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Thursday 15th January 2015
10:00 – 12:00
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ITEM

TIME

2015/01
2015/02

TITLE

LEAD

Welcome and introductions
10:00

Apologies for absence

2015/03

Declarations of interest

2015/04

Minutes from the last meeting
20th November 2014

10:05
2015/05

Matters arising from the minutes

2015/06

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

2015/07

10:15

Chief Officer’s Information

Dr Matthew Walmsley

Dr Matthew Walmsley

Enclosure 01

David Hambleton
Verbal

Quality
2015/08

10:20

Key assurances and risks from the
Quality and Patient Safety Committee

Jeanette Scott Thomas
Enclosure 02

Finance
2015/09

10:25

M7 Finance monitoring report

Ms Kate Hudson
Enclosure 03

Performance

2015/10

10:30

Performance report

Mrs Christine Briggs
Enclosure 04

Commissioning Business
2015/11

10:35

Urgent Care Hub

2015/12

11:00

Primary Care Commissioning - Preferred
Option

2015/13

11.10

Planning Update including
Commissioning Intentions

David Hambleton
Enclosure 05
Matthew Walmsley/
David Hambleton
Verbal
Mark Girvan
Enclosure 06

Partnership
2015/14

11:15

Public Health and Health and Wellbeing
update

Ms Amanda Healy
Verbal

Governance

2015/15

11:20

Policies –amended Terms of reference
- Audit and Risk Committee
- Executive Committee
- Quality and Patient Safety
Committee

2015/16

11:25

Risk Management Review

Mark Patience
Enclosure 07
Enclosure 08
Enclosure 09
Christine Briggs
Enclosure 10

Items for information

2015/17

11:35

2015/18

11:40

2015/19

2015/20

11:45

Sub-committee minutes
- Executive Committee
(November 2014)
- Council of Practices
(December 2014)

Enclosure 11
Enclosure 12

Any other business
Question time
Members of the public may raise issues
of general interest that relate to items
already discussed.
Date and time of next meeting

Thursday 19th March 2015,
Close
10.00 – 12.00
Bede’s World, Church Bank, Jarrow,
NE32 3DY
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Date:
Agenda Item:
Enclosure:

Governing Body
Thursday 20th November 2014
10.00 – 12.00
Bede’s World, Church Bank, Jarrow, NE32 3DY

Present:
Dr Matthew Walmsley

Mrs Ann Fox
Ms Kate Hudson
Mrs Christine Briggs
Mrs Amanda Healy

CCG Chair, South Tyneside Clinical
Commissioning Group
Chief Officer, STCCG
Deputy Chair and Lay Member, STCCG
Lay Member (Governance), STCCG
Lay Member (Public and Patient Involvement),
STCCG
Director of Nursing, Quality and Safety, STCCG
Chief Finance Officer, STCCG
Director of Operations, STCCG
Director of Public Health, South Tyneside Council

In Attendance:
Kate Watson
Mark Patience
Margaret Metcalf

Senior Governance Officer, NECS
Head of Governance, NECS
Governance Officer and Minutes, NECS

Dr David Hambleton
Mr Stephen Clark
Mr Paul Morgan
Mr Jeff Gosling

2014/100

Welcome and Introductions

The Chair welcomed everyone to the meeting.
2014/101

Apologies for absence were received from

Dr Vis-Nathan
Mrs Helen Watson
Dr Tarquin Cross

2014/102

GP Governing Body Member, STCCG
Corporate Director of Children, Adults
Families, South Tyneside Council.
Secondary Care Consultant, STCCG

and

Declarations of Interest

None
2014/103

Minutes of the last meeting held on 18th September 2014

An amendment was highlighted by the Director of Nursing, Quality and Safety as per
item 2014/104 below.

20150115
2015/04
01

2014/104

Matters arising from the minutes

The Director of Nursing, Quality and Safety asked that the first paragraph of the
minutes on page three be amended to read “continues to be explored as it is an
ongoing review.
Action: Minutes of 18th September to be amended by Governance
Officer NECS.
2014/105

Question Time

Members of the public present were asked for any questions. No questions were
raised.
2014/106

Chief Officer’s Information

The Chief Officer directed the Governing Body to the Executive Summary of Simon
Steven’s (Chief executive of NHS England) Five Year forward view which
summarises the direction of travel for the NHS over the next five years. There is a
focus on prevention and early intervention, the promotion of more self-care,
development of services around urgent and emergency care services, different
delivery models and local flexibility.
The Chief Officer also indicated that from a national perspective there has been
debate around the commissioning of primary care, particularly GP services. There
has been an increasing move to shift this responsibility to clinical commissioning
groups. Expectations are that there will be three options to choose from, ranging
from very little change to a full takeover by the clinical commissioning groups of the
commissioning of GP services. As CCG’s expressions of interest are due before the
next governing body formal meeting a specific session will be needed with governing
body members to debate options.
The Chief Officer finally gave an update on the work done over the last eight months
on integrated community teams. The governing body is aware of the work being
done with patients, clients, the council and foundation trust colleagues which has
culminated in a prototype of a different more integrated health and social care team
being commencing on Monday 17th November in the Hebburn area, based at Palmer
Hospital.
2014/107

Key assurances and risks from the Quality and Patients Safety
Committee

The Director of Nursing, Quality and Safety reported on activity that was undertaken
by the Quality and Patients Safety committee in August and September making
members aware of the list of assurances received as a result of those meetings .The
Director of Nursing, Quality and Safety updated on some of the risk areas:



The Care Quality Commission inspection of the North East Ambulance
Service
Quality of care in care homes
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Continued health care

Deputy Chair STCCG remarked that he was particularly impressed with the wide
range of assurances given and the collaborative and proactive working with NHS
England, and colleagues in the council.
2014/108 Month 7 Finance monitoring report
The Chief Finance Officer, STCCG presented the report, updating on:







Current Performance
Prescribing
City Hospitals Sunderland (CHS)
Risks
CCG Quality, Innovation, Productivity and Prevention (QIPP) Programme
Running Costs

The Governing Body were requested to consider the report and note the risks and
the forecast position.
The Governing Body NOTED the report.
2014/109

Performance Report

Director of Operations reported to the members a summary which contained a
performance dashboard relating to the NHS Constitution Indicators, CCG Outcome
Indicators and CCG Quality Premium.
The Director of Operations drew attention to the following key points:



Performance against cancer targets was discussed and it was noted that
there are relatively small numbers of breaches per month although this
translates in to significant percentages.
Information on cancer performance is routinely reveiwed at the Cancer
Locality Group/by the Clinical Lead for Cancer including detailed RCAs
which are discussed with providers and areas for improvement identified
as appropriate.

Examples of actions underway include:





STFT will be holding a Kaizen event later in November looking at Lower GI
capacity, the complex pathway and diagnostics.
The reasons for shared breaches are to be discussed with the other local
providers of cancer treatment e.g. Newcastle Hospitals for radiotherapy
referrals, thoracic surgery and City Hospitals Sunderland for urology
referrals. Newcastle FT and City Hospitals Sunderland representatives
invited to join next informal meeting of the group.
4 hour A&E target is reported on the scorecard due to a small flow of
South Tyneside residents to City Hospitals Sunderland. The performance
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problems with A&E waits are being picked up by Sunderland CCG as the
lead commissioner of the service.
The Director of Nursing, Quality and Safety reminded Governing Body members that
the Cancer Locality Group now report to the Quality and Patient Safety Group and
from a quality perspective identifying trends around pathway correction giving a
variety of methods of review to make sure any opportunities for improvement are not
missed.
2014/110 Final Report on Urgent Care Consultation
The Chief Officer reminded GB members of the background saying that as a result of
patient behaviour and expectations there has been a rise in patients presenting to
Accident and Emergency department and Jarrow Walk in Centre. Working with key
health and social care stakeholders STCCG want to provide the people of South
Tyneside with a development model that will include a single point of access for all
unplanned care needs ensuring that the patient needs are met by seeing the right
professional at the right time.
The Chief Officer gave details from the feedback of the public consultation that
showed the majority of people supported the proposal for an urgent care hub at the
front of South Tyneside General Hospital which would provide access to services 24
hours a day, seven days a week. Key concerns raised included perceived reduction
in accessibility to Walk in Centre for residents of Jarrow and Hebburn, access to GP
appointments, better awareness of other services such as pharmacy minor ailments
scheme and transport & parking at the hospital site. The Chief Officer outlined a
range of responses from the CCG including work on GP access, improvements to
pharmacy minor ailments, outreach and contracting a transport review. South
Tyneside Foundation Trust is aware of this and for example will be providing an extra
70 parking places.
The Chief Officer informed members that in general the Foundation Trust, GPs,
council colleagues and HealthNet are supportive of the proposals, then reminded
members of the suggested changes, which are to relocate the Jarrow Walk in Centre
and have a single front door at the site of the acute general hospital creating a onestop-shop which can be accessed by the whole of the borough. There are three
proposals as follows:


Option 1 - Status quo - leaving Walk In Centre facility in one part of the
borough and an A &E department in another



Option 2 – Continue with Jarrow Walk in Centre and add the development of
an acute hub model on the hospital site



Option 3 – Relocation of the Jarrow Walk in Centre to be incorporated into the
acute hub on the hospital site

The CCG Chair asked members for their comments and option choice.
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The Director of Nursing, Quality and Safety felt it was a comprehensive report and
from a quality perspective there was evidence to support the direction of travel.
Having different layers of service has made things confusing at times, therefore it is
important to simplify and streamline the system. The Director of Nursing, Quality and
Safety supported option three as long as access to other services is sustained, that
could meet some of the needs that don’t need to be met by urgent care service, such
as pharmacy and self-care work.
The Chief Finance Officer reported that her comments and views were already
incorporated into the report and she supported option3.
The Deputy Chair and Lay Member STCCG stated that he supported option three on
the equity basis, as it took into consideration the whole borough, to improve overall
access to services.
Director of Operations was also in support of option three, and confirmed her views
had helped inform the report that was presented.
The Lay Member (Public and Patient Involvement) felt the report was very thorough,
taking into account the views of the population. The Lay Member highlighted the
concern about transport and was pleased to see an independent review had been
carried out. The Lay Member chose option three with caveats that parking and
transport are addressed, along with work around self-care and community pharmacy
services.
Director of Public Health STC confirmed her support for option three as the right
direction of travel for the borough as a whole, highlighting the outputs of the health
Impact assessment.
The Lay Member for governance felt that due process had been followed thoroughly
and thanked NECS Communications team for their hard work in producing a wellstructured and well balanced report. He was in favour of option three which provided
the best solutions for the whole borough.
The CCG Chair, STCCG read out statements received, from:
Dr Tarquin Cross Secondary care consultant
It is clear to me that the current system is not working and is not sustainable in the
medium to long term. This is especially so with respect to pressures on AE. The
evidence that has been collected and summarised in the paper clearly shows that the
Jarrow walk in centre has failed to reduce the number of people attending AE with
minor conditions which was one of its main objectives.
I acknowledge its current role and importance to the people of Jarrow but in my
opinion option 3 offers the best opportunity to develop and improve urgent and
emergency care services for the wider community of South Tyneside in the longer
term. I also acknowledge the concerns raised surrounding access to GP
appointments, access to the South Tyneside site and car parking and believe that
these important issues need to be addressed as part of this process.
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Dr Funmi Nixon
A large number of patients currently presenting to A&E are not emergencies
therefore the proposed Urgent Care Hub will aim to educate and support patients to
self-manage their condition and improve their outcomes in the longer term.
Dr James Gordon
Highlighted that these proposals do not eliminate the walk in centre for the majority of
the population of South Tyneside but actually improve access overall. The urgent
care hub will provide more holistic care. Peoples mental and physical problems will
be treated equally and they will have access to the help and support they need
immediately. This provides a far better alternative than the status quo.
Dr Jon Tose
The current confusion for patients about where they should present when they are ill
or have had an injury will be clarified by the provision of all urgent care services
being co-located in a single hub.
The CCG Chair, STCCG gave the members his view which was that the people of
Jarrow and Hebburn are clearly concerned about the move, but when making the
decision, members have to bear in mind the whole health economy. There are
mitigating steps in place for the Jarrow and Hebburn population including the 111
number is in operation, which is national seven days a week. He noted requirements
to improve pharmacy to deal with minor ailments, the likely impact of a focus on selfcare, and measures to address the issue of transport.
The CCG Chair asked each member to confirm their choice of option:


The Director of Nursing, Quality and Safety

confirmed

Option Three



Chief Finance Officer, STCCG

confirmed

Option Three



Director of Operations and Engagement

confirmed

Option Three



Deputy Chair and Lay Member STCCG

confirmed

Option Three



CCG Chair, STCCG

confirmed

Option Three



The Chief Officer STCCG

confirmed

Option Three



Lay Member (PPI), STCCG

confirmed

Option Three



Lay Member (Governance), STCCG

confirmed

Option Three



Dr Tarquin Cross(statement received)

preferred

Option Three
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Option three was ENDORSED by nine votes from around the table. Support from
the Clinical Directors of the CCG Executive and Governing Body Secondary Care
Consultant via email was also noted.
Caveats would be added to continue to work on access to GPs, progress pharmacy
work with the minor ailments scheme, address the problem of transport and parking
at the hospital site and to test how the move towards the acute hub is fit for purpose.

2014/111

Update on Mental Health Consultation

The Chief Officer gave an update on the progress in implementing the
recommendations following the public consultation on mental health service
reconfiguration approved by the Governing Body earlier this year. He thanked the
Clinical Director Dr Jim Gordon for his continued hard work in this area.
Points covered in this update:


Transport issues were a feature of consultation - shuttle service between
South Tyneside Hospital site and Hopewood Park is up and running.



Individual tailored transport solutions are being provided but it is difficult to
monitor frequency and quality. Feedback is to be gathered directly from
patient and carer experience work.



Initial response team is staying in the locality and is likely to be based in
Palmer Hospital.



To address the concerns of carers NTW, have set up a bespoke carers’ hub at
the Hopewood site which officially opens on the 5th December.



NTW as a trust have generally taken on all of the concerns raised locally
around the ward closures and responded very positively.



Hopewood Park generally is a terrific new inpatient facility which is a shining
example of the work that is being done to improve services for those with
mental health needs.

The Deputy Chair and Lay Member STCCG asked whether it would be beneficial to
consider patients / carers stories as a way of getting feedback. The Chief Officer
agreed that was an excellent suggestion.
2014/112

Public Health and Health and Wellbeing Update

The Director of Public Health, South Tyneside Council, conveyed to the members
that this report provides an update to the Governing Body on Public Health and the
Health and Wellbeing Board. The Public Health team have continued to work closely
with the Clinical Commissioning Group over the past two months delivering against
the mandated service for advice and information to the CCG. The work has been
concentrated on the following areas:
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Cancer Strategy
GP Better Outcomes Scheme
Child and Adolescent Mental Health Services
Pioneer: Transformation and integration for health and social care in South
Tyneside – An innovative new approach to early help, self-care and integrated
support services
Preparation for winter
Health Protection – Ebola
Health and Wellbeing Board
Making Smoking History in the North East – FRESH NE
High Rise Health – Evaluation of the Effect of social housing improvements on
the health and wellbeing of residents in Jarrow high-rise flats.
Health and Social Care Integration /Better Care Fund
Due North Report – Tracey Sharpe – Deputy Regional Director of Public
Health Public Health England, North of England Region
Blue Light Initiative – Janice Chandler Public Health
Draft Multi-agency Neglect Strategy Jackie Nolan Safeguarding Children’s
Board Business Manager
Pharmaceutical Needs Assessment – Director of Public Health

2014/113

Policies – Standards of Business Conduct and declarations
(Annual Review)

NECS Head of Governance reported that the purpose of this policy is to ensure
exemplary standards of business conduct are adhered to, as public servants, by
Governing Body members, committee and sub-committee members and
employees of the CCG (as well as individuals contracted to work on behalf of the
CCG or otherwise providing services or facilities to the CCG such as those within
commissioning support services).
The policy had reached its natural review date and was therefore presented to the
Governing Body for formal approval. There have been no major changes to the
policy.
The Governing Body approved the policy
2014/114

EPRR Core Standards

The Director of Operations and Engagement Manager outlined the Emergency
Preparedness Resilience and Response (EPRR) submission which explained that
NHS organisations are required by NHS England to complete a self-assessment
matrix with a Red, Amber, and Green (RAG) rating against the NHS core.
South Tyneside has completed the self-assessment and 12 areas were assessed as
not fully compliant. The CCG action plan has been developed to support EPRR
development over the next year to work towards full compliance.
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The Governing Body accepted the report
2014/115

South Tyneside CCG Constitution

The Head of Governance, NECS, highlighted to the Governing Body that the CCG
Constitution is updated twice a year in June and November. The main amendments
were to reflect the changes to the terms of reference of the Quality, Patient Safety
and Risk Committee which is now the Quality and Patient Safety Committee and the
Audit Committee which is now the Audit and Risk Committee. A table of
amendments was presented with the policy. The Constitution is on the agenda of the
Council of Practices on 18 December for sign off. The constitution will then be
submitted to NHS England by 5 January 2015.
The Chief Finance Officer mentioned the sign off of accounts in light of the changes
to the delegated authorities and the timescales for approval by NHS England. NECS
Head of Governance agreed to look into this, as two scenarios may need to be
considered.
2014/116

Sub- committee minutes

The minutes from the Executive Committee held in September 2014, the Council of
Practices held September 2014, and the Quality and Patient Safety Committee held
October 2014 were accepted.
2014/117

Any other business

There was no other business.
2014/118

Question Time

There were no questions.
2014/119

Date and time of next meeting

The next meeting of the Governing Body will be held on Thursday 15th January 2015,
10.00 – 12.00, at Bede’s World, Church Bank, Jarrow, NE32 3DY.
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REPORT CLASSIFICATION – please refer to
Report Classification Guidance and check appropriate box below

NHS Confidential
NHS Protect
Public

MEETING TITLE:

Governing Body

REPORT TITLE:

QUALITY ASSURANCE UPDATE

LEAD DIRECTOR / REPORT
SPONSOR:

Name/Title:
Tel/E-mail:
Name/Title:

REPT AUTHOR:
Tel/E-mail:

th

DATE: 15 January 2015

AGENDA ITEM:
2015/08
ENCLOSURE:
02
Ann Fox, Director of Nursing, Quality and Safety
South Tyneside Clinical Commissioning Group
0191 512 8473
ann.fox3@nhs.net
Kirstie Hesketh, Senior Clinical Quality Manager
North of England Commissioning Support Unit
0191 374 2738
khesketh@nhs.net

Purpose of report
The purpose of this precis is to provide assurance to the Clinical
Commissioning Group Governing Body that safe effective services are
being commissioned and that where primary areas of concern or risk have
been identified that robust actions have been taken and appropriate
assurance obtained.
This precis highlights the work undertaken by the Quality and Patient Safety
Committee (Q&PSC) during October 2014 in ensuring that concerns/ risks
have been identified and are being managed accordingly.
South Tyneside FT (STFT)  CQC Hospital Intelligence report: STFT have been placed in Band 3
(previous position 5) due to increased risks. An action plan to address
exceptions has been received and approved by the CCG.
 Serious Incident (SI): prevention of pressure ulcers and falls is high
on STFT’s agenda for safer care. The Trust has a robust action plan
in place to address their prevention.
REPORT SUMMARY /
RECOMMENDATIONS:

City Hospitals Sunderland (CHSFT)  Mortality: an extraordinary Quality Review Group (QRG) meeting was
held in August and the CCGs and NHS England Area Team
acknowledged the comprehensive work undertaken by the Trust.
It was agreed that sufficient assurance had been provided.
Northumberland Tyne and Wear FT (NTWFT)  Patient led assessment of the Care environment (PLACE) results
indicate NTWFT as an organisation are below the national standards
on all 6 areas assessed. Quarterly QRG meetings have commenced
to ensure STCCG & SCCG has an in-depth focus on quality and
patient safety issues and PLACE results will be discussed at the
QRG.
 Children and Young Peoples Service (CYPS) - Increased level of
urgent and routine referrals of children is being received in response;
NTWFT increased their internal funding allocation and achieved the
CQUIN target of seeing 40% of emergency and priority referrals within
6 weeks.

North East Ambulance Service (NEAS) Performance: Lack of achievement of Response 1 & 2 (8 and 19
minutes). An urgent performance recovery action plan has been
provided and close monitoring of delivery is taking place. For the
STCCG area the year to date average response times currently
standing at 7:26 and 14:45 respectively. Future CCG reports will
highlight performance against Red 1+2 categories.
 Workforce: Concerns identified around NEAS workforce and their
Chief Executive is putting in plans to address all concerns.
 SI reporting rates: SI’s reported are relatively low in comparison with
other Ambulance Trusts. The Trust is in the process of reviewing and
upgrading its incident reporting systems.
Clinical Commissioning Group  Quality Action Plan: 1 action outstanding. A detailed action plan is to
be presented to December QPSC.
 Continued Health Care (CHC): Delays were reported in commencing
CHC process due to incomplete checklists, insufficient evidence, gaps
in case management and there is a general lack of compliance with
national framework. The CCG Executive Nurse agreed to meet with
CHC and Quality teams to discuss the business and financial impact
of CHC, identify activity across the patch and address concerns in
relation to lack of standardised processes.
 Quality in Care Homes: South Tyneside Council has advised they
are currently working in collaboration with relevant agencies to
address performance and quality issues in 7 establishments one of
which is Four Seasons – following a risk summit CNTW Quality
Surveillance Group and the South Tyneside QSG are monitoring the
situation regarding Four Seasons closely. The Executive Nurse is
liaising with NECS to ensure that there is clinical input into quality
monitoring of care homes and will feedback on progress at the
December QPSC.
 Winterbourne: Work is ongoing to look at inpatient services and how
Winterbourne patients from long stay residential provision are being
managed. There are 4 patients awaiting placements and discussion
took place regarding the quality of the provision of community
services following the recent incident in the Devon area and the risks
within South Tyneside especially in light of the care homes provided
by St John of God closing in the area. Closure will result in 14 elderly
disabled people being affected by the planned closures, the Local
Authority report this is in hand.
Key Risks  CHC: Adherence to the National CHC Framework (including
Governance and Decision Making) and failure to address and
implement standardised processes in a timely manner.
 Quality in Care Homes.
A copy of the minutes of the QPSC Committee, held on the 15th October
2014 is attached for information (Appendix A).

The Governing Body is asked to:


FINANCIAL IMPLICATIONS /
RISKS
EQUALITY IMPACT
ASSESSMENT
COMPLETED
Has an Equality Impact Assessment
been completed using the equality
impact tool ensuring that no persons
are adversely affected as required
by the Equality Act 2010

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

None

NO

YES

If no please specify the reason why: If yes please attach a copy of the completed
assessment to the back of your report

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.

PURPOSE OF REPORT:
(checking box instructions as above)

SPONSORING LEAD
DIRECTOR’S SIGNATURE:

For Information

For Approval
To Note

For Decision

Quality and Patient Safety Committee
Formal
Wednesday, 15th October 2014
1.30pm – 4.30pm
Meeting Room, 1 Monkton Hall

Present:
Mr Stephen Clark
Mr Jeff Gosling
Dr Vis-Nathan
Mrs Ann Fox
Dr Matthew Walmsley

In Attendance:
Mrs Jeanette Scott-Thomas
Mrs Helen Ruffell
Mr Dave Jobling

Chair, South Tyneside Clinical Commissioning Group
(STCCG)
Acting Chair and Lay Member, STCCG
GP Governing Body Member, STCCG
Director of Nursing, Quality and Safety, STCCG
CCG Chair, STCCG

Mrs Gail Patterson

Head of Quality and Patient Safety, STCCG
Operations and Engagement Manager, STCCG
Quality and Regulated Services Commissioner, South
Tyneside Council
Senior Governance Manager, NECS
Clinical Quality Manager, NECS
Commissioning Manager (CHC) – Locality Lead,
NECS
Governance Officer and minute taker, NECS

Apologies:
Dr David Hambleton
Mrs Carol Drummond
Ms Sarah Golightly

Chief Officer, STCCG
Head of Safeguarding, STCCG
Commissioning Manager, NECS

Mrs Debra Elliott
Mrs Amanda McEwan
Ms Jackie Welsh

2014/104

Welcome and Introductions
The Chair welcomed members to the meeting and a round of introductions
took place.

2014/105

Previous story update and feedback

The Operations and Engagement Manager advised the Committee that
there was no patient story to share at this meeting and the next new story
would be shared at November’s meeting.
The Operations and Engagement Manager informed the group that the
Communications and Engagement Team are looking to promote patient
stories and to print leaflets and posters to raise awareness of patient
experience. NECS are leading on the collation and recording of patient
stories which are being gathered using in depth interviews and semistructured surveys as a powerful way of sourcing information, to bring to
life issues that really matter to people, in their own words. They are also to
be used for testing patient and carer pathways.
The committee were also advised that the local gazette would be involved
in publicising patient experiences. The Director of Nursing, Quality and
Safety, STCCG, said that the CCG would like to support the work by
making a contribution towards the cost of promoting patient experience as
part of health care improvement.

