Patients 

 Carers 

 Member practices and their staff  

 South Tyneside Council - its elected 
members, officers & staff 

 South Tyneside Foundation Trust 

 MPs 

 Health and Wellbeing Board 

 OSC/People Select Committee 

 Healthwatch 

 Local Medical Committee and other 
professional representative groups 

 Community and voluntary sector, 
including HealthNet  

 Independent providers and potential 
providers 

 Public, patient & carer interest groups and 
networks  

 Shields Gazette 

 The wider media 

 City Hospitals Sunderland 

 Queen Elizabeth Hospital, Gateshead 

 Royal Colleges  

 Unions  

 Academic Institutions  

 Clinical networks 

 Regulatory bodies (National Institute of 
Clinical Excellence, Care Quality  

 Commission)  

 Department of Health  

 NHS England area team for Cumbria, 
Northumberland, Tyne and Wear 

 Other CCGs 
 
 

 
 

Putting patients at the centre 

 
Patients must be at the heart of everything we do, not just as beneficiaries of care, but as active 
participants in the development, planning and delivery of local health services.   
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Effective involvement has many benefits including:    
 

 Better decision making 

 Developing more effective services to better meet local needs  

 Identifying waste and inefficiency  

 Improved communication and enhanced relationships with local people 

 Greater trust and confidence in local health services 

 Support for difficult service change decisions 
 
 
As the policy and legal context above sets out, all NHS organisations, including CCGs, have an 
obligation to involve users when they are planning the provision of health services; developing or 
considering proposals for changes in the way health services are provided or making decisions that 
will affect the operation of a health service. To enable this, it is important for us to develop 
longstanding and inclusive relationships with patients, the public and stakeholders so that we have a 
clear and up-to-date understanding of views, needs and preferences. 
 
We are committed to developing our involvement and engagement activities to ensure the active 
participation of the public, patients, carers, local communities and other stakeholders at all stages of 
the commissioning process.   
 
To this end we have established patient and public involvement as a Governing Body level priority 
and have a lay member to oversee this area of work.   
 
It is important that NHS South Tyneside CCG is presented clearly to patients, the public and 
staff as an accountable NHS organisation.   
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Practice engagement 

 
NHS South Tyneside CCG comprises 25 member practices; our constituent practices must be 
at the heart of everything we do and each has a significant interest and role to play in ensuring 
the success of the CCG.  It is vital that we establish excellent communications with member 
practices to ensure that: 
 

 The CCG’s vision and values are shared by all 

 Decisions made are understood and supported  

 The views of GPs are represented within the CCG commissioning priorities 

 Practices are involved and engaged in commissioning decisions 

 Practice staff, particularly practice managers, are enabled to work as effective advocates 
for the work of the CCG 

 GP leaders can be identified, recruited and retained 
 
Constituent GP practices are uniquely placed to understand the needs and views of local 
people and to act as important advocates for the work and achievements of the CCG.     
 
Ensuring they are well informed and able to take part in key activities is a key communications 
task. The CCG’s Constitution describes how this relationship will be governed; work with 
constituent practices occurs at two specific levels: 
 

Level Who and why 

1  All GPs 

 High level information sharing and engagement  

2  Nominated leads (Council of Practice members who have responsibility for 
representing their own practices within the CCG, and representing the CCG back 
within their own practices) 

 Will do specific business which requires discussion and determination as set out 
in the Constitution 

 
The CCG executive team includes a practice engagement lead who works closely with the 
CCG’s management team.   
 
Together they will oversee the development and implementation of this strategy and action 
plan and ensure that engagement and communications issues are highlighted to members. 
 
We also actively promote practice participation in the national Direct Enhanced Service which 
encourages the setting up of patient reference groups and we have set up a Patient 
Reference Group which consists of general practice registered patients, to ensure that 
patients have a voice in commissioning.     
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Mitigation of risks – deploying our communications and engagement resources 

 
NHS South Tyneside CCG is committed to developing excellent communications and effective 
involvement mechanisms and recognises that failure to do so will result in the following risks: 
 

 Missed opportunity to optimise the goodwill that exists around the public perception of 
their family doctor now leading the local NHS 

 Missed opportunity to engage with member GP practices to support the CCG’s 
organisational objectives 

 Missed opportunity to optimise the goodwill that exists among organisations and 
partners keen to work with NHS South Tyneside CCG 

 Lack of awareness about NHS South Tyneside CCG and its vision and values 

 Failure to meet statutory requirements around duty to involve and consult and missed 
opportunities in terms of engaging local people in the development and delivery of 
health services 

 Adverse reaction from media and other stakeholders due to failure to communicate 
and engage effectively which could damage the reputation of the CCG and public 
confidence 

 
To help us achieve our ambitions, this strategy provides an overarching framework for 
developing our communication and involvement activities.  Through these activities we will: 
 

 Raise the profile of the CCG, its role and work in line with its objectives, vision and 
values 

 Maintain a strong, recognisable and consistent brand identity and apply it to all 
communications materials.   

 Be proactive in media relations to raise the profile of the CCG and to develop 
knowledge of the organisation and its achievements. 

 Engage and communicate with stakeholders to promote the CCG vision, 
commissioning plans, and demonstrate accountability 
 

Lessons learned will be extracted from complaints wherever possible and considered along 
with themes from associated areas such as incident reporting; the CCG’s commitment to 
learning from complaints and concerns contributes to the strategic vision to improve patient’s 
overall experience. 
 
 

Engagement development 

 
Over the last three years we have built upon a range of mechanisms to develop our 
engagement activity and develop our knowledge, understanding and expertise. 
 
We continue to provide information to and invite input from local people through regular Local 
Engagement Boards, hold our governing body in public, and hold additional public meetings 
when required to feedback on key issues. 
 
We carry out regular surveys, hold focus groups and work closely with the vibrant South 
Tyneside third sector. We acknowledge their ability to reach further into communities then we 
can and very much value their input. We will continue to maintain and build our relationships 
with them. 
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We work with South Tyneside Council, Health and Wellbeing Board, Overview and Scrutiny 
Committee, as well as the People Select Committee, in relation to our vision and plans.   
 
We have a patient reference group established from members of practice’s patient 
participation groups and regularly consult them on the key issues for NHS services. 
 
 

MY NHS 

We will continue to use our My NHS system which puts people at the centre of healthcare 
services, ensuring their opinion counts. 
 
The free membership service is a chance to engage with the NHS locally, keep up to date with 
changes in health services and influence healthcare in South Tyneside.  Members will be 
invited to join focus groups, events and surveys to have a say on how the local NHS is 
improved. 
 
We will continue to develop the effective use of MY NHS and a continued dialogue with 
patients and members of the public.  
 
As of December 2016, membership of MY NHS in South Tyneside is 405. 
 
 

Media and parliamentary relations 

 
Having a good relationship with the media is an essential part of effective communications 
and engagement. As a public body we need to ensure we are acting openly, honestly and in 
the public interest. The media are key influencers to the public and other stakeholders, 
including MPs, therefore helping them with their enquiries and assisting with clear information 
and briefing.  
 
Already we have established good relationships with the local, regional and national media 
and we will maintain these – we have a clear process for dealing with enquiries about the work 
of the CCG.  
 
Media and parliamentary enquiries are dealt with quickly and efficiently to ensure that 
coverage is balanced and fair and any reputational risks are mitigated. 
 
The majority of the media, and often elected members, are confused about how the NHS 
operates, so it is important that they are helped to understand how the NHS fits together and 
shared objectives to improve healthcare and health services. 
 
We ensure that arrangements for handling concerns and complaints are in place and issues 
raised with the CCG, and actions taken as a result, are clearly communicated to the public.   
Further information can be found in Appendix D. 
 

Communications activity planning 

 
We need to make sure we make the best use of resources and that any communications 
activity is effective in meeting the objectives of the CCG. 
Part of this activity is to identify key issues that may require communications support to ensure 
they are aligned with organisational objectives 
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We recognise the need to collaborate with other local CCGs in at scale campaigns which have 
the benefit of gaining economies of scale and a bigger impact. A good example of this has 
been the winter campaign Keep Calm, and ‘My Medicines, My Health’. 
 
Key issues and/or initiatives will require an underpinning communications plan which 
describes the following key aspects: 
 

 Background to the issue 

 Communications objectives 

 Key messages 

 Stakeholder analysis 

 Communications methods 

 Budget (if required) 

 Evaluation metrics 

 

Brand identity  

 
We have redeveloped our local design style in line with the overarching NHS branding 
guidance. Our strong brand is rooted in our organisational values, and helps our stakeholders, 
patients and the public know who we are. It is very important that we use our branding 
consistently and properly to ensure our communications reflect the organisation. 
 
To help us do this, we have templates available to staff for in-house documents and the use of 
graphic design services to maintain a consistent and professional appearance – Appendix E. 
 

Website  

 
Our website is our organisation’s ‘shop window’. It is the cornerstone of how we ensure our 
communities can access information about the work of the CCG. 
 
It also allows us to host our communications and engagement resources meaning we can 
develop and implement our plans for digital and social media activity as part of our 
communications toolkit. 

 



 18 

Digital media  

 
Digital and social media has the potential to transform people and patient’s health and care as 
it allows access to information and services that are convenient to the user. Our homepage 
includes posts from our recent Twitter feed and we include videos from our Youtube channel 
on key issues and news stories throughout the site. 
 
Our digital marketing strategy forms part of this and is included as Appendix C  
 
Digital and social media opens up communication channels and engages users but it is also 
important to remember that this medium needs to be integrated into existing traditional 
communications and engagement tactics and channels. It opens up the potential to have a 
two way conversation with the target audience and this type of communications is 
measurable, meaning it is easier to evaluate impact and capture themes and issues. 
 
Most importantly this gives us the opportunity to remove the perceived barriers between the 
public and the NHS resulting in an open dialogue, honest feedback, and the true voice of our 
patients to be heard. 
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Appendix A - Patient, carer and public engagement, involvement and experience action plan (please note this is updated on a 
monthly basis) 

 
Objectives: 

 To ensure two way communication with patients, public and carers about South Tyneside CCG and its work programmes 

 To cover fully the age and demographic profile of the South Tyneside population 

 To engage with patients, public and carers to ensure feedback on concerns, difficulties and how to improve 

 Input into influencing policy and planning from the outset and to originate ideas such that patient experience and service delivery become 
better aligned 

 
 

Action: Responsible: Timescale/dates: 

1. Cover the age and demographic profile of the South Tyneside 
population (NB other actions also meet this objective) 
 

 
 
 

 
 

1. Work with STREF to ensure coverage of harder to reach communities, 
such as BME and traveller community 

 

Helen Ruffell Bi-monthly 

2. Work with local groups to ensure links to different sections of the 
population for example HealthNet, Apna Ghar, Equal People, Deaf Club 

 

Helen Ruffell 
Jeff Gosling 

Ongoing 

3. Attend HealthNet monthly and provide CCG update presentations bi-
monthly 

 

Helen Ruffell 
Jeff Gosling 
CCG reps 
 

Monthly 
Bi-monthly updates 
 

4. Liaise with churches and faith groups 
 

Helen Ruffell 
Jeff Gosling 
 

Ongoing 

2. Patient stories  

 

 

 

1. Work with patients and carers to gather patient stories 
 

Helen Ruffell 
Jane Leighton 
Jenna Easton 

Ongoing 
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Action: Responsible: Timescale/dates: 

 

2. Follow Patient Stories Flowchart and send all stories to Head of Quality 
and Patient Safety and provider organisations for their PPI processes 

 

Helen Ruffell Ongoing 
 
 

3. Presentation of stories at Quality and Patient Safety Committee 
 

Patients and carers 
Helen Ruffell (as necessary) 
 

Monthly 

3. Local Engagement Board 
 

  

1. March Local Engagement Board 
Path to Excellence Consultation tbc 

 

Helen Ruffell March 
 

2. June meeting/event 
Carers Information Event tbc 

 

Helen Ruffell 
 

June 

3. September meeting/event 
Pop-up LEB tbc 

 

Helen Ruffell September 
 

4. December meeting/event 
Workplace venue tbc (Cottam Brush, Barbour, local supermarket) 

 

Helen Ruffell December 
 

5. Review LEB programme in preparation for next year’s programme  Helen Ruffell 
Jeff Gosling 
 

December PPI 
meeting 

4. Patient Reference Group 
 

  

Bi-monthly meetings with representatives from the practices’ patient forums.  
Agenda set by the group. 

Helen Ruffell 
Jeff Gosling 

Feb, April, June, Aug, 
Oct, Dec 
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Action: Responsible: Timescale/dates: 

 
 

Patient representatives 

3. Annual programme for patient, public and carer involvement and 
experience in development of new services/pathways and review of 
current services/pathways 
 

 
 
 

 
 
 

1. South Tyneside and Sunderland Healthcare Group transformation of 
services – consultation and engagement/involvement 

a. Fortnightly Comms and Engagement Task and Finish Group 
b. Formal consultations begin 1 March 

 

Helen Ruffell September 2016 
ongoing 

4. School work 
 

  

1. Continue work with Mortimer Community School through the Business 
in the Community programme 
 

a. Regular meetings with Lynne Jobling, senior teacher 
 

b. Year 8 Talk to Us 
 

c. Year 10 Mock Interviews 
 

d. Year 8 Mental Health Project tbc 

Helen Ruffell 
David Hambleton 
 
 
 
 
 
Sharmila Parks/Helen Ruffell 
 
Tbc 
 
Tbc 
 

Ongoing 
 
 
 
 
 
 
June  
 
July 
 
Tbc 
 

2. Work with other schools 
 

Helen Ruffell 
 

 

5. PPI work with Healthwatch 
 

 
 

 
 

Regular meetings with Healthwatch Chair to ensure coordination with CCG 
and other partners 
 

David Hambleton 
CCG directors as required 
Helen Ruffell/Jeff Gosling as 
required 

Ongoing 
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Action: Responsible: Timescale/dates: 

 

6. Integrated Care 
 

  

Programme of integrated care patient stories 
 

Emma Hamblin 2017 

7. Patient and Public Participation Panel 
 

  

Attendance at STFT’s panel bi-monthly 
 

Jeff Gosling/Helen Ruffell Ongoing 
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Appendix B – South Tyneside CCG communications work plan (please note this is updated on a monthly basis) needs updating 

Activity Timescale Who? Progress 

Strategic communication and engagement 

STP Ongoing CL 
Comms plan, brand and website in place for 
Path to Excellence 

Digital Marketing Strategy 

Social media support Ongoing HF 
Comms support for social media – see 
separate evaluation 

Ongoing Projects 

Stroke changes (acute stroke services moving temporarily 
to Sunderland)  

 
Ongoing BL 

Sent update to stakeholders and met with 
Gazette.  

Think Pharmacy First Ongoing LH 
Draft press release around GP appointment 
diversions awaiting approval 

UEC regional vanguard – separate work but added here for 
info/coordination purposes 

Ongoing 2015-17  

Communications/engagement led projects 
including Think Pharmacy First, Childhood 
Illnesses app, behavioural research, also 
significant work on roll out of MIG 

Proactive/reactive PR    

Council newsletter forward planning 
 

  Winter edition distributed 

Primary care strategy Ongoing LH LH met with Jon Tose and video scheduled. 

Out of hours procurement  
LH 

Changes to contract – LH attending meetings 
and was part of the evaluation process 
 

Reactive media – recent and ongoing Ongoing Ben  Linking with CQC re inspections 
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DNAs Ongoing  Ben BL is drafting to be released this week 

Better care at work Ongoing Lee LH to speak with Emma Hamblin 

Urgent care review 
 

Ongoing Lee 

Equity of access report published on website 
and positive article in the Gazette.  Also 
reactive story following comments from 
campaigners 

Winter supplement Completed Lee/Ben 
Published  
 

NZ learning Completed Ben Advised on media approach 

Winter campaign underway  
 

Ongoing Lee/Ben 
Local addition to Stay Well national campaign 
and also the behavioural analysis/vanguard 
work led to the plasticine people campaign 

Gazette Ongoing 
Ben and 
Caroline 

Caroline and Ben met with the Gazette’s 
content editor to discuss more positive ways 
of working together  

 

Promotional material    

Primary care video Ongoing Lee 
Christine and Jon filmed, others scheduled 
for January 

Annual review patient facing video with Matthew Walmsley Completed Lee To be used on social media 

HealthPathways Completed Lee Video and webpage 

Integrated team launch Completed Lee  
Video and photos complete including 
interview with David Hambleton.  Look for 
opportunities to use on social media. 

Other    

Telephony problems  

 
Ongoing Ben 

Sunderland leading on this with NHS 
England. 

Communications and engagement strategy Ongoing Ben Finalising. 
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Evaluation Metrics    

Metrics and evaluation Monthly  See separate evaluation document 

    

Bulletins    

Raising awareness of governing body meetings Ongoing HF/ HS 
Advert in Shields Gazette five days before 
GB meeting and raising awareness on social 
media/web. 

Stakeholder/GP bulletin Ongoing LH  

 

GP/Stakeholder bulletin 2017 

Month of issue 
 

Call for content Copy deadline Publication date 

February 6/2/17 13/2/17 20/2/17 

May 1/5/17 15/5/17 22/5/17 

August 7/8/17 21/8/17 28/8/17 

November 6/11/17 20/11/17 27/11/17 
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Appendix C - Digital marketing strategy: embracing new technologies to broaden 
participation  

Background 

 
NHS South Tyneside Clinical Commissioning Group (CCG) is keen to develop its use of digital 
marketing for a number of reasons: 
 

 Digital marketing has the potential to transform people and patient’s health and care as 
it allows access to information and services that are convenient to the user. Digital 
marketing opens up communication channels and engages users but it’s also 
important to remember that this medium needs to be integrated offline as well. 

 

 Digital marketing opens up the potential to have a two way conversation with the target 
audience and this type of communications is measurable, meaning that we will know 
how our efforts resonate with our audience. 

 

 Digital and social media remove the perceived barriers between the public and the 
CCG resulting in an open dialogue, honest feedback, and the true voice of the user 
being heard.   

 

 Social media is most commonly used by members of our community that have not 
usually expressed views through more conventional means of engagement. 

 

Objectives 

 

 To create genuine conversations from a diverse range of people across South 
Tyneside 

 Ensure that there is a month on month increase of followers on Twitter and likes on 
Facebook 

 Encourage re-tweets where possible to increase reach 
 
Please note that the different channels from the digital marketing strategy will be monitored on 
a month by month basis and will be provided in the communication and engagement 
workshop meetings. 
 

Website 

 
The digital touch points on the website include: 

 Email sign up – allows users of the site to sign up to receive email communications 
(this will be linked to MY NHS) 

 Twitter feed – display recent Tweets on the home page and increases awareness of 
social channels and engagement 

 Facebook integration – although the website is set up for this, at the moment 
Facebook is only used for specific campaigns 

 
All of the above touch points support the wider digital marketing strategy as it enables the 
CCG to give the tools with which to interact with individuals, facilitates engagement and 
creates useful content. It also helps build an engagement community and increases reach (the 
audience of each digital and social channel has the potential to grow exponentially – with each 
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communication comes the potential to reach a wider audience as the message is viewed,  
interacted with and shared). 
 
In implementing the digital marketing strategy, these digital touch points will be used to 
enhance the opportunities for engagement with the public and patients. 

Email 

 
Email is integrated with MY NHS. 
 
How can email support the goals of the CCG? 

 Email can be used as a personalised, education communication tool, giving the public 
and other stakeholders an insight into the CCG 

 Engagement with the public and patients 

 Support campaign messages 

 Share public health messages 
 
How can this be achieved? 

 Integrate email sign up as part of the website 

 Encourage email sign up across offline touch points 

 Create email communication plan as part of individual communications and 
engagement strategies 

 Segment database 

 Create email campaigns 

 Measure effectiveness in relation to objectives 

Social media 

 
General principles 

 Be accurate – check facts, check spelling, check grammar, check again 

 Be respectful - know when to take the conversation offline, don’t divulge or encourage 
personally identifiable or sensitive information, treat others as you wish to be treated 

 Be responsible - messages proliferate quickly – make sure you’re willing to take 
responsibility for your content, act courteously and professionally 

 Be time sensitive and respond to messages in a contextually relevant manner 
 
South Tyneside CCG already uses Twitter and YouTube (for posting videos), Facebook is 
also used for particular campaigns for instance, Path to excellence; we will explore the 
opportunity of developing a Facebook page specifically for the CCG.  Information about the 
general principles, how often it should be used, typical audience, kind of content that should 
be published and the golden rules for each platform are indicated below.  
 

Twitter 

 
Twitter is an online social networking and microblogging service. Users send and receive 
tweets as well as read other tweets. 
 
Twitter audience 

 Public 

 Councils 

 Health care professionals 

 Health care bodies 
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 Stakeholders 

 Staff 
 

Kind of content that should be published 

 Campaign messages - use hashtags appropriately 

 News stories 

 Interviews 

 Commentaries 

 Videos 

 Educational 

 Public outreach - message frequency should increase proportionately to message 
importance 

 Surveys and polls 

 Disaster and crisis response 

 Intelligent discussion 

 Health promotion 
 

North East Leadership Academy – Twitter guide for NHS professionals 
 
Golden rules: 

 Tweet often 

 Reply quickly – users will expect a near immediate response to emergency, critical 
questions 

 Engage with relevant people – Twitter is an engagement  

Facebook 

 
Facebook is an online social networking service and is open to anyone over 12 years old. 
 
Facebook audience 

 Public 

 Councils 

 Health care professionals 

 Health care bodies 

 Stakeholders 

 Staff 
 
Kind of content that should be published 

 Campaign messages 

 News stories 

 Live video 

 Interviews 

 Commentaries 

 Videos 

 Educational  

 Public outreach - Message frequency should increase proportionately to message 
importance 

 Surveys and polls 

 Disaster and crisis response 

 Intelligent discussion 

 Health promotion 
 

http://www.nelacademy.nhs.uk/sites/default/files/Twitter%20Strategy%20for%20NHS%20Professionals.pdf
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Golden rules 

 Facebook posts should be about quality, not quantity 
- In order to become an authority and engage with our audience we must provide 

relevant, quality content 

 Vary the content 
- Facebook could be used as the primary content marketing vehicle for our 

online content and campaign messages – links, polls, surveys, videos, images 
etc. should all be considered for Facebook publication 

 Engage with our audience 
- We should encourage an open dialogue – pose questions, ask for feedback, 

ask for opinion, offer commentary 

 Monitor regularly 
- We cannot allow messages or posts to go unseen and unanswered due to the 

potentially sensitive and critical nature of some messages 
 

YouTube 

 
YouTube is a video sharing website which users can upload, view and share videos. This site 
will primarily be used to host videos that South Tyneside CCG produce. 
 
YouTube audience 

 Public 

 Councils 

 Health care professionals 

 Health care bodies 

 Stakeholders 

 Staff 
 
Kind of content that should be published 

 Campaign messages 

 Interviews 

 Educational messages 

 Public health messages 
 
The audience might comment on the videos and we should be prepared to engage with these 
comments and users. 
 
Golden rules 

 Be consistent and on-brand 
- Videos should reflect the goals and purpose of the CCGs 

 Monitor regularly 
- Some user comments will require addressing and conversation 

 Support videos with quality content 
- Remember to write descriptions and include relevant tags for all videos 

 
LinkedIn 
 
LinkedIn is the world’s largest professional networking site and users have personal and 
organisations can maintain their own presence. In this instance, we’re referring to LinkedIn for 
South Tyneside CCG so that the organisation can maintain its presence. 
 
LinkedIn audience 
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 Stakeholders 

 Staff 

 Councils 
 
Kind of content that should be published 

 Recruitment updates 

 White papers 

 Industry commentary 

 Sector news 

 Professional updates 
 
In terms of inbound communication you should expect to receive recruitment enquiries, 
industry commentary opportunities, and organisation queries. 
 
Golden rules 

 Remain professional at all times  
o On LinkedIn we represent the organisation and the stakeholders – this is the 

official voice 

 Engage with relevant individuals, groups and organisations 
o Our staff, stakeholders, professional bodies and affiliated organisations are 

present on LinkedIn – let’s join the conversation 
 
Integrating digital marketing with offline communications 
 
It is important that both online and offline communications are integrated. This will be 
integrated as follows: 

 Promotion of digital and social channels – offline communications should reference 
digital and social channels where appropriate 

 User feedback and quotes used on literature 

 Offline communications supported by online channels 
 
Offline and online should form part of one overarching communications and engagement 
strategy, intertwines and constantly evolving.   
 