Action:

The Director of Nursing, Quality and Safety, is to seek CCG
Funding to support the communications team with the
promotion of Patient Stories as part of health care
improvement.

Mrs R
The Operations and Engagement Manager updated the members present
that the CCG Chair had met with colleagues from South Tyneside
Foundation Trust (STFT) to discuss the issues relating to comfort and the
lack of communication with the family and advised of the following
feedback which has been shared with Mrs R:





Doctors thoroughly checked the x-rays to see if they thought the
fracture should have been identified in the first instance.
They all agreed that due to the nature of the fracture they
believe it was not unreasonable that the A&E doctor didn’t
identify it.
It was noticed by the consultant radiologist, who has specialist
experience in reviewing x-rays, and therefore will, on occasions,
find something that had not been identified by the doctor.
The Trust have this safety measure in place in order to ensure
that a correct diagnosis has been made initially, and to take
immediate steps if required.

The Operations and Engagement Manager advised that she is still
following up queries regarding the ambulance service with Joe Baxter.
The Director of Nursing, Quality and Safety, for the CCG proposed that
she is copied into future email communication and also asked for the email
trail to be forwarded to her for information and action.
Actions:

The Operations and Engagement Manager is to copy the
Director of Nursing, Quality and Safety, CCG into all email
communications and forward the email trail as requested for
information and action.

Rebecca
The Operations and Engagement Manager gave an overview of
the discussions that had taken place between Rebecca, the Lead Matron
for the Audiology service and the Equality and Diversity Coordinator,
giving Rebecca the opportunity to raise the need of an improved
communication system to be put in place to avoid missed appointments
due to patients not being able to hear their names being called out in the
Audiology waiting area.
The Operations and Engagement Manager also informed the Committee
that the Lead Matron had given Rebecca assurance that patients booked
into the Audiology Practice Navigator System would be highly unlikely to
miss their appointment as staff know that the patient is in attendance and
would make every effort to find them if they did not respond. The Lead
Matron also gave assurance that she would continue to monitor patient
feedback including complaints and PALS issues to identify any recurrent
trends.
Audiology staff have also advised that every effort is being made to book
interpreters as required. The Lead Matron advised that the Trust has
gone out to tender with a view to award a new contract for the
interpretation services on 1 December 2014.
The Operations and Engagement Manager advised the Committee that
the issues raised by Rebecca have been addressed during recent
discussions; however this does not detract from the fact that there was a
delay in responding to Rebecca. An apology will form part of the response
and an explanation for the delay will be given. The Trust is also reviewing
their Complaints Policy in light of the concerns raised as part of this
complaint. Rebecca has been assured that she will receive a written
response very soon.
The Chair commented that it was good to see that progress is being
made.

2014/106

Apologies for absence
Apologies noted as above.

2014/107

Declarations of Interest
No declarations of interest declared.

2014/108

Items for any other business
A short report that is to go to the Governing Body with the QRG
Minutes.

2014/109

Minutes of the last meeting held on the 20 August 2014
The minutes of the meeting held on the 20 August 2014 were accepted as
a true record of the discussions that took place. The Director of Nursing,
Quality and Safety advised that the formatting of the cover sheet prepared
for the Governing Body which accompanied the minutes needed to be
addressed. The Clinical Quality Manager, NECS agreed to make the
amendments as requested.
Action:

2014/110

The Clinical Quality Manager, NECS agreed to amend the
font of the key risks and assurance section on page 2
and remove mortality from the key risks section as
requested.

Matters arising / Review of action log
There were no new matters arising.
The following updates were received on the actions outstanding.
2013/78 – Quality Walkabouts
The Director of Nursing, Quality and Safety advised that action could be
closed as feedback would be included in future highlight reports provided
by the Clinical Quality Manager, NECS.
2014/30 CHC update
Issue resolved - action to be closed.
Informal Committee
Discussion completed – action to be closed.
2014/048 Quality Action Plan - Action completed.

2014/058 Head of Quality and Patient Safety to add Winterbourne
View to action plan – action completed.
2014/65 Policy Ratification
The Director of Nursing, Quality and Safety, STCCG requested that the
action is brought forward to a future meeting.
2014/73 Patient / Carer Storey
The Operations and Engagement Manager will provide updates at future
meetings. It was agreed that the action is to be closed.
2014/073 Patient / Carer Storey
Information has been shared with the Quality and Safety Manager – action
completed.
2014/078 Minutes of the last meeting 18 June 2014
Detail to be shortened within the front cover prior to the Governing Body
meeting. Action completed.
2014/81 Quality and Patient Safety Annual Report
Checks on the trajectory targets are to be made and where applicable
amended by the Clinical Quality Manager, NECS – action completed.
2014/81 Quality and Patient Safety Annual Report
The front cover is to be amended by the Clinical Quality Manager, NECS
– action completed.
2014/82 Draft Quality Strategy
The Head of Quality and Safety, is to amend document to include Hard
Truths, themes and trends and amend the box on page
3. Action completed.
2014/82 Draft Quality Strategy
Comments on the document to be forwarded to the Head of Quality and
Safety, STCCG by the 5 September 2014. No comments received, Head
of Quality and Patient Safety, is to provide feedback at next meeting.
2014/82 Draft Quality Strategy
The Head of Quality and Safety to forward finalised strategy to NECS
Communication team to check plain English. Action completed.
2014/83 Continuing Healthcare (CHC) updated contract details to be
forwarded to the Director of Nursing and Quality. Action completed.
2014/91 Quality in Primary Care

The Director of Nursing and Quality, to send AT process to the
Governance Officer for circulation to members. Action completed.
2014/91 Quality in Primary Care
The Director of Nursing and Quality to ask Lucy Topping to draft a
paragraph relating to Primary Care FTT. The Director of Nursing
and Quality, to feedback at next meeting.
2014/95 Quality Risk Management Report June / July 2014
The Director of Nursing, Quality, to contact NECS risk team to investigate
risk calculation error. Action completed.

2014/111

Clinical Quality and Safety highlight report July/August 2014
The Clinical Quality Manager, NECS informed the Committee that the
report provided highlights on the key issues and provided assurance that
the appropriate actions were being taken to ensure that risks to patients
were managed accordingly. The Clinical Quality Manager, NECS provided
some of the key points to note.
South Tyneside Foundation Trust
Serious Incidents (SI’s)
Pressure ulcers grade 3/4 and falls have been the highest number of
SI’s reported. Assurance: The prevention of pressure ulcers and falls is
high on STFT’s agenda for safer care. They have robust action plans in
place to address their prevention. STFT reported a wider range of
different SI categories and no falls in August.
Family and Friends Test (FFT)
A&E response rates were low. Assurance: The response rate
Improved considerably from 9.20% in June to 34.25% in July 2014 after a
recovery plan was implemented this is now above the 15% target and
England average. Tokens will not be in place in the future, alternative
methods are to be employed.
CQC Intelligence Monitoring report
STFT has increased its risk rating from a banding of 5 to a 3 level (with
band 1 representing the highest risk and band 6 the lowest), there are 7
risks identified in total comprising of 2 elevated risks and 5 risks.
Assurance: An action plan to address exceptions was shared with the
CCG and they were assured by the actions.
City Hospital Sunderland FT (CHSFT)

Mortality
 CHSFT are outliers. Assurance: a special CQRG was held and the
CCGs and NHS England Area Team acknowledged the
comprehensive work undertaken by the Trust. It was agreed that
sufficient assurance had been provided.
Safer Staffing Programme (July 2014).


Assurance: The results published showed the overall staffing levels
reported for CHS and SEI was within the acceptable range.
Northumberland Tyne and Wear FT (NTW)
Children and Young Peoples Service (CYPS)

 An increased level of urgent and routine referrals of children for the
CYPS. Assurance: NTW increased their internal funding allocation and
achieved the CQUIN target of seeing 40% of emergency and priority
referrals within 6 weeks.
Patient Safety
 Assurance: Quarterly CQRG meetings have commenced to ensure
STCCG / SCCG has an in-depth focus on quality and patient safety
issues. SI reports submitted are providing a good level of assurance.
Patient led assessment of the Care environment
(PLACE 2014).
 NTW as an organisation flagged as below the national standards on all 6
areas assessed – this will be discussed at the next CQRG.
North East Ambulance Service (NEAS)
 Lack of achievement of Response 1 & 2 (8 min and 19 mins).
Assurance: An urgent performance recovery action plan was provided
and close monitoring of delivery is taking place. For the STCCG area the
year to date average response times currently standing at 7:26 and
14:45 respectively.


SI reporting rates
SI’s reported are relatively low in comparison with other Ambulance
Trusts. Assurance: The Trust is in the process of reviewing and
upgrading its incident reporting systems.

CQC Inspection report
 Assurance: Disclosure and Barring Service (DBS) checks are now
resolved. Trust action plan to address the medicines management
issues to be shared with the CQRG.

The Director of Nursing, Quality and Safety, asked what the response is in
relation to paramedic responses. The Clinical Quality Manager, NECS
informed the Committee that quality work is on-going to look at what happens
when paramedic gets there.
The CCG Chair advised that exceptions need to be reported via the reporting
process. The Committee felt that the waiting times regarding all responses
needed to be audited to enable outcomes to be reported. The Director of
Nursing, Quality and Safety, asked for this to be noted and advised that
future reports need to show the performance against Red 1+2 categories.
The Committee also asked that all Cat 1+2 dispositions are to be reported as
serious incidents.
The Acting Chair and Lay Member asked if there was
any plan in place, within the next 6 months, to review performance to
ensure improvement is happening? The Director of Nursing, Quality and
Safety, reassured the committee this monitoring would occur via the NEAS
Org.
Action:

The Clinical Quality Manager, NECS is to ensure that
additional reporting requested around Red 1 + 2 categories
is included as part of future reporting to the Committee.

2014/112 Continuing Healthcare Update
The Commissioning Manager (CHC) presented the CHC update report and
brought the following risks to the attention of the Committee:

Delays commencing CHC process due to
incomplete checklists








Reputational
risk
due
to
lack
of
communication from checklist process decisions
Lack of compliance with national framework
(checklist to decision making in 28 days)
Submission of insufficient evidence to panels
to allow for robust decisions
Gaps in case management
Fast Track packages in place for patients who
have not followed fast track process - financial risk
Delays in discharges for some patients being
fast tracked

The Commissioning Manager (CHC) gave assurances that:-



The management of the checklist process has
been implemented



A

communication

work

plan

has

been

development


Agreement

of

dates

for

funding

is

to

commence


Rework is to be carried out to provide
evidence





NECS are to fill gaps in case management
A root cause analysis is to be carried out for
fast tracks
Case by case management is being applied

The Commissioning Manager (CHC) informed the Committee that it had
been agreed that people would get backdated funding where information
had not been recorded correctly. It was also reported that an agreement
had been reached with the Foundation Trust to sign paperwork to avoid
delays.
Section 75 is in place with the Local Authority which NECS are managing
for people outside of the Local Authority area to ensure people aren’t
missed.
Contracting is to pick up fast track patients.
A stock taking audit is ongoing i.e. domiciliary/care home from ward or
community as evidence is required to evidence where incorrect referrals
are coming from. The Commissioning Manager (CHC) advised that
currently one month’s data has been collected.
The Commissioning Manager (CHC) agreed to pull together a report for
the CCG which would advise on the outcome of audits carried out.
The report is to also include delays to fast track claims due to the provider
not having staff to facilitate discharge packages.
The Head of Quality and Patient Safety, STCCG informed the Committee
that the contract states that End of Life care packages needs to be in
place within 48 hours, and advised that the contract needs to be reviewed
to ensure this is happening as part of the work going forward.
The QPSC were asked to support:
 The on-going work in relation to the checklist process, including
telephone contact to address missing information.



Compliance with the requirement of NECS and the CCG being
made aware of all checklists submitted for consideration by the
Foundation Trust.



The ongoing work around agreement for funding to commence at day
of discharge from hospital or day 29 where delays have been caused
due to definition of the time frame (Foundation Trust) or due to a
return of the work due to lack evidence within the DST.



The work ongoing to improve the quality of evidence provision within
the DST, reducing the need to return the documents for further work.

 The ongoing case management provision from NECS to meet
the need of those not managed by the local authority.


The management of the fast track process to ensure the delivery
of correct funding and care to patients who need it and the
review of those who may not meet the CHC criteria through fast
track.

The Chair raised concern that issues were not being resolved and the
assurance being given was not enough to address the situation.
The Director of Nursing, Quality and Safety, advised that she would pick
up the concerns and advised that a breakdown of information was
required to understand what the risks are for South Tyneside CCG. The
Director of Nursing, Quality and Safety, is to meet with the CHC and
Quality teams to discuss the business and financial impact and to look at
the activity across the patch and raise concerns that progress is not
being made to standardise processes.
The Commissioning Manager, (CHC) advised the Committee that we
need to understand what patients and carers think of the current process
i.e. patient / family questionnaire and advised the Committee that an
update would be provided at the next meeting.
The Committee were informed that the contracting, performance
management and CHC teams are involved with the audit work. The
Director of Nursing, Quality and Safety advised that this is not a new
issue for CCGS and went on to say that the Committee need a report to
enable them to understand the scale/number impact on patients.
The GP Governing Body Member asked if we know what the budget is
for CHC and if funding comes down from the Acute Services into the
Community to fund patient care.

The Head of Quality and Patient Safety advised that it is not a simple
process to shift funding as it is very complex process. However, advised
that it would be an opportunity to look at how End of Life care is
managed as part of Community Care.
The Commissioning Manager, (CHC) agreed to address the Committees
concerns as part of the work going forward.
Action:

The Director of Nursing, Quality and Safety is to
pick up the Committees concerns around CHC and will
meet with CHC and the Quality teams to discuss the
business and financial impact and raise concerns that
progress is not being made to standardise processes.

Action:

The Commissioning Manager (CHC) will provide data on
the current positon for STCCG which will advise on the
impact on performance as a result of delayed discharges.

Action:

The Commissioning Manager (CHC) will update the
group at the next meeting regarding the feedback from
the patient / carers questionnaire.
The Committee NOTED the report.

2014/113

Safeguarding highlight report
The August / September 2014 Safeguarding report was shared with the
group for information. The Director of Nursing, Quality and Safety,
STCCG informed the Committee that Carol Drummond, Safeguard Lead
for Children was off at the moment and had written to the Safeguarding
subgroups to notify them of the position as there is no backfill available to
cover this position. The Director of Nursing, Quality and Safety, advised
that in the absence of any backfill everything is being done to manage
priorities.
The Director of Nursing, Quality and Safety, STCCG updated the
Committee around lessons learnt and proposed that guidance is revised
and published on immobile children. The Committee were also informed
that Safer Care Improvement Group (SCIG) is looking at best practice
which is to be embedded by South Tyneside Trust.
The Chair advised that he would like to see more information shared. The
Director of Nursing, Quality and Safety asked the Head of Quality and
Patient Safety, to circulate the executive summary to the QPSC members
for information.

The CCG Chair asked if there has been any best practice shared. The
Committee were informed that we need assurance from Trusts that best
practice has been implemented.
The Head of Quality and Patient Safety gave an example of bruising of an
immobile child where training / audit had been carried out which advised
that change had not occurred.
The Director of Nursing, Quality and Safety is to discuss best practice with
STFT
The Committee NOTED the report.

2014/114

Action:

The Head of Quality and Patient Safety, STCCG is to
share the Executive summary with the QPSC
members for information.

Action:

The Director of Nursing, Quality and Safety is to
discuss best practice for immobile children with STFT

Winterbourne Highlight Report
The Commissioning Manager (CHC) verbally updated the group on
the Winterbourne report on behalf of Sarah Golightly who was unable
to attend the meeting. The update included a discussion around the
present position regarding the four remaining patients who are part of this
group. One requiring treatment, one being supported in hospital
rehabilitation, one exploring a placement within the community and one
individual who is presently residing in an independent hospital which is
being deregistered and wishes to stay in the placement following
deregistration which is supported clinically as the best option. It was also
highlighted that there is a need to balance the development of community
service provision to support these individuals which does lead to a
possible need to double fund services for a short period of time. There
was some discussion regarding the quality of the provision of community
services following the recent incident in the Devon area and the risks
within South Tyneside especially in light of the care homes provided by St
John of God closing in the area.
The Committee were advised that there was work ongoing to look at
inpatient services and how Winterbourne patients from long stay
residential care provision was being controlled and processed. The
Director of Nursing, Quality and Safety advised that there is political NHS
England interest around this as professionals look to balance doing the
right thing for the people.

The Director of Nursing, Quality and Safety advised the
Commissioning Manager (CHC) that the Committee need explicit
information for the four South Tyneside CCG patients.
The Head of Quality and Patient Safety, raised concerns
regarding the three people currently awaiting placements in South
Tyneside in the coming months.
The Commissioning Manager CHC, advised the Committee that
she would ensure that Sarah Golightly reports, ASAP, what it means
for patients in St John of God facilities. The Director of Nursing,
Quality and Safety asked the Head of Quality and Patient Safety to
coordinate an urgent meeting.

2014/115

Action:

The Commissioning Manager CHC is to ensure that
Sarah Golightly reports ASAP what it means for
patients in St John of God facilities.

Action:

The Head of Quality and Patient Safety, is to
coordinate an urgent meeting to discuss the patients
currently awaiting placements in South Tyneside ASAP.

Quality Action Plan
The Head of Quality and Patient Safety informed the Committee that
Winterbourne was included in the Quality action plan.
The Committee was informed that all actions on the plan were green
except for one amber. All actions would be reviewed following the
meeting and a more in depth action plan and cover report will be made
available at the next formal meeting.
Action:

2014 / 116

The Head of Quality and Patient Safety, is to
provide a more in depth Quality Action Plan and cover
report for the next formal QPSC meeting.

Quality Surveillance Group feedback
The Director of Nursing, Quality and Safety informed the Committee that
there was no feedback from the South Tyneside Quality Surveillance
Group.
The Director of Nursing, Quality and Safety discussed the quality issues
around the NEAS concerns and advised that she is working with NECS

colleagues to look and all of the information available and would keep the
Committee updated.
The Committee were made aware of the SQSG that had been established
and advised that minutes from the special QSG group meeting would be
shared.
The Director of Nursing, Quality and Safety advised that agreement was
required regarding the level of scrutiny that is needed to be maintained to
give assurance that issues were being resolved i.e. workforce / HR gaps.
The Director of Nursing, Quality and Safety informed the group that the
Chief Executive for NEAS is putting in plans to address all concerns.
Action:

2014/117

The Director of Nursing, Quality and Safety to
ensure the minutes of the special QSG meeting is shared
with the Committee for information.

Quality in Care Homes
The Quality and Regulated Services Commissioner, South Tyneside
Council provided a briefing to the Committee regarding the outcome of
monitoring visits to care homes in South Tyneside generally, and
specifically where safeguarding concerns are being managed.
The Quality and Regulated Services Commissioner, South Tyneside
Council advised the Committee members that the Council is currently
working in collaboration with relevant agencies to address performance
and quality issues in the following establishments:
The Meadows – is now subject to a phased admission process (one per
fortnight) following some evidence of improvement in the quality of care
planning and risk assessments. Respite admissions will be authorised on
a case-by-case basis by Commissioning and Safeguarding. The
Improvement plan will continue to be reviewed and challenged jointly by
CQC, CCG, Commissioning and Safeguarding.
The Committee were also informed that the home now has a full
complement of staff and a new care home manager is coming into post
shortly. The teams will be working closely with the new manager going
forward.
Oakdale Lodge – is subject to a phased admission process (one per
fortnight) in relation to inconsistencies in the staff team and quality of care
planning and risk assessments. Some improvements were evident at a
recent Commissioning visit. Overall there are good community links and

continuous progress and improvements are being made and as a result of
the work that is being achieved. The Committee were informed that the
home is capable of providing very good care,
Hampshire Court - CQC has issued a further warning notice in relation to
premises and infection control and a suspension on admissions. The
Committee were informed that upstairs is unfit for purpose and has been
under safeguarding before. The 25 beds are due to be decommissioned
and the home has got rid of its poor manager.
Stapleton House – is subject to a phased admission process (one per
fortnight) following some evidence of improvement. The home is due to
change ownership on 6 October 2014 with new owner committed to
sustaining improvements.
CQC have been back out to the home
following a suspension following 2/3 safeguarding incidents. Lisa Naisbitt,
the Head of Quality and Patient Safety, STCCG and the Quality and
Regulated Services Commissioner, South Tyneside Council are meeting
with the new manager on site. It is hoped the new manager and the team
take everything on board following discussions.
The CCG baseline Quality Audit will be shared with the home.
Rosedale – is currently under supervision. A gentleman was admitted to
hospital from the care home and staff at the hospital raised quality issues
which triggered safeguarding alerts. It was reported that within a four hour
time span a proactive approach was being taken to address concerns.
Roseway House – a voluntary suspension on admissions in relation to a
range of recent safeguarding alerts has been applied.
Four Seasons – an NHS briefing note was submitted on the 6 August
2014. Compliance is expected to be 83% the home is currently achieving
74%.
NHS England Briefing note - Four Seasons
Following a Risk Summit on 6 August 2014 all regions were surveyed
regarding Four Seasons and similar concerns were identified throughout
England. The concerns reflect those identified in Four Seasons homes in
South Tyneside. Nationally, CQC compliance rate of 74% was found in
Four Seasons homes visited, regionally there was 83% compliance. CQC
met with Four Seasons management team in May 2014, with a further
engagement meeting planned for September 2014. CNTW Quality
Surveillance Group and the South Tyneside QSG are monitoring the
situation regarding Four Seasons closely.
The Director of Nursing, Quality and Safety, advised the Committee that
the Local Authority, CCG and the Four Seasons Nursing home teams

have met and made sustained improvements which has resulted in all
organisations growing significantly because of partnership working.
The Director of Nursing, Quality and Safety informed the Committee
members that there some ineffective systems in place to pick up quality
issues and escalate to the Four Seasons Board effectively. A review of
Four Seasons governance structure had been undertaken by
Price
Waterhouse Cooper (PWC) and changes had been made to strengthen
reporting.
The Regional Home Manager is reviewing and validating the quality
reporting dashboard which is now in place as a result of the governance
review.
The Director of Nursing, Quality and Safety also informed the Committee
that a decision had been made to meet with Four Seasons on a three
monthly basis which would be an opportunity to have a three monthly
informal QRG with them so that there is an early warning mechanism in
place.

Four Seasons has given reassurance to resolve any issues. The Director
of Nursing, Quality and Safety advised that further assurance will be
requested at the next meeting.
Working collaboratively with Four Seasons and the experience from St
Michaels View Serious Case Review has added value however, care
home issues still remain on the Risk Register. The Director of Nursing,
Quality and Safety is liaising with NECS to ensure that there is clinical
input into quality monitoring of care homes and will feedback on progress
at the December meeting.
It was acknowledged the escalation policy for commissioning intervention
needs to mirror the learning from the Meadows. The model will be shared
once completed.
The Head of Quality and Patient Safety informed the Committee members
of a series of planned closures for all three St John of God charitable
organisations. The Committee were informed that there will be 14 elderly
disabled people affected by the planned closures which the Local Authority
have in hand.
The Head of Quality and Patient Safety went on to say that this fits in with
Winterbourne View concordat and how we plan for future capacity. The
QPSC needs to be informed of any issues which will be brought to the
December meeting. In the meantime joint visits between the Local

Authority and Clinical Quality teams will continue and monitoring tools will
be used for monitoring purposes going forward.
Action: Head of Quality and Patient safety to share the care Homes
escalation policy at the next meeting.
Action: Director of Nursing to feedback re progress to include clinical input
into the quality monitoring within care homes.
Action: Update paper re Winterbourne View to be on December agenda.
2014/118

Quality in Primary Care
The Committee were advised that for this agenda item enclosure,
presentations had been made available for information. No queries were
received from the group.

2014/119

Quality Risk Management Report June / July 2014
The Director of Nursing, Quality and Safety proposed to revise mitigating
risk levels around CHC and advised that the risk level will be increased.
The Director of Nursing, Quality and Safety advised that the format of
Appendix 1 was unreadable and requested the font size is increased for
future reporting.
The Committee NOTED the report.

2014/120

Action:

The Director of Nursing, Quality and Safety is to revise the
mitigating risk levels around CHC.

Action:

The Senior Governance Manager is to ensure the font size
of future reports is amended as requested.

Minutes of sub-groups
The minutes of the following sub-groups were accepted and confirmed as
a true record with no comments or changes:





HCAI Improvement Group
Medicines Optimisation
Informal QPSR minutes
Cancer Locality Group
The Committee ACCEPTED the sub-group minutes.