Roles and responsibilities 

 
NECS as part of the communications and engagement service will provide a support function 
within the digital marketing strategy. It will be the role of the commissioning managers within 
South Tyneside CCG to monitor and provide further content about South Tyneside CCG. 
Further information is available in appendix one. 
 
NECS communications and engagement service have secured an online management tool 
that will enable the management of the social media channels, allowing users to schedule 
tweets. 
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Appendix one: implementation plan 

 

Action Responsibility Progress 

Phase one – agreement of strategy 

Draft strategy written NECS Complete 

Comments and feedback CCG Complete 

Finalised strategy NECS/CCG Complete 

Digital marketing strategy approved CCG Complete 

   

Phase two – strategy implementation 

Training for website and social media channels 
provided 

NECS Complete 

Set up social media channels NECS Complete 

   

Phase three – ongoing    

Tweets scheduled for month – generic health, 
NHS, corporate tweets (will be agreed before use) 

NECS Ongoing 

Monitored on daily basis CCG Ongoing 

Digital marketing channels used as another 
channel for communication (will be for any work 
that NECS communications and engagement does 
for the CCG) 

NECS Ongoing 

Further engagement opportunities  CCG Ongoing 
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Appendix D - Media Handling protocol and protocol for handling MPs’ 
correspondence and parliamentary business does this need updating? 

 
 
Media enquiries 
 
The NECS communications and engagement team are responsible for providing media 
handling support to South Tyneside CCG. 
 
The communications and engagement team work closely with the CCG to ensure a 
professional and timely response to enquiries and to support profile raising through the media 
in line with the communications strategy.   The team also provides advice on handling difficult 
stories and offers crisis media support. 
 
If you receive a general enquiry from the media for South Tyneside CCG you should redirect 
the call to the NECS communications and engagement team 
 
All press releases, statement and quotes in relation to the work of the CCG will be issued by 
the NECS communications and engagement team.  No public statements relating to CCG 
matters should be released directly by CCG constituent practices.  Please contact the team if 
you want to publicise a good news story or if you need to discuss a media handling issue. 
 
 
Out-of-hours media enquiries  
If you receive an urgent media enquiry outside working hours (evenings and weekends) 
contact the communications team  - contact details below for out of hours media on call.  
 
Responding to the media  

 Always refer journalists to the communications and engagement team. 

 Don’t feel under pressure to answer questions there and then. 

 If you are not sure whether the call is from a journalist, ask their name, the publication 
they are working for and their deadline.  You can pass this information to the 
communications and PR team if you have time. 

 The media include local and national newspapers, national magazines like pulse and 
HSJ as well as well as TV and radio news 

 
Please note:  some enquiries from the media may be responded to through the Freedom of 
Information process, depending upon the nature of the particular enquiry.  
 
 
Draft protocol for handling MPs’ correspondence and parliamentary business 
 
There needs to be robust arrangements in place to ensure the effective and efficient handling 
of MPs’ letters and any requests for parliamentary briefing.  
As a general rule, all requests received by the CCG and the responses provided will be 
recorded by the NECS communications and engagement team. 
 
MPs’ correspondence 
Letters and emails from MPs for information or responses to issues raised with them by 
constituents are likely to come into the CCG through different routes. Some MPs’ offices may 
choose to go direct to the lead GPs or accountable officer, or they may contact someone in 
NECS (particularly if they have had a working relationship with that person or team during the 
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life of the primary care trusts). If the request goes direct to the CCG, then they may wish to 
pass it onto NECS for handling.  
 
Any MP correspondence should be directed to the communications and engagement team 
who will be responsible for providing drafts of letters to be used in response to requests. 
 
If the request comes direct to NECS, then the lead GP, accountable officer and any other 
appropriate person in the CCG will be advised that it has been received and is being handled. 
This means that the CCG is aware that the issue has been raised in case either the MP’s 
office or the constituent raising the matter contacts the CCG direct while waiting for a 
response.   
 
If the response comes in via the CCG to be responded to, the person in the communications 
and engagement team receiving the request should check with the CCG to find out if a holding 
statement has been sent. If not, one should be sent immediately, or within three working days 
at the latest, to say that the matter is in hand and a full response will be made as soon as 
possible. 
 
Depending on the nature of the request, the person handling it in the communications and 
engagement team will need to make a judgement call and decide whether other NHS 
organisations such as neighbouring CCGs (if there are shared MP constituencies) or the area 
team of NHS England should be informed. 
 
Where the MP correspondence appears to be a complaint regarding the treatment a patient 
has received, it will be shared with the NECS complaints team who will decide if it will be 
managed through the complaints procedure, or if it can be dealt with as a general request for 
information. 
 
This member of staff will then decide who needs to be contacted for briefing to respond to the 
request and the degree of urgency for handling, for example, if the concern is about on-going 
patient care and is an urgent request for help/advice, it should be picked up and dealt with 
immediately. Similarly, if it is something that could be damaging to the reputation of the CCG, 
again it should be picked up and dealt with immediately. If it is considered to be a routine 
request for information, it should still be handled as quickly as possible and a response 
prepared within twenty working days.  
 
All requests for information from MPs’ offices are to be signed off by the CCG. 
 
Parliamentary business 
 
Requests for parliamentary briefing will come into NECS from the NHS England Parliamentary 
Hub. These requests will often require a very quick response, often with deadlines for later the 
same day or the next day. 
 
It is vital that such deadlines are met, as the information is often used in the House of 
Commons during a parliamentary debate or question time, or by ministers in response to 
issues raised with them by MPs or members of the public. 
 
The person receiving the request in the communications and engagement team will need to 
make a judgement call about who needs to know that the matter has been received. 
Depending on the issue, it may be necessary to alert the lead GP, accountable officer and 
other relevant people within the CCG. 
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The communications team will then begin collecting the appropriate information to respond to 
the request within deadline. This will usually involve discussion with a member of the CCG or 
a commissioning colleague within NECS. 
 
All responses should be signed off by CCG operations manager in the first instance. Where 
the content could be contentious, the operations manager will decide if final approval needs to 
be sought from a member of the CCG board.  
 
Key contacts: 
 
Caroline Latta – senior locality communications and engagement manager 
Email: caroline.latta1@nhs.net  
Tel:  0191 217 2588 
 
Helen Fox – senior communications officer 
Email: helen.fox6@nhs.net 
Tel:  0191 217 2852 
 
Lee Kelly – communications and engagement officer 
Email: leekelly@nhs.net  
Tel:  0191 217 2670 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

mailto:caroline.latta1@nhs.net
mailto:helen.fox6@nhs.net
mailto:leekelly@nhs.net
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Appendix E – STCCG local design style guide examples 

 
Document front cover 
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Explanation of landmarks that are used 
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Leaflet cover 
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PowerPoint presentation 
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Appendix F - Practice engagement work programme 2016-2018 

Objective: 

 To ensure thorough engagement with member practices in South Tyneside CCG and its work programmes 

 To ensure member practices are fully involved in South Tyneside CCG and its work programmes 
Action: Responsible: Timescale: 

1. Council of Practices 
a. Quarterly Council of Practices meetings where planning, current 

work programmes and other CCG business can be discussed and 

decisions taken in line with STCCG’s Constitution 

 Chair, Chief Officer, 
NECS Governance 
Team 

 Quarterly 

2. Education Forum 
a. Clinical education provided to GPs and practice nurses 
b. CCG planning and work programmes presented and discussed 
c. Updates on new services and amendments to services 
d. Opportunity to engage with pharmaceutical representatives 

Monthly Practice Engagement in South Tyneside (PEST) meetings 

to plan the Forum 

 Jon Tose (JT), Ros 
Whitehead (RW), Helen 
Ruffell (HR), Ashley 
Liston (AL) 

 Forum monthly 

 PEST monthly 

3. Training 
a. Regular practice nurse training within the Education Forum or 

separately as required 
b. Regular training for practice managers, either within the Education 

Forum or separately 
c. Regular training for practice staff 

 

 HR, RW, practice nurse 
lead 

 Monthly 

4. Practice Managers’ meetings 
a. Practice managers meet on a regular basis, meeting chaired by 

Practice Engagement Lead 
b. Development of relationships with practice managers’ meetings 

with commissioning a standing agenda item 
c. CCG Commissioning Managers represented at the meeting 

 RW, JF, Aaron Tucker 
(AT), Lindsay Bell (LB), 
Gayle Guthrie (GG) 

 Monthly 

5. Regional Practice Managers’ meeting 
a. Newcastle/Gateshead, North Tyneside, Durham/Darlington, 

Sunderland and South Tyneside CCG representative practice 

 RW 
 
 

 Quarterly 
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Action: Responsible: Timescale: 

managers and NHS England meet formally to discuss current 
issues and share information.  Notes of the meeting shared at the 
South Tyneside Practice Managers’ meeting 

b. South Tyneside, Newcastle/Gateshead and Sunderland CCG 
practice managers meet informally to share information and best 
practice 

 
 
 
 

 RW 

 
 
 
 

 Quarterly 

6. Heads of Commissioning/Practice meetings 
a. Support meetings 
b. Standard agenda for continuity of discussion with all practices 
c. Agenda items local to the practice 
d. Agenda items focus on information sharing, care transformation 

and improving quality in primary care 

 JF, AT, LB, GG  Quarterly 

7. South Tyneside Information Portal (STIP) 
a. Relevant information posts to site as necessary 
b. Information site reviewed regularly to ensure relevance 

 GG, LB  As required 

8. GP e-bulletin 
a. Updates on work programmes 
b. Updates on planning 

 NECS Communications 
Team 

 Quarterly 
 

9. GP prescribing newsletter 
a. Latest national prescribing issues/news 
b. Local formulary and guidelines updates 
c. New guidelines 
d. E-learning access 
http://medicines.necsu.nhs.uk/news/ 

 NECS Medicines 
Optimisation Team 

 Bi-monthly 

10. Website and social media 
a. GP/practice surveys 
b. Awareness raising of health campaigns, activities and events 

 NECS Communications 
Team, AT 

 As required 

 

http://medicines.necsu.nhs.uk/news/
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Enclosure 10 
 

NHS South Tyneside CCG 
 

Governing Body Assurance Framework 2016/17 (Version 6.0, January 2017) 
 

Principal Strategic Objectives 

1. Integration of Health Care 

1.1 

1.2 

1.3 

1.4 

1.5  

Providing Integrated Commissioning 

Ensuring integrated provision of services 

Pathway Reform and Service Transformation 

Using technology and IT systems to ensure better integration of care delivery – HSCIE 

Ensuring system resilience 

2. Making the best use of resources 

2.1 

2.2 

2.3  

Making the best use of resources: Provision of services 

Making the best use of resources: System-wide (Use of South Tyneside £) 

Making the best use of resources: Commissioner 

3. Improving Patient Experience and Well-being 

3.1 

3.2 

3.3 

3.4 

 

To ensure the quality and safety of Provider Services 

To ensure appropriate CHC (Continuing Healthcare) assessment and implementation of the outcome of assessments 

Ensure that all children and vulnerable adults are safe 

Ensure that when patients/people are involved with services they have a good experience and are able to influence the services 
provided. 
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Principal Objective  
(What the 
organisation aims 
to deliver). 
 
 

Principal Risk 
(What could 
prevent the 
organisation from 
meeting this 
objective?, i.e. 
potential or realised 
risks to delivery). 
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Identified Controls 
(What 
controls/systems 
does the organisation  
have in place to 
avoid/reduce risk and 
assist in delivery of 
the objective). 

Sources of 
assurance – 
Management 
(Where can the 
organisation gain 
evidence that its 
controls/ systems 
on which it places 
reliance are 
effective). 

Sources of 
assurance – 
Independent  
(Where can the 
organisation 
gain evidence 
that its 
controls/ 
systems on 
which it places 
reliance are 
effective). 
 

Gaps in Control  
(Where is the 
organisation 
failing to put 
controls/systems 
in place or in 
making them 
effective). 

Gaps in 
Assurance 
(Where is the 
organisation 
failing to gain 
evidence that its 
assurance 
arrangements are 
effective). 

R
e

si
d

u
al

  R
is

k 
 R

at
in

g 

Action Plans to 
meet gaps in 
control and 
assurance  
(what does the 
organisation need 
to do, and by 
when). 

1. Integration of Health Care 

1.1 Providing 
Integrated 
Commissioning: 
Developing and 
implementing 
arrangements 
which support 
integrated 
commissioning 
across the CCG 
and council at 
service and 
individual 
package level. 
 

 
 
 
 
 

Separate 
organisational 
bureaucracies’ 
drivers, culture, 
accountabilities.  

 Political  

 Financial  

 Trust 

Failure to 
provide for 
integrated care  

CB 4x3
=12  

BCF Plan 

Section 75 
agreements for 
BCF and LD 
pooled budgets 
set out shared 
governance/ 
accountability. 
 
Alliance style 
approaches to 
joint working, via 
principles of 
working which 
are agreed at 
the very top of 
each 
organisation.    

Associated 
alliancing, 
documented 

Signed, current 
S75 agreements. 

Pooled budget 
reports. 

Documented 
approaches to 
Alliancing clearly 
setting out the 
principles, way of 
working and 
approach to 
managing risk. 

Progress around 
development and 
implementation of 
joint commission 
arrangements 
through quarterly 
reports.  

NHSE 
assurance of 
BCF Plan 

Internal 
audit: Draft 
Annual 
Internal Plan 
2016/17 – 
Better Care 
Fund. 

 

Gap in terms 
of governance 
as Integration 
Board stood 
down and 
Alliancing not 
yet 
established. 
 
Alliancing to 
be established 
by 31 March 
2017. 

Lack of 
reporting 
(e.g.minutes) 
from 
Integration 
Board given 
that it has 
been stood 
down and 
Alliancing not 
yet 
established. 

4x2
=8 

Interim 
Partnership 
Group 
established by 
31 July 2016. 
Completed. 
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Principal Objective  
(What the 
organisation aims 
to deliver). 
 
 

Principal Risk 
(What could 
prevent the 
organisation from 
meeting this 
objective?, i.e. 
potential or realised 
risks to delivery). 
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ad
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h

e
re

n
t/

O
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n

al
 R

is
k 

 R
at

in
g

 

Identified Controls 
(What 
controls/systems 
does the organisation  
have in place to 
avoid/reduce risk and 
assist in delivery of 
the objective). 

Sources of 
assurance – 
Management 
(Where can the 
organisation gain 
evidence that its 
controls/ systems 
on which it places 
reliance are 
effective). 

Sources of 
assurance – 
Independent  
(Where can the 
organisation 
gain evidence 
that its 
controls/ 
systems on 
which it places 
reliance are 
effective). 
 

Gaps in Control  
(Where is the 
organisation 
failing to put 
controls/systems 
in place or in 
making them 
effective). 

Gaps in 
Assurance 
(Where is the 
organisation 
failing to gain 
evidence that its 
assurance 
arrangements are 
effective). 

R
e

si
d

u
al

  R
is

k 
 R

at
in

g 

Action Plans to 
meet gaps in 
control and 
assurance  
(what does the 
organisation need 
to do, and by 
when). 

principles, ways 
of working. 

Task & Finish 
Group for 
development of 
Joint 
Commissioning 
Unit. 

Outputs from 
Task and Finish 
Group with 
recommendations
. 

1.2 Ensuring 
integrated 
provision of 
services: e.g.  
 
Commissioning 
of integrated 
learning 
disability teams 
to ensure 
delivery of 
person centred, 
seamless 
services.  
 
Integration of 
health and care 

Separate 
organisational 
bureaucracies’ 
drivers, culture, 
accountabilities.  

 Political  

 Financial  

 Trust 

Failure to 
commission 
integrated 
delivery team: 
Team members 
employed by 
different 

CB 4x3
=12 

Alliance style 
approaches to 
joint working, via 
principles of 
working which 
are agreed at 
the very top of 
each 
organisation.    

Associated 
alliancing, 
documented 
principles, ways 
of working. 

Integrated 
Teams multi- 

Documented 
approaches to 
Alliancing clearly 
setting out the 
principles, way of 
working and 
approach to 
managing risk. 

Notes of 
Integrated Teams 
Steering Group 
Meeting. 

Signed 
Partnership 
Agreement. 

 
BCF Plan 
2016 – 17 
assured by 
NHSE. 
. 

Gap in terms 
of governance 
as Integration 
Board stood 
down and 
Alliancing not 
yet 
established. 
 
Alliancing to 
be established 
by 31 March 
2017.  

Lack of 
assurance 
(e.g.minutes/ 
reporting) from 
Integration 
Board given 
that it has 
been stood 
down and 
Alliancing not 
yet 
established. 

4x2
=8 

Interim 
Partnership 
Group 
established. 
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Principal Objective  
(What the 
organisation aims 
to deliver). 
 
 

Principal Risk 
(What could 
prevent the 
organisation from 
meeting this 
objective?, i.e. 
potential or realised 
risks to delivery). 
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h

e
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n
t/

O
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n

al
 R
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 R
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Identified Controls 
(What 
controls/systems 
does the organisation  
have in place to 
avoid/reduce risk and 
assist in delivery of 
the objective). 

Sources of 
assurance – 
Management 
(Where can the 
organisation gain 
evidence that its 
controls/ systems 
on which it places 
reliance are 
effective). 

Sources of 
assurance – 
Independent  
(Where can the 
organisation 
gain evidence 
that its 
controls/ 
systems on 
which it places 
reliance are 
effective). 
 

Gaps in Control  
(Where is the 
organisation 
failing to put 
controls/systems 
in place or in 
making them 
effective). 

Gaps in 
Assurance 
(Where is the 
organisation 
failing to gain 
evidence that its 
assurance 
arrangements are 
effective). 

R
e

si
d

u
al

  R
is

k 
 R

at
in

g 

Action Plans to 
meet gaps in 
control and 
assurance  
(what does the 
organisation need 
to do, and by 
when). 

teams to 
improve service 
quality, reduce 
duplication, help 
people to stay 
well and cared 
for at home. 

agencies brings 
potential to 
reduce the level 
of co-operative 
working/ 
increase 
potential for silo 
working and 
duplication. 

Delays in 
implementation 
due to technical 
contractual 
changes 
resulting in 
protracted 
transactions. 

agency Steering 
Group maintains 
shared grip. 

Partnership 
Agreement 
signed by 
relevant 
partners 
providing 
commitment to 
deliver the 
model and 
develop it. 

Integrated Team 
Development 
Plan 2016/17. 

 

1.3 Pathway Reform 
and Service 
Transformation 
to improve 
health outcomes 
and reduce 
waste with a 

Complexity of 
pathways 

Clinical 
behaviours 

Embedded ways 
of working and 

CB  
 
JT 
 
MB 

4x3
=12 

CCG is in first 
NHS RightCare 
cohort, using in 
depth 
information to 
ensure efforts 
are targeted on 

Reports to 
Executive 
Committee as per 
Cycle of Business 

Reports to 
Governing Body 
as per Cycle of 

NHSE have 
signed off the 
CCG’s 
Operational 
Plan for 
16/17 
 

No identified 
gaps 

 

No identified 
gaps 

4x2
=8 

No additional 
action plans 
required 
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Principal Objective  
(What the 
organisation aims 
to deliver). 
 
 

Principal Risk 
(What could 
prevent the 
organisation from 
meeting this 
objective?, i.e. 
potential or realised 
risks to delivery). 
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h

e
re

n
t/

O
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n

al
 R
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k 

 R
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g

 

Identified Controls 
(What 
controls/systems 
does the organisation  
have in place to 
avoid/reduce risk and 
assist in delivery of 
the objective). 

Sources of 
assurance – 
Management 
(Where can the 
organisation gain 
evidence that its 
controls/ systems 
on which it places 
reliance are 
effective). 

Sources of 
assurance – 
Independent  
(Where can the 
organisation 
gain evidence 
that its 
controls/ 
systems on 
which it places 
reliance are 
effective). 
 

Gaps in Control  
(Where is the 
organisation 
failing to put 
controls/systems 
in place or in 
making them 
effective). 

Gaps in 
Assurance 
(Where is the 
organisation 
failing to gain 
evidence that its 
assurance 
arrangements are 
effective). 

R
e

si
d

u
al

  R
is

k 
 R

at
in

g 

Action Plans to 
meet gaps in 
control and 
assurance  
(what does the 
organisation need 
to do, and by 
when). 

focus on three 
high impact 
areas – Cancer 
CVD and 
Respiratory 
Disease 

resistance to 
change.  

Failure to 
transform 
effectively, 
resulting in 
adverse impact 
on population 
health and CCG 
finances. 

 

the right 
pathways and 
the right aspects 
of those 
pathways 

CCG 
Operational 
Plan 16/17 

Performance 
and Delivery 
Group 

Canterbury 
Oversight Group 

Respiratory 
Steering Group 

Cancer Strategy 
Group 

CVD Steering 
Group 

HealthPathways 

Business 

Project Plans for 
CVD, Respiratory 
and Caner 

HealthPathways 
Programme 

NHSE CCG 
Improvement 
& Assurance 
process 



6 
NHS South Tyneside CCG Governing Body Updated Assurance Framework 2016/17 - Version 6.0, January 2017. 

 
 

Principal Objective  
(What the 
organisation aims 
to deliver). 
 
 

Principal Risk 
(What could 
prevent the 
organisation from 
meeting this 
objective?, i.e. 
potential or realised 
risks to delivery). 
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h

e
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n
t/

O
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n

al
 R
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 R
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g

 

Identified Controls 
(What 
controls/systems 
does the organisation  
have in place to 
avoid/reduce risk and 
assist in delivery of 
the objective). 

Sources of 
assurance – 
Management 
(Where can the 
organisation gain 
evidence that its 
controls/ systems 
on which it places 
reliance are 
effective). 

Sources of 
assurance – 
Independent  
(Where can the 
organisation 
gain evidence 
that its 
controls/ 
systems on 
which it places 
reliance are 
effective). 
 

Gaps in Control  
(Where is the 
organisation 
failing to put 
controls/systems 
in place or in 
making them 
effective). 

Gaps in 
Assurance 
(Where is the 
organisation 
failing to gain 
evidence that its 
assurance 
arrangements are 
effective). 

R
e

si
d

u
al

  R
is

k 
 R

at
in

g 

Action Plans to 
meet gaps in 
control and 
assurance  
(what does the 
organisation need 
to do, and by 
when). 

being developed 
for full range of 
clinical areas 
including these 
programmes. 
GP Clinical 
Editors and 
Programme 
Management in 
place. 

1.4 Using 
technology and 
IT systems to 
ensure better 
integration of 
care delivery –  
HSCIE – digital 
information 
sharing across 
health and 
social care 
professionals to 
improve quality 
of care. 

Delays due to 
technical issues. 

Failure by 
providers to 
manage 
information 
sharing 
effectively. 

RW 4x3
=12 

HSCIE 
partnership 
board. 

Project plans 
with controls, 
leads and 
deadline. 

Joint Local 
Digital Roadmap 
(LDR) with 
Sunderland 
CCG and S 
Tyneside 
membership of 

Project 
documentation for 
HSCIE. 

Regular meetings 
– HSCIE and 
Informatics Board. 

External 
assurance on 
shared LDR 
with 
Sunderland. 

No clinical 
resource 
identified for 
GP IT/system 
informatics 
agenda. 

CCG 
GP/Clinical 
Informatics 
Officer 
recommended 
in national 
strategies. 

Clinical ie GP 
leadership of 
informatics 
agenda. 

4x2
=8 

Consultation 
opportunities on 
GPIT and 
informatics 
changes via 
CCG Clinical 
Director 
(advisory role). 
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Principal Objective  
(What the 
organisation aims 
to deliver). 
 
 

Principal Risk 
(What could 
prevent the 
organisation from 
meeting this 
objective?, i.e. 
potential or realised 
risks to delivery). 

Le
ad
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h

e
re

n
t/

O
ri
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n

al
 R

is
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 R
at

in
g

 

Identified Controls 
(What 
controls/systems 
does the organisation  
have in place to 
avoid/reduce risk and 
assist in delivery of 
the objective). 