2014/121
2014/122
2014/123

IG Strategy – Enclosure 13
FOI/SAR – Enclosure 14
South Tyneside – Enclosure 15
The Director of Nursing, Quality and Safety, advised the Committee that it
was more appropriate for the above agenda items to be reported to future
Executive meetings which resulted in them being removed from the
agenda for this meeting.

2014/124

Any other business
Cycle of Business schedule (COB)
The Cycle of Business schedule was reviewed by the committee who
agreed that the FOI/IG items needed to be removed from the schedule as
previously discussed.
Action:

The Governance Officer is to amend the Cycle of
Business as requested by the Committee members.

Ebola
The GP Governing Body Member informed the Committee that no national
guidance has been seen regarding the Ebola outbreak and advised that
information needed to go to GP staff advising what they should do if a
patient returns from abroad with Ebola symptoms and needs an
appointment with their GP.
The Director of Nursing, Quality and Safety advised that NHS
England and Public Health needed to be contacted re this matter.
Action:

2014/125

The Director of Nursing, Quality and Safety is to
send an email communication to Amanda Healey,
Public Health and to the Quality and Safety Director in
the Area Team to obtain advice re this matter

Date and time of next meeting
Informal - Quality in CAMHS Services
Thursday, 19th November 2014, 13:30 – 16:30, Meeting Room, Monkton
Hall
Formal
Wednesday, 17th December 2014, 13:30 – 16:30, Meeting Room 1,
Monkton Hall

Agenda Item: 2015/09
Enclosure: 03

REPORT CLASSIFICATION – please refer to Report
Classification Guidance and check appropriate box below

NHS Confidential
NHS Protect
Public
MEETING TITLE:
REPORT TITLE:
LEAD DIRECTOR / REPORT
SPONSOR:
REPORT AUTHOR:

REPORT SUMMARY /
RECOMMENDATIONS:

GOVERNING BODY

DATE:
th
15 January 2015
AGENDA ITEM: 2015/09
Enclosure:03

M8 FINANCE REPORT
Kate Hudson
Chief Finance Officer
kate.hudson@sotw.nhs.uk 0191 2831904
Kate Hudson
Chief Finance Officer
kate.hudson@sotw.nhs.uk 0191 2831904
M8 finance report detailing :th
Programme and running cost budget performance for the period ended 30
November 2014. Movements in overall allocation detailed in the appendices.
Also included is CCG performance on Prompt Payment Practice Code.
For information, no recommendations.

FINANCIAL IMPLICATIONS /
RISKS

Risk of financial over-performance on programme expenditure arising
from activity pressures in both acute and community settings.
Further pressures on prescribing budgets.
All detailed within Risk section of the paper.

EQUALITY IMPACT
ASSESSMENT COMPLETED

NO

YES

Has an Equality Impact Assessment been
completed using the equality impact tool
ensuring that no persons are adversely
affected as required by the Equality Act
2010

If no please specify the reason
If yes please attach a copy of the completed
why:
assessment to the back of your report
Please check the relevant box by double Not applicable, report does not
clicking on the box and selecting make any proposals - it is for
“checked” under the default value heading monitoring and assurance
– only one box should be checked.
purposes only.
PURPOSE OF REPORT:

For Information

(checking box instructions as
above)

This paper includes an
evidence appraisal from
Centre for Reviews and
Dissemination

For Approval
To Note

For Decision

None required.

SPONSORING LEAD
DIRECTOR’S SIGNATURE:

Page | 1

Agenda Item: 2015/09
Enclosure: 03

Finance Report Month 8 (November) 2014/15
1.

Reason for the Report
The purpose of this document is to;

2.



Report on the financial position for the eight months ended 30th November
2014 and provide an indication of the outturn position for the 2014/15
financial year.



Provide assurance to the Governing Body of the CCG on delivery against
key financial performance targets in 2014/15.

Current Performance
The 2014/15 planned financial performance for South Tyneside CCG is a
surplus of £1.1m – equivalent to 0.5%. Appendix 1 shows the CCG position
as reported nationally. The summary performance for the CCG is outlined
below. The CCG forecast for the year end is achievement of £1.1m surplus.

Financial Target

Target Detail

Revenue Allocation - Programme

To keep expenditure within allocation

Revenue Allocation - Running Costs

To keep expenditure within allocation
To keep cash outgoings within the cash
limit
To pay CCG creditors within 30 days of
receipt of invoices or goods

Cash Limit
BPPC
Risk Rating Key
Meeting Target and Improving
Meeting Target and Remaining Static
Meeting Target and Declining
Close to Target and Improving
Close to Target and Remaining Static
Close to Target and Declining
Distant to Target and Improving
Distant to Target and Remaining Static
Distant to Target and Declining

Year to Date
Position

Forecast
Position

h
h

g
g

g

g

g

g

Indicator

h
g
i
h
g
i
h
g
i

The CCG performance to date and forecast position is included in the
appendices to this document as follows:
 Appendix 1 - year to date and forecast income & expenditure reports
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 Appendix 2 - in year budget movements
 Appendix 3 - in year allocation adjustments
 Appendix 4 - better payment practice code
Appendix 1 shows the CCG high level budget position for the CCG allocations
on both the commissioning and running cost budgets. This appendix shows
year to date (YTD) budget and expenditure together with annual position and
forecast for the year end.
As noted in previous reports, our forecasts are based on information received
from provider trusts. Where prudent to note a potential overspend on contract,
we have done so however for the forecast we have taken into account known
data challenges. We have been able to agree an early outturn position with
South Tyneside FT and this is reflected in the forecast.
Whilst it can be seen that there are some variances across the range of
programme expenditure the CCG remains on track to deliver 0.5% surplus.
We are forecasting an underspend on running costs of £341k, this is in line
with last month and takes account of the movement last month of clinical
safeguarding from running costs into programme. This is in line with other
regional CCG’s. Other underspends are attributable to staffing costs, where
budgets have been set at the top of pay scale and a reduction on the NECS
contract.
For additional clarity Appendix 2 details movements in budgets that have
been transacted in month (month 7 to month 8).
Appendix 3 details the CCG allocation and any movements from opening
allocation. In month we have seen adjustments as follows
o Funding of £327k for delivery of improved treatment times for patients
already on hospital waiting lists.
The CCG performance against the BPPC target is given in Appendix 4.
3.

Risks


Contract over-performance 2014/15

Activity information from our main providers has been reflected in worst case
scenario, where the CCG is benefitting from un-validated under-performance
this has not been included.
The Contract Operational Group continues to review performance but
particular issues of note for the Governing Body are detailed below.
South Tyneside FT

We have included a forecast underspend of £582k
and this final position has been agreed with the FT.

City Hospitals

Month 06 Trust data shows over performance of
£775k, although challenges have been raised
Page | 3

Agenda Item: 2015/09
Enclosure: 03

regarding double-counting of activity and particular
issues with regard to Ophthalmology drug
treatments. The forecast has been amended to
£840k. In addition the CCG continues to
experience difficulty with the Trust providing agreed
information flows and untimely responses to data
queries.
Newcastle Hospitals

The position at month 06 shows overperformance
to date of £138k. The forecast position has
increased by 45k to 195k overspend.

Gateshead Health

No change in month 08, the current forecast shows
an overspend of £490k. However there remain
ongoing data validation issues.
The default
position is that the contract operates on block until
the data issues are resolved satisfactorily, at that
point there will be a retrospective application of
tariff rules. This has not yet been applied and the
forecast is a worst case.

Mental Health Packages As noted previously, the CCG is reviewing the
process with regard to clients who are in the
process of stepping down from specialist care into
community packages. It is anticipated that this
pressure will increase and CCG staff have met with
colleagues in NECS and NHS England with regard
to implementing a better process for step-down
packages of care.


Prescribing

There is a forecast overspend on centrally held drugs of £238k and a medium
risk with regard to the GP prescribing budget. In addition it is known that a
change to national Category M drug pricing will impact the CCG forecast by
£168k. To be prudent the forecast overspend has been adjusted to £320k.


CHC

The CCG has received the quarter 2 database from the Council which is
being worked through by NECS colleagues. There is a considerable pressure
in CHC with current forecasts showing an overspend in the region of £3.6m.
This is a high risk area for the CCG and work is ongoing to improve both the
operational and the financial systems to ensure this process works more
efficiently. However the indications are that CHC is an increasing pressure
and costs will continue to rise in the future.


Spending 2.5% of budget non-recurrently

This remains a low risk for the CCG as there are known pre-commitments and
the CCG has an agreed prioritised plan for use of this funding.

Page | 4

Agenda Item: 2015/09
Enclosure: 03



CCG QIPP Programme

The CCG has developed a QIPP programme delivering £1m of savings in
2014/15. The savings have all been delivered through contractual pricing
changes at the start of the financial year.


Running Costs

The CCG has a small running cost allocation, however there is a low risk of
overspend.
4.

Recommendation
The Governing Body is requested to:
i)

Consider this report and note the risks and the forecast position.

Kate Hudson
Chief Finance Officer
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YTD
Budget
£'000
Acute Services (inc
Ambulance Services)

Mental Health
Services

Community Services

Continuing Care

Primary Care

Other Corporate

Commissioning
Reserves

TOTAL (SURPLUS) /
OVERSPEND

YTD
Variance
(Under)/
YTD Actual Overspend
Risk
£'000
£'000
Rating

South Tyneside NHS Foundation Trust
52,491
City Hospitals Sunderland NHS Foundation Trust
13,682
New castle Upon Tyne Hospitals NHS Foundation Trust
6,985
Gateshead Health NHS Foundation Trust
4,789
County Durham & Darlington NHS Foundation Trust
1,140
Northumbria Healthcare NHS Foundation Trust
184
North East Ambulance Service NHS Foundation Trust
3,167
Spire Healthcare
402
Transf ormation Fund
380
Other Acute Providers
257
Readmissions
832
Planned Care
0
Clinical Assessment and Treatment Centres
817
Urgent Care
0
Winter Pressures
3,015
Non Contract Activity
685
Northumberland, Tyne and Wear NHS Foundation Trust
13,987
Tees, Esk and Wear Valleys NHS Foundation Trust
(0)
Other Providers / NCAs
949
South Tyneside NHS Foundation Trust - Community
11,792
New castle Upon Tyne Hospitals NHS Foundation Trust - Community
160
City Hospitals Sunderland NHS Foundation Trust - AQP
0
Miscellaneous Commissioning
775
Carers
803
Adult Joint Funded
167
Children
733
Continuing Healthcare Assessment and Support
640
Funded Nursing Care
480
PCT Legacy National Contribution
0
Adult Fully Funded
7,724
Out of Hours
913
Local Enhanced Services
224
Medicines Managements - Clinical
118
Oxygen
343
Primary Care IT
575
Prescribing
17,976
North East Ambulance Service NHS Foundation Trust - NHS 11
333
Exceptions and Prior Approvals
233
Interpreting Services
63
Reablement
211
NHS Property Services
1,819
Saf eguarding
156
Other Miscellaneous
1,142
Commissioning Reserve
1,305
Non Recurrent Reserve
4,113
Non Recurrent Programmes
0
Surplus
779

52,287
14,242
7,115
5,116
1,182
99
3,180
269
0
164
545
0
841
0
3,015
417
14,153
68
1,391
11,777
158
78
997
741
83
1,107
719
150
885
10,144
929
264
207
443
575
18,070
327
148
72
85
1,765
111
1,208
51
0
1,286
0

(204)
560
130
327
43
(85)
13
(132)
(380)
(93)
(287)
0
24
0
0
(269)
167
68
442
(15)
(2)
78
222
(62)
(83)
374
79
(330)
885
2,420
16
40
88
100
0
94
(6)
(86)
9
(126)
(53)
(45)
66
(1,254)
(4,113)
1,286
(779)

157,337

156,465

(872)

h
i
i
i
h
h
h
h
h
i
h
g
i
g
g
h
h
i
i
h
h
i
i
h
h
i
i
h
g
i
i
h
i
i
g
g
h
i
h
h
h
i
h
h
h
g
h

2014-15
Budget
£'000

Forecast
Outturn
£'000

Forecast
Variance
(Under)/
Overspend
Risk
£'000
Rating

78,736
20,524
10,477
7,183
1,709
276
4,751
602
570
386
1,247
0
1,226
0
3,342
1,028
20,980
0
1,424
17,688
240
0
1,162
1,204
250
1,100
960
720
0
11,585
1,370
329
177
514
863
26,964
499
350
94
316
2,728
234
1,720
1,957
5,727
0
1,168

78,154
21,363
10,673
7,674
1,810
399
4,771
495
59
220
797
0
1,290
0
3,342
791
21,202
7
2,031
17,632
237
313
1,297
1,204
256
1,100
1,053
812
885
15,085
1,393
329
177
618
863
27,284
491
97
143
296
2,648
170
1,813
168
2,114
0
0

(582)
840
196
491
100
123
20
(108)
(511)
(166)
(450)
0
64
0
0
(237)
222
7
608
(56)
(3)
313
135
(0)
6
0
93
92
885
3,500
23
0
0
103
0
320
(8)
(253)
49
(20)
(80)
(64)
93
(1,789)
(3,613)
0
(1,168)

234,383

233,554

(829)

h
i
i
h
h
i
h
i
h
h
h
g
i
g
g
i
i
i
h
h
h
i
i
g
g
h
g
i
g
i
h
g
g
i
g
h
h
h
i
g
g
i
i
h
h
g
g
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INCOME & EXPENDITURE REPORT FOR RUNNING COSTS - SOUTH TYNESIDE CCG - YTD & FORECAST POSITION AS AT 30 NOVEMBER 2014

WTE Budget

WTE Actual

YTD Budget
£000's

YTD Actual
£000's

YTD Variance
(Under)/
Overspend
£000's

Risk Rating

2014-15 Budget
£000's

Forecast
Variance
(Under)/
Overspend
£000's

Forecast
Outturn
£000's

Risk Rating

Running Costs
Admin Projects
Administration & Business Support
CEO / Board Office
Chair & Non Execs
Clinical Support
Commissioning
Estates and Facilities

0.00
3.60
3.40
0.00
1.96
5.50
0.00

0.00
3.60
3.00
4.05
1.23
6.49
0.00

33
1,241
328
85
161
224
53

26
1,241
308
74
142
207
54

(8)
(0)
(20)
(11)
(19)
(17)
1

Finance
General Reserve - Admin
IM&T

1.74
0.00
0.00

1.44
0.00
0.00

134
107
0

117
0
4

(17)
(107)
4

Quality Assurance

1.90

0.80

102

48

(54)

2,468

2,219

(249)

Risk Rating Key
Meeting Target and Improving
Meeting Target and Remaining Static
Meeting Target and Declining
Close to Target and Improving
Close to Target and Remaining Static
Close to Target and Declining
Distant to Target and Improving
Distant to Target and Remaining Static
Distant to Target and Declining

g
g
h
h
i
i

50
1,861
492
128
241
336
80

50
1,861
466
112
215
317
81

0
0
(26)
(16)
(26)
(19)
1

g
g
i
i
i
g

h
h

g

201
160
0

175
6
4

(26)
(154)
4

h

153

74

(79)

h
h
g
h

3,702

3,361

(341)

g

i

Indicator

h
g
i
h
g
i
h
g
i
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SOUTH TYNESIDE CCG
BUDGET MOVEMENTS @ M08

Acute
South Tyneside NHS Foundation Trust
City Hospitals Sunderland NHS Foundation Trust
The Newcastle Upon Tyne Hospitals NHS Foundation Trust
Gateshead Health NHS Foundation Trust
County Durham and Darlington NHS Foundation Trust
Northumbria Healthcare NHS Foundation Trust
SPIRE
Tyneside surgical services
Transformation fund
AMBULANCE SERVICES
CLINICAL ASSESSMENT AND TREATMENT CENTRES
NCAS/OATS
WINTER PRESSURE
PROGRAMME PROJECTS
Community
CARERS
COMMUNITY SERVICES
South Tyneside NHS Foundation Trust
South Tyneside NHS Foundation Trust MSK
HOSPICES
LONG TERM CONDITIONS
PALLIATIVE CARE
Continuing Care
CHC ADULT FULLY FUNDED - LOCAL AUTHORITY
CHC ADULT FULLY FUNDED - PRIVATE PROVIDERS
CHC CHILDREN
CHC S 117 MENTAL HEALTH
CHC ADULT JOINT FUNDED
CONTINUING HEALTHCARE ASSESSMENT & SUPPORT
FUNDED NURSING CARE
Mental Health
DEMENTIA
MENTAL CAPACITY ACT
MENTAL HEALTH CONTRACTS
Northumberland Tyne and Wear
MENTAL HEALTH SERVICES - ADULTS
MENTAL HEALTH SERVICES - ADVOCACY
MENTAL HEALTH SERVICES - NOT CONTRACTED ACTIVITY
MENTAL HEALTH SERVICES - OTHER
Other
EXCEPTIONS & PRIOR APPROVALS
COUNSELLING SERVICES
INTERPRETING SERVICES
NHS 111
PATIENT TRANSPORT
REABLEMENT
RECHARGES NHS PROPERTY SERVICES LTD
SAFEGUARDING
Primary Care
LOCAL ENHANCED SERVICES
OUT OF HOURS
OXYGEN
GPIT
PRESCRIBING GP's
Centrally held drugs
Gateshead CBC
Scriptswitch
Reserves
COMMISSIONING RESERVE
AQP
Safeguarding team
Funding for CHC assessment team
Funding for CHC assessment team
Infection control budget
Lucentis funding from Sunderland
Major Trauma defund for specialist comm
£5 per head GP for over 75's
Diabetic screening
CCG initiatives
Allocation adjustment for overseas visitors
NON RECURRING SURPLUS
NON RECURRENT RESERVE
I+E SET-UP DEFAULT
Grand Total

Month 07

Month 08

Annual Budget

Annual Budget

131,731,444
78,736,292
20,523,502
10,477,272
7,182,984
1,709,419
276,065
602,465
386,000
570,000
4,750,923
1,226,026
1,028,097
3,015,000
1,247,398
20,293,945
1,203,865
489,204
16,677,211
1,010,637
758,769
29,326
124,933
14,615,000
7,574,672
2,330,694
1,099,634
1,680,000
250,000
960,000
720,000
22,403,518
31,000
88,706
1,031,860
20,979,989

132,058,443
78,736,292
20,523,502
10,477,272
7,182,984
1,709,419
276,065
602,465
386,000
570,000
4,750,923
1,226,026
1,028,097
3,342,000
1,247,398
20,293,945
1,203,865
489,204
16,677,211
1,010,637
758,769
29,326
124,933
14,615,000
7,574,672
2,330,694
1,099,634
1,680,000
250,000
960,000
720,000
22,403,518
31,000
88,706
1,031,860
20,979,989

61,316

61,316

210,647
6,084,574
350,000
300,000
94,272
499,395
1,419,612
316,295
2,728,000
377,000
30,218,580
329,420
1,370,000
514,404
863,000
26,419,464
477,942
177,350
67,000
8,709,025

210,647
5,941,574
350,000
300,000
94,272
499,395
1,419,612
316,295
2,728,000
234,000
30,218,580
329,420
1,370,000
514,404
863,000
26,419,464
477,942
177,350
67,000
8,852,025

93,000

93,000
143,000

198,000
255,000
-97,000
772,880
100,000
204,550
-176,000
463,614
5,727,028
1,167,953
234,056,086

198,000
255,000
-97,000
772,880
100,000
204,550
-176,000
463,614
5,727,028
1,167,953
234,383,085

Movement in
budget

Comment on budget movements

326,999
0
0
0
0
0
-0
-0
0
0
0
0
-0
327,000 Additional funding for STFT for waiting times
0
0
-0
-0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
-0
0
0
0
0
-143,000
0
0
0
0
0
0
0
-143,000 Safeguarding realignments
0
0
0
0
0
0
0
0
0
143,000
0
0
143,000 Safeguarding realignments
0
0
0
0
0
0
0
0
0
0
0
0
326,999
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APPENDIX 3

NHS ENGLAND IN YEAR ALLOCATIONS - SOUTH TYNESIDE CCG
CCG Allocation

Confirmed Allocations:
Total Allocation for CCG
Running Costs Allocation
Return of 2013-14 Surplus
GPIT
Facilities Overheads Transfer
High Cost Drugs Adjustment
GPIT - Transitional Funding
Specialised Commissioning - Major Trauma
Lucentis
2014-15 CEOV and Non-Rechargeable Services Adjustment
Winter Resilience Funding
Winter Resilience Funding (2nd Tranche)
RTT Funding

Recurrent

Non Recurrent

Total

£000's

£000's

£000's

232,893
(3,702)

0
0
513
391

315
177
472
(97)
255
(176)
1,245
1,770
327

Total NHS England Confirmed Programme Allocation 2014-15

229,586

4,797

Total NHS England Anticipated Programme Allocation 2014-15
Total NHS England Programme Allocation 2014-15
Running Costs Opening Baseline
Total Confirmed Running Costs Baseline
Total NHS England Running Cost Allocation 2014-15
Total Allocations

0
229,586
3,702
3,702
3,702
233,288

0
4,797
0
0
0
4,797

232,893
(3,702)
513
391
315
177
472
(97)
255
(176)
1,245
1,770
327
0
234,383
0
0
234,383
3,702
3,702
3,702
238,085

Page | 11

Agenda Item: 2015/09
Enclosure: 03

APPENDIX 4

BETTER PAYMENT PRACTICE CODE - SOUTH TYNESIDE CCG
FOR THE EIGHT MONTHS TO 30 NOVEMBER 2014
Better Payment Practice Code - 30 Days

NUMBER

£000's

Non-NHS
Total Non-NHS Trade Invoices Paid in the Year
Total Non-NHS Trade Invoices Paid Within 30 Day Target
Percentage of Non-NHS Trade Invoices Paid Within 30 Day Target

3,717
3,656
98.36%

18,597
18,386
98.87%

NHS
Total NHS Trade Invoices Paid in the Year
Total NHS Trade Invoices Paid Within 30 Day Target
Percentage of NHS Trade Invoices Paid Within 30 Day Target

1,073
1,040
96.92%

118,390
117,559
99.30%
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Christine Briggs, Director of Operations

CCG Monthly Performance Report
15 January 2015
Introduction:
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.

1.

Issues to note constitution indicators:

1.1

Number of patients waiting more than 52 weeks for treatment – 1 patient
reported as waiting in excess of 52 weeks at CHS FT in Urology in
September. Patient was seen the following month.

1.2

Cancer - All indicators have been met in October and year to date.

1.3

Mixed Sex accommodation – a South Tyneside CCG patient breached in
September and November, both at STFT. In September the patient was in
HDU at STFT and the FT were unable to find a bed outside of HDU within the
escalation period as the patient’s condition improved; at that point they were
deemed to no longer require HDU care and they breached. The hospital
report they have continued to be very busy for some weeks and beds are
difficult. A second MSA breach has been reported in November. NECS have
contacted the FT for details of the breach.

1.4

Ambulance Category A (Red 2) – performance for the CCG has fallen to
72.7% which is below the target of 75%. NEAS are revisiting their action plan
which will be updated and shared with all CCGs shortly.

2.

Issues to note CCG outcome indicators:

2.1

Emergency admissions for acute conditions that would not usually require
hospital admission is above trajectory October ytd. This relates to 1,667
admissions compared 1,371 admissions for the same period 2013/14. This
includes, 449 Pyelonephritis and kidney/urinary tract infections; 418 Vaccine
preventable - flu; 286 Dehydration and Gastroenteritis; 208 Cellulitis. Most
patients, 1,448 in total, were seen at STFT, 108 at CHSFT and 50 at
NUTHFT.

2.2

Emergency admissions for children with LRTI are above trajectory October
ytd. This relates to 27 Emergency admissions compared to 12 admissions for
the same period 2013/14. 17 patients were seen at STFT, 5 at NUTHFT and 4
at CHSFT.

2.3

A review of the FFT was published in July 2014 and made a number of
recommendations. The FFT Review suggested that the presentation of the
data should move away from using the Net Promoter Score (NPS) as a
headline score and use an alternative measure. In line with this
recommendation in September NHS England statistical publication has moved
to using the percentage of respondents that would recommend/wouldn’t
recommend the service in place of the NPS.

2.4

Friends and Family % of patients who would recommend the FTs services. In
September 93.2% of patients would recommend STFT inpatients services.
This increased slightly in October to 94.9%. In September 84.1% of patients
would recommend STFT A&E services and this has risen to 94.1% in
October.

2.5

Friends and Family rates continue to be above the 15% mandated response
rate for IP. A&E response rate saw a dramatic increase in July to 34.4%. This
fell in August to 22.9% but increased again to 31.4% in September. In
October this fell again to 29.1%.

2.6

NHS England has published new guidance to support the introduction of the
NHS Friends and Family Test (FFT) to NHS Funded Services and GP
Practices. The requirements for implementing the FFT in acute inpatient
services and A&E departments will change from 1 April 2015. The key
changes will be:
 Inclusion of all patient groups accessing inpatient and A&E services (ie the
addition of children and young people).
 The mandatory collection of free-text comments.
 A recommendation to collect demographic variables alongside the FFT
question.
 Coverage of all inpatient services including day cases from 1 April 2015
and the data to be included within the submission of inpatient FFT data.
 Token collections are not permitted.
Note from 1 December 2014, it is a contractual requirement that all GP
practices implement the NHS Friends and Family Test (FFT).

2.7

IAPT –Performance in November is above trajectory. Projected access
trajectory is 16.4%. 50% recovery trajectory remains on target with a
projected recovery rate of 55.4%.

2.8

No incidents of MRSA have been reported October year to date. However in
November the CCG is reporting 46 cases of CDiff compared to trajectory of
19. This breaches the year-end target of 31. 35 of the 46 cases reported were
community acquired.

2.9

Dementia diagnosis continues to be a good new story with the diagnosis rate
reported as 72.4% exceeding the September trajectory of 72%.

3

Dashboards

Following are dashboards illustrating the CCG’s position in relation to:

3.1 CCG Quality Premium for 2014\15
The value of the scheme (payable in 2014\15) is estimated to be £744k for the
CCG. Regular reviews of this dashboard throughout the year enable us to
follow this position.
The table below shows a potential quality premium payment of £278,978.
This is based on the CCG meeting all national measures with the exception of
Domain 3: Helping people to recover from episodes of ill health or following
injury – ie Avoidable Admissions.
The CCG meets 2 of the 4 NHS Constitution measures; RTT (18 weeks) and
Cancer waits – 14 days.
Note the CCG will not receive a quality premium if it:
a) is not considered to have operated in a manner that is consistent with
Managing Public Money1 during 2014/15; or
b) incurs an unplanned deficit during 2014/15, or requires unplanned financial
support to avoid being in this position; or
c) incurs a qualified audit report in respect of 2014/15.

3.2 NHS Constitutional indicators
Pressure areas are set out in the highlights section above. The dashboard
allows an overview of all of the indicators.

3.3 NHS Outcomes Framework
Pressure areas are set out in the highlights section above. It should be noted
that some of the datasets which sit within it are annually or bi-annually
published.
Aaron Tucker
Commissioning Manager
January 2014

Calculation of potential Quality Premium (2014/15)payment as at December 2014
CCG population - 148,788
Assume the CCG satisfies the financial and quality gateways for 2014/15
% of Quality
Premium
15%
15%
25%
15%
15%

Measure
Reduction in Preventable Years of Life Lost (PYLL)
Improving access to psychological therapies
Avoidable emergency admissions
Friends and family test and patient experience
Improved reporting of medication safety incidents
Local QP - People with COPD and Medical Research Council
(MRC) Dyspnoea Scale >3 referred to a pulmonary rehabilitation
programme (Target 30.4%)
15%
Total
100%

NHS Constitution rights and pledges
Referral to treatment times (18 weeks)
A&E waits
Cancer waits – 14 days
Category A Red 1 ambulance calls
Total adjustment
NET TOTAL PAYABLE

Measure achieved
Yes
No
Yes
No

Potential Value
£
111,591
£
111,591
£
185,985
£
111,591
£
111,591

£
£

Measure achieved
Yes
Yes
No
Yes
Yes

111,591 Yes
743,940

Adjustment to
funding

£
£

Quality premium
funding
25% -£
25% -£
-£
£

Eligible quality
premium funding
£
111,591
£
111,591
£
£
111,591
£
111,591

139,489
139,489
278,978
278,978

111,591
557,955

NHS South Tyneside CCG Quality Premium 2014/15
CCG Population

Title of Measure
Domain 1: Preventing people from dying prematurely
Reduction in Preventable Years of Life Lost (PYLL) from
causes amenable to healthcare

Local

National

Domain 2: Enhancing quality of life for people with long
term conditions

Domain 3: Helping people to recover from episodes of ill
health or following injury.

148,788
Value
Percentage of
Value for CCG's
quality premium

Measure
Threshold for success

15.00%

£

111,591 3.2% Reduction in 2014 against 2013

15.00%

£

111,591

£

Indirectly Standardised Rate (ISR) of avoidable
emergency admissions in 2014/15 ≤ ISR 2013/14
185,985 OR
ISR 14/15 < 1,000 admissions per 100,000
population

25.00%

Domain 4: ensuring that people have a positive
experience of care.

15.00%

£

Domain 5: treating and caring for people in a safe
environment and protecting them from avoidable harm.

15.00%

£

111,591

Improved reporting of medication-related safety
incidents between Q4 2013/14 and Q4 2014/15

Further local measure agreed by CCG and local Health
and Wellbeing Board with NHS England

15.00%

£

111,591

People with COPD and Medical Research Council
(MRC) Dyspnoea Scale >3 referred to a
pulmonary rehabilitation programme (Target
30.4%)

100.00%

£

743,940

Avoidable
emergency
admissions Oct 2014 1,649.4 (Trajectory
1,513.1)
Oct 14 %
recommended &
response STFT; IP 94.9% &36.5% , A&E 94.1% & 29.1%

Oct 2014 56.4%

-

£

111,591.00

-

£

111,591.00

-

£

185,985.00

-

£

111,591.00

-

£

111,591.00

-

£

111,591.00

£

743,940.00

Total Adjustment

Revised Total

£

Referral to treatment times (18weeks)(Incomplete pathways 92%)
A&E Waits (mapped data target - 95%)
Cancer waits - 2WW (Target 93%)
Category A Red 1 ambulance calls (NEAS target 75%)

Comments
94.2% Oct 2014 YTD
94.6% Nov 2014 YTD Performance
94.4% Oct 2014 YTD
71.3% Nov2014 YTD (NEAS)

Adjustment to
funding
25%
25%
25%
25%

Eligible QP
Funding

Quality Premium Funding
Adjustment
£
£
£
£
£
-

NHS Constitutional rights and pledges

Measure
Achieved
YTD
YTD
YTD
YTD

2,278 (2013)
compared to 2,451.7
(2012)

Increase in IAPT access levels to 15% by 31 March Nov ytd 10.9%
2015
(Trajectory 10.0%)

South Tyneside FT agree actions and milestones
to adress issues identified from 2013/14 results
AND
111,591
↑in average FFT score for both inpatient and
A&E between Q1 13/14 and Q1 14/15 for one of
the patient improvement indicators.

TOTAL

Latest Data

Achievement
Measure
Achieved

743,940.00

NHS South Tyneside CCG Performance Indicators 2014/15 - NHS Constitution
Domain

Indicators

Indicator Description

Latest Data
Period

% of patients initial treatment within 18 weeks for admitted pathways

Year end
risk
assessment

Comments

92.4%

93.2%

95.0%

97.3%

98.1%

92.0%

94.2%

94.2%

0

0

1

1.00%

0.18%

0.18%

95.0%

91.2%

97.3%

0

0

0

95.0%

92.4%

93.2%

0

0

0

No issues to note

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

93.0%

94.6%

94.4%

No issues to note

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

93.0%

100.0%

95.2%

No issues to note

% of patients treated within 31 days of a cancer diagnosis

96.0%

100.0%

99.5%

No issues to note

94.0%

100.0%

98.8%

No issues to note

98.0%

100.0%

100.0%

No issues to note

94.0%

100.0%

100.0%

No issues to note

85.0%

96.7%

89.1%

No issues to note

90.0%

100.0%

96.4%

No issues to note

N/A

100.0%

83.3%

No issues to note

75.0%

84.1%

79.9%

No issues to note

75.0%

72.7%

77.8%

95.0%

95.3%

97.3%

Nov-14

0

1

2

Q2 2014/15

95.0%

95.4%

97.8%

Oct-14

Number of patients waiting more than 52 weeks for treatment

A&E - South Tyneside
FT

Monthly
Trend

90.0%

% of patients initial treatment within 18 weeks for non- admitted
Referral to treatment pathways
access times
% patients waiting for initial treatment on incomplete pathways within
18 weeks

Diagnostic waits

CCG
NHS South Tyneside CCG
Threshold
Actual
YTD

% patients waiting less than 6 weeks for the 15 diagnostics tests
(including audiology)

Oct-14

% patients spending 4 hrs or less in A&E or minor injury unit
Over 12 hour trolley waits

One +52 week waiter reported at CHS FT in Urology in September .
No issues to note
Actual performance dropped below target in Nov but remains above
target Nov ytd.
No issues to note

Nov-14

NHS Constitution Indicators

A&E - City Hospitals
Sunderland

Cancer Waits

% patients spending 4 hrs or less in A&E or minor injury unit
Over 12 hour trolley waits

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

Oct-14

% of patients receiving subsequent treatment for cancer within 31 days drugs
% of patients receiving subsequent treatment for cancer within 31 days radiotherapy
% of patients treated within 62 days of an urgent GP referral for
suspected cancer
% of patients treated within 62-day of referral from an NHS cancer
screening service
% of patients treated for cancer within 62 days of consultant decision to
upgrade status
Category A (Red 1) 8 minute response time
Ambulance

Category A (Red 2) 8 minute response time

Nov-14

Category A 19 minute transportation time
Mixed Sex
accommodation
Care Programme
Approach

Mixed Sex accommodation - number of unjustified breaches
% people followed up within 7 days of discharge from psychiatric in
patient care

Actual performance dipped in Oct and remains below target in Nov.

CCG below target for Cat A (Red 2)
No issues to note
ST CCG patient breach at STFT in Sept and Nov.
No issues to note

NHS South Tyneside CCG Performance Indicators 2014/15 - Outcomes Framework
Domain

Indicators

Indicator Description
Threshold date

Preventing people from dying
prematurely

Threshold

Under 75% mortality rate from cardiovascular disease

82.4

Under 75% mortality rate from respiratory disease

49.0
2012

Under 75% mortality rate from liver disease

Health related quality of life for people with LTC
Proportion of people feeling supported to manage their long term condition

39.6
2013
16.5

165.1
Oct 2014 ytd

Actual

24.4

Risk
Assessment

Comments

80.7

27.2

Under 75% mortality rate from cancer
Emergency admissions for alcohol-related liver disease (new in 14/15)

NHS South Tyneside CCG
Latest Data
Period

Information on Mortality indicators shows that mortality for CVD,
Respiratory and Liver disease and cancer all show a drop 2013
compared to 2012.

156.3
Oct 2014 ytd

TBC

23.1
Data still to be
sourced

No update
The Proportion of people feeling supported to manage their long
term condition has fallen between March 2012 and 2013.

Mar-12

74.41

Mar-13

72.7%

Unplanned hospitalisation for chronic ambulatory care sensitive conditions (QP)

Oct 2014 ytd

644.8

Oct 2014 ytd

601.1

Unplanned hospitalisation for asthma, diabetes and epilepsy (under 19s) (QP)

Oct 2014 ytd

260.3

Oct 2014 ytd

238.9

Q2 2014/15

72.0%

Q2 2014/15

72.4%

Oct 2014 ytd

865.2

Oct 2014 ytd

1036.9

Sep-14

14.73%

Sep-14

14.70%

Enhancing Quality of life for people with
LTC

Estimated diagnosis rate for people with dementia

Emergency admissions for acute conditions that would not usually require hospital
admission (QP)

Emergency readmissions within 30 days of discharge from hospital

NHS Outcomes Framework

Total health gain assessed from patients i. hip replacements

0.41

Helping people recover from episodes of
ill health or following injury
Total health gain assessed from patients ii.knee replacements

0.38

0.29
2011/12

0.27
Mar-13

No update

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 (QP)

Oct 2014 ytd

41.1

Oct 2014 ytd

94.6

Patient Experience of GP Services

Mar-13

91.90

Mar-14

89.40

Patient experience of GP & OOHs services

Mar-13

77.10

Mar-14

65.10

Patient experience of hospital care

2012/13

76.5

2013/14

78.9

Friends and family test (QP) Response rate - A&E

Oct-14

15.0%

Oct-14

29.1%

Friends and family test (QP) Response rate - IP

Oct-14

15.0%

Oct-14

36.5%

Friends and family test (QP) Response rate - Maternity
Positive Experience of care

started in Oct 13

Friends and family test (QP) % recommended - A&E

Oct-14

n/a

Oct-14

94.1%

Friends and family test (QP) % recommended - IP

Oct-14

n/a

Oct-14

94.9%

Friends and family test (QP) Score - Maternity
Increase percentage people with anxiety disorders and depression who access
psychological therapies (IAPT)

Nov 2014 ytd

10.0%

Nov 2014 ytd

10.9%

IAPT Recovery Rate

Nov 2014 ytd

50%

Nov 2014 ytd

55.4%

Incidence of MRSA (QP)

Oct 2014 ytd

0

Oct 2014 ytd

0

Incidence of C Diff (QP)

Nov 2014 ytd

19

Nov 2014 ytd

46

2014/15

30.40%

Local
QP

Local Priority - People with COPD and Medical Research Council (MRC) Dyspnoea Scale
>3 referred to a pulmonary rehabilitation programme

Relates to 27 Emergency admissions for children with LRTI
compared to 12 admissions for the same period 2013/14.

No update

Friends and family rates continue to be above the 15% mandated
response rate for IP. A&E response rate fell from 13.3% in April to
8.9% in May. However June saw an improvement to 9.2% and a
dramatic increase in July to 34.4%. This fell in Aug to 22.9% but
increased to 31.4% in Sept and fell again in Oct to 29.1%

From Sept 2014 Friends and family no longer use net promoter
score but the % who would recommend the service.

started in Oct 13

Treating and caring for people and
protecting from avoidable harm

Local Quality Premiums

Relates to 1,667 Emergency admissions for acute conditions that
would not usually require hospital admission compared to 1,371
admissions for the same period 2013/14.

Oct 2014 ytd

56.4%

South Tyneside projected outcome: Access 16.4%, Recovery
55.4%

No Cases of MRSA have been reported against the CCG Oct YTD.
C.diff cases Nov ytd are above trajectory. 46 cases compared to
trajectory of 19 (year end target 31). 35 cases were community
acquired.
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Urgent Care Acute Hub
Business Case
Executive Summary
Many patients presenting to Accident & Emergency (A&E), or calling 999, do not
need the specialised care offered by these services, and would be better served
elsewhere. They may be unaware of other options, such as NHS 111, which give
access to real time information in order to locate an available service with the right
skills. Additionally, feeling unwell and vulnerable, patients may go for the option they
most closely identify with being able to provide care in a crisis, 24 hours a day.
Whatever the reason, the current system is failing either to signpost patients to the
appropriate level of care effectively, or in some cases to provide an obvious and
easily-accessible alternative to A&E departments.1
The growth of new forms of urgent care services has failed to reduce A&E
attendances. For example, emergency attendances in England rose by 46%
between 2003/04 and 2009/10. In the financial year 2013-2014 there were 56,548
A&E attendances seen and treated at South Tyneside General Hospital (STGH). Of
those, 65% of attendees were given verbal or written advice and required no further
treatment.
Following the collection and review of all relevant background information outlined in
the Case for Change, November 2014 (see Appendix 1), a number of options were
considered by South Tyneside CCG’s Governing Body on the 20th November 2014.
These options included:
1.
Status Quo;
2.
Continue with Jarrow Walk In Centre and develop an urgent care acute
hub model on the hospital site;
3.
Re-locate Jarrow WIC to the hospital site as part of a single urgent care
acute hub.
After consideration of all three options the Governing Body unanimously agreed to
progress with option 3.
This business case proposes a new Urgent Care Acute Hub (UCAH) to be provided
on the Acute Hospital site which will bring together an integrated multidisciplinary
team, incorporating the existing Accident and Emergency Department (A&E),
Primary Care services, Mental Health, Social Care and Pharmacy to one service
location, operating 24 hours a day 365 days per year.

1

High quality care for all, now and for future generations: transforming urgent and emergency care services in England – the
evidence base from the urgent and emergency care review, NHS England, June 2013

Page 4 of 155

1. Introduction
The business case sets out a proposal for radical redesign of urgent care services to
deliver a service built around and responsive to the needs of patients. The model will
see the introduction of a single point of access for all unplanned care needs in South
Tyneside. This will ensure the patient is seen by the right professional at the right
time, to meet their specific needs.
It will deliver a more consistent and more integrated urgent care service by bringing
services together, improving convenience, appropriateness and quality of care
provision.
The new model will ensure delivery of a single front door to an integrated service for
patients, also delivering economies of scale. The aim is to provide universal access
to high quality urgent and emergency care services 24/7, so that whatever the
problem, people with urgent care needs get the right service in the right place, first
time.

2. Service Outline
2.1. Current State
When people have an illness, disability, injury or circumstance they feel requires
urgent attention, to them it is an emergency. However, responses range from
intervention in a life threatening condition to the need for information, direction,
support or appropriate treatment. The initial contact must be with the right person, in
the right place, first time as many people will go to the first gateway they recognise
when they feel they cannot cope.
Current services in South Tyneside include:
 NHS 111
 39 Community Pharmacies
 28 General Practices
 Community Nursing Teams such as Urgent Care Teams / Intermediate Care
Teams
 Jarrow Walk in Centre
 GP out of hours
 South Tyneside A&E Department
Although there have been a number of high profile media campaigns, the current
range of services is confusing and people are unsure where to go when ill or injured.
This can mean that some people are transferred from one service to another before
getting the support they need.
A detailed review of current services available to residents in South Tyneside can be
found in the Case for Change, November 2014 (see Section 4, Appendix 1).
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2.2. Future State
2.2.1. Aims & Objectives
The overall aim is to meet the ‘urgent unscheduled care’ needs (including physical
and mental health) of adults, young people and children by provision of an integrated
primary care-led UCAH co-located with the Emergency Department situated in a
secondary care hospital base. The overriding aim will be to provide a fully integrated
primary and secondary care model with clinicians working collaboratively and flexibly
to meet the urgent and emergency care needs of the local population.
The clinical objectives of the service are to:
 deliver high-quality, evidenced-based, safe health care using for example
latest NICE guidance, patient alerts;
 achieve excellent patient outcomes e.g. survival, recovery, lack of adverse
events and complications;
 work to agreed clinical and referral care pathways to ensure seamless
transfers of care between the UCAH and ED as well as inpatient care,
Paediatric Assessment Unit, Frail Elderly Assessment Unit, primary and
community services including mental health services or to self-care;
 release clinical time from senior decision-making clinicians to ensure capacity
is appropriately planned to meet the future increased demand
The satisfaction and educational objectives of the Service are to consistently
achieve:
 high levels of patient satisfaction;
 increased patient understanding of managing their condition.
The Service outcomes include:
 single point of access and registration for patients, streaming towards a rapid
assessment and treatment for clinically appropriate presentations by a team
of clinicians 24 hours/day, 365 days/year;
 increased skill-sets within the UCAH including emergency nurse practitioners,
GPs, community and mental health clinicians;
 closer collaboration between the UCAH and the OOH services.
2.2.2. Model of Care
The UCAH is a 24/7, 365, integrated service that will receive all ambulatory patients
who present at South Tyneside District Hospital (STDH) who require emergency or
urgent care.
The service will provide:
 Prompt and convenient treatment/advice for non-threatening short-term
illnesses or health problems;
 Swift access to highly-skilled specialist care for much smaller numbers with
more serious illness or major injury;
 A simplified way in which patients and public access care so that they receive
consistent, high-quality care in a way which meets their needs first time.
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Once a patient has registered with the department they will be allocated to the next
appropriate Clinical Streamer for assessment, basic investigation and/or treatment.
All ambulatory patients who are seen through the primary care element of the
system (delivered for example by a Nurse Practitioner or GP) and discharged home
will be classified as being treated in the Urgent Care Centre (UCC). Any patient
whose physiological condition requires treatment to be delivered in the Emergency
Department will be classed as an Emergency patient.
The clinical streamer will have experience of working in Primary Care and have the
competency, skills and confidence to make quick, evidence-based and accurate
judgements regarding further treatment or discharge.
The rationale for urgent care services are that:
 urgent care services are provided by a discrete team including qualified
primary care trained clinicians expert at dealing with urgent primary care
needs;
 clinicians have the competency and confidence to treat patients using the
most appropriate skill-mix and interventions;
 these clinicians link into the wider primary, community and social care
services as well as end of life care within the primary care networks across
South Tyneside to prevent avoidable hospital admissions where clinically
appropriate;
 clinicians re-direct inappropriate attendances back to GP practices either
following a first-time treatment or on repeated presentation for a similar
complaint;
 frequent attenders will be managed appropriately with advice and direction;
 registration of unregistered patients will be facilitated by providing advice and
guidance on local practices and the relevant processes.
The UCAH should have arrangements with the co-located ED that includes:
 Shared protocols, including shared staff training and staff rotations;
 Integrated Clinical care and referral pathways that are used consistently
across Primary, Community, Urgent and Secondary Care;
 An agreed mechanism for the transfer of UCAH patients requiring an inpatient
admission;
 Consideration should be given to co-location of the OOH service.
The Service Provider will be responsible for populating the Directory of Services
(DoS) and enter accurate up-to-date details about the clinical skills and services that
they offer. Updates to the DoS will be undertaken to reflect real time services and as
and when these updates are required. This information will be validated through an
assurance process to ensure that information is accurate and consistent with
commissioning agreements and DoS standards. In order to ensure that referred
patients are treated effectively, it is essential that provider data reflects service
access, capacity and capability.
The Service Provider will ensure effective working with the governance
arrangements for NHS 111 and as part of a whole system for unscheduled care.
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Further workshops and testing of the model will be taking place over the coming
months to further refine and improve the model to ensure that a robust service is
developed and commissioned.
2.2.3. Workforce
The UCAH will bring together on one site the current service delivered at Jarrow WIC
and the A&E service and will establish a new primary care service which will require
a shift of workload from acute care to primary care. This will result in workforce
changes between the acute and primary care sectors.
Work is underway to assess whether staff from Jarrow WIC, currently provided by
Northern Doctors Urgent Care (NDUC), will transfer under Transfer of Undertakings
Protection of Employment (TUPE).
Staff will be required to complete training linked to the delivery of the South Tyneside
Pioneer programme, promoting Self Care, shifting conversations from: “How can I
help you?” to “How can I help you to help yourself”. This will help to promote
independence by helping to improve the Self-Efficacy of service users, allowing the
public to better help themselves.
2.2.4. Activity
Many patients presenting to A&E, or calling 999, do not need the specialised care
offered by these services, and would be better served elsewhere.
Evidence from around the country, where an Urgent Care Centre (UCC) has been
opened on the same site as A&E, shows that there has been a reduction of
approximately 10-30% patients accessing A&E. These patients are seen by the
primary care element of the service.
Based on this information we have modelled a number of possible scenarios:
Scenario
Scenario 1 (worst case):
100% of Jarrow WIC attendances +
7.5% A&E deflection
Scenario 2 (base case):
25% of Jarrow WIC attendances +
15% A&E deflection
Scenario 3 (best case):
25% of Jarrow WIC attendances +
30% A&E deflection

Jarrow WIC
Activity*

A&E
Deflection**

Total Expected
UCC Activity

27,340

4,341

31,681

6,835

8,681

15,516

6,835

17,363

24,198

* based on 2013/14 activity levels
** A&E 2014/15 planned activity levels
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2.2.5. Finance
A local tariff will be introduced for activity streamed to the UCC element of the UCH.
There is evidence from the Primary Care Foundation study into Urgent Care Centre2
which found wide variations in stated costs per case from £28 to £85, with most
falling in the range of £28 to £40. Following a review of evidence and similar models
in place in other areas of the country a number of tariffs have been introduced:
 £35 in Blackpool
 £35-38 in Sunderland
 £53 in Ealing
The base case identified in section 2.2.4 has been used to model the potential
financial savings that could be realised as part of the implementation of this model. It
must be noted however, that financial savings are not the primary driving force
behind the development and introduction of an UCH at the hospital site.

Area
S Tyneside FT A&E
Jarrow WIC
Total current spend

£35 tariff
£4,488,808
£973,300
£5,462,108

Base Case (scenario 2)
£40 tariff
£50 tariff
£4,488,808
£4,488,808
£973,300
£973,300
£5,462,108
£5,462,108

Less S Tyneside FT 5% reduction in A&E
activity
Less S Tyneside FT A&E deflection
Less impact on Jarrow WIC
Add cost of primary care element of hub
Total impact of hub (net saving)

-£224,440
-£673,321
-£973,300
£543,060
-£1,328,002

-£224,440
-£673,321
-£973,300
£620,640
-£1,250,422

-£224,440
-£673,321
-£973,300
£775,800
-£1,095,262

-£224,440
-£673,321
-£973,300
£853,380
-£1,017,682

£3,591,047
£0
£543,060
£4,134,107

£3,591,047
£0
£620,640
£4,211,687

£3,591,047
£0
£775,800
£4,366,847

£3,591,047
£0
£853,380
£4,444,427

S Tyneside FT A&E
Jarrow WIC
Urgent Care Hub
Total proposed spend

£55 tariff
£4,488,808
£973,300
£5,462,108

Base case 14/15 assumptions
5% reduction in A&E attendances at S Tyneside FT
15% deflection of A&E attendances to UCH
only 25% of Jarrow WIC attend at UCH

While financially this model would not require additional investment, there is the
potential for this to save money in the longer term as people access services more
effectively and require fewer hospital admissions. There is also the potential for this
model to attract more patients as it becomes recognised as an efficient service.