Sources of 
assurance – 
Management 
(Where can the 
organisation gain 
evidence that its 
controls/ systems 
on which it places 
reliance are 
effective). 

Sources of 
assurance – 
Independent  
(Where can the 
organisation 
gain evidence 
that its 
controls/ 
systems on 
which it places 
reliance are 
effective). 
 

Gaps in Control  
(Where is the 
organisation 
failing to put 
controls/systems 
in place or in 
making them 
effective). 

Gaps in 
Assurance 
(Where is the 
organisation 
failing to gain 
evidence that its 
assurance 
arrangements are 
effective). 

R
e

si
d

u
al

  R
is

k 
 R

at
in

g 

Action Plans to 
meet gaps in 
control and 
assurance  
(what does the 
organisation need 
to do, and by 
when). 

Sunderland 
Informatics 
Board. 

1.5 Through 
integrated 
working, to 
ensure system 
resilience 

Non 
achievement of 
A&E 4 hour 
standard; 
delayed 
transfers of 
care. 
(Risk Register 
1541 & 1542) 

CB 4x3
=12 

Monthly multi 
agency systems 
resilience group 
(SRG) meeting, 
action plan and 
associated sub 
groups/task and 
finish work 

Escalation Plans 
and processes 

Daily sit reps 
(winter) 

Minutes of SRG 
meetings 

Action Plans and 
progress updates 

Evidence of 
activities 
implemented in 
escalation 
(records of calls, 
ad hoc meetings, 
emails) 

Performance 
information 
against NHS 
Constitutional 
Standards and 
other 
performance 
metrics 

Internal audit 
– Internal 
Audit Plan 
2016/17: 
Performance 
Framework. 

Limited control 
over: 

Unexpected 
surges in A&E 
attendances 

 

Staffing issues 
at the hospital 
and in Adult 
Social Care 

Assurance 
needed from 
providers 

 

4x3
=12 

Desk top testing 
of plans 

Assurance of 
provider’s own 
escalation plans 

Ongoing 
monitoring via 
SRG 
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Principal Objective  
(What the 
organisation aims 
to deliver). 
 
 

Principal Risk 
(What could 
prevent the 
organisation from 
meeting this 
objective?, i.e. 
potential or realised 
risks to delivery). 

Le
ad
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h

e
re

n
t/

O
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n

al
 R

is
k 

 R
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g

 

Identified Controls 
(What 
controls/systems 
does the organisation  
have in place to 
avoid/reduce risk and 
assist in delivery of 
the objective). 

Sources of 
assurance – 
Management 
(Where can the 
organisation gain 
evidence that its 
controls/ systems 
on which it places 
reliance are 
effective). 

Sources of 
assurance – 
Independent  
(Where can the 
organisation 
gain evidence 
that its 
controls/ 
systems on 
which it places 
reliance are 
effective). 
 

Gaps in Control  
(Where is the 
organisation 
failing to put 
controls/systems 
in place or in 
making them 
effective). 

Gaps in 
Assurance 
(Where is the 
organisation 
failing to gain 
evidence that its 
assurance 
arrangements are 
effective). 

R
e

si
d

u
al

  R
is

k 
 R

at
in

g 

Action Plans to 
meet gaps in 
control and 
assurance  
(what does the 
organisation need 
to do, and by 
when). 

2. Making the best use of resources 

2.1 

 
Making the best 
use of 
resources: 
Provision of 
Services. 

Clinical Service 
Reviews 
(CSRs): 

 Need to 
ensure 
coherence 
and 
consistency 
across 4 key 
organisation
s 

 Pace of 
change 

 Affordability 
of solutions 

 Workforce 
(capacity & 
skills) 

 Potentially 
hospital 
centric 
solutions. 

 Political and 
reputational 

CB 4x4
=16 

Governance 
Structures in 
place along with 
programme 
management 

NECS comms 
team engaged to 
provide 
leadership and 
expertise to the 
whole work 
programme 

Financial 
representation in 
Clinical Service 
Review 

Commissioners 
have identified 
their key 
principles and 
givens for the 
work, including 
taking advantage 

Service review 
outputs, Terms 
of Reference of 
the Clinical 
Service Review 
Group. 

 

SLA with NECS 
and Comms 
Plans signed off 
through the 
above 
governance 
structures 

Key principles 
document 
produced and 
supplied to PMO 

 

There are 
multiple 
statutory 
stakeholders 
involved in 
this work: 

Outputs from 
this work 
programme 
are also 
overseen by 
the Boards of 
City 
Hospitals  FT 
and STFT 
respectively. 
Sunderland 
CCG will also 
oversee 
outputs.  

There remains 
a risk that 
important 
information 
may be shared 
at different 
times in each 
locality.  

 

Consistency 
and timing of 
message is 
key from a 
staffing and 
political 
perspective. 

4x3
=12 

Via NECS 
Comms there is 
a plan to 
establish an 
Information Hub 
which will 
address this 
issue. 
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Principal Objective  
(What the 
organisation aims 
to deliver). 
 
 

Principal Risk 
(What could 
prevent the 
organisation from 
meeting this 
objective?, i.e. 
potential or realised 
risks to delivery). 
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n
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g

 

Identified Controls 
(What 
controls/systems 
does the organisation  
have in place to 
avoid/reduce risk and 
assist in delivery of 
the objective). 

Sources of 
assurance – 
Management 
(Where can the 
organisation gain 
evidence that its 
controls/ systems 
on which it places 
reliance are 
effective). 

Sources of 
assurance – 
Independent  
(Where can the 
organisation 
gain evidence 
that its 
controls/ 
systems on 
which it places 
reliance are 
effective). 
 

Gaps in Control  
(Where is the 
organisation 
failing to put 
controls/systems 
in place or in 
making them 
effective). 

Gaps in 
Assurance 
(Where is the 
organisation 
failing to gain 
evidence that its 
assurance 
arrangements are 
effective). 

R
e

si
d

u
al

  R
is

k 
 R

at
in

g 

Action Plans to 
meet gaps in 
control and 
assurance  
(what does the 
organisation need 
to do, and by 
when). 

risk. 
 

Failure to re-
design/re-
configure 
service 
provision and 
achieve 
improved 
safety/quality 
outcomes and 
financial 
sustainability. 

of the out of 
hospital and 
community 
opportunities 

2.2 Making the best 
use of 
resources:  

System-wide 
(Use of South 
Tyneside £) 

Method of 
contracting 
 
Right Care – 
being clear on 
the reality of the 
opportunity 
which presents. 
QIPP/NHS Right 
Care target for 
16/17 is not met. 
(Risk Register 
1638) 

CB 4x4
=16 

Alliancing 

Right Care 
workstreams 
(CVD, respiratory 
& cancer) – only 
assumes 50% at 
this stage. 
Regular reporting. 

HealthPathways - 
NECS Project 
management 
approach and 

Alliancing Terms 
of Reference 
and associated 
documentation 

Workplans for 
CVD, 
Respiratory and 
Cancer and 
minutes/notes 
from meetings & 
workshops 

HealthPathways 

Once 
Alliancing is 
up and 
running 
internal audit 
could be 
asked to 
include it in 
its work 
programme 

There is a risk 
that the 
Rightcare 
workstreams 
have too large 
a scope of lack 
focus 

Improvement 
targets may be 
off track 

4x3
=12 

Refresh the role 
and 
membership of 
the performance 
and delivery 
group. 

NECS SPR lead 
to act as 
Programme 
Manager. 
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Principal Objective  
(What the 
organisation aims 
to deliver). 
 
 

Principal Risk 
(What could 
prevent the 
organisation from 
meeting this 
objective?, i.e. 
potential or realised 
risks to delivery). 
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n
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is
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Identified Controls 
(What 
controls/systems 
does the organisation  
have in place to 
avoid/reduce risk and 
assist in delivery of 
the objective). 

Sources of 
assurance – 
Management 
(Where can the 
organisation gain 
evidence that its 
controls/ systems 
on which it places 
reliance are 
effective). 

Sources of 
assurance – 
Independent  
(Where can the 
organisation 
gain evidence 
that its 
controls/ 
systems on 
which it places 
reliance are 
effective). 
 

Gaps in Control  
(Where is the 
organisation 
failing to put 
controls/systems 
in place or in 
making them 
effective). 

Gaps in 
Assurance 
(Where is the 
organisation 
failing to gain 
evidence that its 
assurance 
arrangements are 
effective). 

R
e

si
d

u
al

  R
is

k 
 R

at
in

g 

Action Plans to 
meet gaps in 
control and 
assurance  
(what does the 
organisation need 
to do, and by 
when). 

 
HealthPathways 
– speed of 
impact in terms 
of knock on 
benefits. 
 
Pathways – 
potential risk re 
increased cost 
of services  
 
Clinical service 
reviews (CSR) 
and risk of 
duplication with 
other pathway 
reviews already 
earmarked by 
CCG as priority 
area, eg 
respiratory.  

clear action plans 
and methods of 
evaluation. 

Commissioners 
have identified 
their key 
principles and 
givens for the 
CSRs work 
including how 
CCG priority work 
areas should be 
taken into 
account. 

Programme 
Plan and actual 
Health 
Pathways 
themselves on 
the system 

Key principles 
document 
produced and 
supplied to PMO 

 

 

2.3  Making best use 
of resources: 
Commissioner. 

Contract over 
performance. 
Secondary 
care activity 

KH 4x4
=16 

Balanced CCG 
finance plan for 
2016/17 
submitted in line 

Reporting to 
Governing Body  
bi-monthly and 
Executive 

Internal & 
external 
Audit reports. 
2016/17 

None 
Identified. 

None 
Identified. 

4x3
=12 
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Principal Objective  
(What the 
organisation aims 
to deliver). 
 
 

Principal Risk 
(What could 
prevent the 
organisation from 
meeting this 
objective?, i.e. 
potential or realised 
risks to delivery). 
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n
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 R
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 R
at
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Identified Controls 
(What 
controls/systems 
does the organisation  
have in place to 
avoid/reduce risk and 
assist in delivery of 
the objective). 

Sources of 
assurance – 
Management 
(Where can the 
organisation gain 
evidence that its 
controls/ systems 
on which it places 
reliance are 
effective). 

Sources of 
assurance – 
Independent  
(Where can the 
organisation 
gain evidence 
that its 
controls/ 
systems on 
which it places 
reliance are 
effective). 
 

Gaps in Control  
(Where is the 
organisation 
failing to put 
controls/systems 
in place or in 
making them 
effective). 

Gaps in 
Assurance 
(Where is the 
organisation 
failing to gain 
evidence that its 
assurance 
arrangements are 
effective). 

R
e

si
d

u
al

  R
is

k 
 R

at
in

g 

Action Plans to 
meet gaps in 
control and 
assurance  
(what does the 
organisation need 
to do, and by 
when). 

increases and 
commissioning 
budget 
overspends. 
(Risk Register 
1325).  
 
Non delivery of 
CCG QIPP 
programme.  
 
Overspend on 
CCG running 
cost allocation. 
 
 
Lack of 
adequate & 
experienced 
financial support 
to prepare 
reports and 
projections. 
 
Failure to 
achieve 

with NHSE 
timeline. 
 
Robust financial  
governance 
arrangements/ 
constitution, prime 
financial policies 
and detailed 
financial policies  
& scheme of 
delegation.  
 
Governing Body 
Approved Finance 
plan and budgets 
for 2016/17. 
 
NECS SLA in 
place to provide 
dedicated 
financial 
management 
support.  
 
 

Committee 
monthly, 
includes 
reporting on 
QIPP delivery 
and BCF. 
 
Review by Audit 
Committee. 
 
Review by 
Contract  
Operating 
Group. 
 
 
North of 
England 
Commissioning 
Support (NECS)  
monthly SLA 
KPI report.  
 

 

Annual 
Internal Audit 
Plan – 
Financial 
Planning/ 
budgetary 
control and 
finance 
systems. 
Commissioni
ng themes 
including 
provider 
contract 
monitoring, 
continuing 
healthcare, 
etc 
 
External 
Audit. 
Governance 
Letter. 
 
Value for 
Money 
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Principal Objective  
(What the 
organisation aims 
to deliver). 
 
 

Principal Risk 
(What could 
prevent the 
organisation from 
meeting this 
objective?, i.e. 
potential or realised 
risks to delivery). 

Le
ad

 

In
h

e
re

n
t/

O
ri

gi
n

al
 R

is
k 

 R
at
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g

 

Identified Controls 
(What 
controls/systems 
does the organisation  
have in place to 
avoid/reduce risk and 
assist in delivery of 
the objective). 

Sources of 
assurance – 
Management 
(Where can the 
organisation gain 
evidence that its 
controls/ systems 
on which it places 
reliance are 
effective). 

Sources of 
assurance – 
Independent  
(Where can the 
organisation 
gain evidence 
that its 
controls/ 
systems on 
which it places 
reliance are 
effective). 
 

Gaps in Control  
(Where is the 
organisation 
failing to put 
controls/systems 
in place or in 
making them 
effective). 

Gaps in 
Assurance 
(Where is the 
organisation 
failing to gain 
evidence that its 
assurance 
arrangements are 
effective). 

R
e

si
d

u
al

  R
is

k 
 R

at
in

g 

Action Plans to 
meet gaps in 
control and 
assurance  
(what does the 
organisation need 
to do, and by 
when). 

economy, 
efficiency, 
probity and 
accountability in 
the use of 
resources.  
 

Increasing and 
unforeseen 
pressure on 
Continuing 
Healthcare 
spend) (Risk 
Register 1321): 

 CHC 
mainstream 
financial 
reconciliatio
n with local 
authority is 
not 
completed 
in a timely 
manner  

 CHC 
restitution 

Finance reporting 
to GB & Executive 
Committee with 
key risks and 
mitigating actions.  
 
Contract & 
provider report to 
Executive 
Committee and 
Contract 
Operating Group 
including provider 
activity and 
contract 
performance  
activity.  
 
Anti Fraud Plan in 
place and 
reviewed by Audit 
Committee. 
 
QIPP programme 
identified 
 

Conclusion.     
 
Service 
Auditor 
Report on 
Internal 
Controls – 
Provider 
management
. 
 
Outcome and 
progress 
from Area 
Team 
Quarterly 
Assurance  
Meeting.  
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Principal Objective  
(What the 
organisation aims 
to deliver). 
 
 

Principal Risk 
(What could 
prevent the 
organisation from 
meeting this 
objective?, i.e. 
potential or realised 
risks to delivery). 

Le
ad

 

In
h

e
re

n
t/

O
ri

gi
n

al
 R

is
k 

 R
at

in
g

 

Identified Controls 
(What 
controls/systems 
does the organisation  
have in place to 
avoid/reduce risk and 
assist in delivery of 
the objective). 

Sources of 
assurance – 
Management 
(Where can the 
organisation gain 
evidence that its 
controls/ systems 
on which it places 
reliance are 
effective). 

Sources of 
assurance – 
Independent  
(Where can the 
organisation 
gain evidence 
that its 
controls/ 
systems on 
which it places 
reliance are 
effective). 
 

Gaps in Control  
(Where is the 
organisation 
failing to put 
controls/systems 
in place or in 
making them 
effective). 

Gaps in 
Assurance 
(Where is the 
organisation 
failing to gain 
evidence that its 
assurance 
arrangements are 
effective). 

R
e

si
d

u
al

  R
is

k 
 R

at
in

g 

Action Plans to 
meet gaps in 
control and 
assurance  
(what does the 
organisation need 
to do, and by 
when). 

provision is 
not available 
to pay for 
cases 
submitted 
after March 
2017 (Risk 
Register 
1322) 

 Children’s 
CHC 
packages 
continue to 
rise in 
2016/17 
(Risk 
Register 
1323). 

 
Better Care 
Fund (BCF) – 
overspends or 
does not reduce 
non elective 
admissions 
(Risk Register 

Financial position 
reported to 
Executive 
Committee & 
Governing Body. 
 
Informal meetings 
of Audit 
Committee. 
 

Pooled budget 
with 
SouthTynseide 
Council for 
management of 
S117 packages of 
care 
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Principal Objective  
(What the 
organisation aims 
to deliver). 
 
 

Principal Risk 
(What could 
prevent the 
organisation from 
meeting this 
objective?, i.e. 
potential or realised 
risks to delivery). 

Le
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h

e
re

n
t/

O
ri

gi
n

al
 R

is
k 

 R
at

in
g

 

Identified Controls 
(What 
controls/systems 
does the organisation  
have in place to 
avoid/reduce risk and 
assist in delivery of 
the objective). 

Sources of 
assurance – 
Management 
(Where can the 
organisation gain 
evidence that its 
controls/ systems 
on which it places 
reliance are 
effective). 

Sources of 
assurance – 
Independent  
(Where can the 
organisation 
gain evidence 
that its 
controls/ 
systems on 
which it places 
reliance are 
effective). 
 

Gaps in Control  
(Where is the 
organisation 
failing to put 
controls/systems 
in place or in 
making them 
effective). 

Gaps in 
Assurance 
(Where is the 
organisation 
failing to gain 
evidence that its 
assurance 
arrangements are 
effective). 

R
e

si
d

u
al

  R
is

k 
 R

at
in

g 

Action Plans to 
meet gaps in 
control and 
assurance  
(what does the 
organisation need 
to do, and by 
when). 

1326) 
 

 
 
 
 
 

3. Improving Patient Experience and Well-being 
 

3.1 To ensure the 
quality and 
safety of 
Provider 
Services. 
 

3.1.1 Patient 
Harm – HCAI. 
As a result of 
more patients 
acquiring C 
difficile (STFT or 
community) than 
set out in 
planned 
trajectory (Acute 
= 8, Community 
= 53) there is a 
risk that patient 
harm could 
occur. Result in 
failure to deliver 
CCG quality 
target. 
(See Risk 

AF 4x4
=16 

3.1.1 Joint HCAI 
Improvement 
Group in place.  
 
Weekly sharing of 
HCAI data 
between FT and 
CCG. 
Practices notified 
of cases to inform 
future 
management. 

 
 
 
 
 
 

3.1.1 Reporting 
at joint HCAI 
improvement 
group. 
 
Regular review 
and reporting to 
Quality & 
Patient Safety 
Committee. 
 
 
 
 
 
 
 
 
 

3.1.1 Third 
party reviews 
and 
intelligence 
re Provider 
service 
delivery – 
e.g. CQC 
Inspection 
Reports, 
CQC 
Intelligent 
Monitoring 
Reports, 
Mortality 
Reviews, 
NHSI 
Governance 
ratings. 

None 
Identified. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

None 

Identified. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

4x3
=12 
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Principal Objective  
(What the 
organisation aims 
to deliver). 
 
 

Principal Risk 
(What could 
prevent the 
organisation from 
meeting this 
objective?, i.e. 
potential or realised 
risks to delivery). 
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h

e
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n
t/

O
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n

al
 R

is
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 R
at
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Identified Controls 
(What 
controls/systems 
does the organisation  
have in place to 
avoid/reduce risk and 
assist in delivery of 
the objective). 

Sources of 
assurance – 
Management 
(Where can the 
organisation gain 
evidence that its 
controls/ systems 
on which it places 
reliance are 
effective). 

Sources of 
assurance – 
Independent  
(Where can the 
organisation 
gain evidence 
that its 
controls/ 
systems on 
which it places 
reliance are 
effective). 
 

Gaps in Control  
(Where is the 
organisation 
failing to put 
controls/systems 
in place or in 
making them 
effective). 

Gaps in 
Assurance 
(Where is the 
organisation 
failing to gain 
evidence that its 
assurance 
arrangements are 
effective). 

R
e

si
d

u
al

  R
is

k 
 R

at
in

g 

Action Plans to 
meet gaps in 
control and 
assurance  
(what does the 
organisation need 
to do, and by 
when). 

Register 1290) 
 
Risk of patients 
contracting 
MRSA resulting 
in non-
compliance with 
‘zero tolerance’ 
principle and 
failure to deliver 
CCG quality 
strategy. 
 (See Risk 
Register 244) 
 
 

 
3.1.2 
Performance –  
e.g. 62 day 
cancer target 
and A&E 4 
hour wait 
target, and 
mortality rates 
as evidenced 
through SHMI 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
3.1.2 Multi-party 
Service 
Resilience Group 
with clear 
accountabilities 
for each party in 
relation to A&E 
target delivery. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
3.1.2 Service 
Resilience Plan 
regularly 
monitored. 
 
Regular updates 
to Quality & 
Patient Safety 
Committee, 
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Principal Objective  
(What the 
organisation aims 
to deliver). 
 
 

Principal Risk 
(What could 
prevent the 
organisation from 
meeting this 
objective?, i.e. 
potential or realised 
risks to delivery). 
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h

e
re

n
t/

O
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n

al
 R

is
k 

 R
at
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g

 

Identified Controls 
(What 
controls/systems 
does the organisation  
have in place to 
avoid/reduce risk and 
assist in delivery of 
the objective). 

Sources of 
assurance – 
Management 
(Where can the 
organisation gain 
evidence that its 
controls/ systems 
on which it places 
reliance are 
effective). 

Sources of 
assurance – 
Independent  
(Where can the 
organisation 
gain evidence 
that its 
controls/ 
systems on 
which it places 
reliance are 
effective). 
 

Gaps in Control  
(Where is the 
organisation 
failing to put 
controls/systems 
in place or in 
making them 
effective). 

Gaps in 
Assurance 
(Where is the 
organisation 
failing to gain 
evidence that its 
assurance 
arrangements are 
effective). 

R
e

si
d

u
al

  R
is

k 
 R

at
in

g 

Action Plans to 
meet gaps in 
control and 
assurance  
(what does the 
organisation need 
to do, and by 
when). 

and HSMR 
 
Failure to 
achieve 95% of 
patients seen 
within 4 hours 
A&E target. 
 
 
STFT has failed 
to achieve 95% 
A&E target 
since November 
2014. 
(See Risk 
Register 1280) 
 
 
 
 
 
 
 
 
STFT mortality 
rates flagged as 

Weekly escalation 
meetings in place 
between CCG, FT 
and LA ASC to 
review 
performance and 
map performance 
against plan. 
 
Monthly fuller 
SRG meeting also 
continues to meet 
and picks up 
progress with 
others including 
NEAS and NTW. 
 
SRG Plan 
submitted to 
NHSE and NHSI 
with monthly 
updates. 
 

 
STFT case note 
review for all 

Executive 
Committee and 
Governing Body 
via Performance 
reports. 
 
Quality Review 
Group  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Regular agenda 
item on Quality 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
CQC 
Intelligent 
Monitoring 
Report. 
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Principal Objective  
(What the 
organisation aims 
to deliver). 
 
 

Principal Risk 
(What could 
prevent the 
organisation from 
meeting this 
objective?, i.e. 
potential or realised 
risks to delivery). 
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In
h

e
re

n
t/

O
ri
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n

al
 R

is
k 

 R
at

in
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Identified Controls 
(What 
controls/systems 
does the organisation  
have in place to 
avoid/reduce risk and 
assist in delivery of 
the objective). 

Sources of 
assurance – 
Management 
(Where can the 
organisation gain 
evidence that its 
controls/ systems 
on which it places 
reliance are 
effective). 

Sources of 
assurance – 
Independent  
(Where can the 
organisation 
gain evidence 
that its 
controls/ 
systems on 
which it places 
reliance are 
effective). 
 

Gaps in Control  
(Where is the 
organisation 
failing to put 
controls/systems 
in place or in 
making them 
effective). 

Gaps in 
Assurance 
(Where is the 
organisation 
failing to gain 
evidence that its 
assurance 
arrangements are 
effective). 

R
e

si
d

u
al

  R
is

k 
 R

at
in

g 

Action Plans to 
meet gaps in 
control and 
assurance  
(what does the 
organisation need 
to do, and by 
when). 

outliers on the 
SHMI and 
HSMR national 
indicators. 
There is a risk 
that patients 
may be at a 
higher risk of 
death than 
expected. 
 (See Risk 
Register 1081) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

mortality.  
 
External and 
independent 
review of mortality 
data and STFT 
audit findings. 
 
Further detailed 
analysis by STFT 
identifying impact 
of inclusion of St 
Benedict’s 
Hospice in data. 
 
STFT action plan 
to address factors 
that contribute to 
the mortality 
rates. Updates on 
delivery of actions 
reported to QSG 
and QPSC. 
 
PRISM2 
Research Study. 

Review Group, 
reported to 
Quality & 
Patient Safety 
Committee. 
 
NHSE quality 
dashboard 
reports on 
mortality rates at 
CNTW Area 
Team QSG. 
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Principal Objective  
(What the 
organisation aims 
to deliver). 
 
 

Principal Risk 
(What could 
prevent the 
organisation from 
meeting this 
objective?, i.e. 
potential or realised 
risks to delivery). 

Le
ad

 

In
h

e
re

n
t/

O
ri

gi
n

al
 R

is
k 

 R
at

in
g

 

Identified Controls 
(What 
controls/systems 
does the organisation  
have in place to 
avoid/reduce risk and 
assist in delivery of 
the objective). 

Sources of 
assurance – 
Management 
(Where can the 
organisation gain 
evidence that its 
controls/ systems 
on which it places 
reliance are 
effective). 

Sources of 
assurance – 
Independent  
(Where can the 
organisation 
gain evidence 
that its 
controls/ 
systems on 
which it places 
reliance are 
effective). 
 

Gaps in Control  
(Where is the 
organisation 
failing to put 
controls/systems 
in place or in 
making them 
effective). 

Gaps in 
Assurance 
(Where is the 
organisation 
failing to gain 
evidence that its 
assurance 
arrangements are 
effective). 

R
e

si
d

u
al

  R
is

k 
 R

at
in

g 

Action Plans to 
meet gaps in 
control and 
assurance  
(what does the 
organisation need 
to do, and by 
when). 

 
 
Poor 
compliance with 
SSNAP Stroke 
Audit Standards 
 
 

 
3.1.3 Quality v 
CIP (CHS/STFT 
Alliance) 
 

 
 
 
 
 
 
 
 
 
 
3.1.4 Ensure 
quality of care 
in Care Homes. 

 

 
Clinical review 
groups 
STFT/CHSFT 
Alliance 

 
 
 
3.1.3 Quality v 
CIP monitoring 
processes in 
place within 
providers. 
 
Quality Impact 
Assessment 
process 
developed for 
commissioners. 

 
 
 
3.1.4 ST Council 
provides 
assurance 

 
 
QRG. 
 
 
 
 
 
 
3.1.3 Monitored 
at Quality 
Review Group 
and reported to 
Quality and 
Patient Safety 
Committee. 
 
Reporting to 
Quality and 
Patient Safety 
Committee. 
 
 
3.1.4 Monitoring 
through bi-
monthly QPSC 

 
 
 
 
 
 
 
 
 
CQC 
Inspections. 
 
 
 
 
 
 
 
 
 
 
 
 
CQC 
Inspections. 

 
 
 
 
 
 
 
 
 
None 
Identified. 
 
 
 
 
 
 
 
 
 
 
 
 
None 
Identified. 

 
 
 
 
 
 
 
 
 
None 
Identified. 

 
 
 
 
 
 
 
 
 
 
 
None 
Identified. 
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Principal Objective  
(What the 
organisation aims 
to deliver). 
 
 

Principal Risk 
(What could 
prevent the 
organisation from 
meeting this 
objective?, i.e. 
potential or realised 
risks to delivery). 
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h

e
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n
t/

O
ri
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n
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 R

is
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 R
at
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Identified Controls 
(What 
controls/systems 
does the organisation  
have in place to 
avoid/reduce risk and 
assist in delivery of 
the objective). 

Sources of 
assurance – 
Management 
(Where can the 
organisation gain 
evidence that its 
controls/ systems 
on which it places 
reliance are 
effective). 

Sources of 
assurance – 
Independent  
(Where can the 
organisation 
gain evidence 
that its 
controls/ 
systems on 
which it places 
reliance are 
effective). 
 

Gaps in Control  
(Where is the 
organisation 
failing to put 
controls/systems 
in place or in 
making them 
effective). 

Gaps in 
Assurance 
(Where is the 
organisation 
failing to gain 
evidence that its 
assurance 
arrangements are 
effective). 

R
e

si
d

u
al

  R
is

k 
 R

at
in

g 

Action Plans to 
meet gaps in 
control and 
assurance  
(what does the 
organisation need 
to do, and by 
when). 

 
Failure to 
comply with 
standards and 
failure to 
monitor 
effectively. 
 
Report of 
compliance 
issues with 
quality 
standards in 
care homes. 
There is a risk 
that patients 
receive poor 
care and patient 
experience, and 
associated 
negative media 
attention. 
Consequence 
could be patient 
harm and/or 
failure to deliver 

regarding contract 
monitoring on 
behalf of CCG.  
 
Monitoring of the 
clinical quality of 
care provided by 
NECS quality 
team and ST 
Council jointly. 
 
Clinical resource 
identified by 
NECS to work 
with LA 
monitoring team 
to carry out 
monitoring visits. 
Outcome of visits 
reported to 
QPSC. Will 
identify Care 
Homes where 
there are issues 
or concerns and 
monitor remedial 

 
Co-ordinated 
and reported 
monitoring visits 
with appropriate 
clinical input. 
 
Local QSG to be 
re-energised, 
chaired by 
Healthwatch. 
 
CCG 
attendance at 
Care Homes 
Forum. 
 
CCG 
attendance at 
Care Home 
Network Group 
(CNE NHSE). 
 
 
 
 



20 
NHS South Tyneside CCG Governing Body Updated Assurance Framework 2016/17 - Version 6.0, January 2017. 

 
 

Principal Objective  
(What the 
organisation aims 
to deliver). 
 
 

Principal Risk 
(What could 
prevent the 
organisation from 
meeting this 
objective?, i.e. 
potential or realised 
risks to delivery). 
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Identified Controls 
(What 
controls/systems 
does the organisation  
have in place to 
avoid/reduce risk and 
assist in delivery of 
the objective). 

Sources of 
assurance – 
Management 
(Where can the 
organisation gain 
evidence that its 
controls/ systems 
on which it places 
reliance are 
effective). 

Sources of 
assurance – 
Independent  
(Where can the 
organisation 
gain evidence 
that its 
controls/ 
systems on 
which it places 
reliance are 
effective). 
 

Gaps in Control  
(Where is the 
organisation 
failing to put 
controls/systems 
in place or in 
making them 
effective). 

Gaps in 
Assurance 
(Where is the 
organisation 
failing to gain 
evidence that its 
assurance 
arrangements are 
effective). 

R
e

si
d

u
al

  R
is

k 
 R

at
in

g 

Action Plans to 
meet gaps in 
control and 
assurance  
(what does the 
organisation need 
to do, and by 
when). 

the CCG quality 
strategy. 
 
(See Risk 
Register 445) 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

actions. Outcome 
of joint visits also 
shared at quality 
in care monthly 
Information 
Sharing meetings. 
 
Regional network 
re quality of care 
in care home 
established by 
NHSE CNE. 
 
Development of a 
joint monitoring 
tool, including 
clinical quality 
KPIs. 
 
Integrated work 
around LES for 
linked GP into 
care homes, 
linked community 
matrons and 
robust information 
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Principal Objective  
(What the 
organisation aims 
to deliver). 
 
 

Principal Risk 
(What could 
prevent the 
organisation from 
meeting this 
objective?, i.e. 
potential or realised 
risks to delivery). 
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Identified Controls 
(What 
controls/systems 
does the organisation  
have in place to 
avoid/reduce risk and 
assist in delivery of 
the objective). 

Sources of 
assurance – 
Management 
(Where can the 
organisation gain 
evidence that its 
controls/ systems 
on which it places 
reliance are 
effective). 

Sources of 
assurance – 
Independent  
(Where can the 
organisation 
gain evidence 
that its 
controls/ 
systems on 
which it places 
reliance are 
effective). 
 

Gaps in Control  
(Where is the 
organisation 
failing to put 
controls/systems 
in place or in 
making them 
effective). 

Gaps in 
Assurance 
(Where is the 
organisation 
failing to gain 
evidence that its 
assurance 
arrangements are 
effective). 

R
e

si
d

u
al

  R
is

k 
 R
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g 

Action Plans to 
meet gaps in 
control and 
assurance  
(what does the 
organisation need 
to do, and by 
when). 

 
 
 
 
 
 
 
3.1.5 Reducing 
Variation in 
Primary 
Medical Care 

sharing systems 
which in turn feed 
into ad hoc 
unannounced 
monitoring visits. 

 
 
Primary Care 
Quality Assurance 
Process NHSE. 
 
Review of NHSE 
data as well as 
STCCG 
dashboard. 
 
PC quality 
Improvement  
Scheme. 
 
Launch and 
implementation of 
Health Pathways. 

 

 
 
 
 
 
 
 
Reports from 
Primary care 
Business 
meeting to 
QPSC. 
 
Performance 
reports from 
Incentive 
Scheme 
Data from 
Health 
Pathways. 
 
 
 
 
 

3.2 3.2 Continuing Non AF 4x4 NECS case Assurance  Potential  4x3  
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Principal Objective  
(What the 
organisation aims 
to deliver). 
 
 

Principal Risk 
(What could 
prevent the 
organisation from 
meeting this 
objective?, i.e. 
potential or realised 
risks to delivery). 
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Identified Controls 
(What 
controls/systems 
does the organisation  
have in place to 
avoid/reduce risk and 
assist in delivery of 
the objective). 

Sources of 
assurance – 
Management 
(Where can the 
organisation gain 
evidence that its 
controls/ systems 
on which it places 
reliance are 
effective). 

Sources of 
assurance – 
Independent  
(Where can the 
organisation 
gain evidence 
that its 
controls/ 
systems on 
which it places 
reliance are 
effective). 
 

Gaps in Control  
(Where is the 
organisation 
failing to put 
controls/systems 
in place or in 
making them 
effective). 

Gaps in 
Assurance 
(Where is the 
organisation 
failing to gain 
evidence that its 
assurance 
arrangements are 
effective). 

R
e

si
d

u
al

  R
is

k 
 R

at
in

g 

Action Plans to 
meet gaps in 
control and 
assurance  
(what does the 
organisation need 
to do, and by 
when). 

Healthcare. 
Ensure 
appropriate 
assessment and 
implementation 
of the outcome 
of assessments 
regarding 
Continuing 
Healthcare. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

achievement of 
the 28 day 
assessment 
standard for 
CHC. (Risk 
Register 1286) 
Rising costs 
associated with 
continuing 
healthcare 
provision. 
 
Failure of a 
commissioned 
service to meet 
a standard 
target; potential 
risk to quality of 
care for patients 
in CHC awaiting 
assessment. 
 
Due to 
operational 
capacity the 
CHC nurse 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

=16 management of 
fast track cases. 
 
NECS monitoring 
of fast track cases 
in terms of quality 
and volume. 
 
Systematic 
transition 
programme with 
CCG represented 
by Head of 
Quality. 

reports on 
quality impact of 
any 
performance is 
reported to 
QPSC.  
 
Performance 
issues are 
monitored and 
reported to the 
Executive 
Committee. 

capacity 
issues at 
NECS in the 
CHC team. 
Note now 
significantly 
improved 
since 
improved 
since the 
introduction of 
separate 
teams. As at 
July 2015, new 
cases at 100% 
and team 
looking to 
bring 
performance 
measure to 21 
days. 
 
Production of 
regular 
management 
information to 

=12 
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Principal Objective  
(What the 
organisation aims 
to deliver). 
 
 

Principal Risk 
(What could 
prevent the 
organisation from 
meeting this 
objective?, i.e. 
potential or realised 
risks to delivery). 

Le
ad

 

In
h

e
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n
t/

O
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n

al
 R

is
k 

 R
at

in
g

 

Identified Controls 
(What 
controls/systems 
does the organisation  
have in place to 
avoid/reduce risk and 
assist in delivery of 
the objective). 

Sources of 
assurance – 
Management 
(Where can the 
organisation gain 
evidence that its 
controls/ systems 
on which it places 
reliance are 
effective). 

Sources of 
assurance – 
Independent  
(Where can the 
organisation 
gain evidence 
that its 
controls/ 
systems on 
which it places 
reliance are 
effective). 
 

Gaps in Control  
(Where is the 
organisation 
failing to put 
controls/systems 
in place or in 
making them 
effective). 

Gaps in 
Assurance 
(Where is the 
organisation 
failing to gain 
evidence that its 
assurance 
arrangements are 
effective). 

R
e

si
d

u
al

  R
is

k 
 R

at
in

g 

Action Plans to 
meet gaps in 
control and 
assurance  
(what does the 
organisation need 
to do, and by 
when). 

 
 
 
 
 
 
 

assessment 
team has 
experienced 
issues in 
delivering 
against this 
standard. 
 
(See Risk 
Register 230) 

 
 
 
 
 

CCG. 

3.3 
 
 

Ensure that all 
children and 
vulnerable 
adults are safe. 
 
 
 
 
 
 
 
 
 
 
 
 

3.3.1 Medical 
Assessment 
Looked after 
Children. 
There is a risk 
that Looked 
After Children 
do not receive 
their statutory 
medical in time, 
as a result of 
consent for 
medical 
assessment not 
being sent to 
NHSFT in a 

AF 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

4x4
=16 

Social Worker 
required to obtain 
parental signature 
and provide to 
LAC Nursing 
team. 
 
LAC continues to 
work closely with 
social workers to 
ensure paperwork 
completed in 
timely fashion. 
 
 
 

Monitoring of 
the timeliness of 
IHA through the 
Strategic 
Safeguarding 
Group through 
dashboard 
reports from 
STFT. Quarterly 
dashboard 
reporting. 
 
Reported to 
QPSC. 
 
Annual 

Internal Audit 
reports – 
2016/17 
Internal Audit 
Plan – 
safeguarding 
arrangement
s. 

None 
Identified 

None 
Identified 

4x3
=12 
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Principal Objective  
(What the 
organisation aims 
to deliver). 
 
 

Principal Risk 
(What could 
prevent the 
organisation from 
meeting this 
objective?, i.e. 
potential or realised 
risks to delivery). 

Le
ad
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h

e
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n
t/

O
ri
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n

al
 R

is
k 

 R
at
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g

 

Identified Controls 
(What 
controls/systems 
does the organisation  
have in place to 
avoid/reduce risk and 
assist in delivery of 
the objective). 

Sources of 
assurance – 
Management 
(Where can the 
organisation gain 
evidence that its 
controls/ systems 
on which it places 
reliance are 
effective). 

Sources of 
assurance – 
Independent  
(Where can the 
organisation 
gain evidence 
that its 
controls/ 
systems on 
which it places 
reliance are 
effective). 
 

Gaps in Control  
(Where is the 
organisation 
failing to put 
controls/systems 
in place or in 
making them 
effective). 

Gaps in 
Assurance 
(Where is the 
organisation 
failing to gain 
evidence that its 
assurance 
arrangements are 
effective). 

R
e

si
d

u
al

  R
is

k 
 R

at
in

g 

Action Plans to 
meet gaps in 
control and 
assurance  
(what does the 
organisation need 
to do, and by 
when). 

 
 
 
 
 
 
 
 
 
 
 
 
 

timely manner, 
resulting in 
statutory 
timescale 
breach and the 
development of 
a care plan 
being delayed. 
(See Risk 
Register 510) 
 
 
3.3.2 
Designated 
doctor and 
nurse statutory 
function for 
Looked After 
Children. 
Failure of 
NHSSTFT to 
meet statutory 
requirements 
resulting in 
service not 
meeting needs 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
Review and 
Update the 
Looked After  
Children Service. 
 
 
STFT required to 
agree the new job 
specification and 
job description. 
 
 
 

Safeguarding 
Report 2014/15 
– Governing 
Body November 
2015 
 
 
 
 
 
 
 
 
Action Plan 
monitored 
through the 
Named and 
Designated 
Professionals 
Safeguarding 
Group. 
Discussed at 
QRG. 
 
Progress 
reported to 
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Principal Objective  
(What the 
organisation aims 
to deliver). 
 
 

Principal Risk 
(What could 
prevent the 
organisation from 
meeting this 
objective?, i.e. 
potential or realised 
risks to delivery). 
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ad
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h

e
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n
t/

O
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n
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 R

is
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 R
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Identified Controls 
(What 
controls/systems 
does the organisation  
have in place to 
avoid/reduce risk and 
assist in delivery of 
the objective). 

Sources of 
assurance – 
Management 
(Where can the 
organisation gain 
evidence that its 
controls/ systems 
on which it places 
reliance are 
effective). 

Sources of 
assurance – 
Independent  
(Where can the 
organisation 
gain evidence 
that its 
controls/ 
systems on 
which it places 
reliance are 
effective). 
 

Gaps in Control  
(Where is the 
organisation 
failing to put 
controls/systems 
in place or in 
making them 
effective). 

Gaps in 
Assurance 
(Where is the 
organisation 
failing to gain 
evidence that its 
assurance 
arrangements are 
effective). 

R
e

si
d

u
al

  R
is

k 
 R

at
in

g 

Action Plans to 
meet gaps in 
control and 
assurance  
(what does the 
organisation need 
to do, and by 
when). 

of the LAC 
population(See 
Risk Register 
509) 
 
3.3.3 Mental 
Capacity Act 
2007 and 
Deprivation of 
Liberty 
Safeguards 
2009 
compliance 
requirements. 
Following 
Supreme Court 
judgement there 
is a risk that 
CCG may be 
commissioning 
care for patients 
where DOLS 
requirements 
have not been 
considered/met. 
 

 
 
 
 
 
JG 

 
 
 
 
 
 
 
Development of 
an action plan by 
NECS to address 
areas of concern. 
 
Expert secondee 
to CCG to review 
level of 
compliance and 
future CCG 
requirements. 
Develop 
communication 
and training 
needs 
programme.  
 
 
 

QPSC. 
 
 
 
 
 
 
 
Reported to 
Executive 
Committee. 
 
 
Reported to 
Strategic 
Safeguarding 
Group and 
QPSC. 
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Principal Objective  
(What the 
organisation aims 
to deliver). 
 
 

Principal Risk 
(What could 
prevent the 
organisation from 
meeting this 
objective?, i.e. 
potential or realised 
risks to delivery). 

Le
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h

e
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n
t/

O
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n
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 R
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 R
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Identified Controls 
(What 
controls/systems 
does the organisation  
have in place to 
avoid/reduce risk and 
assist in delivery of 
the objective). 

Sources of 
assurance – 
Management 
(Where can the 
organisation gain 
evidence that its 
controls/ systems 
on which it places 
reliance are 
effective). 

Sources of 
assurance – 
Independent  
(Where can the 
organisation 
gain evidence 
that its 
controls/ 
systems on 
which it places 
reliance are 
effective). 
 

Gaps in Control  
(Where is the 
organisation 
failing to put 
controls/systems 
in place or in 
making them 
effective). 

Gaps in 
Assurance 
(Where is the 
organisation 
failing to gain 
evidence that its 
assurance 
arrangements are 
effective). 

R
e

si
d

u
al

  R
is

k 
 R

at
in

g 

Action Plans to 
meet gaps in 
control and 
assurance  
(what does the 
organisation need 
to do, and by 
when). 

(See Risk 
register 1372) 
 
3.3.4 Provider 
compliance 
with 
safeguarding 
statutory 
responsibilities 
- As a result of 
lack of 
assurance that 
STFT comply 
with their 
statutory 
responsibilities 
with regard to 
safeguarding 
children, there is 
a risk that 
children may not 
be protected 
and/ or abuse 
unrecognised  
which could 
result in harm. 

 
 
 
 
 
 
 
Designated and 
Named 
professionals 
group and 
associated 
reporting. 
 
Quality review 
group 
 
CQC Action plan 
monitoring 
 
Local 
Safeguarding 
Children’s Board 
and associated 
governance 
structure 

 
 
 
 
 
 
Minutes from 
designated and 
named 
professionals 
meeting and 
dashboards 
provided by 
STFT 
 
Minutes and 
Safeguarding 
papers 
 
Action plan 
document 
 
Minutes and 
reports 
presented to 
QPSC. 
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Principal Objective  
(What the 
organisation aims 
to deliver). 
 
 

Principal Risk 
(What could 
prevent the 
organisation from 
meeting this 
objective?, i.e. 
potential or realised 
risks to delivery). 
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h

e
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n
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O
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n
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 R
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 R
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Identified Controls 
(What 
controls/systems 
does the organisation  
have in place to 
avoid/reduce risk and 
assist in delivery of 
the objective). 

Sources of 
assurance – 
Management 
(Where can the 
organisation gain 
evidence that its 
controls/ systems 
on which it places 
reliance are 
effective). 

Sources of 
assurance – 
Independent  
(Where can the 
organisation 
gain evidence 
that its 
controls/ 
systems on 
which it places 
reliance are 
effective). 
 

Gaps in Control  
(Where is the 
organisation 
failing to put 
controls/systems 
in place or in 
making them 
effective). 

Gaps in 
Assurance 
(Where is the 
organisation 
failing to gain 
evidence that its 
assurance 
arrangements are 
effective). 

R
e

si
d

u
al

  R
is

k 
 R

at
in

g 

Action Plans to 
meet gaps in 
control and 
assurance  
(what does the 
organisation need 
to do, and by 
when). 

 
 
 

 
 

3.4 Patient 
experience – 
ensure that 
when patients 
access services 
they have a 
good experience 
and are able to 
influence the 
services 
provided. 

Failure to 
engage and 
consult patients. 
 
Impact – failure 
to design/ 
commission 
services that 
meet patient 
needs and 
expectations. 
 
Reduced/limited 
impact of Better 
U Programme 
due to lack of 
awareness/ 
Engagement. 
 
Responses to 
Friends and 
Family Test in 
Primary and 

HR 4x3
=12 

Detailed Patient, 
carer and public 
engagement, 
involvement and 
experience action 
plan. 
 
Expert patients 
and patient 
stories. 
 
Annual 
programme for 
patient, public and 
carer involvement 
and experience. 
 
Patient 
experience work 
with STFT 
 
Patient Choice – 
Access and 

Patient and 
Public 
Involvement 
Report – 
Executive 
Committee. 
 
Local 
Engagement 
Board. 
 
Governing Body 
Lay Member 
with PPI remit 
and experience. 
 
Governing Body 
– regular PPI 
updates. 
 
QPSC – patient 
stories at each 
meeting. 

Internal Audit 
Report 
2015/06 – 
Communicati
on and 
Engagement 
providing 
Significant 
Assurance. 

None 
Identified. 

None 
Identified. 

4x2
=8 
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Principal Objective  
(What the 
organisation aims 
to deliver). 
 
 

Principal Risk 
(What could 
prevent the 
organisation from 
meeting this 
objective?, i.e. 
potential or realised 
risks to delivery). 
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O
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Identified Controls 
(What 
controls/systems 
does the organisation  
have in place to 
avoid/reduce risk and 
assist in delivery of 
the objective). 

Sources of 
assurance – 
Management 
(Where can the 
organisation gain 
evidence that its 
controls/ systems 
on which it places 
reliance are 
effective). 

Sources of 
assurance – 
Independent  
(Where can the 
organisation 
gain evidence 
that its 
controls/ 
systems on 
which it places 
reliance are 
effective). 
 

Gaps in Control  
(Where is the 
organisation 
failing to put 
controls/systems 
in place or in 
making them 
effective). 

Gaps in 
Assurance 
(Where is the 
organisation 
failing to gain 
evidence that its 
assurance 
arrangements are 
effective). 

R
e

si
d

u
al

  R
is

k 
 R

at
in

g 

Action Plans to 
meet gaps in 
control and 
assurance  
(what does the 
organisation need 
to do, and by 
when). 

Acute Care. Choice Policy and 
Choice 
Framework. 
PPI work with 
Healthwatch. 
Local 
Engagement 
Board and Patient 
Reference Group. 
 
Formal 
consultation with 
patients and 
public according 
to any statutory 
requirements. 