2

Urgent Care Centre, What Works Bests, October 2012
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Modelling of scenario 1 and 3 has also been undertaken (see Appendix 2). The
majority of the scenarios modelled indicate that a saving will be seen through the
implementation of the UCH. Scenario 1 indicates that if the tariff is set at £50 or more
then there will be no expected savings and the CCG will be required to spend more.
Work is underway to assess whether staff from Jarrow WIC, currently provided by
NDUC, will transfer under TUPE.

3. Strategic Context
3.1. National Context & Evidence Base
There is a range of evidence to support the integrated model of care described in
section 2.2. Examples of this include:
 Healthcare for London: A Framework for Action (2008)
 Primary Care and Emergency Departments, Report from the Primary Care
Foundation (2010)
 Guidance for Commissioning Integrated Urgent and Emergency Care ‘A
Whole System Approach‘ Royal College of GP’s Centre for Commissioning
(2011)
 Urgent Care Centres: What works best? Primary Care Foundation (2012)
 Transforming urgent and emergency care services in England, NHS England
(2013)
 Transforming our health care system, The Kings Fund (2013)
 Urgent and Emergency Care: A Review for NHS South of England, The Kings
Fund (2013)
 Evidence to inform urgent and emergency care systems, Centre for Reviews
and Dissemination (2014)
Recent proposals for improving urgent and emergency care services in England
indicate that a model which supports self-care, helps people with urgent care needs
to get the right advice or treatment in the right place, first time and provides a highly
responsive urgent care service outside of hospital so people no longer choose to
queue in A&E are key to ensuring that we have a successful and long-lasting urgent
care model. 3
Only by building the right system, and better supporting patients and the public to
use it effectively, will we achieve improved outcomes for urgent and emergency care
in the NHS and truly deliver high quality care for all, and ensure the same for future
generations. 4
Based on examples of good practice from across the UK, the evidence shows that
by locating walk-in services with A&E, as part of an integrated urgent and emergency
care hub, it will be much easier for people to get the help they need, all under one
roof. Importantly there is now an increasing strong evidence base from the research
literature to support the integration of primary and secondary care services on the

3
4

Transforming urgent and emergency care services in England, NHS England, 2013
Transforming urgent and emergency care services in England, NHS England, 2013
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acute hospital sites in order to reduce emergency attendances and demands on the
system for urgent care services5.
Full details can be found in the Case for Change, November 2014 (see Section 2,
Appendix 1).
3.2. Local Context
The proposal to develop a streamlined Urgent Care service in South Tyneside with a
single point of access was first established in 2011 during the development of the
CCG’s 5 year commissioning plan for 2012-2017. The proposal was subsequently
included in a number of further commissioning planning rounds, including
Commissioning Intentions 2013/14 and 2014/15, South Tyneside Five Year Plan:
2014-19. There was a significant amount of engagement and consultation with
partners, citizens, patients, carers, Healthwatch, as well as a range of other
stakeholders during all of this.
Full details can be found in the Case for Change, November 2014 (see Section 3,
Appendix 1).

4. Patient, Public and Stakeholder Involvement
4.1. Patient and Public Involvement
To better understand patients’ experiences and reasons for attending some of the
urgent care services available in South Tyneside a number of pieces of work have
been carried out both in A&E and in Jarrow Walk In Centre. Full details can be found
in the Case for Change, November 2014 (see Section 4.11, Appendix 1).
4.1.1. A&E
In July and August 2011 a survey was carried out with patients attending South
Tyneside A&E Department.
Only 37% of patients had contacted other healthcare providers before attending
A&E. 76% had attended A&E before. A significant number of patients said that A&E
was there preferred service for their current problem.
Patients were asked what the most important factor when being treated was. 51% of
patients wanted to be seen quickly. The second greatest response was being seen
by any clinician followed by being seen by someone who knows you and your
medical history as the most important factor.
4.1.2. Jarrow Walk in Centre
In December 2013 a survey was conducted to better understand what the main
reasons were for using Jarrow WIC, why it was used instead of other NHS
healthcare service provider (e.g. GP practices), what the patient’s perception in
relation to healthcare services offered by the NHS providers were, what the patient’s
perception regarding the healthcare services provided by the WIC were and who the
main users of the WIC were.

5

Avoiding hospital admissions, what does the evidence say? The Kings Fund, December 2010.
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The survey indicated that the WIC improves patients’ access to primary care by
making NHS services more responsive to patients’ busy lifestyles. The patients
generally have a good experience of the WIC with the majority appreciating the
service offered. Alongside this, there is a general discontent from those surveyed
with access to GP practices and also patient choice (specific GP and appointment
time) seemed to be ad hoc from the practices. Despite this, the majority of patients
still would have preferred to have been seen at their own GP practice, though
patients would prefer to be seen quickly; it would seem that patient’s prioritise the
speed of being seen over the setting they are seen in.
All patients were asked about their medical reason for attendance. A significant
number of patients attended with ailments that could be dealt with via self-care, over
the counter medications, a consultation with their local community pharmacist or by
visiting their own GP.
The survey indicated, surprisingly, that there was only 3% of patients aged over-65
which may highlight a generational difference whereby the elderly would prefer to be
seen by someone familiar to them at the GP practice and younger patients would
prefer to be seen as quickly as possible, by anyone, anywhere.
4.2. Public Consultation
To assist with any decisions to be made a formal public consultation was undertaken
to ascertain the view of the local community on the proposal and how the CCG can
address any concern.
The public consultation focused on:
 How urgent care services are arranged in South Tyneside
 The creation of a new ‘urgent care one stop shop’ at South Tyneside General
Hospital
 The closure of Jarrow walk-in centre when it’s contract ends in May 2015 and
the review of:
o
access to GP services
o
access to local pharmacies for minor illness and ailments
The consultation process was planned to take place during the 12 week period 28th
May 2014 to 22nd August 2014, but extended to 31st August 2014.
Overall, there was majority support for the proposal of a one stop shop in South
Shields. It was perceived that it would help to prevent people from using A&E
inappropriately and in turn reduce waiting times. Concerns were raised about access
to the site due to the limited public transport services and the cost of parking at the
hospital.
However, it was strongly felt that the ‘one stop shop’ should not be introduced at the
expense of Jarrow walk-in centre which was perceived to be a vital service for local
residents providing quick access to treatment, a facility for those who are unable to
make appointments with their GP, and an out-of-hours service when GP practices
are closed. Young people in particular rely heavily on the service. It was felt that the
closure of Jarrow walk-in centre would contribute to the poor health and deprivation
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found in Hebburn and Jarrow and place an overwhelming demand on other
healthcare services (i.e. 999, A&E and GP practices).
GP access is a problem for many, with individuals concerned as to where they will
access treatment if the walk-in facility was taken away from them. It was expressed
that access to GP practices needs to be reviewed before changes to the structure of
urgent care services are made.
It is evident that there is a need for public education to inform people about when
and how to access the range of services available to them, ensuring that patients get
the right treatment at the right time from the right health professional.
Full details can be found in the Case for Change, November 2014 (see Section 6,
Appendix 1).

5. Health Impact Assessment
An independent Health Impact Assessment (HIA) was undertaken by South
Tyneside Public Health Department to understand the impact that the planned
reconfigurations of local services would have on the local population.
This HIA considered the proposals to be a relocation of the current walk in service
provided at Palmer Community Hospital to STDH, enhanced by ‘wrap-around’
services.
The HIA concluded that there were no depletions in budget, resources or services.
The relocation of walk in services as part of the development of an UCAH is also
consistent with current NHS England policy.
The period of highest negative health impact highlighted would be during the
transition stage of the project when the UCAH is mobilised.
The HIA identified the following as potential positive impacts associated with
developing and implementing an UCAH in South Tyneside:
 Improved access to appropriate services
 Improved access to ‘wrap-around’ services
 Co-location of various health/care services
 Improved access across the Borough
 Reduced pressures on admissions to A&E
 Improved access to GP services
 Improved approaches to self-care
The full HIA Report can be found in Appendix 3.

6. Specific Measurable Outcomes
To ensure the success of the model a number of specific measureable outcomes
have been identified. The objectives identify clear and explicit goals for the service
with criteria for measuring progress towards the attainment of these.
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Outcome
Increased patient satisfaction

Measures
Regular patient surveys carried out to
monitor patient and carer experience
and satisfaction with service
 Redirected out of the UCH (including
breakdown of dispositions)

Increased patient awareness of the
alternative urgent care services
available
Education of patients on appropriate use
of the UCAH
Increased patient understanding of
managing their condition
Increased collaboration between the
UCAH and OOH provider in the
provision of unscheduled care
Increased skill-sets for clinical workforce
within the UCAH, including Emergency
Nurse Practitioners, GPs and
Emergency Medicine clinicians
Reduction in use of diagnostics


Diagnostic activity volumes, broken
down by presenting condition
% of attendances seen without
diagnostics
Time to treatment
Total time in UCH
Identification of frequent attenders


Reduced waiting times for patients
Reduced number of re-attendances
Benefits to patients as a result of
integration and learning
Facilitate registration of unregistered
patients to practices in South Tyneside
Increase in patients treated in the most
cost-effective and appropriate setting






Number and % of patients
unregistered with a GP
Activity volumes
Number of patients transferred to ED
by Clinical Streamer




7. Implications / Risks
In order to proactively risk manage this project to support the development and
implementation of a successful Urgent Care Hub it is necessary to identify potential
problems before they occur so that risk-handling activities can be planned and
invoked as needed to mitigate adverse impacts on delivery. The following table
summarises the risks that have been identified and the strategies to reduce them.

Description of Risk
Inaccurate information
circulated by Third Party

Likelihood

Impact

RAG
rating
(LxI)

4

3

12
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Mitigation Plan
Distribute official consultation
information as widely as
possible

Description of Risk

Likelihood

Impact

RAG
rating
(LxI)

Public fear of reduction in
service provision

3

3

9

Lack of clinical engagement
and ownership which would
threaten the success of the
new service

1

3

3

Legal challenge relating to
public consultation /
relocation of Jarrow WIC

2

4

8

Development of a model and
service specification which
will be ineffective

2

4

8

Scheme doesn't deliver
expected outcomes

2

4

8
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Mitigation Plan
Wide communication of
proposals during public
consultation period.
Post-consultation feedback
scheduled for October.
Front line clinical staff will be
involved in the development
of the service.
Provider engagement events
scheduled to develop the
final model.
Testing out the model using
over the winter period using
resilience funding.
Robust public consultation
process undertaken.
Independent review of
consultation process
undertaken by Consultation
Institute.
Discussions with
stakeholders re the process
including Health and
Wellbeing Board, Overview
and Scrutiny Committee and
Healthwatch.
Extra activities and postconsultation period build in to
timeline.
All partners will be involved
in the development of the
model and service
specification to ensure it is fit
for purpose.
Model testing over winter
period using resilience
funding.
Robust governance and
performance management
arrangements to be put in
place, regular commissionerprovider monitoring and
service improvement actions
(where necessary) to be
implemented

Description of Risk

Likelihood

Impact

RAG
rating
(LxI)

3

1

3

Communications plan to be
developed.

3

3

9

Development of a robust
procurement plan.

Awareness raising needs to
be completed to ensure all
health professionals and
public are aware of change in
service delivery and able to
respond accordingly (e.g.
NEAS and 111 service)
Failure of procurement
process

Mitigation Plan

8. Options Appraisal & Preferred Option
Following the collection and review of all relevant background information outlined in
the Case for Change, November 2014 (see Section 8, Appendix 1), a number of
options were considered by South Tyneside CCG’s Governing Body on the 20 th
November 2014. These options included:
1. Status Quo;
2. Continue with Jarrow Walk In Centre and develop an urgent care acute
hub model on the hospital site;
3. Re-locate Jarrow WIC to the hospital site as part of a single urgent care
acute hub.
After consideration of all three options the Governing Body unanimously agreed to
progress with option 3.

9. Procurement Options
A number of procurement options were considered by the UCH Project Group on
23rd July 2014, attached as Appendix 4 for delivery of services. Option 3 was
approved as the most appropriate at that meeting. The table below details the
procurement options.
No
1

2

Option
Not to procure

Open

Consideration
Not appropriate - decommissioning of services will result in a gap
in service provision which will affect the local health of the
population and place further pressures on Accident &
Emergency Departments.
Continuation of current services will not address the needs of the
local population as evidenced through the recent consultation
exercise and in line with NHS England policy.
Appropriate procurement route if small numbers of providers in
market to deliver services.
If CCG wishes to co-locate services within STFT Accident &
Emergency department STFT would need to provide written
confirmation that they would allow another provider to deliver
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No
3

Option
Restricted

4

Negotiated

5

Competitive
Dialogue

Consideration
services from their premises to use this route.
Appropriate procurement route if large numbers of providers
operating in surrounding areas.
If CCG wishes to co-locate services within STFT Accident &
Emergency department STFT would need to provide written
confirmation that they would allow another provider to deliver
services from their premises to use this route.
Not appropriate as clear and previously tested service
specification to be used.
Not appropriate as this route is used in complex high value
procurements where the commissioner wishes to discuss the
service model.

The service review has identified that the hospital site is the most appropriate site for
the UCAH. STFT confirmed they would be unwilling to allow another provider to
deliver services from their site therefore Option 2 – Open Route, through the
provision of a single tender action for the Urgent Care Hub with South Tyneside FT
and an Open Procurement for the OOH Service is recommended as the most
appropriate procurement route.
STFT would be required to deliver all elements of the Urgent Care Hub and would be
unable to sub-contract any parts of the service to other providers or allow provision
of OOH services from another provider as this would result in a high risk of
challenge.
The closure of the walk in centre in Jarrow will result in the staff being subject to
TUPE regulations.

10.

Performance Management

The provider must submit any information required to monitor the delivery and
effectiveness of the service on request by the CCG.
Facilities to be used shall be available for inspection and approval by the CCG and
assessed against agreed criteria.
The provider will permit any person authorised by the CCG for that purpose to
inspect without prior notice at any reasonable time any premises, equipment or
materials used or proposed to be used by the Provider in the provision of the
service. The provider shall co-operate with any such person so as to facilitate the
carrying out of any inspection.
Providers will be required to submit a monthly monitoring return to the CCG. This
information must be supplied in accordance with the terms and conditions of the
NHS Standard Contract.
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This information must be provided to the CCG within 10 operational days of the end
of each quarter.
The provider will also submit the following information on at least an annual basis to
the CCG:
 Report on the outcomes of the annual review of the service, including any
clinical audits undertaken.
 Results of patient and carer satisfaction surveys.
 Summary of all complaints and significant events including details of any
actions/shared learning.
 Evidence of compliance with the quality assurance requirements.
The CCG will review its decision to commission this service from the Provider if they
have not complied with the requirements of the service specification.

11.

Conclusion and Recommendations

As a result of changing patient behaviour and expectations, one of the greatest
challenges facing STCCG is the seemingly unending rise in emergency admissions
and increasing numbers of patients presenting for perceived urgent care needs to
both the A&E Department and WIC.
To address these challenges this business case proposes a radical redesign of
urgent care services to deliver a service built around and responsive to the needs of
patients. The model will see the introduction of a single point of access for all
unplanned care needs in South Tyneside with the aim of providing universal access
to high quality urgent and emergency care services 24/7, so that whatever the
problem, people with urgent care needs get the right service in the right place, first
time.
It is recommended that the CCG:
1. Proceed with option 3 ‘Re-locate Jarrow WIC to the hospital site as part of a
single urgent care acute hub’ following the Governing Body decision on 20 th
November 2014.
2. Approve the procurement option 3 ‘Restricted’ via a Single Tender Action with
South Tyneside NHS Foundation Trust.
3. Approve the local tariff of £35 per attendance at the UCC element of the
UCAH. This will be a starting point for negotiations and may increase slightly.
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APPENDIX 1 – Case for Change, November
2014

NHS South Tyneside CCG
Urgent Care Acute Hub
Case for Change
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Executive Summary
Many patients presenting to Accident & Emergency (A&E), or calling 999, do not
need the specialised care offered by these services, and would be better served
elsewhere. They may be unaware of the options, such as NHS 111, which gives
access to real time information in order to locate an available service with the right
skills. Additionally, feeling unwell and vulnerable, patients may go for the option they
most closely identify with being able to provide care in a crisis, 24 hours a day.
Whatever the reason, the current system is failing either to signpost patients to the
appropriate level of care effectively, or in some cases to provide an obvious and
easily-accessible alternative to A&E departments.6
The growth of new forms of urgent care has failed to reduce A&E attendances. For
example, emergency attendances in England rose by 46% between 2003/04 and
2009/10. In the financial year 2013-2014 there were 56,548 A&E attendances seen
and treated at South Tyneside General Hospital (STGH). Of those, 65% of attendees
were given verbal or written advice and required no further treatment.
An audit was also undertaken in 2011 in the Emergency Department at STGH to
understand when patients were booked onto the A&E system whether they could
have been seen by a GP, based on what they reported to the A&E receptionist. In
total 108 patients were booked into A&E during the audit. Based on what patients
told the receptionist approximately 50% of those patients could have been seen by a
GP either in A&E or in their practice instead of attending A&E. This was based on
their presentation and what they reported to the receptionist as their clinical problem.
Attendances included sore throats, headaches, eye infections, insect bites and skin
rash.
Walk in Centres (WIC) and minor injury and illness units were designed to provide
access to primary care services for people who were unable to wait for a GP
appointment. It was also anticipated that the opening of such services would lead to
a decrease in the number of patients attending A&E for minor conditions. WICs have
not led to shorter waits in general practice or lower attendance rates at other health
care providers. Emergency admissions have also grown rapidly. The number of
emergency admissions in England rose by 11.8% between 2004/05 to 2008/09 –
resulting in around 1.35 million extra admissions. 7
Non-elective admissions, that is admissions that are not planned and happen at
short notice because of perceived clinical need8, have increased over the last 3
years in South Tyneside resulting in an increased spend. In 2013/14 alone, the cost
of non-elective admissions was in excess of £39 million for South Tyneside. The
increase in emergency admissions over the last 15 years has come almost entirely
6

High quality care for all, now and for future generations: transforming urgent and emergency care services in England – the
evidence base from the urgent and emergency care review, NHS England, June 2013
7
Managing emergency activity – Urgent care, The Kings Fund, May 2011
8
Emergency admissions to hospital: managing the demand, National Audit Office, October 2013
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from patients being admitted from A&E departments who have a short hospital stay
once admitted9. Better integration across health services is seen as key to managing
emergency admissions.
Local data shows that urgent and emergency services are being used in a way that
we did not expect. South Tyneside currently has only one WIC located at Palmer
Community Hospital in Jarrow. We know that people are visiting WICs for conditions
that could be treated by their GP or with over-the-counter medicines from a
pharmacy. They are also continuing to attend A&E for minor ailments, rather than
using the WIC service. Inappropriate use of services can increase waiting times for
patients and is not a wise use of increasingly scarce NHS resources. It also means
that people need to be referred from one service to another, for example from A&E
to their GP practice.
Overall, locally there has been an increase in the number of people attending Jarrow
WIC without the anticipated decrease in the number of patients at A&E. There is a
need to manage demand for services effectively to make sure that people can get
the care they need, at the right time and in the right place.
We know that the features of this patient group accessing the WIC are that they are
primarily 30 and under, and tend to have access to their own transport; this group
generally has a good experience of the WIC with the majority appreciating the
service offered. Alongside this, from those surveyed in December 2013 there is a
general discontent with access to GP practices and also patient choice (specific GP
and appointment time) seemed to be ad hoc from the practices. Despite this, the
majority of patients still would have preferred to have been seen at their own GP
practice, though patients would prefer to be seen quickly; it would seem that this
group of patients prioritise the speed of being seen over the setting they are seen in.
As a result of changing patient behaviour and expectations, one of the greatest
challenges facing South Tyneside Clinical Commissioning Group (STCCG) is the
seemingly unending rise in emergency admissions and increasing numbers of
patients presenting for perceived urgent care needs to both the A&E Department and
WIC. Whilst the CCG’s overall performance in relation to the A&E 4 hour access
target remains good, the demands on the A&E system are increasing with some
patients who present with minor conditions sometimes have to wait a long time to be
seen, treated and discharged. Many people also often access more than one service
for the same urgent care need.
To address these issues STCCG is keen to work with key health and social care
stakeholders to deliver an improved urgent and emergency care service for the
people of South Tyneside, including the development of a model which will include a
single point of access for all unplanned care needs, to ensure the patient is seen by
the right professional at the right time, to meet their specific needs.
A formal public consultation was undertaken from 28th May 2014 – 31st August 2014
to determine the public’s feedback on proposals to restructure the way urgent care
9

Emergency admissions to hospital: managing the demand, National Audit Office, October 2013
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services are delivered in South Tyneside. In particular this looked at the creation of
an urgent care hub at STGH that will provide universal access to a high quality
urgent and emergency care service 24/7, including the relocation of Jarrow WIC to
the hub.
Overall, there was majority support for the proposal of a one stop shop urgent care
hub at STGH. It was perceived that it would help to prevent people from using A&E
inappropriately and in turn reduce waiting times. Concerns were raised about access
to the site due to the limited public transport services and the cost of parking at the
hospital.
However, it was strongly felt that the ‘one stop shop’ should not be introduced at the
expense of Jarrow WIC which was perceived to be a vital service for local residents
providing quick access to treatment, a facility for those who are unable to make
appointments with their GP, and an out-of-hours service when GP practices are
closed. Young people in particular rely heavily on the service. It was felt that the
closure of Jarrow WIC would contribute to the poor health and deprivation found in
Hebburn and Jarrow and place an overwhelming demand on other healthcare
services (i.e. 999, A&E and GP practices).
The relocation of the WIC currently based in Jarrow is key to the delivery of these
proposals. Moving the walk in centre facility to a more appropriate location within the
borough at the Urgent Care Hub at STGH will result in more residents living within a
5km radius of a walk in facility. Analysis undertaken as part of the independent
travel, and access review revealed that relocating the WIC would not affect the
accessibility to the service provision for the majority of existing patients. Relocating
the centre to South Tyneside General Hospital reduces the number of patients
travelling over 5km to the WIC from 24% to 16%.
This model would simplify and streamline the acute care pathway across the
borough. Having a truly single front door at the hospital site would mean that patients
from whatever location could be dealt with by the appropriate service first time,
allowing major cases to be streamed more effectively into the A&E department.
Having all services on one site would deliver real benefits in terms of communication
and joint working.
Key areas were highlighted during the public consultation and work is already
underway to look at what mitigating actions need to be considered and implemented
both by the CCG and by partners should this model be implemented. This includes:
 Improving GP access;
 Raising awareness and re-launch of the pharmacy minor ailments scheme;
 Improving access to STGH site, including car parking.
STCCG would like to ensure that a new service model is implemented which will
ensure the delivery of a seamless and integrated service for patients, also delivering
economies of scale. The aim is to provide universal access to high quality urgent and
emergency care services 24/7, so that whatever the need, whatever the location,
people with urgent care needs get the right advice in the right place, first time.
Page 22 of 155

1

Introduction

Accident & Emergency (A&E) Departments have seen a steady rise in attendances,
for example emergency attendances in England rose by 46% between 2003/04 and
2009/10. There are various causes for this, including patient expectations, 24/7
availability of an A&E response and unpredictable response from all other elements
of the urgent and emergency care system, with significant variation in services
offered since 2003/04 when the statistics also started including such figures as those
from walk in centres (WIC) and minor injury units (MIU).
The growth of new forms of urgent care has failed to reduce A&E attendances. WICs
do not appear to have led to shorter waits in general practice or lower attendance
rates at other health care providers. Emergency admissions have also grown rapidly.
The number of emergency admissions in England rose by 11.8% between 2004/05
to 2008/09 – resulting in around 1.35 million extra admissions.
NHS South Tyneside Clinical Commissioning Group (STCCG) is currently in the
process of reviewing Urgent Care services delivered across the borough and is keen
to work with key stakeholders to deliver improved urgent and emergency care
services for the people of South Tyneside, including the development of a model
which will include a single point of access for all unplanned care needs, to ensure
the patient is seen by the right professional at the right time, to meet their specific
needs. Through the new service model we would ensure the delivery of a seamless
and integrated service for patients, also delivering economies of scale. The aim is to
provide universal access to high quality urgent and emergency care services 24/7,
so that whatever the need, whatever the location, people with urgent care needs get
the right advice in the right place, first time.