 
NHS Contract 
Commissioner 
Assurance 
Visits. 
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KEY: RISK RATING 

 
Risk Scoring Matrix 

 
Likelihood Rating 

Consequence Rating 

1 2 3 4 5 

Rare Unlikely Possible Likely 
Almost 
Certain 

5 Catastrophic  5 10 15 20 25 

4 Major  4 8 12 16 20 

3 Moderate  3 6 9 12 15 

2 Minor  2 4 6 8 10 

1 Negligible 1 2 3 4 5 
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REPORT CLASSIFICATION – please refer to Report 

Classification Guidance and check appropriate box below 
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 Sensitive: Commercial 
 Official Sensitive: Personal 

MEETING TITLE: 
GOVERNING BODY MEETING 
(PUBLIC) 

DATE: 26 January 2017 

REPORT TITLE: 

PRIMARY CARE COMMISSIONING – 
AMENDMENTS TO CCG CONSTITUTION 
AND PRIMARY CARE COMMITTEE 
TERMS OF REFERENCE 

AGENDA ITEM: 2016/114 

ENCLOSURE:  Enclosure11 

LEAD DIRECTOR / REPORT SPONSOR: 

 

Christine Briggs 

Chief Operating Officer/Deputy Chief Executive 

REPORT AUTHOR: 

 

Keith Haynes 

Governance Adviser 

REPORT SUMMARY / RECOMMENDATIONS: 

 
1. As part of the application process to move to delegated commissioning it is necessary 
for amendments to be made to the CCG’s Constitution.  Accordingly, amends have been 
made to the Constitution which are attached to this report, as follows: 
 
- Pages 7 – 8 and 36 – 37 – amendments due to practice mergers and GP retirement 
 
 - Pages 20 – 23 of the Constitution - reference to Joint Arrangements and Joint 
Committees, incorporating the full   proposed wording from November 2014 NHS England 
guidance (further to partial updates by NECS in 2014) 
 
- Page 27, paragraph 6.6.3 – reference to the Primary Care Commissioning Committee 
(PCCC) as a Committee of the Governing Body 
 
- Page 77 – Inclusion of PCCC in Scheme of Reservation and Delegation  
 
The proposed amendments to the Constitution require the approval of the Council of 
Practices and, subject to the agreement of the Governing Body, such approval will be 
sought of the Council of Practices.  
 
2. The terms of reference of the Primary Care Commissioning Committee are also 
attached for review and approval of the Governing Body. The terms of reference reflect the 
most recent Conflicts of Interest guidance (NHSE June 2016) and which is also reflected 
in the quoracy arrangements. 
 
3. Recommendation:  

 
The Governing Body is asked to: 
 
(a) recommend for the approval of the Council of Practices the proposed amendments to 
the CCG’s Constitution; and 
 
(b) approve the terms of reference of the Primary Care Commissioning Committee. 

 

FINANCIAL IMPLICATIONS / RISKS None 

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, 

NO YES 

  

If no please specify the reason why: 

 

This is not a new proposed service, policy 

or process 

If yes please attach a copy of the completed 

assessment to the back of your report 



 

Version 4 (20.7.16) 

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.) 

 

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 is not a new proposed service, policy 

or process 

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 

 



Enclosure 11 

 
Constitutional Amendments to reflect Primary Care Commissioning 
Committee and changes to membership of the Clinical 
Commissioning Group 
 
Amendments are as follows: 
 
Pages 7-8 and pages 36-37– amendments due to practice mergers and GP 
retirement 
  
Pages 20-23 – reference to Joint Committees, incorporating the full proposed 
wording from November 2014 guidance 
  
Page 27 – reference to PCCC as Committee of the Governing Body 
 
Page 77 – inclusion of PCCC in Scheme of Reservation and Delegation 
 

3.1 Membership of the Clinical Commissioning Group and 
Appendix B – List of member Practices and Approval of 
Constitution 

 
 

Practice 
Code 

 

 
Practice Name 

 

 
Address 

 

A88001 
 

Victoria Medical Centre 
12-28 Glen Street, Hebburn. Tyne and 
Wear. NE31 1NU 

 

A88002 
 

Farnham Medical Centre 
435 Stanhope Road, South Shields. 
Tyne and Wear. NE33 4QY 

 
A88003 

 
Marsden Road Health Centre Marsden Road, South Shields, NE346RE 

 

A88004 
 

Mayfield Medical Centre 
Park Road, Jarrow. Tyne and Wear. 
NE32 5SE 

 

A88005 
 

Drs Haque and Haque 
171, Wenlock Road, South Shields. 
Tyne and Wear. NE34 9BP 

 

A88006 
 

Talbot Medical Centre 
Stanley Street, South Shields. Tyne 
and Wear. NE34 0BX 

 

A88007 
 

Wawn Street Surgery 
Wawn Street, South Shields. Tyne and 
Wear. NE33 4DX 

 

A88008 
 

Trinity Medical Centre 
New George Street, South Shields. 
Tyne and Wear. NE33 5DU 

 

A88009 
 

Dr Thorniley-Walker and Partners 
The Medical Centre, Gibson Court, 
Boldon Colliery. Tyne and Wear. 
NE35 9AN  

A88010 
 

Albert Road Surgery 
118 Albert Road, Jarrow. Tyne and 
Wear. NE32 5AG 

 
A88011 

 
Westoe Surgery 

Stanhope Parade Health Centre, 
Gordon Street, South Shields. Tyne 
and Wear. NE33 4JP 

 

A88012 
 

Ellison View Surgery 
Campbell Park Road, Hebburn. Tyne 
and Wear. NE31 2SP 



 
A88013 

 
Central Surgery 

Cleadon Park Primary Care Centre, 
Prince Edward Road, South Shields. 
Tyne and Wear. NE34 7QD 

 
A88014 

 
Drs Kulkarni and Chan 

Stanhope Parade Health Centre, 
Gordon Street, South Shields. Tyne 
and Wear. NE33 4JP 

 

A88015 
 

St George and Riverside Practice  
New George Street, South Shields. 
Tyne and Wear. NE33 5DU 

 
A88016 

 
Colliery Court Medical Group 

The Medical Centre, Gibson Court, 
Boldon Colliery. Tyne and Wear. NE35 
9AN 

 

A88020 
 

Dr Chander 
Flagg Court, Dale Street, South Shields. 
Tyne and 
Wear. NE33 2PG  

A88022 
 

The Glen Medical Group 
The Glen Primary Care Centre, 
Hebburn. Tyne and Wear. NE31 1NU 

A88023 Whitburn Surgery 3 Byers Street, Whitburn, Sunderland. 
Tyne and Wear. SR6 7EE 

 

 

 
A88025 

 
Drs Dowsett and Overs 

Palmer Community Hospital, Wear 
Street, Jarrow. Tyne and Wear. NE32 
3UX 

 

A88601 
 

Imeary Street  
78 Imeary Street, South Shields. Tyne 
and Wear. NE33 4EG 

 
A88603 

 
The Park Surgery 

The Glen Primary Care Centre, Glen 
Street, Hebburn. Tyne and Wear. NE31 
1NU 

 

A88608 
 

Ravensworth Surgery 
Horsley Hill Road, South Shields. Tyne 
and Wear. NE33 3ET 

 

A886611 
 

Chichester Practice 
Stanhope Parade, Gordon Street, 
South Shields, NE33 4JP 

 
A88613 

 
East Wing Surgery  

East Wing, Palmer 
Community Hospital, Wear Street, 
Jarrow. NE32 3UX 

 
A88614 

 
Dr Win 

Flagg Court Health Centre, Dale Street, 
South Shields, Tyne and Wear, NE33 
2PG 

   

 
Y02999 

 
Jarrow GP Practice 

 Park Road, Jarrow, Tyne and Wear, 
NE32 5SE 

 
 
 

6.5 Joint Arrangements and Joint Committees 
 

6.5.1 Joint commissioning arrangements with other Clinical Commissioning Groups 

 

6.5.1.1 The Clinical Commissioning Group may wish to work together with other CCGs in the 

exercise of its commissioning functions. 

 

6.5.1.2 The CCG may make arrangements with one or more CCG in respect of: 

 



 delegating any of the CCG’s commissioning functions to another CCG; 

 exercising any of the commissioning functions of another CCG; or 

 exercising jointly the commissioning functions of the CCG and another 

CCG. 

 

6.5.1.3 For the purposes of the arrangements described at paragraph 6.5.1.2, the CCG may: 

 

 make payments to another CCG; 

 receive payments from another CCG; 

 make the services of its employees or any other resources available to 

another CCG; or 

 receive the services of the employees or the resources available to 

another CCG. 

 

6.5.1.4 Where the CCG makes arrangements which involve all the CCGs exercising any of 

their   commissioning functions jointly, a joint committee may be be established to 

exercise those functions. 

 

6.5.1.5 For the purposes of the arrangements described at paragraph 6.5.1.2 above, the 

CCG may establish and maintain a pooled fund made up of contributions by any of 

the CCGs working together pursuant to paragraph 6.5.1.3 above. Any such pooled 

fund may be used to make payments towards expenditure incurred in the discharge 

of any of the commissioning functions in respect of which the arrangements are 

made. 

 

6.5.1.6 Where the CCG makes arrangements with another CCG as described at paragraph 

6.5.1.2 above, the CCG shall develop and agree with that CCG an agreement setting 

out the arrangements for joint working, including details of: 

 

 How the parties will work together to carry out their commissioning 

functions; 

 The duties and responsibilities of the parties; 

 How risk will be managed and apportioned between the parties; 

 Financial arrangements, including, if applicable, payments towards a 

pooled fund and management of that fund; 

 Contributions from the parties, including details around assets, employees 

and equipment to be used under the joint working arrangements. 

 

6.5.1.7 The liability of the CCG to carry out its functions will not be affected where the CCG 

enters into arrangements pursuant to paragraph 5.5.1.2 above. 

 

6.5.1.8 The CCG will act in accordance with ant further guidance issued by NHS England on 

co-commissioning. 

 



6.5.1.9 Only arrangements that are safe and in the interests of patients registered with 

member practices will be approved by the governing body. 

 

6.5.1.10 The governing body of the CCG shall require, in all joint commissioning 

arrangements, that the lead clinician and lead manager of the lead CCG make a 

quarterly written report to the governing body and hold at least annual engagement 

events to review aims, objectives, strategy and progress and publish an annual 

report on progress made against objectives. 

 

6.5.1.11 Should a joint commissioning arrangement prove to be unsatisfactory the governing 

body of the CCG can decide to withdraw from the arrangement, but has to give six 

months’ notice to partners, with new arrangements starting from the beginning of the 

next new financial year. 

 

6.5.2    Joint Commissioning arrangements with NHS England for the exercise of CCG 

functions 

 

6.5.2.1 The CCG may wish to work together with NHS England in the exercise of its 

commissioning functions. 

 

6.5.2.2 The CCG and NHS England may make arrangements to exercise any of the CCG’s  

commissioning functions jointly. 

 

6.5.2.3 The arrangements referred to in paragraph 6.5.2.2 above may include other CCGs. 

 

6.5.2.4 Where joint commissioning arrangements pursuant to 6.5.2.2 above are entered into, 

the parties may establish a joint committee to exercise the commissioning functions 

in question.  

 

6.5.2.5 Arrangements made pursuant to 6.5.2.2 above may be on such terms and conditions 

(including terms as to payment) as may be agreed between NHS England and the 

CCG.  

 

6.5.2.6 Where the CCG makes arrangements with NHS England (and another CCG if 

relevant) as described at paragraph 6.5.2.2 above, the CCG shall develop and agree 

with NHS England a framework setting out the arrangements for joint working, 

including details of: 

 

 How the parties will work together to carry out their commissioning functions; 

 The duties and responsibilities of the parties; 

 How risk will be managed and apportioned between the parties; 

 Financial arrangements, including, if applicable, payments towards a pooled fund 

and management of that fund; 

 Contributions from the parties, including details around assets, employees and 

equipment to be used under the joint working arrangements. 



 

6.5.2.7 The liability of the CCG to carry out its functions will not be affected where the CCG 

enters into arrangements pursuant to paragraph 6.5.2.2 above. 

 

6.5.2.8 The CCG will act in accordance with any further guidance issued by NHS England on 

co-commissioning.   

 

6.5.2.9 Only arrangements that are safe and in the interests of patients registered with 

member practices will be approved by the governing body. 

 

6.5.2.10 The governing body of the CCG shall require, in all joint commissioning 

arrangements that the Accountable Officer of the CCG make a quarterly written 

report to the governing body and hold at least annual engagement events to review 

aims, objectives, strategy and progress and publish an annual report on progress 

made against objectives. 

 

6.5.2.11 Should a joint commissioning arrangement prove to be unsatisfactory the governing 

body of the CCG can decide to withdraw from the arrangement, but has to give six 

months’ notice to partners, with new arrangements starting from the beginning of the 

next new financial year after the expiration of the six months’ notice period.  

 

6.5.3 Joint commissioning arrangements with NHS England for the exercise of NHS 

England’s 

         Functions. 

 

6.5.3.1 The CCG may wish to work with NHS England and, where applicable, other CCGs, 

to exercise specified NHS England functions. 

 

6.5.3.2 The CCG may enter into arrangements with NHS England and, where applicable, 

other CCGs to: 

 Exercise such functions as specified by NHS England under delegated 

arrangements; 

 Jointly exercise such functions as specified with NHS England. 

 

6.5.3.3 Where arrangements are made for the CCG and, where applicable, other CCGs to 

exercise functions jointly with NHS England a joint committee may be established to 

exercise the functions in question. 

 

6.5.3.4 Arrangements made between NHS England and the CCG may be on such terms and 

conditions (including terms as to payment) as may be agreed between the parties.  

 

6.5.3.5 For the purposes of the arrangements described at paragraph [3.2] above, NHS 
England and the CCG may establish and maintain a pooled fund made up of 
contributions by the parties working together. Any such pooled fund may be used to 
make payments towards expenditure incurred in the discharge of any of the 
commissioning functions in respect of which the arrangements are made.  



 

6.5.3.6 Where the CCG enters into arrangements with NHS England as described at 

paragraph 6.5.3.2 above, the parties will develop and agree a framework setting out 

the arrangements for joint working, including details of: 

 How the parties will work together to carry out their commissioning functions; 

 The duties and responsibilities of the parties; 

 How risk will be managed and apportioned between the parties; 

 Financial arrangements, including payments towards a pooled fund and 

management of that fund; 

 Contributions from the parties, including details around assets, employees and 

equipment to be used under the joint working arrangements. 

 

6.5.3.7 The liability of NHS England to carry out its functions will not be affected where it and 

the CCG enter into arrangements pursuant to paragraph 6.5.3.2 above. 

 

6.5.3.8 The CCG will act in accordance with any further guidance issued by NHS England on 

co-commissioning.  

 

6.5.3.9 Only arrangements that are safe and in the interests of patients registered with 

member practices will be approved by the governing body. 

 

6.5.3.10 The governing body of the CCG shall require, in all joint commissioning 

arrangements that the Accountable Officer of the CCG make a quarterly written 

report to the governing body and hold at least annual engagement events to review 

aims, objectives, strategy and progress and publish an annual report on progress 

made against objectives. 

 

6.5.3.11 Should a joint commissioning arrangement prove to be unsatisfactory the governing 

body of the CCG can decide to withdraw from the arrangement, but has to give six 

months’ notice to partners, with new arrangements starting from the beginning of the 

next new financial year after the expiration of the six months’ notice period. 

 
6.5.1  The group may enter into the following types of joint working arrangements 
 

 (i)  joint (or collaborative) arrangements with other clinical commissioning 

groups45 

(ii)  joint committees in respect of designated functions as defined in an 
agreement under sections 75 or sections 256 of the 2006 Act with a 
local authority 

 

6.5.2  In establishing joint (or collaborative) arrangements with other clinical 
commissioning groups, the group will have regard to any guidance published by 
the NHS Commissioning Board. 

 
6.5.3  In circumstances where the group establishes a joint committee with another 

clinical commissioning group, the group will provide details in its Scheme of 
Reservation and Delegation of the individual who has delegated authority to make 



decisions on its behalf, although the group will retain liability for the decision. 
 
6.5.4  The group may set up joint committee(s) with the Local Authority to discharge 

its responsibilities under Sections 75 and 256 of the 2006 Act. 
 
6.5.5  Joint commissioning arrangements with NHS England for the exercise of CCG 

functions  

The CCG may wish to work together with NHS England in the exercise of its 

commissioning functions.  

The CCG and NHS England may make arrangements to exercise any of the 

CCG’s commissioning functions jointly.  

The arrangements referred to in bullet (b) above may include other CCGs. 

Where joint commissioning arrangements pursuant to (b) above are entered 

into, the parties may establish a joint committee to exercise the 

commissioning functions in question.  

Arrangements made pursuant to (b) above may be on such terms and 

conditions (including terms as to payment) as may be agreed 

between NHS England and the CCG.  

Where the CCG makes arrangements with NHS England (and another CCG if 

relevant) as described at bullet (b) above, the CCG shall develop 

and agree with NHS England a framework setting out the 

arrangements for joint working, including details of:  

How the parties will work together to carry out their commissioning 
functions;  

The duties and responsibilities of the parties;  
How risk will be managed and apportioned between the parties;  
Financial arrangements, including, if applicable, payments 

towards a pooled fund and management of that fund;  
 

 
45 In accordance with Section 14Z3 of the 2006 Act, inserted by Section 26 of the 2012 Act   

 
Contributions from the parties, including details around assets, 

employees and equipment to be used under the joint working 
arrangements; and  

 

The liability of the CCG to carry out its functions will not be affected where the 

CCG enters into arrangements pursuant to paragraph [b] above.  

The CCG will act in accordance with any further guidance issued by NHS 

England on co-commissioning.  

Only arrangements that are safe and in the interests of patients registered with 

member practices will be approved by the governing body.  

The governing body of the CCG shall require, in all joint commissioning 

arrangements that Accountable Officer of the CCG make a quarterly 

written report to the governing body and hold at least annual 

engagement events to review aims, objectives, strategy and 



progress and publish an annual report on progress made against 

objectives.  

Should a joint commissioning arrangement prove to be unsatisfactory the 

governing body of the CCG can decide to withdraw from the 

arrangement, but has to give six months’ notice to partners, with 

new arrangements starting from the beginning of the next new 

financial year after the expiration of the six months’ notice period. 

 

6.6.3  Committees of the Governing Body – the governing body has appointed 
the following committees and sub-committees: 
 

e)      Primary Care Commissioning Committee – the Committee has been 

established in accordance with statutory provisions to enable the members to make 

collective decisions on the review, planning and procurement of primary medical care 

services in South Tyneside, under delegated authority from NHS England. In 

performing its role the committee will exercise its management of the functions in 

accordance with the agreement entered into between NHS England and NHS South 

Tyneside CC, which sit alongside the delegation and terms of reference. 

 
The terms of reference of the Primary Care Commissioning Committee are available at 
website address http://www.southtynesideccg.nhs.uk/ or on request to: NHS South 
Tyneside CCG, Monkton Hall, Monkton Lane, Jarrow, NE32 5NN. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  

http://www.southtynesideccg.nhs.uk/


Policy Area  Decision  Reserved to the 
Membership  
(and enacted 
through their 
representatives 
at the Council of 
Practices)  

Delegated to 
Governing Body  

Delegated to a 
Committee or Sub-
Committee  

Delegated to 
Accountable 
Officer  

Delegated to  
Chief 
Finance 
Officer  

COMMISSIONING AND 
CONTRACTING FOR 
CLINICAL SERVICES 

Approval of the arrangements for 
discharging the group’s statutory 
duties associated with its 
commissioning functions, 
including but not limited to 
promoting the involvement of 
each patient, patient choice, 
reducing inequalities, 
improvement in the quality of 
services, obtaining appropriate 
advice and public engagement 
and consultation. 

√ 

√ 
Exercise of the 

Functions 
discharged on 
behalf of the 

Membership where 
named in paragraph 
5.1.2 and paragraph 

5.2 in the 
Constitution 

√ 
Exercise of the 

Functions discharged 
on behalf of the 

governing body, by the 
Committee where 

named in paragraph 
5.1.2 and paragraph 

5.2 in the Constitution 

√ 
Exercise of the 

Functions 
discharged on 
behalf of the 

governing body by 
the Accountable 
Officer and the 
specific lead 

officer delegated 
by the 

Accountable 
Officer to oversee 

its discharge 

 

COMMISSIONING AND 
CONTRACTING FOR 
CLINICAL SERVICES 

Approve arrangements for co-
ordinating the commissioning of 
services with other groups and or 
with the local authority(ies), where 
appropriate  

 

√ 

   

COMMISSIONING AND 
CONTRACTING FOR 
PRIMARY CARE CLINICAL 
SERVICES 

Approval and review of the 
planning and procurement of 
Primary Care Services under 
delegated authority from NHS 
England. Specifically: 

 Financial Plans 

 Procurement 

 Practice Payments 

 Investment in Practices 

 Contractual Compliance 

 

 

 
 
 
√ 

Primary Care 
Commissioning 

Committee 

  



COMMUNICATIONS  Approving arrangements for 
handling Freedom of Information 
requests.  

   √ 
Executive Committee          
Approval of Freedom 
of Information Policy 

  

COMMUNICATIONS  Determining arrangements for 
handling Freedom of Information 
requests.  

   

√ 

 

 

 



 
 

Enclosure 11 
 

NHS South Tyneside Clinical Commissioning Group 

Primary Care Commissioning Committee  

Terms of Reference (v1, November 2016) 

 

1. Introduction 
 

1.1 In accordance with its statutory powers under section 13Z of the National 

Health Service Act 2006 (as amended), NHS England has delegated the 

exercise of the functions specified in schedule 2 to these terms of reference 

to NHS South Tyneside CCG. The delegation is set out in Schedule 1. 

 

1.2 NHS South Tyneside CCG (the CCG) has established this primary care 

commissioning committee (the committee) and which replaces the former 

Joint Primary Care Committee. The committee will function as a corporate 

decision-making body for the management of the delegated functions and 

the exercise of the delegated powers. 

 

1.3 It is a committee comprising representatives of the following organisations: 

 

 NHS South Tyneside CCG 

 NHS England 

 South Tyneside Health and Wellbeing Board 

 Healthwatch South Tyneside 
 

2. Statutory Framework 
 

2.1 NHS England has delegated to the CCG authority to exercise the primary 

medical care commissioning functions set out in schedule 2 in accordance 

with section 13Z of the NHS Act. 

 

2.2 Arrangements made under section 13Z may be on such terms and conditions 

(including terms as to payment) as may be agreed between NHS England 

and the CCG. 

  
2.3 Arrangements made under section 13Z do not affect the liability of NHS 

England for the exercise of any of its functions. However, the CCG 

acknowledges that in exercising its functions (including those delegated to it), 

it must comply with the statutory duties set out in Chapter A2 of the NHS Act 

and including: 

a) Management of conflicts of interest (section 14O); 

b) Duty to promote the NHS Constitution (section 14P); 

c) Duty to exercise its functions effectively, efficiently and 

economically (section 14Q); 



 
 

d) Duty as to improvement in quality of services (section 14R); 

e) Duty in relation to quality of primary medical care services (section 14S); 

f) Duties as to reducing inequalities (section 14T); 

g) Duty to promote the involvement of each patient (section 14U); 

h) Duty as to patient choice (section 14V); 

i) Duty as to promoting integration (section 14Z1); 

j) Public involvement and consultation (section 14Z2). 
 
2.4 The CCG will also need to specifically, in respect of the delegated 

functions from NHS England, exercise those set out below: 

 

 Duty to have regard to impact on services in certain areas (section 13O); 

 Duty as respects variation in provision of health services (section 13P). 
 
2.5 The committee is established as a committee of the governing body 

in accordance with schedule 1A of the “NHS Act”. 

 
2.6 The members acknowledge that the committee is subject to any 

directions made by NHS England or by the Secretary of State. 

 

 
3. Role of the committee 

 

3.1 The committee has been established in accordance with the above statutory 

provisions to enable the members to make collective decisions on the 

review, planning and procurement of primary medical care services in 

South Tyneside, under delegated authority from NHS England. 

 

3.2 In performing its role the committee will exercise its management of the 

functions in accordance with the agreement entered into between NHS 

England and NHS South Tyneside CCG, which will sit alongside the 

delegation and terms of reference. 

 
3.3 The functions of the committee are undertaken in the context of a desire to 

promote increased co-commissioning to increase quality, efficiency, 

productivity and value for money and to remove administrative barriers. 