2

National Context & Evidence Base

Recent proposals for improving urgent and emergency care services in England
indicate that a model which supports self-care, helps people with urgent care needs
to get the right advice or treatment in the right place, first time and provides a highly
responsive urgent care service outside of hospital so people no longer choose to
queue in A&E are key to ensuring that we have a successful and long-lasting urgent
care model. 10
Only by building the right system, and better supporting patients and the public to
use it effectively, will we achieve improved outcomes for urgent and emergency care
in the NHS and truly deliver high quality care for all, and ensure the same for future
generations. 11
Based on examples of good practice from across the UK, the evidence shows that
by locating walk-in services with A&E, as part of an integrated urgent and emergency
care hub, it will be much easier for people to get the help they need, all under one
roof. Importantly there is now an increasing strong evidence base from the research
10
11

Transforming urgent and emergency care services in England, NHS England, 2013
Transforming urgent and emergency care services in England, NHS England, 2013
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literature to support the integration of primary and secondary care services on the
acute hospital sites in order to reduce emergency attendances and demands on the
system for urgent care services12.
The main drivers behind many of the initiatives to introduce primary care services
into and adjacent to emergency departments were based on the notion of achieving
cost savings, educating patients, to meet the needs of patients that came to
emergency departments and the four hour target13.
The GP Centre for Commissioning released Guidance for commissioning integrated
urgent and emergency care - A whole system approach (Author: Dr Agnelo
Fernandes) in 2011. This included the following diagram illustrating patient flow in
the suggested new system model:

This model of care has been demonstrated to be very safe and effective in several
parts of the UK now as well as significantly improving patient experience.
Evidence from other parts of the country has also been collected and reviewed,
where primary and community care services have been located alongside
emergency departments. There are numerous examples across the country where
this model has been implemented successfully. The following areas have been
reviewed in detail, looking specifically at the models of service delivery and
outcomes (see Appendix 1 for further details):

12
13

Blackpool

Avoiding hospital admissions, what does the evidence say? The Kings Fund, December 2010.
Primary Care and Emergency Departments, Primary Care Foundation, March 2010
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Gateshead
York
Bath & North East Somerset
Sunderland

The evidence from around the country shows that walk-in centres located with A&E
services seem to reduce demand to A&E Departments. Other areas have seen a
reduction of approximately 15-18% less patients accessing A&E, who are then
deflected to the primary care element of the service, and a reduction in the number
of non-elective admissions. It also provides new collaboration and multi-disciplinary
working within the local health economy vital in supporting patients who have health
care needs.

3

Local Context

Urgent care is a high priority area of work for STCCG. A significant amount of work
has already been undertaken locally to improve urgent care services for residents.
Despite all of this South Tyneside still has higher than average emergency
admissions and re-admissions to hospital compared to England and high rates of
hospital emergency admissions for 0 and 1 day length of stay and for emergency
admissions for long term conditions.
Over the past few years the CCG has had regular discussions with stakeholders and
the public to identify key priorities that will help to realise the vision for South
Tyneside; Working collaboratively across South Tyneside to improve health
and commission excellent health care.
A set of strategic objectives has been identified which will allow the CCG to focus
their efforts to make the right improvements locally. These are:
1. Seamless planned pathways of care, integrated within and across
organisations
2. Streamlined urgent care services with a single point of access
3. Partnership delivery of personalised care and independent living for patients
with long term conditions
4. Personalised care plans in mental health based on a stepped care approach
with timely access to services
5. Improve the quality of prescribing medicines and treatments
3.1
Pathfinder
As part of the CCG’s Pathfinder bid to become an authorised body STCCG outlined
how they would reduce urgent care activity by “bring[ing] services which are
fragmented across health and social care together to work in a more integrated way,
to avoid patients falling through gaps, where the default position is emergency care
in hospital, through appropriate management of patients in Primary and Community
services”.
Each practice in South Tyneside is a member of STCCG and in summer 2011 each
practice identified a Lead GP and supporting Practice Manager as key contacts for
CCG business. This group became known as the “Council of Practices”. This forum
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is used to identify commissioning priority areas, develop plans and pathways and to
share key information around the changing policy context. Practices contributed
during the pathfinder development process in three peer review locality groups to
discussions around progressing the urgent care agenda and other aspects of the
pathfinder.
Specific pieces of work were identified which would help to tackle to ongoing
increases in urgent care activity:
Completion of review of urgent care pathways (but not to duplicate work already
carried out) to understand:
o effectiveness of: WIC/MIUs in South Tyneside,
o effectiveness of FT “front of house” arrangements (new ACS
pathway),
o arrangements for emergency admission via A&E,
o how well services on the pathway integrate, in particularly primary and
community services
General practice commissioning consortia pathfinder programme application,
June 2011

3.2

Commissioning Plans

3.2.1 Five Year Plan: 2012-17
This commissioning plan was the first 5 year strategy produced by STCCG. It
reflected the shift in accountability during the year of transition, from NHS South of
Tyne and Wear Cluster PCT to STCCG, acknowledging that they will be the statutory
commissioning body for South Tyneside from April 2013.
As part of the CCG’s Commissioning Plan 2012-17 STCCG identified a number of
key strategic objectives that would help them to achieve their Vision; Working
collaboratively across South Tyneside to improve health and commission
excellent health care, by 2017. Specific to urgent care, the Commissioning Plan
described how by 2016/17 there will be:
Fewer admissions to hospital through:
•
Streamlined Urgent Care services with a single point of access
Commissioning Plan 2012-17, Pg 5
The plan describes what South Tyneside will look like in 2017 by the elements of the
STCCG vision; Integrated Services, Improved patient experience and Making the
best use of resources. One of the key levers to help achieve true integrated services
identified was:
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There will be a single point of access to a streamlined urgent care pathway
available 24/7, which is clearly understood by patients and clinicians. This will
include initial easily accessible, rapid local triage integrated with high quality care at
the right level.
Commissioning Plan 2012-17, Pg 10
STCCG engaged with stakeholders in relation to the commissioning priorities for
South Tyneside. As part of the work with stakeholders, a range of presentations
were delivered around the plan including the South Tyneside Local Engagement
Board – which was well attended by local members of the public – the Health and
Well Being Board, general practice patient representatives via the Patient Reference
Group, as well as the Health Select Committee at South Tyneside Council.
A prioritisation event was also held with a broad range of South Tyneside
stakeholders in February 2012 including patients, carers, local providers and patient
representative groups. The CCG shared its vision, values and gave information
around CCG elected members and their lead areas; the challenges facing the South
Tyneside health economy were outlined and work was carried out in groups, led by
CCG clinicians, to engage on commissioning priority areas. The CCG’s early
commissioning priorities were supported with significant information gathered to
support in further planning.
3.2.2 Commissioning Intentions 2013-14
Commissioning Intentions are used as a means to indicate to local providers, the
wider health economy and local citizens what and how STCCG intends to
commission in relation to health care services during the upcoming financial year.
The Commissioning Intentions and local work programme for 2013/14 were
published in February 2013.
The commissioning intentions were developed in conjunction with the Health and
Wellbeing Board together with partners, providers and the public to help inform and
shape STCCG plans.
During this process a number of key actions were identified to ensure that
streamlined urgent care services with a single point of access were successfully
developed.

Objective and link to NHS
Outcomes Framework

Action
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Streamlined Urgent Care
services with a single
point of access

Develop the Urgent Care Hub in South Tyneside






Standard model of GP integrated across all
MIU/WICs
Evaluate the effectiveness of the GP role
within A&E and if appropriate mainstream
the role
To withdraw the FT-provided MIU service
that currently operates from Palmers
Hospital, given there is duplication with
services also being provided by the GP-led
walk in centre.
Develop a pilot project for the delivery of a
psychological liaison service within the
Urgent Care hub. Consolidating existing
provision in a comprehensive service.
Commissioning Intentions 2013-14

3.2.3 South Tyneside Five Year Plan: 2014-19
The 5 year commissioning plan is currently being redeveloped. As part of this
redevelopment a comprehensive programme of involvement and engagement on
planning has been undertaken with a variety of stakeholders by STCCG,
incorporating messages from Call to Action along with Commissioning Intentions for
2014/15.
Figure 1: South Tyneside Partnership: Plan on Page

A detailed Patient and Public Involvement Action Plan was developed which ensured
that patients, carers, public and stakeholders were engaged and involved in the
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CCG’s work. A visual representation of the extensive engagement and involvement
work undertaken can be seen in Figure 2.

Figure 2: PPI - Engagement & Involvement work undertaken

The Health and Wellbeing Board are a critical component in the development of this
plan, with regular updates being provided during its development, with the Board
having fully endorsed the overall approach outlined.
3.2.4 Commissioning Intentions 2014-15
The Commissioning Intentions for 2014/15 were published in January 2014.
Engagement and consultation with partners, citizens, patients, carers, Healthwatch,
as well as a range of other stakeholders has been a consistent thread throughout the
development of this year’s commissioning intentions. To support this a programme of
engagement sessions was developed and the feedback from which was considered
and used to inform each of the prioritisation phases within the development of the
final list of commissioning intentions (see Appendix 1).
Objective
Streamlined urgent care services with a single point of access
Why is change needed?
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Higher than average emergency admissions and re-admissions to hospital
compared to England
High rates of hospital emergency admissions for 0 and 1 day length of stay
and for emergency admissions for long term conditions

How do we want the future to look?



Integrated 24/7 urgent care system across all sectors, which delivers quality
care in appropriate settings
Reduced acute ambulatory care sensitive emergency admissions

Urgent Care Commissioning Intentions 2014/15
Scheme
Background
Urgent Care Hub

Review the current model of urgent care in South
Tyneside and identify the most appropriate model for the
future, which ensures patients receive access to the right
service at the right time
Further
developing Review the potential for expansion of the existing service
111 system
provided by 111 to fully exploit its potential
Integration
of Zoning and single point of access to provide a more
Community Nursing
integrated and seamless service across community
nursing, primary care and social care
Facilities for long stay To complete a review of long stay hospital wards in order
patients
to ensure patients have access to the most appropriate
facilities which meet their needs
OOH GP Services
To review the contract and re-commission a service
(current contract expires March 2014)
Commissioning Intentions 2014-15

A comprehensive process was undertaken to identify, prioritise and finalise the
intentions for 2014/15. It can be broadly summarised into three phases;
•

•
•

Identification of a ‘long list’ of potential priority areas via clinical engagement
(work with our constituent practices), local and national benchmarking, best
practice evaluations and an assessment of local health needs. To support this
phase information was collated from a number of sources both local, regional
and national in order to identify the priority areas for the residents of South
Tyneside.
A programme of Engagement and Consultation events with local
residents and care professionals was carried out to ‘market test’ the
proposed long list of intentions.
Feedback received from phase two was used alongside a range of data in the
Prioritisation of the finalised list of intentions.

The development of the final list of initiatives was an iterative process that was
collaborative in its design resulting from work with the constituent practices (GPs and
their teams) with input from key stakeholders, including citizens, service users,
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carers and their families throughout. STCCG continued to engage with local
residents at a variety of forums following the formal publication.
Whilst there was wide scale support for all of the proposed initiatives a small number
received specific support at both public and professional engagement sessions.
‘The Urgent Care Hub is just common sense’
(South Tyneside Local Engagement Board)

The Urgent Care Hub initiative also received the highest level of support from
practices at the corresponding council of practices engagement event.
3.3
Better Care Fund
The Better Care Fund (BCF) aims to improve outcomes for the public, provide better value
for money, and be more sustainable, ensuring health and social care services must work
together to meet individuals’ needs.
The BCF aims to:
 Improve services even though there are more people needing it and less money
 Care for people in their own homes and reduce time spent in hospitals
 Help people to better manage their own health and wellbeing
The development of the urgent care hub has been identified as one of four key
programmes of work in South Tyneside to help support in achieving this future state.
There is an expectation that this model will help to support the delivery of the
following BCF metrics:
 Reduction in emergency admissions.
 Improving patient / service user experience.
 Increasing the proportion of people feeling supported to manage their long
term condition.

4

Current Model

When people have an illness, disability, injury or social circumstance they feel
requires urgent attention, to them it is an emergency. However, responses range
from intervention in a life threatening condition to the need for information, direction,
support or appropriate treatment. The initial contact must be with the right person, in
the right place, first time as many people will go to the first gateway they recognise
when they feel they cannot cope.
Current services in South Tyneside include:
 NHS 111
 39 Community Pharmacies
 28 General Practices
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Community Nursing Teams such as Urgent Care Teams / Intermediate Care
Teams
Jarrow Walk in Centre
GP out of hours
South Tyneside A&E Department

Although there have been a number of high profile media campaigns the current
range of services is confusing and people are unsure where to go when ill or injured.
This can mean that some people are transferred from one service to another before
getting the support they need.
4.1
NHS 111
NHS 111 is there for when a patient is in need of medical help fast but where it is not
a 999 emergency. NHS 111 is a fast and easy way to get the right help, whatever
the time. It is available 24 hours a day, 365 days a year.
This service is currently provided by North East Ambulance Service NHS Foundation
Trust (NEAS) and is staffed by the same, highly trained call handlers who deal with
999 emergencies.
The service was launched in South Tyneside in winter 2012, and it has been live
across the whole of the North East for over a year.

Figure 3: NHS 111 - Number of
Calls Triaged
2013/14
No of Calls Triaged

2500
2000
1500
1000
500
0

4.2
Community Pharmacies
There are 39 community pharmacies in South Tyneside, 17 of which are open on
Saturdays, and 3 on Sundays. 2 of these pharmacies are contracted to work 100
hours with late night opening (Asda Stores Ltd, Coronation Street, South Shields and
Tesco Store Ltd, Simonside, South Shields). Pharmacies are a valuable source of
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health and treatment advice within the community and have the potential to play a
greater role in supporting patients to care for themselves.
Community pharmacies are easily accessible – 99% of the population can get to a
pharmacy within 20 minutes by car and 96% by walking or using public transport.
100 hour pharmacies provide extended hours access often when other healthcare
services are closed.14
There is currently a Local Enhanced Service (LES) for Minor Ailments in South
Tyneside. 30 pharmacies are signed up to provide treatment and advice for an
agreed list of minor ailments for patients registered with a South Tyneside GP. 11 of
these pharmacies are located within Jarrow and Hebburn (see figure 4).
Figure 4: Location of Jarrow & Hebburn Minor Ailment Pharmacies

Jarrow Walk In Centre

The purpose of this service is to enable patients to access advice and medication for
minor ailments without the need to make an appointment or visit a GP or alternative
provider, whilst addressing patient health needs through promotion of self-care within
a community setting and increasing patient choice to access in alternative primary
care settings. This should contribute to the reduction in inappropriate attendances to
A&E and GP surgeries.
The pharmacy receives a payment of £3.40 for each consultation carried out along
with a fixed cost for medication dispensed. Each individual pharmacy has a capped
level of activity which is reviewed annually and is based on their previous year’s
activity levels. If exceeded, the pharmacy will not receive payment for those patient
consultations.
During 2013/14 9170 reviews were undertaken in pharmacies across South
Tyneside as part of minor ailments service, at a cost of £97,994.21.
14

Guidance for commissioning integrated urgent and emergency care: A whole system approach, Dr Agnela Fernandes,
August 2011
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Broadly, this represents an average of 306 reviews per annum at each of the 30
pharmacies, equating to 6 reviews per week per pharmacy.

4.3
General Practice (GP)
General Practice is the first place that most people go when they have a health
problem. Nationally, about 100 million same day appointments are made across
nearly 9,000 practices across England, about a third of the overall visits to practices
in a year.15
There are currently 28 GP surgeries in South Tyneside who are contracted by NHS
England.
GP access is challenging to assess as there are no hard metrics to determine if a
practice has access issues. The metrics that are available relate to the information
that is collected as part of the patient survey which is undertaken at practice level
and are published at https://gp-patient.co.uk/. The relevant metrics are;
1. Accessing GP services
2. Making an appointment
3. Opening hours
4. Overall experience
For all of these metrics STCCG are above the England average. The following
graphs are based on the most recent results which were released in July 2014.

Figure 5: Ease of getting through to
someone at GP surgery on the
phone
3%
5%
11%

34%

Very easy
Fairly easy
Not very easy
Not at all easy
Haven't tried

47%

15

http://www.primarycarefoundation.co.uk/urgent-care-in-general-practice.html
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Figure 6: Overall experience of
making an appointment
3%
5%
11%

Very good
40%

Fairly good
Neither good nor poor
Fairly poor
Very poor

42%

Figure 7: Satisfaction with
opening hours
4% 2%

3%
Very satisfied

8%

Fairly satisfied
46%

Neither satisfied nor
dissatisfied
Fairly dissatisfied

37%

Very dissatisfied
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Figure 8: Overall experience of GP
surgery
7%

4%

Very good
Fairly good
51%
38%

Neither good nor poor
Fairly poor

An Extended Hours Access Scheme has been in place since 2008 to encourage GP
practices to offer their patients extended opening hours. 27 of the 28 practices in
South Tyneside are currently signed up to deliver extended hours.
4.4
Jarrow Walk In Centre
There is only one walk in centre located in South Tyneside. This is based at Palmer
Community Hospital in Jarrow.
Northern Doctors Urgent Care (NDUC) holds the contract for the Minor Illness and
Injury Unit. The service opened on the 1st April 2010 as part of the ‘Equitable Access
to Primary Medical Care’ or ‘Darzi’ programme. The contract is due to expire on the
31st March 2015.
The provider has been successful in establishing a viable walk-service, which
operates seven days a week from 8am – 8pm, which is meeting contract objectives.
The unregistered element of the contract has consistently over-performed on a
monthly basis compared to contracted levels of activity since October 2010 (7
months into the contract). This is causing significant financial pressures for the CCG.
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Figure 9: Jarrow Walk in Centre Activity
April 2012 - March 2014
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2013/14 data shows that Jarrow WIC attendances peak on a Monday and Saturday.
91% of attendances take place during the hours of 8am and 6pm.

Figure 10: Jarrow WIC Activity by
Day of Week
2013/14
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3437

3728

Figure 11: Time of Attendance at
Jarrow WiC
13/14 activity
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55% of patients who attended Jarrow WIC in 2013/14 were aged 30 or under. Only
12% of patients were aged 61 and over.

Figure 12: Jarrow WIC Activity by
Age
2013/14
6000

4977

Activity

5000

4429

4000

3277

3000

3359

2027

2583
1724

2000
1000

3025

1585

261

0

A number of patients attending Jarrow WIC are repeat attenders. For the period 1 st
April 2013 – 31st May 2014 a total of 32,646 attendances were recorded from 20,807
patients. 6,492 patients attended the WIC on more than one occasion during this
period. 40 patients attended 10 or more times during this period accounting for 490
attendances.
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To better understand the population accessing the WIC equality data was collected
from patients attending over a 2 week period in September 2014. 304 responses
were collected over this period.
Only 1.7% (n=5) of attenders classed themselves as a Carer. This included anyone
who provided care for someone who is elderly or someone living with a long term
condition.
97% (n=295) categorised themselves as White. 3% of attenders were of Mixed
Ethnicity (n=2), Black / Black British (n=3), Asian / Asian British (n=3) or other ethnic
group (n=1).
The majority of those who attended the WIC did not feel that they had a disability or
long-term health condition (see Figure 13).

Figure 13: Disability - do you consider
yourself to have a disability of longterm health condition?
0.7%
4.3%

Yes
No
I do not wish to disclose

95.0%

4.5
Palmer Minor Injury Unit (MIU)
South Tyneside NHS Foundation Trust (STFT) was commissioned to provide a
nurse-led minor injuries unit at Palmers Community Hospital in Jarrow. Due to the
duplication of services with those provided by Jarrow WIC the decision was taken to
withdraw this service. This service ended on the 31st May 2013.
4.6
Bunny Hill Primary Care Centre (PCC)
Bunny Hill PCC, based in Sunderland and commissioned by Sunderland CCG,
provides a WIC facility for patients with minor injuries and illnesses. Due to the
closeness of Bunny Hill PCC to South Tyneside a number of patients opt to visit this
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WIC for treatment. Visits at Bunny Hill PCC account for approximately 4.5% of the
overall urgent care activity for South Tyneside.
The level of activity going to Bunny Hill PCC has remained quite static since it
opened in April 2011. Data shows that the average monthly attendance for South
Tyneside patients in 2013/14 is 333 visits.
During 2012/13 Sunderland CCG, in collaboration with NHS South of Tyne and
Wear, undertook a review of emergency and urgent care provision. The review
showed that the creation of four WICs had failed to significantly reduce the strain on
City Hospitals Sunderland A&E department. This has resulted in the decision to
close Grindon Lane PCC, although Bunny Hill PCC will remain open.
4.7
GP Out of Hours (OOHs)
The GP OOH service in South Tyneside is provided by NDUC. This service operates
as part of the NHS 111 pathway and provides access to primary care advice and
treatment whilst GP practices are closed. They are accessed by telephone, provide
home visits where appropriate and offer appointments at a number of sites across
South Tyneside.
This contract is due to expire on 31st March 2015. We are currently seeking an
extension to the contract to enable a full service review and procurement exercise to
be undertaken. This will include the development of the future model. There is an
expectation that the new service will be closely aligned and integrated with the
urgent care hub.
4.8
South Tyneside A&E Department
Activity is increasing year-on-year and patients are attending A&E services with a
range of conditions that are more appropriately managed either in their own GP
practice, or within the current walk in centres.
Although there was a significant increase in activity from 2009/10 to 2011/12 the
increase in activity between 2011/12 and 2013/14 was significantly lower.
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Figure 14: South Tyneside A&E Activity
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2013/14 data shows that A&E attendances peak on a Monday. 45% of attendances
taking place during the hours of 8am and 6pm.
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Figure 15: South Tyneside A&E Activity
(2013/14)
By Day of Week
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7883

7341
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Figure 16: A&E Attendances - In /
Out of Hours
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In 13/14 65% of attendees were given verbal or written advice and required no
further treatment. This potentially inappropriate activity is wasting valuable resources
and can result in delays for people with more serious conditions.
In September 2011 an audit was undertaken in the Emergency Department at STFT
between the hours of 9am and 5pm. The purpose of the audit was to understand
when patients were booked onto the A&E system whether they could have been
seen by a GP based on what they reported to the A&E receptionist. In total 108
patients were booked into A&E during the audit. Based on what patients told the
receptionist approximately 53 of the 108 patients (approx. 50%) could have been
seen by a GP either in A&E or in their practice instead of attending A&E. This was
based on their presentation and what they reported to the receptionist as their
clinical problem. Attendances included sore throats, headaches, eye infections,
insect bite and skin rash.
It is a commonly held view that a high proportion of attendances at A&E are for eye
problems and dental problems. We have therefore reviewed data for 2013/14 to look
at the number of attendances for patients with eye problems and the number of
attendances for patients with dental problems. In 2013/14 there were 703
attendances for eye problems, averaging at 59 per month, and 174 attendances for
dental problems, averaging at 15 per month.
4.9
Activity Analysis
Emergency A&E attendances – that is, attendances that are not predicted and
happen at short notice because of a perceived clinical need – cost South Tyneside
CCG over £5.5 million last financial year (2013-2014) with over 56,000 patient
contacts being seen and treated at South Tyneside District Hospital.