 
3.4 The role of the committee shall be to carry out the functions relating to the 

commissioning of primary medical care services under section 83 of the 

NHS Act. 

 
3.5 This includes the following: 
 

 GMS, PMS and APMS contracts (including the design of PMS and 

APMS contracts, monitoring of contracts, taking contractual action such 

as issuing branch/remedial notices, and removing a contract); 



 
 

 Newly designed enhanced services (‘local enhanced services’ 

and ‘directed enhanced services’); 

 Design of local incentive schemes as an alternative to the 

Quality Outcomes Framework (QOF); 

 Decision making on whether to establish new GP practices in an area; 

 Approving practice mergers; and 

 Making decisions on ‘discretionary’ payment (e.g., 

returner/retainer schemes). 

 
3.6 The CCG will also carry out the following activities: 

 

a) To plan, including needs assessment, primary medical care 

services in South Tyneside; 

b) To undertake reviews of primary medical care services in South Tyneside; 

c) To co-ordinate a common approach to the commissioning of primary 

care services generally; 

d) To manage the budget for commissioning of primary medical care 

services in South Tyneside. 

 

 
4. Geographical coverage 

 

4.1 The committee will cover the geographical area of South Tyneside CCG. 
 
 

5. Membership 
 

5.1 The committee shall consist of: 
 

 the three CCG lay members  

 four Executive members of the CCG: 

 Accountable Officer 

 Chief Finance Officer 

 Director of Nursing, Quality & Safety 

 Director of Operations 

 the CCG Governing Body Secondary Care Doctor 

 the GP Chair of the CCG: non-voting 

 the other GP member(s) of the CCG: non-voting 

 NHS England representative(s) 

 
5.2 In accordance with NHSE guidance, Managing Conflicts of Interest: 

Revised Statutory Guidance for CCGs (June 2016), the GP CCG 

Governing Body members who are members of the Committee for 

their relevant input are not in the majority and are non-voting members 

of the Committee. The arrangements do not preclude GP participation 



 
 

in strategic discussions on primary care issues, subject to adherence 

with the CCG’s Conflicts of Interest requirements and the appropriate 

management of conflicts of interest. They will be required, for 

example, to withdraw from the meeting during the deliberations 

leading up to a decision and from the decision where there is an 

actual or potential conflict of interest. 

 

5.3 The Chair of the Committee shall be the CCG’s Lay Member and Vice 

Chair to avoid any conflicts of interest and to provide a direct link to 

the governing body. 

 
5.4 The Vice Chair of the Committee shall be the CCG’s Lay Member 

and Vice Chair of Quality and Patient Safety Committee 

 
5.5 The following will be invited to attend the committee to provide additional 

expertise and to support alignment in decision-making across the local 

health and social care system in South Tyneside but will not have a voting 

right reflecting their independence: 

 

 South Tyneside Health and Wellbeing Board 

 Healthwatch South Tyneside 

 NHS England 
 
5.6 Other representatives may be invited to attend as deemed necessary by 

the chair. 

 

 
6. Meetings and voting 

 

6.1 The committee will operate in accordance with the CCG’s standing orders. 

Officers from the within governance function in the CCG will act as 

secretary to the committee, and will be responsible for giving notice of 

meetings. This will be accompanied by an agenda and supporting papers 

and sent to each member representative no later than 7 days before the 

date of the meeting. When the chair of the committee deems it necessary 

in light of the urgent circumstances to call a meeting at short notice, the 

notice period shall be such as s/he shall specify. 

 

6.2 Each voting member of the committee shall have one vote. The committee 

shall reach decisions by a simple majority of members present, but with the 

chair having a second and deciding vote, if necessary. However, the aim of 

the committee will be to achieve consensus decision-making wherever 

possible. 

 
7. Quorum 

 



 
 

7.1 The quoracy of the committee shall be half of the voting membership (i.e. four 
members) which shall include: 

 

 at least two lay members, including the chair or vice chair of the 
Committee and 

 at least two executive members of the CCG  
 

 
8. Frequency of meetings 

 

8.1 Meetings of the committee will be held on a bi-monthly basis or as 

business dictates. Meetings will normally be convened to coincide with 

Governing Body meetings. 

 

8.2 In the event of a decision needing to be made between meetings, and at 

the discretion of the Chair, it will be possible for the Committee to meet 

“virtually” in order for a decision to be made. All voting members of the 

committee should be canvassed for their decision. The same voting and 

quoracy arrangements shall apply as if the decision were made in full 

Committee. The use of this provision should be used infrequently. 

 

8.3 Meetings of the committee shall: 
 

a) be held in public, subject to the application of 23(b); 
b) the committee may resolve to exclude the public from a meeting that is 

open to the public (whether during the whole or part of the proceedings) 

whenever publicity would be prejudicial to the public interest by reason of 

the confidential nature of the business to be transacted or for other special 

reasons stated in the resolution and arising from the nature of that business 

or of the proceedings or for any other reason permitted by the Public Bodies 

(Admission to Meetings) Act 1960 as amended or succeeded from time to 

time. 

 
8.4 Members of the committee have a collective responsibility for the operation 

of the committee. They will participate in discussion, review evidence and 

provide objective expert input to the best of their knowledge and ability, and 

endeavour to reach a collective view. 

 

8.5 The committee may delegate tasks to such individuals, sub-committees or 

individual members as it shall see fit, provided that any such delegations are 

consistent with the parties’ relevant governance arrangements, are recorded 

in a scheme of delegation, are governed by terms of reference as 

appropriate and reflect appropriate arrangements for the management of 

conflicts of interest. 

 
8.6 The committee may call additional experts to attend meetings on an ad 



 
 

hoc basis to inform discussions. 

 
8.7 Members of the committee shall respect confidentiality requirements as set 

out in the CCG’s standing orders. 

 
8.8 The committee will present its confirmed minutes to the Cumbria and 

North East area team of NHS England and the governing body of the 

CCG each month for information, including the minutes of any sub-

committees to which responsibilities are delegated under paragraph 27 

above. 

 
8.9 The CCG will also comply with any reporting requirements set out in 

its constitution. 

 
8.10 It is envisaged that these terms of reference will be reviewed from time to 

time, reflecting experience of the committee in fulfilling its functions. NHS 

England may also issue revised model terms of reference from time to time. 

 

 
9. Accountability of the committee 

 

9.1 The committee will be a sub-committee of the governing body and therefore 

be accountable to the governing body and subject to the CCG’s scheme of 

reservation and delegation. 

 
9.2 For the avoidance of doubt, in the event of any conflict between the terms 

of this scheme of delegation and terms of reference and the standing 

orders or standing financial instructions of any of the members, the latter 

will prevail. 

 
 
10. Procurement of agreed services 

 

10.1 The CCG will make procurement decisions as relevant to the exercise of 

its delegated authority and in accordance with the detailed arrangements 

regarding procurement will be set out in the delegation agreement. 

 
 
11. Decisions 

 

11.1 The committee will make decisions within the bounds of its remit. 

 

11.2 The decisions of the committee shall be binding on NHS England and NHS 

South Tyneside CCG. 

 

 



 
 

Date approved by committee:  
 

 
Date approved by Governing Body:   



 
 

 

 

 
 

Council of Practices 
 

15th September 2016 
15.00 -16.00 

 
Jarrow Community Centre, Cambrian Street, Jarrow, NE3 3QN 

 
In Attendance: 
Dr Matthew Walmsley Chair, STCCG      (MW) 
Lead GPs   As per attendance sheet (attached) 
Practice Managers   As per attendance sheet (attached) 
 

Council of Practices - 
attendance - 15.09.2016.pdf

 
 
Present: 
Kate Hudson   Chief Finance Officer, STCCG   KHu 
Jo Farey Commissioning Manager, STCCG  (JF) 
Colleen Van Der Sandt Governance Officer, NECS   (CVDS) 
 
Apologies: 
Dr David Hambleton Chief Officer, South Tyneside Clinical  

Commissioning Group (STCCG)    (DH) 
Christine Briggs   Deputy Chief Exec/Director of Operations,  

STCCG      (CB) 
 
2016/15 Welcome and introductions 

The members were welcomed to the Council of Practices meeting. 
   
2016/16 Apologies for absence  
  Apologies were noted as above 
 
2016/17 Minutes of the last meeting 16th June 2016 (Enc 1)  
  Action: The minutes of the meeting were accepted as accurate. 

  
 Matters arising  

It the last meeting the in June 2016 the CCG requested the practices to 
confirm who they would like to have represented in the discussions that 
were taking place as it was stated that the GP’s were required to give 
their perspective on the decisions that were being made. The 
committee members present at that meeting requested that the CCG 
inform the LMC to be involved on their behalf.  It was noted that David 
Hambleton was not present at the meeting to provide an update and 
the members would be informed of the update at the next meeting. 
 

Agenda item 2016/115 

Enclosure 12 
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The members of the committee were requested to see if the was an 
appetite for GP’s to work more closely and form a small group of 
selected members to feedback to the CCG.  The group would enhance 
formalised communication between the CCG and practices.  It was 
requested the practices hold their discussions and inform the CCG on 
formal suggestions on how to make the group work. 
 

2016/18 Annual report and Accounts  
The key messages from the Annual report and Account was 
highlighted to the committee members. 
 
It was noted there has been strong relationships developed in the 
borough and that the CCG have achieved a productive and effective 
year with maintaining focus on the key areas of patient and clinical 
services.  There has also been focus on the financial 5 year forward 
plan to deliver the statutory requirements of the CCG. 
 
There were key successes which were achieved: 

 Integrated community team roll outs across the areas 

 Health service award 

 Disabilities one stop shop 

 Procurement arrangements  

 The relocation of the Jarrow Walk in centre  

 Think First Pharmacy  

 More focus on Cancer, CPD and respiratory  

 Canterbury Health Board 

 Collaboration with South Tyneside and City Hospital Sunderland  
 

South Tyneside_AR 
Summary 15-16 -- DRAFT 5.pdf

 
 

2016/19 Primary Care Co-commissioning moving to level 3 (Enc 2 ) 
It was highlighted that last year the Council of Practices member’s 
decided not to move. The CCG informed the members that NHS 
England are seeking further applications from the CCG to progress to 
moving to level 3 co-commissioning.   
The CCG Executive has considered this matter at a meeting in August 
2016 and after careful consideration it was agreed to recommend to 
the Council of Practices that STCCG should submit an application to 
proceed to level 3 co-commissioning to take effect from 1at April 2017.  
 
The committee members were advised of the benefits and risk 
(reflected on page 4 of the document).  
It was noted that there would be more control and the risks relate to: 

 Finance – the budget relating to primary care medical services 
transferring to the CCG from NHS England would need to be 
care negotiated and agreed 
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 Capacity – The CCG would need to consider how they use the 
resources so that that they are well positioned when level 3 
commences.   

 Governance – The CCG would need to consider how they 
handle delegation of conflicts of interest.  

 
The committee members were advised that inevitably they would need 
to move to level 3 as they have been advised that if the CCG does not 
start to make the movement then they would be required to signal to 
NHS England they support they would require in order to reach this 
position.  The CCG added that they seemed appropriate to make this 
change unassisted. 
 
The committee members raised the question with the regards to 
Secondary Care and if the funding would be taken from Primary care.  
It was noted that this would need to be manged and be transparent in 
terms of Governance processes.  It was noted that there are 
Governance processes in place in the Constitution.  
It was added that the CCG would be responsible for monitory quality 
performance and individual GP performance would remain under NHS 
England. 
 
The Committee discussed the collaborative relationships with 
Sunderland and how this would develop for the future.  It was noted 
that there has been no plans to merge the two CCGs but noted that 
due to finance pressures that in the future that this was not impossible, 
it was added that Sunderland are already at level 3 co-commissioning. 
 
 
Action: The Council of Practices endorsed the application from 
the CCG to move to level 3 co-commissioning status from April 
2017. 

   
2016/20 Alliancing update (verbal) 

The committee members were advised that due to David Hambleton 
not being present there were no further development to report at this 
meeting. 
 

2016/21 Evaluation of Care Home Plus scheme (presentation) 
The committee members were updated on the evaluation of Care 
Home Plus.  It was noted that GP’s were invited to take part in the Care 
Home plus scheme.  There were 5 GPs who took part and were linked 
to 5 care homes.  
As part of the scheme: 

 There were weekly ward round visits in the care homes.   

 Ensuring EHCP in place 

 Work towards over 50% patients on to the linked GP scheme 

 Feeding back pros and cons following the end of the scheme  

 GP’s paid £200 per month (additional) per linked care home during 
the scheme. 
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The impact of the scheme resulted in a reduction in emergency 
inpatient admissions for care home with a 15% decrease in A&E 
attendance in Care Homes Plus. 
 
The positive messages which were achieved as part of the scheme 
related to improved relationships between GP’s patients, families and 
care home staff.  The care homes staff felt better supported and more 
patients were joining the linked GP scheme. 
 
The CCG requested to see if there were any practices that would wish 
to be included in the scheme which would be running from 1st October 
2016 to the end March 2017. 
 

Enc 3 - COP 
September 16 - Care Home Plus Review.pptx

 
 

  2016/22 Any other Business  
No other business was discussed at the meeting. 
 

  Date and time of next meeting 
15th December 2016 
15:00 – 16:00,  
Jarrow Community Centre, Cambrian Street, Jarrow, NE3 3QN 
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South Tyneside Executive Committee 
Minutes of meeting held on Wednesday 30th November 2016 

8.30am to 11.30 am at Monkton Hall, Meeting Room 1 
 

Present: David Hambleton, Chief Executive (DH) (Chairing meeting) 
Kate Hudson, Chief Finance Officer (KH) 
Jeanette Scott-Thomas, Director of Nursing, Quality &Safety (JST) 
Dr Mathew Beattie, Clinical Director (MB) 
Ros Whitehead, Practice Manager Lead (RW) 

STCCG 
STCCG 
STCCG 
STCCG 
STCCG 

 Christine Briggs, Director of Operations(CB) 
Dr Matthew Walmsley, GP Chair (MW) 
Dr Jon Tose, Clinical Director (JT) 
 

STCCG 
STCCG 
STCCG 
 

Apologies: Dr James Gordon, Clinical Director (JG) 
Ailsa Nokes, Head of Customer Programme (AN) 
Amanda Healy, Director of Public Health (AH) 

STCCG 
NECS 
STLA 

   
In Attendance Tom Hall, Consultant in Public Health (TH) 

Andy Todd, Commissioning Manager (ATodd) 
Darren Archer, Senior Commissioning Manager (DA) 
Jenna Easton, PA (Minutes) (JE) 
 

STLA 
NECS 
NECS 
STCCG 

 NOTES ACTIONS 
1. Apologies  
 Noted above  
   
2. Welcome 

DH welcomed colleagues to the meeting. 
 

 

3. Declarations of interest 
Declarations of interest were expressed by Dr MB re: item 12. PTS and by Dr JT, 
Dr MB, Dr MW and Ros Whitehead for item 15. BOS.  The chair agreed that 
colleagues will remain present during discussions and will remain in the room 
during decision making but would not contribute to the overall endorsement of 
decisions. 
 

 

4. 
 

Minutes of meeting held 27th October 2016 & action log 
The committee agreed the minutes of the previous meeting require a few 
amendments to accurately reflect discussions, mainly in regards to the Think 
Pharmacy First scheme. 
 
Matters arising from the minutes where highlighted as follows: 

i) Medicines optimisation procurement – an agreement was made to 

commission Embed as the procurement partner however this is no longer 

the case.  SBS provided the scores of individual providers however certain 

elements were not correct.  A number of CCG staff were involved with the 

different phases of the procurement process.  Due to this delay, the 

existing current provider of the medicines support service will have to be 
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asked to extend its contract duration.  The committee agreed for an 

updated position to be given once the procurement exercise has been 

completed. This whole process had been very unsatisfactory. 

ii) As previously agreed, data issues were flagged via the STFT contract 

meeting and a proposal to undertake an audit exercise was not well 

received, however the understanding behind the request was 

warranted.  A clinical lead could potentially pick up this work. 

iii) The committee agreed the minutes do not reflect an accurate summary of 

the decisions made in regards to the think pharmacy first scheme.  The 

discussion was not based on the cost implications but more on the 

practicalities of the scheme itself.  It was agreed for a small group of CCG 

staff to meet outside of the committee to reach a decision. 

iv) A small meeting is to be arranged with the purpose of reviewing planning 

trajectories and ensure children’s priorities are included within the planning 

round. 

 
 
 
 
 
 
 

MB/ MRC 
 
 
 

CB/ JT/ 
MT/ JF 

 
CB/AT/AH 

5. Chair’s information 
NHS England has raised a number of concerns in regards to the overall South 
Tyneside position including the financial position, the delay in the formation of an 
Local A&E Delivery Board and A&E performance against the 4-hour standard.  A 
new technique of using a metric to measure the percentage of the distance from 
the local trajectory is being applied and closely scrutinised. 
 
On a more positive note the relationship between the CCG and STFT continues 
to improve with all parties supportive of the alliancing approach and overall 
arrangements going forward. 
 
Sunderland and South Tyneside healthcare group, in conjunction with both CCGs 
has begun a series of engagement events including attending  a number of 
Community Area Forum meetings.  A meeting has also been organised with a 
number of CCG staff and Councillors with the purpose of addressing individual 
behaviours and improving collaborative working relationships. 
 
CQC inspections are underway in South Tyneside GP practices with the first 
outstanding report received for Ellison View Surgery.  The committee noted the 
outstanding achievement is a clear reflection of the in-house leadership and 
ongoing hard work within Ellison View and offered its congratulations to all at the 
practice. 
 

 
 
 
 

6. Quality and Performance report 
It was confirmed by NECS colleagues that this month’s activity provider reporting 
is at month 6 and 7. 
 
South Tyneside Foundation Trust 
A&E over performance against plan in month 7.  Discharge letter process update, 
examples are sitting with STFT to respond on the process of A&E discharge 
letters and some of the individual queries we had around coding practices. 
Elective: over performance against plan at month 7 mainly attributable to 
Gastroenterology and Gynaecology. 
Non-Electives: Over performance against plan at month 7 of £348k.  The run rate 
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from month 1 to month 3 has decreased significantly, the run rate from month 1 to 
month 3 has decreased significantly, in month 6 the overspend against plan was 
£2k, the main areas of over performance are Thoracic disorders and procedures 
(YTD £77k), Immunology, infectious diseases, poisoning, shock, (£146k), Cardiac 
Disorders (YTD £126k), Digestive Systems (YTD £79k), main areas of 
underperformance are Trauma & Orthopaedics (-£200k) and stroke (-£106k) 
 
City Hospitals Sunderland Foundation Trust 
Elective: Over performance against plan at month 6 £8k.  
Non Elective: over performance against plan at Month 6 of £80k.  There is £140k 
over performance within Non-elective non-emergency, mainly trauma and 
orthopaedics (£86) and urology (£29k). 
 
Gateshead Health NHS Foundation Trust 
Elective: underperformance against plan at month 6 mainly attributable to trauma 
and orthopaedics (£163k).  
Non Elective: over performance against plan at month 6 of £96k.  The main areas 
of over performance are Obstetrics (£52k) Gynaecological Oncology (£25k). 
 
Newcastle Hospitals NHS Foundation Trust 
Elective: over performance against plan at month 6 mainly attributable to Skin 
Surgery and Breast Procedures and Disorders.  
Non Elective: over performance against plan at month 6 of £130k.  The main 
areas of over performance are Multiple Trauma (£59k) and Cardiology. 
 
County Durham and Darlington NHS Foundation Trust 
Elective: underperformance against plan at month 6 mainly attributable to Trauma 
& Orthopaedics (-£12k) and Skin Surgery (-£26k).  
Non Elective: over performance against plan at month 6 of £31k.  The main areas 
of over performance are Plastic Surgery (£14k) and Orthopaedic Non-Trauma 
Procedure (£19k).  
Other Services: overspend mainly relates to High Cost Drugs above plan at 
month 6. 
 
NEAS 
Due to a block contract arrangement the CCG will therefore not experience any 
financial pressure from this contract in 2015/16. 
 
Quality update 
Highlights from within the Quality report including key achievements and potential 
risks were presented to the committee. 
 

 Mortality continues to be a challenging area with the same persisting 

problems being reported. 

 SI reporting continues to be a challenge for the Trust.  Two 72 hour reports 

and fifteen 60 day reports remain outstanding from April 2016 to date.  

One Never Event has been reported in November which relates to a dose 

of oral oxycodone being administered subcutaneously. 

 A single agenda item QSG took place whereby the trust presented current 

issues and mitigating actions.  The trust acknowledged errors within the 
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system and agreed an action plan going forward.  CQC agreed to extend 

the timeframe linked to completion of the clinical leadership problems 

regarding safeguarding.  An agreement was made that a safeguarding 

deep dive will take place in January which should hopefully display a more 

positive position. 

 Staff sickness levels continue to deteriorate as recent feedback reveals the 

trust is losing staff quite drastically. 

 Currently several care homes are in default position from CQC / LA due to 

concerns regarding quality and safeguarding issues.  The LA continues to 

take the lead.  A further 2 Care Homes are being considered within the 

safeguarding process in respect of safeguarding issues for service users.  

The CCG are actively pursuing the requirement for multi-agency meetings 

to consider the risks. 

 An MRSA has been triggered in South Tyneside with a child presenting, 

the quality team have just been notified and are awaiting further 

information. 

 The clinical audit dashboard continues to be reviewed via the A&E delivery 

board. 

 6 formal CHC complaints are currently ongoing within the CCG. 

 As previously agreed, in regards to primary care incident reporting, 

Chichester practice has now been removed and incorporated with 

Farnham Medical centre. 

 Friends and family test scores continue to rank as below national average. 

Performance update 
The Committee noted the content of the report, a brief discussion having ensued 
around cancer 62 day pathways, it being noted that breaches were subject to 
Route Cause Analysis by the CCG’s cancer lead to support learning and 
improvement.  The position with A&E was noted to be under the 95% threshold in 
terms of the 4 hour A& standard, a range of workstreams are underway and close 
monitoring continues via the A&E Delivery Board. 
 

7. Finance/ QIPP update 
As at month 7 reporting position, the CCG remains on track position to deliver the 
1% surplus as per NHSE business rules, however this is becoming extremely 
challenging. 
 
It is understood but has not yet been confirmed, that the 1% system risk reserve 
will not be released to CCGs and will be utilised to managed system risk either 
regionally or nationally. 
 
Particular performance of note this month related to the Section 117 risk share 
which is showing a projected underspend against budget.  Further, the CFO noted 
the excellent work undertaken by the Deputy Chief Executive/ Director of 
operations and hr Director of Nursing, Quality and Safety in respect of CHC Fast-
Track packages of care.  The additional scrutiny being applied by the CCG and 
transfer of responsibility for approval of packages to the CCG is yielding benefits 
with in-year growth having been halted when comparing spend year on year. 
 

 



5 
 

8. CCG QIPP programme 
As per previous discussions, in order for the CCG to become financially 
sustainable, it is essential that further efficiencies are identified and delivered 
where possible in 2016/17 and absolutely from 17/18. 
 
The planned QIPP programme for 2016/17 is under-achieving therefore executive 
committee members were asked to consider what additional actions could be 
undertaken to restore the position for 2016/17. 
The CFO presented the draft QIPP programme for 2016/17, noting linkages to the 
planning and delivery workstream led by Christine Briggs.  Further work is 
required on the programme but in the interim, leads have been identified and 
potential efficiencies are being calculated by colleagues in NECS. 
 
The committee was in agreement with the overall outlined proposal of QIPP 
savings and agreed to make this work a priority area for 17/18 taking this work to 
the next phase for progressing.  It was noted that the schemes needed to be up 
and running by April 1st 2017 at the latest and that two new forums were being 
established for the monitoring of delivery of the QIPP programme, with reporting 
to the Audit & Risk Committee on a quarterly basis. 
 

 
 
 
 
 
 
 
 
 

9. Improvement and Assessment framework 
The improvement and assessment framework is a new means of assuring CCG’s 
with results being published on the MyNHS website for all CCGs. 
 