Page 42 of 155

The WIC programme, launched by the Department of Health in 1999 with the aim of
providing the public with increased access to NHS services, has proven to be a
useful addition to NHS healthcare services, achieving high levels of patient
satisfaction. However, one of the other main intended outcomes of the WIC
programme – the reduction on demand and impact on other urgent care services
such as the A&E Department because of this increased access - has categorically
not been achieved. In fact the walk in centre programme in South Tyneside has
actually increased patient demand for urgent care services significantly, so in
essence has created new demand.
The graph below shows the number of patients using urgent care services in South
Tyneside over the last four years. It clearly shows that the opening of walk-in
services in Jarrow did not reduce the number of people accessing A&E as
anticipated.
There has been no reduction in activity at South Tyneside A&E Department since the
introduction of Jarrow WIC. During this time many patients with minor illnesses and
injuries still go to the A&E department for treatment rather than being seen and
treated by a more appropriate health professional such as a GP.
TABLE 1: Total Attendances
South Tyneside District Hospital
Palmers Community Hospital
Jarrow Walk In Centre
Bunny Hill Primary Care Centre
(PCC)
TOTAL ATTENDANCES

2009/10
48621
3354
0

2010/11 2011/12 2012/13 2013/14
53241
55996
56508
56548
3305
3110
3284
492
12045
22324
23338
27340

0

0

3692

4105

3990

51975

68591

85122

87235

88370
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Figure 17: Urgent Care Activity Trend
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Figure 17 clearly shows that there has been a significant jump in urgent care activity
since the opening of Jarrow WIC. It has contributed to an overall increase in the
number of average monthly attendances from around 4,300 to over 7,300.
It is worth noting that the closure of Palmers MiU, on the 31 st May 2013, appears to
have had no impact on the activity of other providers since June 2013. This would
suggest that patients have chosen not to present to an alternative urgent care
service.
4.10 Finance
The average cost of accessing urgent and emergency care varies considerably
depending on how and where it is accessed. The cost of urgent care services also
varies significantly from provider to provider in South Tyneside. Table 2 shows the
current costs per attendance to each provider.
Table 2: Cost per attendance of 2013/14 Urgent Care Services
Service
Cost per attendance
Pharmacy Minor
£3.40
Ailments Service
GP Appointment
Approximately £25
Jarrow Walk In Centre
£50 per patient for first 18,240 and £30.40 for all others (75%
paid upfront and 25% based on KPI performance)
Bunny Hill PCC
£55
South Tyneside A&E
No investigation with no significant treatment - £59.71
Department
Category 1 investigation with category 1-2 treatment - £80.29
Category 1 investigation with category 3-4 treatment - £105
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Category 2 investigation with category 1 treatment - £113.24
Category 2 investigation with category 2 treatment - £122.50
Category 2 investigation with category 3 treatment - £133.82
Category 2 investigation with category 4 treatment - £143.09
Category 3 investigation with category 1-3 treatment - £168.82
Category 3 investigation with category 4 treatment - £216.18
Any investigation with category 5 treatment - £243.97
Rising costs across urgent and emergency care services are occurring alongside
fragmentation of the current system of urgent and emergency care. This
fragmentation leads to confusion among patients about how and where to access the
care they need16, and many people are unable to navigate to the level of care
appropriate to their condition, leading to multiple calls or attendances and
unnecessary use of A&E or ambulance services17.
4.11 Patient and Public Involvement
To better understand patients’ experiences and reasons for attending some of the
urgent care services available in South Tyneside a number of pieces of work have
been carried out both in A&E and in Jarrow Walk In Centre.
4.11.1 A&E
In July and August 2011 a survey was carried out with 183 patients who were
attending South Tyneside A&E Department. Interviews were carried out with patients
in A&E during morning, afternoon and evening sessions over a period of nine days,
including weekends.
During week days, of 133 patients interviewed, 21 patients were referred to A&E by
the GP, 6 were referred by practice staff and 37 were referred by other healthcare
providers. During weekends, of 50 patients interviewed, five were referred by the
WIC, five by the OOH service and 12 by other healthcare providers. During week
days 59 patients had contacted their GP surgery. Also during week days 41 patients
said they would see the GP rather than coming to A&E if they could and would wait a
variety of times for an appointment.
Of 183 people interviewed 37% (n=68) of patients contacted other healthcare
providers, 26% (n=48) knew about other health services in South Tyneside and 76%
(n=139) patients had attended A&E before. When asked which would be their
preferred service for their current problem 82 patients said A&E, 69 said their GP,
with other options being in single figures.
Patients were asked what the most important factor when being treated was. The
greatest response was being seen quickly which was chosen by 51% (n=94) of
patients. The second greatest response was being seen by any clinician, which was

16

NHS Alliance (2012) A practical way forward for clinical commissioners; NHS Alliance on behalf of NHS Clinical
Commissioners and sponsored by NHSCB
17
Bickerton, J. et al (2012). Streaming primary urgent care: a prospective approach. Primary Health Care Research &
Development, 13(2), pp. 142-152
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chosen by 30 patients and 22 patients chose being seen by someone who knows
you and your medical history as the most important factor.
Of 183 patients interviewed 88 were male and 95 female. Ages ranged from three
weeks to 92 years. Patients came from all over the borough as well as outside the
borough. 56% (n=103) patients live in South Shields, 23% (n=43) live in either
Jarrow or Hebburn and 6% (n=11) patients did not live in South Tyneside.
4.11.2 Jarrow Walk In Centre
In December 2013 a survey was conducted to better understand what the main
reasons were for using Jarrow WIC, why it was used instead of other NHS
healthcare service provider (e.g. GP practices), what the patient’s perception in
relation to healthcare services offered by the NHS providers were, what the patient’s
perception regarding the healthcare services provided by the WIC were and who the
main users of the WIC were.
A total of 93 patients who attended the WIC on three different days in December
2013 were interviewed through a questionnaire. The following key areas were
highlighted:
 43% of patients stated difficulties and perceived difficulties in getting an
appointment with their own GP practice.
 69% of patients would prefer to see their own GP, however only 51% had
contacted their GP practice before attending the WIC.
 20% were advised by the GP practice to attend the WIC.
 Only 2% of patients were not registered with a GP practice.
 41% would prefer to be seen by a GP on the same day.
 71% have attended the WIC before.
 Ages ranged from 3 weeks to 82 years. 49% of patients were aged 24 or
under.
 59% were females and 41% were males.
 Patients attended the WIC from across the borough as well as outside of the
borough. 64% of attendances were from Jarrow and Hebburn residents.
 66% of patients accessed the WIC by car. Only 17% of patients accessed the
centre via public transport.
All patients were asked about their medical reason for attendance. A significant
number of patients attended with ailments that could be dealt with via self care, a
visit to their local community pharmacist or by visiting their own GP (see Appendix 3
for list of medical reasons).
4.11.3 Summary
The growth of new forms of urgent care has failed to reduce A&E attendances. For
example, emergency attendances in England rose by 46% between 2003/04 and
2009/10. WICs do not appear to have led to shorter waits in general practice or lower
admission rates at other health care providers. Emergency admissions have also
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grown rapidly. The number of emergency admissions in England rose by 11.8%
between 2004/05 to 2008/09 – resulting in around 1.35 million extra admissions. 18
WIC and minor injury and illness units were designed to provide access to primary
care services for people who were unable to wait for a GP appointment. It was also
anticipated that the opening of such services would lead to a decrease in the number
of patients attending the A&E for minor conditions.
However, our data shows that urgent and emergency services are being used in a
way that we did not expect. For example, people are visiting WICs for conditions that
could be treated by their GP or with over-the-counter medicines from a pharmacy.
They are also continuing to attend the A&E for minor ailments, rather than using the
WIC service. Inappropriate use of services can increase waiting times for patients. It
also means that people need to be referred from one service to another, for example
from the A&E to their GP practice.
Overall, we have seen an increase in the number of people attending the WIC
without the anticipated decrease in the number of patients at A&E. We need to
manage demand for services effectively to make sure that people can get the care
they need, at the right time and in the right place.
PPI work undertaken in Jarrow WIC indicates that the WIC fulfils its aims of
improving patient’s access to primary care by making NHS services more responsive
to patients’ busy lifestyles. The patients generally have a good experience of the
WIC with the majority appreciating the service offered. Alongside this, there is a
general discontent from those surveyed with access to GP practices and also patient
choice (specific GP and appointment time) seemed to be ad hoc from the practices.
Despite this, the majority of patients still would have preferred to have been seen at
their own GP practice, though patients would prefer to be seen quickly; it would
seem that patient’s prioritise the speed of being seen over the setting they are seen
in.
The survey indicated, surprisingly, that there was only 3% of patient’s over-65 which
may highlight a generational difference whereby the elderly would prefer to be seen
by someone familiar to them at the GP practice and younger patients would prefer to
be seen as quickly as possible, by anyone, anywhere.
As a result of changing patient behaviour and expectations, one of the greatest
challenges facing South Tyneside CCG is the seemingly unavoidable rise in
emergency admissions and increasing numbers of patients presenting for perceived
urgent care needs to both the A&E Department and WICs. The demands on the A&E
system are increasing and some patients with minor conditions often have to wait a
long time to be seen, treat and discharged. Many people also often access more
than one service for the same urgent care need.

18

Managing emergency activity – Urgent care, The Kings Fund, May 2011
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5

Future Model

The urgent care system is not a collection of disparate healthcare premises but
instead is a network of interlinked services designed to provide different levels of
care according to patients’ needs. The current system is unsustainable with a lack of
capacity within services, confusion amongst the population about where to go with
different conditions, and costs increasing year on year above forecasts.
5.1
What might the new model look like?
The development of an integrated urgent care model will provide universal access to
high quality urgent and emergency care services 24/7, so that whatever the need,
whatever the location, people get the best care, from the best person, in the best
place and at the best time. This model will be entirely patient focused and would
ensure the delivery of a seamless service for patients which would also deliver
economies of scale through integrated service delivery.
The evidence from around the country shows that walk-in centres located with A&E
services seem to reduce demand to A&E Departments as well as a reduction in the
number of non-elective admissions. It also provides new collaboration and multidisciplinary working within the local health and social care economy vital in
supporting patients who have health care needs.
Figure 18 shows the proposed model of care envisioned for South Tyneside’s UCH.
The model seeks to redesign the current model of unscheduled care services
bringing together existing services to deliver a service built around and responsive to
the needs of patients.
The UCH will bring together the existing A&E department and Primary Care services
to one service location. This will not be a service within A&E; it is an integrated
model of primary care with A&E. The UCH will provide for those people that require
the service of a primary care professional in an emergency or the services of A&E.
The UCH will deliver a more consistent and more integrated urgent care service by
bringing services together, improving convenience, appropriateness and quality of
care provision. Through a single point of access for patients, the service will channel
patients to the right place and service, to meet their needs first time either by
providing immediate treatment or arranging future appointments with the appropriate
service.

Page 48 of 155

Figure 18: Draft South Tyneside Urgent Care Acute Hub
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The patient pathway in the UCH will be clearer with a single point of access and
common processes. On entrance to the Hub the patient will be booked in
electronically onto an integrated primary and secondary care system, which will allow
an effective transfer of information between the services and avoid the need for
duplication of data collection and entry. Some patients who may arrive in an
ambulance but not need the care of A&E can be transferred to the Primary Care
stream of the UCH.
Each patient will receive a consistent, standardised assessment and will then be
triaged / signposted to the most appropriate service to meet their needs first time.
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This will include self-presenters, GP referrals and 999 cases. Immediate treatment
can then be provided to those who require it or an appointment can be arranged with
the most appropriate service.
There is also a desire to consider which other services, for example Mental Health or
Alcohol Services, will also be integrated into the future model. Further engagement
work will take place with partners and key stakeholders to further develop the model
in October and November 2014.
This will lead to improved integration of services across primary, community and
secondary care as well as improving overall quality of care provision. Increased
accessibility to services based on need will help to create efficiencies by improving
patient pathways.
The local population will see significant benefits by improving access to unscheduled
care, by streamlining the process of care and by making the best use of the skills of
all of the staff; this will improve access to appropriate services for patients.
5.2
Financial Modelling
National evidence, as well as evidence from other areas who have implemented a
similar model of care, suggests that there would be a reduction in overall activity
attending the UCH, a 10-30% deflection of patients attending A&E to the primary
care element of the hub and a reduction in non-elective admissions.
While financially this model would not require additional investment, there is the
potential for this to save money in the longer term as people access services more
effectively and require fewer hospital admissions. There is also the potential for this
model to attract more patients as it becomes recognised as an efficient service.
Some high level scenario modelling has been undertaken based on the tariff for the
primary care element of the model being priced at £35 (see Appendix 4).

6

Public Consultation

To assist with any decisions that are to be made a formal public consultation was
undertaken to ascertain the view of the local community on the proposal and how the
CCG can address any concerns (see Appendix 5 for full report).
The public consultation focused on:
•
How urgent care services are arranged in South Tyneside
•
The creation of a new ‘urgent care one stop shop’ at South Tyneside
General Hospital
•
The closure of Jarrow walk-in centre when it’s contract ends in May 2015
and the review of:
o access to GP services
o access to local pharmacies for minor illness and ailments
The consultation process was planned to take place during the 12 week period 28 th
May 2014 to 22nd August 2014, but extended to 31st August 2014 after discussions
with South Tyneside Overview and Scrutiny Committee.
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6.1
Methodology
The following sections outline the different methods of engagement used within the
consultation which took place over the 12 week period of May to August 2014.
6.1.1 Surveys
A survey was devised to understand local resident’s current use of health services
and to gain reactions to the proposed changes to the delivery of urgent care services
in South Tyneside. The survey was completed by participants over the age of 16,
using two different recruitment methods:
Survey 1: Self-completion
The survey was made available online and through paper hard-copy formats, with a
total of 855 respondents completing the survey.
The demographic profile of survey 1 respondents is detailed below and shown in
Figure 19.
The majority of the sample was female (69%) and was aged between 46-65 years
(41%). 37% considered themselves to have a disability and 22% indicated that they
were a carer.
As this was a self-completion survey only 18% of respondents indicated where they
were from, providing the first four letters of their postcode.
Figure 19: Demographic profile of survey 1 respondents
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Survey 2: On-street and door-to-door recruitment
Quota sampling was used across four South Tyneside locations to ensure that a
sample representative of the rest of South Tyneside was achieved. Survey 2
consisted of 960 respondents.
The demographic profile of survey 2 respondents is detailed below and shown in
Figure 20.
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Just over half of the respondents were female (53%). A slightly larger proportion of
respondents were aged between 25-44 years and 45-64 years (31% & 32%
respectively). 24% considered themselves to have a disability and 16% indicated
that they were a carer.
Similar proportions of respondents were from Hebburn (25%), Jarrow (26%), South
Shields (25%) and East Boldon/Hebburn (25%).
Figure 20: Demographic profile of survey 2 respondents
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Young people’s survey
In addition, a survey was conducted to understand the urgent care behaviour of
young people living in South Tyneside. A total of 167 respondents completed the
survey and were asked about their healthcare seeking behaviour last time they had
an unexpected health problem. Participants under the age of 25 years were
randomly selected to take part by an on-street research team, a small number of
participants were over the age of 25 years, and these results were also included in
the analysis.
Figure 21: Demographic profile of participants in the young people’s survey
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6.1.2 Focus groups
A total of four focus groups were conducted with the following hard-to-reach groups:
•
Talk 2 Us; a self-advocacy group for people with learning disabilities living
in South Tyneside
•
South Tyneside Service User Group; individuals with sight loss
•
Blissability; a support service for people with physical disabilities (6
participants)
•
Apna Ghar; Minority Ethnic Women’s Centre (6 participants)
6.1.3 Public meetings
In addition, a number of public meetings were held across the region to which
individuals were invited to attend. All meetings were advertised in press releases,
online, through social media links, in the local Gazette and in a local council
residents’ magazine.
The schedule of meetings is detailed below:
•
Briefing with Jarrow and Hebburn councilors (prior to Community Area
Forum)
•
HealthNet meeting (1); 6th June
•
South Tyneside Local Engagement Board; 10th July
•
Riverside Community Area Forum; 12th July
•
East Shields and Whitburn Community Area Forum; 17th July
•
HealthNet meeting (2); 1st August
•
Jarrow Community Centre; 4th August
•
Jarrow and Boldon Community Area Forum; 4th August
•
Patient Reference Group; 7th August
•
Mental Health Matters; 11th August
•
Primrose Residents Association; 12th August
•
South Tyneside Foundation Trust staff; 12th August
•
Urgent Care Consultation Event; 14th August
•
Bede’s World, Jarrow; 24th August
6.1.4 Petition
In addition, individuals were given the opportunity to gives their views in writing. A
total of 6 letters were received from a GP practice, two individuals, a local Church, a
local MP and the local Labour constituency party.
6.1.5 Additional sources
Data from the following sources were used during the consultation to provide
information on attendance figures at Jarrow walk-in centre and GP practices:
•
Jarrow Walk-in Centre Survey; South Tyneside CCG
•
Jarrow Walk-in Centre; 2013/14 attendance figures
•
GP survey results; July 2014
6.2
Findings
Over half of survey respondents agreed that only patients with a life threatening
condition or those who have had a serious accident should be treated at A&E
(survey 1: 61% & survey 2: 50%). The majority of those who agreed did so because
they thought A&E should only be used for emergencies, that it is already
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overstretched and misused by those who don’t need the service and that it would
help decrease waiting times. However, 37% of survey 1 and 45% of survey 2
respondents didn’t agree that A&E should only be used for patients with a life
threatening condition or serious accidents, believing that A&E should be available for
anyone who feels that they need immediate care, that it is up to a professional to
decide what is classed as life threatening, and that A&E is needed for those who are
unable to get a GP appointment.
Overall, the majority of survey respondents agreed with the proposal for a ‘one stop
shop’ urgent care service, provided alongside A&E, to help people with a minor injury
or ailment (survey 1: 70% & survey 2: 72%). Individuals felt that the ‘one stop shop’
would prevent people from using services inappropriately, which would in turn take
the pressure off A&E, help to reduce waiting times and improve the overall level of
care that individuals receive. It was also viewed positively that if the minor ailment or
injury is more serious than perceived by the individual there will be alternative levels
of care available as ‘all services will be under one roof’.
Figure 22: Percentage of agreement/disagreement with the proposal that ‘one
stop shop urgent care services should be provided alongside A&E to help
people with a minor injury or minor ailment
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The main issue with regards to the proposed ‘one stop shop’ was the difficulty with
which individuals, particularly those living in Hebburn and Jarrow, will have in
accessing South Shields District Hospital. These concerns were raised as only
38.4% of the population of Hebburn and Jarrow have a car. Therefore, many are
reliant on the local public transport system which has been acknowledged as being a
particularly poor, lengthy and costly service. In addition the hospital was felt to have
inadequate parking facilities for those with a car, as well as being expensive.
Questions were asked about what the health implications might be for those
individuals who are not willing to make the journey.
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Those survey respondents who disagreed with the proposed ‘one stop shop’ (survey
1: 25% & survey 2: 20%) felt that the service would be overcrowded, people should
go elsewhere e.g. GP or walk-in centre, that it would duplicate work of walk-in
centres, and there would be confusion about which department is needed.
Many individuals expressed strong objections to the proposal to close Jarrow walk-in
centre. A large difference in the number of respondents who stated that the closure
of Jarrow walk-in centre would cause a problem to them or their family was found
between the two surveys; survey 1 - 81% and survey 2 - 48%). Not surprisingly
respondents living in Hebburn and Jarrow showed greater concerns due to the
proximity of where they live to the centre. Those who felt it wasn’t a problem mainly
referred to the fact that they don’t use the service or that it wasn’t local to them.
In both surveys, a smaller proportion of those aged over 65 years said it would cause
a problem to them or their family compared to younger age groups. This supports
local data on the usage of the Jarrow walk-in service which shows that younger age
groups are more likely to use the walk-in service. When the age range distribution of
patients was calculated using monthly averages of attendants, those aged 20 or
under were found to constitute 37% of patients and those aged 30 or under 55%,
whilst only 12% of average monthly patients were aged over 61 years.
There were a number of objections put forth regarding the closure of the walk-in
centre. These included:
•
Difficulty accessing other healthcare services: As previously mentioned the
hospital was considered inaccessible for many due to poor transport
options. In addition many highlighted the difficulties and frustration they
have in making appointments at their GP practice
•
The walk-in centre is an important service for local residents providing
quick access to treatment, a facility for those who are unable to make
appointments with their GP, and an out-of-hours service when GP
practices are closed. Young people in particular have been found to rely
heavily on the service when experiencing unexpected health problems
•
Closure of the walk-in centre will contribute to the poor health and
deprivation found in these areas. It was stated that healthcare needs to be
provided rather than taken away
•
The closure will result in an overwhelming demand on other healthcare
services – namely 999, A&E and GP practices
•
Concerns that removing the walk-in centre from Palmers Community
Hospital will result in the closure of the building which is described as the
‘heart of the community’
•
Individuals perceived that there weren’t any problems with the existing
service and therefore questioned why it should be changed unnecessarily
Individuals strongly expressed that the issue with people using urgent care services
inappropriately results from people being unable to access care and treatment at
their own GP practice.
A higher proportion of survey 2 respondents stated that they were able to get an
appointment to see or speak to someone at their first attempt last time they
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contacted their GP practice compared to respondents in survey 1 (survey 1: 64% &
survey 2: 82%). The regional average found in the GP patient survey was 75% for
the year 2013/14.
Similar proportions of respondents from both surveys reported that they were able to
consult with a GP or nurse ‘on the same day’, ‘a few days later’ and ‘a week or more’
later. These results show that waiting times vary between practices with some not
having to wait to be seen and others having to wait a week or more to see a health
professional. This finding was supported throughout the consultations. In addition,
individuals expressed the difficulty of ringing the practice and getting through before
all available appointments have been booked. Of the individuals unable to get
through and/or make an appointment within a timeframe acceptable to them, many
then attend the walk-in centre where they know they will receive the care they want
(56% of survey 1 respondents stated that they had gone to a walk-in centre in the
past because they couldn’t get an appointment with a GP or nurse, this figure was
lower for survey 2 respondents at 31%).
Over half of the young people surveyed (63%) indicated that they had attended the
walk-in centre last time they had an unexpected health problem. This was mainly
owing to the difficulties they had in accessing their GP practice, and also due to
having used the service before. Very few were found to have actually considered
using alternative services such as the pharmacy, NHS 111 or GP out-of-hours
instead of A&E or the walk-in centre.
Many individuals automatically attend the walk-in centre under the perception that
they will be unable to make a GP appointment. Furthermore, many are unsatisfied
with being allocated an appointment with a nurse practitioner rather than a GP, and
instead prefer to attend the walk-in centre (75% of survey 1 and 86% of survey 2
respondents said they last contacted their GP practice to see a GP as opposed to
any other health professional). Reception staff are also perceived as a barrier to GP
access with some feeling too embarrassed to explain their condition to a receptionist,
and others feeling angry that receptionists triage patients without a medical
background and that some receptionists have a negative attitude.
It was strongly felt that the issues of GP access need to be tackled before changes
and closure of healthcare services are considered.
There was a widespread lack of awareness of the minor ailment scheme operating
across South Tyneside; with only a third of respondents in both surveys being aware
of the scheme (survey 1: 31% and survey 2: 33%). The general view was that
pharmacies offer prescriptions rather than consultations or advice. Whilst many
recognised the pharmacy as an effective resource to retract pressure from GP
practices and highlighted the need to promote the service, some expressed concern
about the skill set of pharmacists compared to doctors and their inability to prescribe
and treat the range of conditions that doctors can. Suggestions made to encourage
individuals to make greater use of pharmacy services heavily centred upon the need
to advertise the minor ailment scheme, in particular informing individuals as to which
minor ailments the pharmacist can offer advice for and who can receive free
treatment.
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Only a third of respondents from both surveys had used the NHS 111 service
(survey 1: 35% & survey 2: 32%). A higher proportion of survey 2 respondents stated
that they experienced a good service compared to survey 1 respondents (survey 1:
54% & survey 2: 74%). Suggested improvements for the service included raising the
public profile and confidence in the service, providing call centre staff with more
training, and providing a quicker response/call back time.
Just over half of respondents from both surveys knew how to contact the out-ofhours GP service when the surgery was closed (survey 1: 57% & survey 2: 52%),
however only 11% of survey 1 and 6% of survey 2 respondents had tried to do this.
Of those who had tried to contact the service 59% of survey 1 and 84% of survey 2
respondents thought it was easy to do. 46% of survey 1 and 58% of survey 2
respondents thought the length of time it took for them to receive care from the outof-hours GP service was adequate. Whilst 54% of survey 1 and 72% of survey 2
respondents felt the overall experience was good.
6.3
Conclusion
A formal public consultation was undertaken to determine the public’s feedback on
proposals to restructure the way urgent care services are delivered in South
Tyneside – In particular, the creation of an urgent care hub at South Tyneside
General Hospital that will provide universal access to a high quality urgent and
emergency care service 24/7, and the closure of Jarrow walk-in centre when its
contract ends in May 2015.
Overall, there was majority support for the proposal of a one stop shop in South
Shields. It was perceived that it would help to prevent people from using A&E
inappropriately and in turn reduce waiting times. Concerns were raised about access
to the site due to the limited public transport services and the cost of parking at the
hospital.
However, it was strongly felt that the ‘one stop shop’ should not be introduced at the
expense of Jarrow walk-in centre which was perceived to be a vital service for local
residents providing quick access to treatment, a facility for those who are unable to
make appointments with their GP, and an out-of-hours service when GP practices
are closed. Young people in particular rely heavily on the service. It was felt that the
closure of Jarrow walk-in centre would contribute to the poor health and deprivation
found in Hebburn and Jarrow and place an overwhelming demand on other
healthcare services (i.e. 999, A&E and GP practices).
GP access is a problem for many, with individuals concerned as to where they will
access treatment if the walk-in facility was taken away from them. It was expressed
that access to GP practices needs to be reviewed before changes to the structure of
urgent care services are made.
It is evident that regardless of the final decisions that are made, there is a need for
public education to inform people about when and how to access the range of
services available to them, ensuring that patients get the right treatment at the right
time from the right health professional.
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7