The framework is made up of four domains ie Better Health, Better Care, 
Sustainability and Well Led.  The Better Care element includes a further six 
priority areas which are clinical and which relate to cancer, dementia, diabetes, 
learning disabilities, maternity and mental health. The CCG’s position against 
each of the domains was illustrated, showing where the CCG is doing well and 
where it could improve.   Where areas were flagged for improvement, the report 
provided information on the mitigating actions underway to recover the position. 
 
STCCG colleagues will meet with NHS England during the autumn to discuss 
further areas for improvement and any other matters relating to assurance. The 
committee acknowledged the content of the report and noted the overall ratings 
for improvement within each domain as well as the actions in place. 
 

 

10. Personal Health Budgets 
The Committee were appraised on progress with the rollout of Personal Health 
Budgets (PHBs) in South Tyneside, and follows on from a previous update in July 
2016.  
 
It was noted that the CCG is in a positive position as regards the numbers of 
PHBs in place for children and adults across the borough currently standing at 
293 to date, which signals a continuing upward trend. 
 
Next steps are for the CCG, along with South Tyneside Council, to continue to 
monitor progress on the local offer of Personal Health and to consider additional, 
optional eligible patient groups.  The committee noted the good progress made to 
date with personal health budgets. 
 

 
 
 
 

11. NEAS Renal Patient Transport Service contract re-procurement  
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Declarations of interest were expressed by Dr MB.  The chair agreed as there is a 
material conflict Dr MB will remain present during discussions but will not 
contribute to the decision making element. 
 
The committee were asked to note the content outlined within the report and 
make a decision in regards to future procurement of the patient transport service 
which was originally tendered in 2013 and awarded to Sunderland PCT for a 3 
year contract.  This was then transferred to Sunderland CCG as per the lead 
responsibility arrangements and was due to expire in 2016 but has been 
extended to June 2017 in order to enable sufficient time to undertake a 
procurement exercise. 
 
The report sets out information in terms of the content of the current service 
specification and service responsibility.  In terms of South Tyneside the current 
contract value is £86k, in terms of activity South Tyneside allocated 29,000 
patients.  The committee were asked to note the contract value would be 
increased by 10k which at this point, the CFO confirmed the additional 10k would 
have to be sourced. 
 
A requested was made for a comparison with Newcastle City Hospital’s patients 
on dialysis figures compared to Sunderland City Hospitals to further understand 
the statistics in more depth. 
 
The committee agreed to pursue option 3 ‘procure the service jointly as part of 
the wider group of CCGs and achieve economies of scale across those CCGs’ 
thus the above queries are to be explored prior to endorsement. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

ATodd 

12. Progress report on the End of Life Care strategy 
NECS colleagues were thanked by the committee for their outstanding 
contributions to the EOL care strategy, achievements and ongoing progress to 
date. 
 
A lot of progress has been made to date with EOLC and progress continues with 
work underway within STFT by applying a gatekeeper technique as well as work 
with additional nursing groups forming a collaborative working approach across 
South Tyneside. 
A mapping out exercise took place which highlighted the lack of support within 
services, issues with sharing information across the patch and the lack of 
incorporation of patient experience. 
 
A number of stakeholder meetings have taken place whereby the overall model 
was reviewed and re-drafted.  This information has not been presented to the 
committee as of yet but will be shared by March 2017. 
 
Eol palliative care does not feature regularly within the CCG plans, therefore the 
committee were asked if it would make more sense to merge the entire end of life 
work streams into one overall area.  The committee noted alignment is essential 
however separate work streams will be required at some stage. 
Work via the integrated community teams is to be incorporated therefore a 
discussion outside of today’s meeting is required. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

CB/RW 

13. Health pathways/ Canterbury programme  
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This item was agreed to be deferred until January’s executive committee meeting 
to fall in line with the usual reporting timeframes within the cycle of business. 
 

 
 

14. Primary Care Developments 
The GP forward view (GPFV), published in April 2016, sets out a plan backed by 
significant investment, to stabilise and transform general practice.  The purpose of 
today’s update is to summarise the opportunities afforded by the programme 
which includes national and local investments and initiatives. 
There is an expectation that CCGs use the programme to develop general 
practice and to strengthen and transform general practice to meet current and 
future healthcare challenges. 
 
The report provided a consolidated view of the key national initiatives underway, 
the funding on offer (where nationally this has been notified) and the position of 
the CCG in relation to funding either already awarded, or bid for. 
 
A number of key meetings are underway with GP colleagues to share information 
and ensure all involved parties are on the same page.  Regular updates are also 
shared at monthly practice manager meetings. 
 
Level 3 primary care co-commissioning 
As per previous discussions, the Council of Practices had determined to move to 
Level 3 primary care commissioning from 1st April 2017.  Key officers at the CCG 
are therefore now working on implementing a plan to ensure the CCG is ready for 
this change, and this includes the submission of an application in this respect to 
NHS England by 5th December 2016. 
 
The report shared set out the CCG’s action plan, showing the priority areas and 
timeframes, including some key governance activities, illustrating that the CCG 
remains on track.  The committee were informed business continues as usual via 
the Primary Care Quality Review and Business Meetings. 
 
Better outcomes scheme 17/18 
Declarations of interest were expressed by Dr JT, Dr MB, Dr MW and Ros 
Whitehead.  It was noted that the general tenor of the discussion today would be 
around the potential nature and principles of the scheme, which would then need 
to be further discussed with practices, before the detail of the scheme comes back 
to the Executive Committee for a final decision. With this in mind, the chair agreed 
that it would be appropriate for general practice colleagues to remain present in 
the room during this discussion. 
 
A high level presentation was given to the committee whereby a number of 
options regarding the future state of the BOS scheme were presented and 
discussion ensued. 
 
A different approach for the BOS scheme in 17/18 was considered appropriate, in 
terms of a reduced amount of bureaucracy around the administration of the 
scheme and how achievement is measured. Option 2 in the slide deck was noted 
in this context. 
 
Learnings from the NZ Canterbury model were noted to have revealed different 
ways of working being essential to incentivise changes in primary care.  Using the 
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slide deck, the committee noted that option 2 would offer this way of working 
which will be further discussed at the Council of Practices on 15th December 
2016. 
 

15. Information Governance 
Information asset register and management procedure 
The procedure was noted to detail what an information asset entails, the roles and 
responsibilities of CCG staff with regard to information assets and stressed the 
importance of the CCGs Information Asset Register (IAR) along with some 
guidance on how the IAR should be completed.   
 
The format of the IAR has been amended this year in order to make it more robust 
and meet changing IG toolkit requirements.   Information is currently being 
transferred from what was recorded on last year’s IAR into the new format and will 
be circulated to the IAOs / IAAs within the CCG to review / update the information 
assets recorded relating to their department along with the procedure to aid 
completion.  NECS colleagues will support CCG staff with the completion of the 
IAR as requested.  The IAR once completed will then need to be approved by the 
director of operations as the SIRO and by the Committee. 
 
The Information asset register and management procedure was endorsed by the 
committee. 
 
Information governance awareness materials 
A number of IG materials consisting of the IG Handbook, IG code and IG code 
posters were shared for information and usage within the CCG.  The IG 
Handbook contains the main points that staff need to be aware of in relation to IG 
and also includes details of staff with IG responsibilities.  It is anticipated that the 
IG Handbook will be distributed to all new members of staff as part of the local 
induction process.  Staff will be asked to read the handbook and associated IG 
policies/ procedures then return the evidence page to support that they have read 
and understood the policies and procedures.  Both the IG Code and posters will 
be displayed within the CCG to raise IG awareness. 
 

 
 
 

16. Pulmonary Rehab review 
This item was agreed to be deferred until December’s executive committee 
meeting. 
 

 
 
 

17. New models of care non recurrent funding for 16/17 
A report was shared with the committee for information purposes only. 
 
The NHS Five Year Forward View describes several ‘new models of care’, which 
are currently being implemented via Vanguard sites.  NHS England’s ambition is 
to increase the spread of 2 of these new models of care; MCPs and PACS, and 
funding is therefore being made available to sites to develop these models.  The 
South Tyneside Partnership has self assessed itself against new models of care 
criteria, and has found itself in a positive position as regards state of readiness, 
the South Tyneside model fitting best within the category of a Multi Specialty 
Community Provider.  Given this positive position, it is possible that the 
Partnership could receive some non recurrent funding in 2016/17 in order to 
progress this work further and at a greater pace. The Committee noted this 
position. 
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18. Public Health update 

A substance misuse tender is currently underway.  The committee agreed a 
further in depth update be given once more a more established position is 
acknowledged. This will be added to the cycle of business as appropriate. 
 

 

19. AOB 
None declared. 
 

 

20. For Information 
August contract operational group minutes, Chief Executive’s operational scheme 
of delegation and the quarter 2 research and development report were shared for 
information and assurance purposes. 
 

 

21. Date and Time of next meeting: 
22nd December 2016, 8.30 – 12.00noon at Monkton Hall, meeting room 1 
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Quality and Patient Safety Committee 
Formal 

 
Wednesday 5th October 2016 

13:30 – 16:30 
 

Meeting Room 1, Monkton Hall 
 
Present: 
 
Stephen Clark  (Chair), Lay Member (STCCG)   SC 
Jeff Gosling   Lay Member, (STCCG)    JG 
Jeanette Scott Thomas Director of Nursing, Quality and 
    Safety, (STCCG)     JST 
Dr Tarquin Cross  Secondary CARE Consultant, (STCCG)  TC 
Dr Matthew Walmsley CCG Chair, (STCCG)    MW 
Dr David Hambleton Chief Officer (STCCG)    DH 
Dr Vis-Nathan  GP Governing Body Member, (STCCG)  VN 
 
In Attendance: 
     
Helen Ruffell   Operations and Engagement  
    Manager, (STCCG)     HR 
Michelle Grant  Clinical Quality Manager (NECS)   MG 
Carol Drummond  Head of Safeguarding (STCCG)   CD 
Sharon Thompson  Designated Nurse  
    Safeguarding Adults, (STCCG)   ST 
Jon Tose   GP Clinical Director     JT 
Sinead Walker  Governance Officer/minutes, (NECS)  SW 
 
 
2016/137  Welcome and Introductions 

The members were welcomed to the meeting and introductions were   
made. 

 
2016/138 Apologies for Absence 

No apologies for absence were received. 
 
2016/139 Declarations of interest 
  No Declarations of interest were raised at the meeting. 
 
 
 
 
 
 
 

Agenda item 2016/117 

Enclosure 14 
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2016/140 Patient Stories (Verbal) 
  
1.0    Patient Story Investigation 

Mr C is a carer for his mother; Mrs C went into South Tyneside District 
Hospital.  Mr C expressed concerns regarding 2 separate issues.  Mr C 
did not want to pursue these issues formally via NHS complaints 
system but wanted reassurances that his concerns would be 
highlighted with the services involved so that lessons could be learned 
and services could be improved as a result for care of the Trust’s 
patients. 

 
The committee noted that Mrs C only took a few days of 
medication and apparently suffered no harm as a result.  They 
agreed that there was very poor communication where a lot of 
errors were made.  The issue of providing safe care to cognitively 
impaired patients was raised.  It was highlighted that if the 
patient’s condition could cause temporary cognitive impairment, 
they may not be able to follow instructions.   It was agreed that 
this question was answered based on the potential medical 
implication rather than the potential impact on the patient from a 
holistic perspective. 

 
Action: HR to contact Mr C to see if he is happy with the report 
from STFT and all the actions planned and carried out. 

 
2.0     Patient Story Investigation 

The committee were given feedback on an on-going patient discharge 
story. This story has gone to some members of the Systems Resilience 
Group who are delivering an action plan for the Systems Resilience 
Group. The on-going story refers to a gentleman’s mother who had 
eventually gone into a care home.  The gentleman was called whilst he 
was on holiday, to say that his mother had had a fall, broken her arm 
and possibly had a heart attack, so the gentleman came home from his 
holiday and went straight to the hospital. 

 
   Issues 
 

 Reception not staffed and telephone line was very poor. 

 The gentleman was unable to gain access and told that he couldn’t 
see his mother. 

 Communication errors and poor management. A careful 
communication log was kept by the gentleman as he had to repeat 
things to different members of staff. 

 Confusion around physical and social work assessments between 
the specialists and ward staff. 

 Confusion about who the staffs were, and what the uniforms meant.  
Not sure who was in charge and who was making the decisions. 

 Confusion around the assessment processes - no forms were 
received from the Local Authority, assumed his mother would be 
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self-funding but wasn’t sure.  Mr C had been thinking about respite 
bed but was not sure on costs or what type of care was required. 

 EMI nursing care wasn’t explained and when Mr C did ask the only 
explanation given was that it was nursing but not nursing. 

 LA had to confirm the funding even though the gentleman’s mother 
owns a property and has to pay her own bills. 

 Mr C was aware of a notice to quit letter which when received, the 
letter was a poor photocopied letter and a note from social worker 
to say that he had got 2 weeks to find his mother a place. 

 Care home enquiry regarding Haven Court - no-one knew how to 
get on the list. 

 Mother’s assessment for EMI care had to go to panel for decision 
but no-one on the ward knew what that entailed, who sat on the 
panel, what happened and what the appeal process was. 

 Mr C tried 6 different ways to get information for Haven Court, and 
none of them generated a contact for Haven Court.  By chance a 
person from Haven Court was on the same ward as Mrs C who 
provided Mr C with the information and told him that his mother 
could move in the following day. 

 A meeting followed with a visit from a doctor who told Mr C that he 
would need to prepare an emergency health plan for his mother.  
The Emergency Health Plan was completed with details of his 
mother’s medications that were incorrect – there were some 
medications that were not included and some medications that Mr C 
was aware of at all. Mr C asked about the heart attack that he had 
been informed his mother had suffered while in hospital, and 
queried why there was no medication for this. The doctor advised 
Mr C that his mother had not had a heart attack and was surprised 
that he had not been informed as such. This was a huge issue for 
the son as he had a lot of guilt thinking that his mother had had a 
heart attack because he had moved her into care.   

 There seemed to be confusion around the use of the Emergency 
Health Care Plan - when it should be there and when it shouldn’t be 
there. 

 There were communication errors on moving Mrs C into Haven 
Court.  

 Two large handbags (which had been fastened together) which Mrs 
C has had for 5 years had gone missing in transit. 

 No one on the ward had been in touch with Mr C regards his 
mother’s proposed move to Haven Court on 1st September. 

 Mr C was not made aware of the costs for Haven Court, even 
though his mother had been in care for 26 days, Mr C was not 
made aware of what type of care his mother was receiving. Mrs C’s   
GP had contacted Haven Court and Mr C felt he had positive 
discussion with the GP about his mother’s care, however Mr C felt 
that the drug assessments in hospital had gone for nothing as the 
GP simply cancelled most of the medication, Mr C agreed with the 
medication review and update but would have liked to have had the 
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opportunity to be involved in medication review and some 
discussion with GP.  

 The discharge arrangements might have been less challenging if 
the discharge planning had been considered earlier on in the 
admission. 

 Mrs C was in hospital for 6 weeks, the ward said she was ready to 
leave after 2 weeks.   During her stay Mrs Cs bodyweight fell by 
18%, her mental state had deteriorated and 6 days before she had 
the accident was assessed as only needing residential care.  Mr C 
feels his mother’s mental state had not recovered. 

 
2.2   Recommendations 

The carer considers the following useful to see in hospitals: 
 

 Brochure or leaflet and a flow chart of what happens while a patient 
is in the hospital, what might happen to you, how long patient may 
be in and what happens when you are discharged. 

 Identification of team members and roles and having business 
cards so you know who to contact. 

 
The committee agreed that the lady should have been moved to a 
placement where she would have been properly assessed e.g. 
intermediate care.  There were social care and social worker 
issues, with apparent lack of understanding of the process and 
who should be doing what and who should be giving information 
to relatives.   

  
The committee agreed that there were a number of issues 
identified.   The committee made a recommendation for this story 
to be investigated as if it were a formal complaint. 

 
Action: HR to check with carer which ward it was, then to forward 
to Kerry Bentham and SC to say that the committee have reviewed 
this story today, and that the committee recommend that this 
story to be investigated as if it were a formal complaint. 

 
Action:  HR to check with carer whether he has power of attorney 
to make decisions on behalf of his mother. 

 
Action: Sinead Walker to circulate Patient Story Investigation and 
Patient Story Discharge to the committee. 

 
 

 

Patient Story 
Number 15 (DC) - Report September 2016.docx

             

Patient Story 16 
2016 Discharge (HB).docx
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HR accepted an invitation by Denise Horsley to attend the FT Patient 
Participation Panel last week.  The panel are trying to get more 
patients involved, highlighting patient stories.  HR and JG will attend 
the panel. 

 
2016/141 Items for any other business 
  None noted at the meeting. 
 
 
2016/142 Minutes of the last meeting (Enc 1, Enc 2, Enc 3) 
  Enclosure 1 – Formal – Minutes of meeting 03.08.2016 
   

One minor amendment was highlighted to paragraph 2016/113.   
 

Action:  Sinead Walker to make amendment. 
 
  Enclosure 2 – Informal – Minutes of meeting 07.09.2016 
 

Amendment:  Apologies were noted for Jeff Gosling when he was 
actually present at the meeting. 

 
Action:  Sinead Walker to make amendment to minutes. 

 
The committee approved the minutes and the cover sheet for the 
Quality, Patient Safety Meeting (Informal) for November 2016. 

 
  Enclosure 3 - Key assurances from the QPSC Committee - Approval  
                      of the cover sheet for Governing Body. 
 

An issue has been identified around COPD care from patient’s stories.  
Mathew Beattie is going to look at other issues that were raised 
specifically from the pathways development and also the collaborative 
work.  End of Life care was highlighted as a particular concern along 
with gaps in assurance with South Tyneside Foundation Trust, in terms 
of the restructure and the gaps in assurance around how this has 
impacted.  The issue was brought to the committee’s attention of a 
recent CQC re inspection of South Tyneside Foundation Trust that was 
focused specifically around safeguarding children, and the issues that 
have been raised from the original CQC visit, and the joint targeted 
area inspection and the actions that were identified as being required. 
Concerns were raised regarding lack of pace and lack of progress. This 
has now been escalated to NHS England.   

 
 

Action:   JST to present report verbally to South Tyneside 
Foundation Trust.  Continuing healthcare issue and time limits are 
to be addressed. 

 
The committee were informed that all restitution cases had been closed 
on Thursday 29th September 2016. There is a financial imperative to 
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meet these deadlines and a risk of financial penalties of not meeting 
the deadline of 30th September 2016.  

 
 

Action: JST has asked for a reflective exercise to be set up with 
all the partners involved in the process to learn from previous 
work done, as additional resources had to be put in place to 
ensure delivery.   

 
Still waiting to find out what the performance for September was on the 
core CHC. 

 
2016/143 Matters arising 
 

Outstanding items – Action log (Enc 4) 
 

2016/46 
Quality in 
Care Homes 
/ Domiciliary 
Care (Enc 9) 

Update - feedback on the previous action 
plan outlining the high level financial 
implications 
Update - these will be provided at the next 
meeting 
Update: Provided in (Enc 8) 

CS 

2016/51 
Continuing 
Healthcare 
Update 
(CHC) (Enc 
13) 

JW to provide MG the wording regarding 
which training needs to be completed and 
provide the relevant link for the staff 
training.  
Update - Once received this will be added 
into the local quality requirements.  The 
CCG receives the dashboard within the 
information requirements and once the link 
is received this will be added into the 
requirements.   
Update: Provided in (Enc 11) 

JW 

Patient 
safety 
Clinical 
effectiveness  
2016/100 
Cancer 
pathways (62 
day 
performance) 
(Presentation 

Bill Hall and Jeanette Scott Thomas to 
meet with the Trust to discuss the breaches 
and the reporting format. 
Ceri Bentham is going to forward a 
report for 15/16 that identifies all of the  
breaches. 
 
Document to be reviewed – any issues 
to be presented to the committee. 

BH/JST 

Quality v CIP 
Assurance 

Update: The Trust has committed to 

present the assurance details and any 

associated impact (positive and/or 

negative) at the October QRC. 
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2016/46 
Quality in 
Care Homes/ 
Domiciliary 
Care 

Update: Still work in progress, being 

prepared for when discussions take 

place about how it is going to work 

going forward. 

The committee agreed instead of this being 

carried forward on the Action log that CD to 

include this in her Safeguarding Report and 

provide progress updates.  (Likely to be 

over a year before there will be any 

changes). 

CD 

 
David Hambleton joined the meeting. 

 
Patient Safety Clinical Effectiveness 

 
2016/144 CQUIN 16/17 

Due to delay in publication of the 2016/17 CQUIN scheme and the 
requirement for the signing of Trust contracts, the CQUIN schedule for 
2016/17 was not formally agreed in Quarter 1.  Evidence of 
achievement has been monitored against the draft indicators and in 
some instances additional information has been requested. An 
agreement was reached that financial payments would not be attached 
to achievement in Q1.  

 
Action: The Committee would like to be assured that the CQUIN 
scheme is being operated as it should be.  JST is to provide an 
update at the next meeting so that activity can be reviewed. 

2016/145 Quality overview report (From the QPF) – Enc 5 
Disappointment was raised about the amount of red on all of the 
graphs which is slightly concerning.   
NHS England Quality Dashboard: At the Clinical Quality Review 
Group the issue was discussed about City Hospitals Sunderland not 
reporting any Serious Incidents (SIs) in July.   CHSFT currently have a 
backlog of SIs and the Trust has discussed this at their CQRG, and will 
be producing an action plan. In August CHSFT only reported three Sis. 
Mortality: It was highlighted that it was the first time in 12 months that 
CHSFT have triggered as an outlier for HSMR.  This has been  raised 
at the CQRG.  The Trust received a Dr Foster Alert for Intestinal 
obstruction without hernia. The Trust stated at the CQRG that they are 
preparing their response which will be shared with a future committee. 
The QPSC noted that the Trust had not received an alert for 
Cerebrovascular Disease which has had 25% more deaths than to be 
expected and this was thought to be a coding issue.  

 
Action: The Committee agreed that they would need feedback on 
the issues raised and clarification if the excess of cerebrovascular 
disease deaths could be attributed to coding issues. 
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Primary Care Incident Reporting:  There is a huge variation in GP 
practices in their reporting figures from 0 to 127.  There are concerns 
about groups engaging in process. 

 
Action: MG to add another chart to the report; which will show 
reporting per 1000 head of population as this allows for GP 
practice data to be normalised.    

 
Action: MG to ask Gayle Guthrie initially how the St Georges and 
Riverside Practice are reporting incidents. 

   
2016/146 Quarterly Quality Report (NEAS) – Enc 6 
 

Emergency Care Performance: Following the QRG meeting on 30th 
September, it was noted that validated data for August shows Red 1 at 
65.5% and Red 2 at 90 - 91.5%, both still below national targets of 75% 
and 95%. 
System pressures and actions taken:  The Trust has stated that 
reported handover delays are significantly higher than experienced last 
year.  NEAS FT stated to the Contract/CQRG meeting on 11 July that a 
five minute reduction in handover times would result in a 4.2% 
improvement in Red 8 minute response performance.  Work continues 
to implement all actions within the recovery plan for Emergency Care 
Services and the Operations Centre.  Some additional actions that are 
in place were highlighted: 

  The continued use of technician level staff to fill the vacancy line. 

 Continued paramedic recruitment, 76 student paramedics are on 
their second year of a two year course at Teesside University and 
are expected to graduate in 2017 then enter their period of 
preceptorship.  There are 20 student paramedics beginning year 
one of a three year course with Sunderland University in September 
and a further 20 in January.  There have been a number of 
improvements in reported downtime from the period April – August 
2016/17 with over 4,000 less hours of downtime which equates to 
an 8% reduction compared to the same five month period in the 
previous year.  Single man downtime has reduced by over 3,000 
hours and there have been efficiency savings of almost 500 hours 
for vehicle cleaning. 

 
Workforce (recruitment): It was reported at the CQRG that paramedic 
vacancies are currently at 80.81 whole-time equivalents; this excludes 
advanced technicians working as Lead Clinicians.  With regards to 
paramedic vacancies it is anticipated that by the end of the final year 
there will only be five vacancies remaining.  The long-term absence 
rate has risen by 0.9% and is now at 6.64%.  The top five reasons for 
absence are the same as previously reported, but anxiety, stress and 
depression has now taken over from ‘other’ musculoskeletal problems 
by absences, occurrences and days lost and this accounts for 18.9% of 
all of the absences.  Of these 70% are not work related. 
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Friends and Family Test:  The results for July indicate the % of PTS 
patients who would recommend NEASFT is below the national 
average.  Whilst response rates are above the national average they 
are based on a low number of responses and may not give a true 
indicative % recommend score.  The staff friends and family test results 
for Quarter 1 indicate the Trust below the national average % 
recommend score for the Trust both as a place both to work and 
receive care. 

 
2016/147 Quarterly Quality Action plan update – Enc 7 

There have been a number of updates and three recommendations for  
closure, where there are processes in place to facilitate these. 

 
The committee agreed that they are happy with the progress of 
the plan and the suggested closures. 

 
The committee discussed the Southern Health review of deaths.  It 
was identified and agreed that this was an on-going risk.   

 
 

Action: Where the action may remain red depending on the review 
by NHSE as commissioners JST to think about adding a caveat to 
go into the comment column.   
 

2016/148 Quality in Care Homes / Domiciliary care– Enc 8 
The joint quality assurance inspections carried out in partnership 
between South Tyneside Council Commissioning Team and the CCG, 
using a clinical resource from the NECS Clinical Quality team, have 
been completed.  Draft findings show that out of 22 care homes 
inspected, 19 have maintained their current bandings whilst three have 
moved up a banding.   It has not been necessary to maintain banding 
finances for a one year period because they have all held the same 
banding or moved up a band.   
The Windsor: Continues to be monitored very closely.  They have had 
a default notice served on them.  There are 56 days for the Windsor 
Care home to be turned around and deliver their actions.  The changes 
are being led by a new management team: a new manager and a new 
deputy manager.  The Windsor is regularly being visited and monitored 
by the Local Authority monitoring team.  There are still a number of 
areas where improvements are required.   
The Meadows: Has been sold on by Four Seasons and has been 
taken over by Roseberry Care. 
Deneside Court:  A new manager has been appointed, Claire Healey, 
with support from Sam Cottam (senior management).  Claire Healey 
has given reassurance for issues around care plan/assessments; 
safeguarding referrals, staffing levels, training competencies, and 
incident response are going to change.  Different working practices are 
being introduced.  There is a restriction on the type of residents that 
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Deneside Court can provide care for as concerns remain around high 
level clinical skills.   
Domiciliary Care providers: There are seven care agencies currently 
delivering domiciliary care in South Tyneside.   With the minimum wage 
increase, two companies have decided they are not viable to continue.  
Also with the CQC visits and recommendations to make improvements 
this has not been viable.  There will now be only five care agencies 
operating.  The committee agreed that this was a potential risk to the 
system. 

 
Action: JST to consider adding a risk onto the CCG risk register. 

 
2016/149 Quality and Safety Risk Management Report – Enc 9 

The is a regular report which identifies and reviews what is currently on 
the risk register and whether or not actions are being taken to ensure 
that the risks are appropriately managed.  For quality and safeguarding 
the risks are identified and addressed where necessary.  It was noted 
that there are no risks associated with equality and diversity.   

 
2016/150 Safeguarding Highlight Report – Enc 10a 

The committee noted that one of the risks for safeguarding has been 
removed following the successful appointment of Sharon Thompson to 
the role of Designated Nurse Safeguarding Adults.  
The multi-agency plan for an Integrated Front Door at the Children’s 
Services, implementation date has been put back to 16th November 
because there is not an identified health person to be part of the multi-
agency team.  
Dr Funmi Nixon who is the GP Lead for Safeguarding Adults has now 
developed the GP practice toolkit / guidance which has been shared 
with GP Practices.  This supports the policy around safeguarding 
Adults. 
Serious Case Review: The Independent Chair of the Safeguarding 
Board is to provide feedback following the death of a youth.  Under the 
Children Act because the youth was a looked after child at the time of 
the death, a case review will automatically be undertaken.   
Quality Performance and Adult performance indicators:  The 
committee agreed to have this going forward as exception reporting.   
Deprivation of Liberty Safeguards (DoLS): This is being submitted 
on a regular basis.  It is increasing year on year. 
Safeguarding Adult Reviews (SAR):  A number of safeguarding adult 
reviews have been completed and the SAB is about to undertake a 4th 
SAR which relates to a self-neglect case.  The Terms of Reference 
have been agreed and an independent author commissioned. 
DHR 2: The overview report has been sent to the HO QA panel. This 
report will be considered at the January 2017 panel.  Therefore 
feedback is expected from the HO, February 2017. 
Counter Terrorism Strategic Governing Board: HOS is now 
attending the Board which takes place twice a year. Fire arms police 
will be increased to 52 in the region. The continued concern for the 
region is from the far right rather than from an IS threat. 
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Action: CD to include counter terrorism updates in report. 

 
2016/150 Safeguarding Annual Report – Enc 10b 

This report has been developed for 2015/16. 
 

The committee agreed that this was an excellent report. 
 
2016/151 Continuing Healthcare Update - Enc 11 
 

The committee welcomed Sandra Larkin, Commissioning Manager 
for Durham and Darlington to the meeting. 

 
The report presented to the committee is an update of issues.  The 
report answers some concerns and issues around delayed discharges, 
non- compliance to the national framework, case management within 
South Tyneside and appeals from families.  
There is a risk of complex case management packages in the 
community and because there are no robust case management 
processes in place, on behalf of the CCG there is potential that these 
packages could break down and lead to patient dissatisfaction.  This is 
a result of the integrated working that is in place within the FT and 
social services.  Social services will manage cases previously known to 
them and fall within the South Tyneside Local Authority (STLA) 
postcode.  For clients who fall outside of the STLA postcode, or who 
are self-funders, the case management function does not fall to the 
STLA but to NECS on behalf of the CCG.  There is potential for people 
to fall through this gap which is a concern and an issue.  The other 
main area for concern is dispute and appeals.   
Checklists:  This has been addressed around timeframes and is 
currently being monitored.  NECS has identified and completed work 
around checklist completion in order to try and prevent the amount of 
days lost in the 28 day process.  There are now two checklists, one is 
an electronic one for any FT that can fill in the checklist electronically, 
and the other checklist profile document has been changed from 
portrait to landscape.  This was rolled out to Durham FT nurses who 
gave feedback that they didn’t realise half of the boxes were missing 
on the old landscape version.  This is to be rolled out across the region.  
It is anticipated that social services will complete these checklists. 
Compliance with the 28 Day Target:  Expecting performance in 
August and September to show a considerably deteriorating position 
due to the resources applied to the restitution process.  

 
Sandra Larkin left the meeting. 

 
2016/152 Quality in Primary Care – Verbal update given 

The Local Primary Care Quality Dashboard has been completed and 
has been circulated to GP practices and will continue to be circulated 
on a quarterly basis.  The commissioning managers are carrying out 
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practice visits on a 6 – 12 weekly basis and using the dashboard as a 
focus for conversation with practice manager and the clinicians. 
Quality on access: All GP Practices are being asked to look at 
capacity and demand in more detail and develop their own practice 
patient survey as part of the better outcome scheme.  This will run from 
September to April 2017.  GP Practices have been asked to develop 
improvement plans where appropriate. 
Quality assurance: CCG, NECS and NHS England are implementing 
the quality assurance framework which has been designed by NHS 
England.  This is looking at how individual practices are identified that 
may be struggling or underperforming and those practices that are 
highlighted are discussed in the newly formed Primary Care Quality 
Review and Business Group which reports to Quality, Patient Safety 
Committee meetings.   
CQC: There have been three practices in total that have got a ‘requires 
improvement’ rating.  One practice has been re-assessed and is now 
rated ‘good’, which leaves two practices currently implementing their 
improvement plans. 

 
2016/153 Quality Surveillance Group feedback 

CNE NHSE:  The Quality Surveillance Group has carried out a review 
of members, the effectiveness of the way the group is run, the terms of 
reference etc.  Interesting feedback was given and they are in the 
process of looking at what changes are required.   
At the QSG, two issues were raised for awareness, one was STFT 
which has been escalated and consideration was to be given to a 
single item QSG and the other was quality concerns at Deneside Court 
(Careline Ltd). 
Local QSG:  There is a new Chair from Health Watch.  It was identified 
that one of the main focuses was the alliance work between South 
Tyneside FT and City Hospital Sunderland FT and how this would 
impact on services and patient experience.   

 
The committee noted that no feedback was given at this meeting. 

 
Tarquin Cross left the meeting. 

 
2016/154  Evaluation of Integrated Community Teams – Enc 12 

The first integrated team started in Hebburn in November 2014, and 
the other four delivery teams, making a total of six, started in May 
2016.   Patient experience has been sought from two service users 
receiving care from the newly established teams, and a Family and 
Friends Test has also been administered with Hebburn locality.  The 
results from these have been very positive.  The initial feedback from 
GPs in relation to the teams is less positive, 36 staff and 24 GPs; 
feedback is that there are issues around contacting the team and 
around the team’s commitment to multi-disciplinary meetings.   
Next Steps:  Integration of all community health and social teams both 
planned care and unplanned health and social care elements.   
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Community Mental Health teams:  This was discussed.  Not sure 
where this is in the overall project implementation plan. 

 
Jon Tose left the meeting. 

 
Governance 

 
2016/155 Cycle of Business – Enc 13 
 

The committee noted things are being regularly added as they 
emerge and change. 

 
The committee welcomed Sharon Thompson to the meeting in her 
new role and post. 

 
2016/156 Updated MCA policy & DOLS policy – Enc 14a 

This report is a review to the Mental Capacity Act and the Deprivation 
of Liberty Safeguards.  This is new as it separates out domestic 
deprivation of liberty safeguards. 

 
2016/156 DOLS in a domestic setting – Enc 14b 

The MCA and DOLS was brought to government and agreed six 
months ago. It is updated emphasising the CCG’s responsibility with 
regards to commissioning Mental Capacity and DOLS compliant care.  
The judicial community DOLS policy is updated to make sure that the 
government structures on both policies are equivalent and similar.  
There is some on-going joint work, which is part of the Joint 
Commissioning Health and Wellbeing, regarding continuing health care 
patients in the community who are considered to need judicial DOLS, 
and younger people that may require additional judicial DOLS.  There 
is no difference in respect to the risks to the CCG from the previous 
policy. 

 
The MCA policy and DOLS policy sets out what would make the 
services compliant.  A new assurance template has been introduced 
into the contract for the providers regarding mental capacity and 
deprivation of liberty that will come from contracts through contracts but 
also the named and designated safeguarding meeting.  There is an 
enhanced dashboard to help in-bed and monitor the compliance of 
MCA and DOLS. 

 
The committee noted that STFT are hoping for Quarter 1 and 
Quarter 2 information to come through to the next meeting and 
that all providers are aware of their requirements. 

 
2016/157 Serious Incident Management policy – Enc 15 

Tracked changes have been introduced in the revised policy, to allow 
the committee to review the amendments easily. 
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The committee agreed that they were happy with the changes 
made and approved the document. 

 
Minutes of Sub-groups / items for information 

 
2016/158 HCAI Improvement group – (Enc 16) 
 
2016/159 Quality Review Groups: STFT (08.06.2016) – (Enc 17a) 
      CHS (14.07.2016) – (Enc 17b) 
      NTW (26.05.2016) – (Enc 17c) 
 
2016/160 Cancer Locality committee – Enc 18 
 
2016/161 Audit and Risk Committee 
      (17.05.2016) – (Enc 19a) 
      (07.06.2016) – (Enc 19b) 
 

The committ ee agreed to take the papers as read. 
 
2016/162 Any other Business 
  No other business was noted at the meeting. 
 
Date and time of next meeting 
 
Informal      Formal 
Date:   2nd November 2016   Date:   7th December 2016 
 
Venue:  Meeting Room 1   Venue:  Meeting Room 1 
    Monkton Hall      Monkton Hall 
Time:   1.30pm – 4.30pm   Time:   1.30pm – 4.30pm 
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Audit and Risk Committee 

 
13th September 2016 

09:00 – 11:00 
 

Meeting Room 1, Monkton Hall 
 
 
Present: 
Paul Morgan Lay Member and Chair, STCCG   PM 
Kate Hudson    Chief Finance Officer, STCCG   KHu 
Stephen Clark    Lay Member and Deputy Chair, STCCG  SC 
 
In Attendance: 
Colleen Van der Sandt Governance Officer /minutes, NECS  CVS 
Cameron Waddell    Partner and Engagement Lead, Mazars  CW 
Cathie Eddowes Manager, Mazars     CE 
Aaron Tucker  Head of commissioning, STCCG   AT 
Stuart Fallowfield Director of Audit, Audit One    SF 
Alyson Williams Audit Manager     AW 
 
Apologies: 
Christine Briggs   Deputy Chief Exec/Director of Operations,  

STCCG      CB 
Matthew Walmsley   CCG Chair, STCCG     MW 
Amy Keelty Audit Manager, Audit One    AK 
Jeff Gosling    Lay Member, STCCG    JG 
Helen Ruffell Operations and Engagement Manager STCCG HR 
Amanda Bellis    Head of Audit, SIAS     AB 
Dr Vis-Nathan   GP Governing Body Member, STCCG  VN 
 
2016/41 Welcome and Introductions 

All members were welcomed to the meeting. Stuart Fallowfield was representing 
Ian Wallace and Aaron Tucker attend the meeting on behalf of Christine Briggs 
 

2016/42 Apologies for Absence 
As noted above. 
 

2016/43 Declarations of Interest 
2016/57 – External auditor appointment – Cameron Wardell and Cathie Eddowes 
expressed a declaration and the committee agreed they would leave the meeting.  
 

2016/44 Minutes of the Last Meetings: 
17th May 2016 (Enc 1a) 
 
 
 
 

Agenda item: 2016/118 

Enclosure 15 
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7th June 2016 (Enc 1b) 
The item on 2016/33 (page 4) the annual review of risk themes across the North 
East CCGs the action was to note the comments, however the CCG will have 
further discussions what would be required for the annual review.   
It was agreed that the report was helpful the committee felt it needed to focus on 
the risk that the CCG have.  At the next meeting the committee will review at next 
meeting what the risks would be for the CCG. 

   
Action:  

 The Committee approved the minutes. 

 At the next formal meeting the committee will review the risks for the 
CCG for the annual review. 

 
Action Log (Enc 2) 
All items on the action log were noted as complete., 
 
Governance  

2016/45 Governance Assurance report (Enc 3) 
The report presented to the committee was to provide assurance for the 
Governance work programme 1st April 2016 – 30th June 2016. 
 
Corporate Governance - : Legal and claims: 
There have been no claims or legal support during this period. 
 
Incident management and reporting: 
In this period on the 17th May there was 1 IG incident reported which was resolved 
and was due to human error.   
The Incident and Reporting management policy is on the agenda.  This will be 
cover in agenda item 2016/47 -Incident Reporting and management policy (Enc 5). 
 
Two hour refresher training sessions was delivered on 25th July 2016 to CCG staff. 
 
The enclosure of the training report and update reflects the % of staff as at the 4th 
July who has completed the training.   
 
Action: The committee noted the contents on the report. 
 

2016/46 Anti-Fraud, Bribery and Corruption policy (Enc 4) 
The committee were requested to note and approve the revised Anti-Fraud, 
Bribery and Corruption policy.  It was noted that there has been 7 sections which 
has been updated in line with National Guidance. 
The desktop guidance has been included for CCG have easy access as was 
noted as being useful. 
 
It was requested to update the policy: 
On page 7 “The LCFS liaises regularly with Internal Audit Management colleagues 
as part of a regular bi monthly Audit North forum” this no longer exits and needs to 
be replaced with “on ab ongoing basis”  
Page 8 and 10 - There are places where it states Trust and this should reflect 
CCG 
 
Action: With the amendments the committee approved the policy. 
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2016/47 Incident Reporting and management policy (Enc 5) 
The changes presented in the policy relate to changes for reporting structure. The 
information on recently issued guidance from NHS England regarding information 
Governance (IG) serious Incidents requiring investigation (SIRIs) has also been 
included.  
 
It was noted that in order to keep people informed of incident reporting NECS 
does issues bulletins on updates on lessons learnt. 
It was added that the CCG could use the screen in the main area to advertise 
details. 
 
Action: The committee approved the policy. 
 

2016/48 Terms of Reference (ToR) Enc 6) 
The committee reviewed the terms of reference and accepted the document.   
It was requested that when the ToR are reviewed next year these would include 
the listing of the members and titles under the heading “Membership”.  
The committee agreed that since there were no amendments being made this did 
not need to be presented to the Governing Body for approval. 
 
Action: The committee approved the ToR with this being updated for next 
year to include in the membership names.  
Under 8.9.1.2 - There is typing mistake in the numbering on page 8  
 

2016/49 Risk management policy (Enc 7) 
The report provided the committee with an update on the risks for the CCG. 
 
The last time the report was presented 1 risk has been closed (1329) and 2 new 
risks have been added (1579 – rated 8 amber) and (1595 – rated 9 amber) 2 risks 
have reduced (1372 and 1325) and 1 risk has increased (1330). 
 
The new risks 1575 and 1579 – It was noted that the QPSC will be want to be 
keep informed on these issues.   
 
Where there is reference to Ann Fox this will need to be updated to state Jeanette 
Scott Thomas. 
 
Risk 1330 – This has gone from 4 yellow to 8 amber however on the register it 
shows as being unchanged, it was noted that this needs updating. It was noted 
that the previous risk register will need to checked to see why this was increased 
from the last report. 
 
Risk 1649 – This risk has gone from red to green with “0” risk.  It was noted as 
being a new risk which was created on the 31st August and need to be updated as 
this should reflect being a 16. 
 
Risk 445 – The gaps in assurance states a new chair is in post however regular 
meetings have not yet be re-established.  It was requested to close the gap in 
assurance and find out when these will be re-established. 
 
Action: The committee noted the contents on the report. 
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2016/50 Review of Losses / compensation / bad debts (Enc 8) 
This report updates the committee on the monies owed by and to the CCG as at 
the 31st July 2016  
There are no special payments that have been made by the CCG. 
The Aged Debtors as at July reflects that there is currently £8,045 outstanding; 
The Aged Creditor’s reflects an amount of £288,161 which is owed to the CCG.  It 
was noted that a number of these creditors have since been cleared. 
 
Action: The committee noted the contents of the report. 
 

2016/51 Financial control environment assessment (Enc 9) 
It was noted that the report forms part of the CCGs assurance therefore this is 
standing item on the agenda.  The report is submitted to NHS England on a 
quarterly basis 
NHS England has indicated that the CCG needs to aim for excellence in all areas 
and they are going to review the action plan as part of the CCG’s assurance 
rating.   
The actions and dates have been updated accordingly on the plan to reflect the 
aspirations to move the ratings to excellent in all areas.  
 
Action: The committee noted the contents and updates in the report. 
 

2016/52 Governing Body Assurance Framework (Enc 10) 
It was noted that at a Governing Body Development session in June 2016.  The 
revised assurance framework has been mapped against the following strategic 
themes: 

 Integration of Health Care  

 Making the best use of resources 

 Improving Patient Experience and Well-Being 
 

The internal auditors queried how the risks are mitigated when these are not 
present in the paper. When the risks are not present in the framework it makes it 
difficult to ensure that the right details are being highlighted in the framework to 
provide assurance.  The committee added that the Framework was to measure 
strategic risk.  It was added that Enclosure 7 on the Risk Management report 
could include the strategic and operational risks.  It was agreed to have a meeting 
outside of the this meeting to discuss the changes that are required. 
 
Action:  

 The Risk Management report will include the strategic and operational 
risks. A meeting will be scheduled with Keith Haynes. 

 The committee reviewed and agreed to recommend this to the 
Governing Body for approval of the Assurance Framework for 
2016/17, nothing that there will be further updated as the year 
progress as further risks, controls and assurance are identified.   

 
2016/53 NHS Protect Inspection update (Enc 11) 

In May 2016 the CCG submitted to NHS Protect a self-assessment review with 
regards to the compliance with NHS Protect standards for commissioners. 
Following this submission the CCG were selected to have an inspection.   
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The inspection took place in July, Paul Bevan who was the liaison between the 
CCG and NHS Protect and he provided them with the relevant information in 
advance of the inspection. 
 
The final report has been received from NHS Protect and they have identified two 
standards 1.2 and 2.3 where the CCG is amber rated.  An action plan has been 
submitted to address these two areas.   
 
The two areas are red rated 1.8 and 1.9 – Paul Bevan has developed a proposal 
for all CCGs with regards to how this standard can be delivered, this has been 
submitted to NHS England for approval.  
 
It was noted that the CCG completed an honest self-assessment. 
 
Action: The committee endorsed the contents of the report. 
 

2016/54 Managing Conflicts of Interest update(Enc 12) 
There has been revised statutory guidance from NHS England on managing 
conflicts of interest for CCGs.  The guidance has been revised to include a number 
of safeguards to mitigate risks of real or perceived conflicts of interest.  
 
In accordance with the updates the CCGs “Standards of Business Conduct and 
Declarations of Interest Policy” is being updated to reflect the required changes 
and will be presented to the Governing Body for review and approval. 
 
Action: The committee approved the contents of the report and submission 
to the Governing Body. 
 
Internal Audit 

2016/55 Annual report Final Head of Internal Audit (Enc 13) 
The committee were updated on developments taking place in Audit one.  There is 
a new methodology process, standardising report formats and revising the 
strategic planning approach. A standard operating software package system MBI 
is being used.  There are ongoing discussions on Governance and members were 
invited to a forum which was held on Friday and noted that Paul Morgan attended.   
 
The report provided an update on the completion of the 2015/16 Annual Internal 
Audit plan and progress against 2016/17 Annual Internal Audit plan. 
 
Action: The committee endorsed the contents of the report. 
 
External Audit  

2016/56 Progress report (Enc 14) 
The report presented was an update in relation to the external audit. 
 
The 2015/16 Annual letter went to the July 2016 Governing Body. 
In terms of 2016/17 there will be meetings scheduled with David Hambleton and 
Kate Hudson to discuss the requirements however it was noted that there was not 
anticipation for changes to the external audit requirements.  
 
Action: The committee endorsed the contents of the report. 
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Cameron Waddell and Cathie Eddowes leave the meeting. 
 

2016/57 External Auditor Appointment update (Enc 15) 
The purpose of the report is share with the committee the progress that has been 
made to date with regards to the appointment of External Auditors to the CCG 
from 2017/18.  It also details the recommended number of steps to ensure the 
procurements were in line with the national timetable.  By December 2016 The 
CCG will need to have appointed external auditors for the 2017/18 financial year 
onwards. 
 
The CCG will need to appoint an auditor panel by early 2016 to advise on 
appointment for external auditors for 2017/18 and onwards, ensuring compliance 
with the Act. 
 
The Briefing note from NECS is the most relevant details.  After conversation with 
colleagues in NECS procurement team it was advised that the CCG could not use 
a direct award and negotiate rates using a national framework as this would be 
restrictive and open to challenge.  It was advised that a mini procurement could be 
done.  
It was noted that the framework which would be used could be free and have 
chosen to use Shared Business Service (SBS) framework and it was advised that 
the member status has been set up for the CCG. 
It was noted that there is an opportunity to do this process with other CCGs which 
could also result in a saving.  There is likely to have 4 – 6 lots that could be bided 
for. (North Tyneside, Northumberland, Newcastle /Gateshead and South 
Tyneside. however there is a potential that North Durham and DDES could be 
included however they have already started the process). 
 
The draft specification, evaluations questions and criteria are included in the 
papers for approval from the committee to then allow NECS to start the process. 
 
It was advised that there would be 1 lay member and a STCCG representative 
that would be present on the panel.  
 
Action:  

 The committee agreed to use the SBS framework. 

 The committee approved the draft specification, evaluations 
questions and criteria 

 
2016/58 Any other business  

There was no other business raised at the meeting. 
   

Date and time of next meeting 
 
Formal meeting  
6th December 2016 
09:00 – 11:00  
STCCG Monkton Hall.  
Meeting Room 1 
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