Accessibility, GP Access, Pharmacy & Self Care

Three major concerns were highlighted during the public consultation. These were:
 Access to South Tyneside General Hospital
 GP access
 Lack of awareness of the pharmacy minor ailments scheme.
7.1
Accessibility
An independent travel, transport and access review of the STGH site has been
commissioned and undertaken by JMP Consultants Limited (see Appendix 6 for full
report). This has helped us to understand the current transport links and how long it
will take to access the hospital site, including parking once at the hospital.
To understand the transport provision to STGH JMP undertook a site audit on the
12th August 2014 at approximately 10am. A further site visit was conducted on the
1st September 2014 at 2pm, to assess the parking levels during patient visitor times.
Generally the analysis carried out as part of this study has revealed that relocating
Jarrow WIC would not affect the accessibility to the service provision for the majority
of existing patients. Relocating the centre to STGH reduces the number of patients
travelling over 5km to the WIC from 24% to 16%.
7.1.1 Car Parking
There are 377 car parking spaces available for the public, with a further 45 disabled
bays.
The levels of visitor parking are adequate in non-peak times. However, during the
second site visit, car park levels were extremely busy, due to visiting times being
between 2pm and 4pm. The majority of the disabled spaces surrounding the site
buildings were also in use.
South Tyneside NHS Foundation Trust have confirmed that they have reviewed their
parking facilities and are looking to increase car parking provision on the site by in
the region of 70 spaces. South Tyneside Council have indicated support for this
capacity increase.
It is also worth noting that although there are currently no costs to park at Palmer
Community Hospital, where Jarrow WIC is located; there are plans to roll out a new
parking system which will include a charge to park. These costs will be the same as
those at the STGH site.
7.1.2 Public Transport
South Tyneside District Hospital is well served by the local bus network. These
include the bus stops in the immediate vicinity of the hospital on Harton Lane and
McAnany Avenue as well as the bus stops on Boldon Lane, a 5 minute walk from the
hospital.
Following a conversation with Go North East, who provide some of the key bus
routes to the hospital site we have been informed that Services 88/88A are currently
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operating with 93.1% of journeys on time. On time is defined by the Traffic
Commissioner, which states that services should operate no more than one minute
early or five minutes late. The provider continually reviews all of the services to
ensure they meet high standards of punctuality, and they will be undertaking a
detailed review of reliability on services 88/88A in the near future, which should
result in this figure increasing. The provider has also highlighted an alternative faster
option to get to the STDH with one change, by using service 27 to Chichester and
then changing onto service 5, 88 or 88A.
Tyne Dock is the nearest Metro Station approximately ¾ of a mile from the site. This
serves services to Newcastle, North Tyneside and South Tyneside with trains
approximately every 12 minutes. Many of the bus services that go via STGH, serve
the metro stations of Jarrow, Chichester and South Shields allowing for interchange
between public transport services. The hospital is signposted from Tyne Dock Metro
station; however the Metro station is not signposted from the hospital.
The majority of the South Tyneside residents are able to access South Tyneside
General Hospital within 40 minutes using public transport. Those patients living over
5km (16% of borough residents) from the sites have a 40 – 60 minute journey time.
7.2
GP Access
Whilst the proposed Urgent Care Hub model has potential to bring significant
improvements to the system, financial savings and alleviating demand for urgent
care services, South Tyneside CCG has also recognised the importance of
improving physical and timely access to primary care and to provide more
responsive GP services.
Despite the national patient survey indicating that the CCG is performing above the
England average for patients’ experience, getting through by phone and making an
appointment there are still variable levels of access across practices in South
Tyneside.
At the moment, patients contacting their GP’s surgery with a perceived urgent problem
receive an inconsistent response, and may be directed elsewhere. This places extra pressure
on other services such as A&E.
The PPI work carried out in Jarrow WIC in December 2013 (see section 4.11.2)
indicated that 43% of those surveyed had difficulties in getting an appointment with
their GP, whilst 69% would have preferred to have seen their own GP rather than
attending the WIC.
The recent ‘Transforming urgent and emergency care services in England’ proposal
specifies that the service outside hospital must be improved and enhanced to
provide faster and consistent same day, every day access to primary care and
community services for people with urgent care needs. This is likely to mean general
practice, out-of-hours services, community health teams and the NHS 111 service
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working together, and differently, to ensure that patients with urgent care needs can
receive prompt advice and care 24 hours a day, seven days a week. 19
It is essential that solutions are identified to improve access to primary care without
significantly increasing the overall workload of these already busy services 20. This must
include extended hours access.
STCCG have already initiated a number of pieces of work to further understand access
problems across the borough and to look at potential solutions. This includes:






2013/14 attendance data for Jarrow WIC has already been reviewed. A mapping
exercise was undertaken to look at the attendances by patient’s registered GP
practice. Using this data the CCG Commissioning Managers have visited the top 11
practices who have the highest numbers of registered patient attending the WIC.
Healthwatch have been commissioned to undertake some targeted work in South
Tyneside to understand GP access, pharmacy and self care. This will include specific
pieces of work to understand perceptions of the public and collating details in
relation to what is available in GP surgeries and pharmacies.
£2 of the £5 per head monies has been allocated to improve access for the over 75
population.

7.3
Pharmacy & Self Care
Sir Bruce Keogh identified 5 key elements which must be taken forward to ensure
success of urgent and emergency care services in England. The first
recommendation is to ‘provide better support for people to self-care’21. This is seen
as the most responsive way of meeting peoples urgent but non-life threatening care
needs. Millions of people already do this, but millions more could be better supported
to take control of their own health. There are already on average 324 million visits
nationally to NHS choices each year22.
To achieve this, there is a need to provide better and more easily accessible
information about self-treatment options so that people who prefer to can avoid the
need to see a healthcare professional.23
Pharmacy is the third largest health profession24. High street presence and long
opening hours mean that community pharmacies have the potential to play a “crucial
role” in providing care25.
Community pharmacies are currently an under-used resource. A qualified pharmacist will
have a wealth of knowledge and experience and is often on hand to advise on minor illness,
medication queries and other problems and many have consultation rooms. There is a need
19

Transforming urgent and emergency care services in England, NHS England, 2013
Transforming urgent and emergency care services in England, NHS England, 2013
21
Transforming urgent and emergency care services in England, NHS England, 2013
22
http://www.nhsalliance.org/the-role-of-community-pharmacy-in-urgent-care/
23
Transforming urgent and emergency care services in England, NHS England, 2013
24
http://www.hsj.co.uk/5065058.article?WT.tsrc=Email&WT.mc_id=EditEmailStory
25
http://www.hsj.co.uk/news/policy/report-urges-shift-in-pharmacy-role/5065039.article
20
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to take advantage of on the untapped potential, and convenience, that greater use of the
skills and expertise of the pharmacy workforce can offer26.
The current minor ailments service provided by a number of pharmacies across
South Tyneside needs to be utilised effectively. A high number of patients are
unaware of the service that is available to them, and in particular are unaware that
the pharmacist can dispense a number of medications without the need for a
prescription from their GP. The minor ailments service has recently been reviewed
and provides an opportunity to ensure that it is providing a modern, integrated
service which helps to further support the redesigned urgent care model in South
Tyneside. Integrating community pharmacy services as part of the provision of
urgent and emergency care supports self-care within the community they serve.
Furthermore, South Tyneside is an integration pioneer site in relation to self-care and
partners are working on the delivery of a standardised self-care offer, which can be
offered at scale by a range of health and social care professionals as well as nontraditional professional groups. There is a huge opportunity to link the pioneer work
to the urgent care agenda and the role of community pharmacies in particular.

8

Options Appraisal

Following the collection and review of all of the background information a number of
options have been considered.
8.1

Options Appraisal

Option

Advantages

1. Status
Quo



Convenient access to the
residents of principally Jarrow and
Hebburn

2. Continue
with
Jarrow
WIC and
develop



Convenient access to the
residents of principally Jarrow and
Hebburn
Greater scope to reduce
attendances in A&E and

26



Disadvantages (include but not
limited to)
 Inability to reduce pressure on
A&E
 Increasing waiting times at A&E
 Inequitable access to urgent care
services across the borough
 Inefficient paediatric care
pathways
 Less integration of care
 Less patient centred care
 Significant pressures on CCG
budget
 Adverse impact on BCF delivery
 WIC continues to be used for GP /
Primary Care Services
 Unaffordable
 Less integration of care
 Less patient centred care
 WIC continues to be used for GP /
Primary Care Services

Transforming urgent and emergency care services in England, NHS England, 2013
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an acute
hub model
on the
hospital
site
3. Re-locate
Jarrow
WIC to
the
hospital
site as
part of an
acute hub













9

admissions
More equitable access to urgent
care services across the borough
Opportunity to specify better
patient outcomes in the contract
Greater scope to reduce
attendances in A&E and
admissions
Equitable access to urgent care
services across the borough
Opportunity to specify better
patient outcomes in the contract
Opportunity to reduce duplication
of services and patient movement
around the system
Potential to save money in the
longer term as people access
services more effectively and
require fewer hospital admissions
Standardisation of urgent care
pathways across the borough
Improved care for children and
young people with urgent care
needs
Improved communication and joint
working



Inefficient paediatric care
pathways



May be perceived as reducing or
cutting services
Potential for this model to attract
more patients to the acute hub as
it becomes recognised as an
efficient service



Conclusion

The growth of new forms of urgent care has failed to reduce A&E attendances.
Emergency A&E attendances cost STCCG over £5.5 million in the financial year
(2013-2014) with over 56,000 patient contacts being seen and treated at South
Tyneside District Hospital. In 2013/14 65% of attendees were given verbal or written
advice and required no further treatment.
Recent proposals for improving urgent and emergency care services in England
indicate that a model which supports self-care, helps people with urgent care needs
to get the right advice or treatment in the right place, first time and provides a highly
responsive urgent care service outside of hospital so people no longer choose to
queue in A&E are key to ensuring that we have a successful and long-lasting urgent
care model. The Keogh review identifies specific proposals that identify that ‘Urgent
Care Centres’ would be advantaged by co-location with hospital services, particularly
in urban areas.
WIC and minor injury and illness units were designed to provide access to primary
care services for people who were unable to wait for a GP appointment. It was also
anticipated that the opening of such services would lead to a decrease in the number
of patients attending A&E for minor conditions.
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However, local data shows that urgent and emergency services are being used in a
way that we did not expect. For example, people are visiting WICs for conditions that
could be treated by their GP or with over-the-counter medicines from a pharmacy.
They are also continuing to attend A&E for minor ailments, rather than using the WIC
service. Inappropriate use of services can increase waiting times for patients and is
not a wise use of increasingly scarce NHS resources. It also means that people need
to be referred from one service to another, for example from A&E to their GP
practice.
Locally there has been an increase in the number of people attending Jarrow WIC
without the anticipated decrease in the number of patients at A&E. There is a need
to manage demand for services effectively to make sure that people can get the care
they need, at the right time and in the right place.
As a result of changing patient behaviour and expectations, one of the greatest
challenges facing STCCG is the seemingly unending rise in emergency admissions
and increasing numbers of patients presenting for perceived urgent care needs to
both the A&E Department and WIC. Whilst the CCG’s overall performance in relation
to the A&E 4 hour access target remains good, the demands on the A&E system are
increasing with some patients who present with minor conditions sometimes have to
wait a long time to be seen, treated and discharged. Many people also often access
more than one service for the same urgent care need.
To address these issues it is vital that an improved urgent and emergency care
service for the people of South Tyneside is established, including the development of
a model which will include a single point of access for all unplanned care needs, to
ensure the patient is seen by the right professional at the right time, to meet their
specific needs. The local population will see significant benefits by improving access
to unscheduled care, by streamlining the process of care and by making the best use
of the skills of all of the staff; this will improve access to appropriate services for
patients.
The aim is to provide universal access to high quality urgent and emergency care
services 24/7, so that whatever the need, whatever the location, people with urgent
care needs get the right advice in the right place, first time.

Appendix 1 – Evidence Base
Blackpool
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Blackpool had one of the highest rates for emergency admissions in England. In
seeking to reduce A&E attendances, they set out to develop a model to treat patients
more appropriately to their health or social needs, improve quality of care, reduce
waiting times, and provide care closer to home.
The development of an Urgent Care Centre came about to support the remodelling
of unscheduled care for the Fylde coast health economy. An audit of patients
attending A&E suggested that 25% may be more appropriately treated by primary
care and that this could be delivered by integrating primary care services on the
acute trust site with an existing primary care assessment unit (PCA) to create an
urgent care centre. It was recognised that the development could also reduce nonelective admissions to secondary care.
The project entailed radical redesign of unscheduled care services to deliver a
service built around and responsive to the needs of patients. The development
progressed further to integrate wider services within the community around a whole
systems approach to meet urgent health care needs which also improve
convenience, appropriateness, quality of care provision and care closer to home.
Following an audit of attendances, a modelling exercise led the PCT to expect to be
able to deflect approximately 25% of all A&E activity to primary care.
The Urgent Care Centre opened its doors in June 2010. It provides a service
combining the existing A&E department, GP OOHs, mental health services, social
services and other primary care services. The centre operates 24 hours a day, 365
days per year and provides clinical triage and signposting to the appropriate service
through a single point of access.
When a patient arrives at the Blackpool Urgent Care Centre/ED, they are assessed
by a specially trained triage clerk. Using the NHS Pathways tool, the triage clerk is
able to decide where it is most appropriate for the patient to be seen. From this
single point of access patients are signposted to the correct place for investigation
and treatment. In Blackpool, this initial assessment resulted in an 18% reduction in
the number of people who are referred into the ED. This has meant that waiting
times have been reduced for seriously ill patients in the ED while those with less
serious problems are also dealt with more quickly by referral to the primary care
centre, or pharmacist.
An audit after 10 months showed that the actual deflection rate was between 15-17%. After
much discussion and debate across the health economy it was agreed that 18% was more
realistic target in comparison to the 25% which was initially modelled.
A&E attendances were shown to be falling, and between April 2009 and April 2010 there
had been a reduction of 5%. This rate has continued to fall. In comparison other areas of the
North West were seeing an increased daily attendance rate of 0.2%.
The overall trend upon introduction of the UCC in Blackpool showed that A&E attendances
did fall as a result. These rates now appear to have plateaued.
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Gateshead
In response to a review of urgent care services and the national evidence base NHS
SOTW, together with Gateshead CCG, worked to develop an Urgent Care Hub
Model. All patients (Children and Adults) who attend the Gateshead Urgent Care
Hub will arrive at a single point of access. This will be called the Reception/Gateway
and will be delivered as part of an integrated service delivery model consisting of
Community, Primary and Secondary Care practitioners.
All patients on arrival will be booked in electronically onto an integrated patient
management system. Patients will be assessed by the reception/gateway using
clinical protocols and then directed to the most appropriate practitioner for their
presenting condition which will be either Emergency Care (which would include
Specialist Paediatric Care) or Urgent Care (Minor Injury or Minor Illness).
The evidence base for these changes in Gateshead centred on a review of the
current WIC programme. Data analysis showed that the WIC programme had
actually increased patient demand for urgent care services:
 Bensham Walk in Centre and Blaydon Primary Care Centre (PCC) in 2010-2011
dealt with 50,573 patient contacts. This is an increase of 64% since Blaydon
opened in 2010.
 There has been no reduction in activity at the Queen Elizabeth Hospital A&E
Department during this time (the A&E department consistently see and treat
50,000 patient contacts per year) as many patients with minor illnesses and
injuries still go to the A&E department for treatment rather than being seen and
treated by a more appropriate health professional such as a GP.
The following graph shows the number of patients using urgent care services in
Gateshead during the last six years. It clearly shows that the opening of walk-in
services at Bensham Hospital and Blaydon PCC did not reduce the number of
people accessing A&E as anticipated. Instead the opening of these services actually
contributed to an overall increase in the number of monthly attendances from around
4,000 to nearly 10,000.
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Whilst it was acknowledged that Blaydon PCC had been very successful in
improving access and reducing inequalities to residents living in the west of
Gateshead, the MIU based at this site currently see, treat and discharge only 65% of
patients who present for urgent care needs. 35% of patients therefore still require
onward referral to more appropriate, specialist services such as A&E or fracture
clinics; clear evidence of the benefits of having an integrated service model located
on the same site.
In addition patients, should the outcome of their visit not be deemed satisfactory, will
then also present to other urgent care services including A&E or their own GP in
their quest to ensure the treatment they receive matches their perceived needs.
Gateshead CCG is working towards the integration of practice between all Urgent
Care services in Gateshead. This will be delivered from the new Emergency Care
facility at the Queen Elizabeth Hospital site which is due to open in October 2014.
Phase 1 and 2 of the project has now been completed. This involved the integration
of practice between Gateshead WIC staff and the GP OOHs Provider at Bensham
Walk in Centre and the re-provision of Gateshead Walk in Centre and GP Out of
Hours Provider services delivered from the Queen Elizabeth Hospital site. The GP
OOHs provider assists in the triage of all patients presenting at this site. The aim of
this phase was to pilot and test integrated service delivery models as part of a multidisciplinary team approach in preparation for the opening of the new Emergency
Care Centre mid 2014 where all services will be delivered from the same building,
A review of progress to date clearly indicates that, due to a lack of integration and
single triage, the expected benefits have not come to fruition as there has been no
impact on activity or demand - patients are still being seen and treated within silo
pathways, contradictory to the agreed model.
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Despite the significant planning, preparation and agreements reached for the
implementation of Phase 2 of this service development, it was apparent that the
current commissioning arrangements do not facilitate effective co-ordination across a
pathway with more than one provider as the three providers have yet to develop a
culture that is supportive of true collaboration with none of the identified benefits and
agreed outcomes being realised to date.
York
In 2010/11 discussions began to take place to look at the development of a fully
integrated unscheduled care service for patients with minor injury and illness who
attend York Hospital’s emergency department.
Assessment of attendances showed that a significant proportion of patients with
minor illness or injury could equally be managed by primary or secondary care. By
integrating existing services and redesigning urgent care functions the aim was to
provide services that are best placed to meet patients’ needs within the resources
available to the healthcare community.
NHS North Yorkshire and York, along with key stakeholders, worked on developing a
an urgent care centre, which would be located at York Hospital adjacent to the
emergency department, creating a single point for people to access care for minor
illness or injury. Previously patients could attend the NHS walk in centre on
Monkgate, the emergency department at York Hospital, or the GP out of hours
service.
In April 2012, the WIC was relocated to form part of the urgent care centre based in
York Hospital’s emergency department. A project was undertaken to physically
redesign the emergency department, particularly the reception and entrance area, in
order to better integrate the walk in centre and make it easier to manage the flow of
patients.
On arrival the patient goes to A&E where they are triaged by the receptionist. The
patient is sent to either the GP or A&E. Data shows that 14% of patients were being
diverted from A&E to the GP.
Bath & North East Somerset
The Bath Health Community Urgent Care Network has existed for a number of years
to provide the strategic oversight and development of services across the network
area.
There was a local vision to deliver more streamlined and integrated face-to-face
urgent care services, with primary care seen as the bed rock of the system. This led
to an initial pilot of moving Bath & North East Somerset Emergency Medical Services
(BEMS) to the Royal United Hospitals (RUH) so that patients presenting to the ED
with a primary care need could be seen by a primary care clinician thereby releasing
capacity in ED to care for patients needing their expertise.
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The premise of the redesign of urgent care services involved the relocation of a walk
in centre to the front door of A&E. The Urgent Care Centre based at the front door of,
but separate from ED, opened in 2014. This is staffed by GPs, Nurse Practitioners
and operational staff.
The UCC aims to help people with urgent care needs to get the right advice or
treatment in the right place, first time. It provides a streaming of ED attenders – to
discharge. The service also provides urgent care by appointment, home visits and
telephone advice.
Within the first few months of delivery 13.5% of all ED attendances are streamed to
the UCC. Previous WIC activity (approximately 2500 per month) hasn’t arrived at the
Emergency Department.
Sunderland
Urgent care services were identified as a priority for reform in 2008, including those
in Sunderland. When developing urgent care strategies for NHS South of Tyne &
Wear urgent care reform conducted a range of stakeholder events and service
improvement initiatives, including patient and public engagement to help inform
urgent care service improvement and commissioning decisions.
The aim was to provide universal access to high quality urgent and emergency care
services 24/7 so that whatever the need, whatever the location, people get the best
care from the best person in the best place at the best time. In order to make this
vision a reality there was a need to make a number of changes to the way services
were currently configured in Sunderland.
The proposals included:
•
The Development of a new, integrated urgent care centre at Sunderland
Royal Hospital that will deliver Urgent Care and Accident and Emergency
services side-by-side.
•
Provision of a GP Led Minor Injuries and Illness Service at Houghton
Primary Care Centre and Bunny Hill Primary Care Centre.
This would consolidate the urgent care provision across the City of Sunderland,
delivering on the commitment to provide four urgent care centres that are
geographically located to provide equity and consistency of services. Washington
Primary Care Centre already provided GP Led Minor Injuries and Illness Services.
The proposals resulted in the closure of the minor injury and illness unit at Grindon
Lane Primary Care Centre and the decommissioning of the current Nurse Led Minor
Injuries and Illness Service (MIU) at Bunny Hill Primary Care Centre.
The new service delivers a more consistent and integrated urgent care service by
improving convenience, appropriateness and quality of care.

Page 68 of 155

Grindon Lane PCC shut in September 2014. The monthly average activity attending
the centre in 2013/14 was 3105. When the PCC shut this activity did not arrive at the
Emergency Department.

Appendix 2 – Planning Round 2014/15:
Engagement timetable and feedback
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Date:

Session:

Venue:

Time:

26 Sept 13

Local Engagement Board

Customs
House, South
Shields

1-3.30pm

10 Oct 13

Drop in session for GPs
and Practice Managers
Prioritisation Session
Meeting with Chair of
Healthwatch

Monkton Hall

12-1pm

Monkton Hall
Monkton Hall

1-6pm
9-10am

6 Nov 13

Health and Wellbeing
Board

Town Hall,
South Shields

10am12pm

14 Nov 13

STCCG Education Forum

21 Nov 13

Local Engagement Board

1.502.45pm
1-3.30pm

26 Nov 13

People Select Committee

28 Nov 13

South Tyneside Region
Equality Forum (STREF)

Chuter Ede,
South Shields
Living Waters,
South Shields
Council
Chambers,
Town Hall,
South Shields
Town Hall,
South Shields

24 Oct 13
30 Oct 13

Jarrow and Boldon CAF
29 Nov 12

Healthwatch

5 Dec 13
6 Dec 13

Patient Reference Group
HealthNet

12 Dec 13

West Shields, Cleadon and
East Boldon Community
Area Forum
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Boldon
Community
Association
Bede’s
Chambers,
Jarrow
Monkton Hall
St Jude’s
Church Hall,
South Shields
All Saints
Community
Association,
Stanley
Street, South
Shields, NE34

10am12pm

10.30am12pm

5pm
10am12pm

1-2.30pm
10am12pm
10am

Date:

Session:

Venue:

Time:

0BX
6pm

Hebburn Community Area
Forum

St Gregory’s
Church Hall,
South Shields
Iona Club,
Hebburn

22 Jan 13

Health and Wellbeing
Board

Town Hall,
South Shields

10am12pm

18 Feb 13

Overview and Scrutiny
Committee

Town Hall,
South Shields

10am12pm

26 March 13

Health and Wellbeing
Board

Town Hall,
South Shields

10am12pm

9 Jan 13

East Shields and Whitburn
Community Area Forum

13 January

10am

Appendix 3 – Reason for Attendance at Jarrow WIC
Teething,

Chest infection,
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bad neck and rash,
injured nose,
sickness and losing balance,
chickenpox,
adverse reaction to mosquito bite,
impetigo,
abscess,
injured /infected finger,
nappy rash,
rash on leg,
reaction to vaccine,
water infection,
sinusitis,
problem with hand,
rash,
cold,
not able to sallow,
low abdominal pain,
stomach/abdominal pain,
vomiting,
allergic reaction,
faint,
infected toe,
needs a special inhaler,
temperature,
Eye problem,
eyelid infection,
eye infection,
conjunctivitis,
Bad temperature and migraine,
Migraine,
Stitches removed

cough and chest infection,
cough (for 12 weeks),
bad chest,
chest pain,
coughs blood,
bad chest and sore throat,
stomach pain and bad chest,
Foot injury,
involved in a car crash,
osteoporosis,
injured ankle,
swollen foot,
back pain,
damaged ribs,
injured ribs,
injured foot,
injured shoulder,
bad and neck problems,
pain in the right side of body,
tennis elbow,
injured leg,
abscess in mouth,
pain in jaw,
ear infection,
thrush on tongue,
throat infection,
earache,
cough and ear infection,
sore throat,
blister in mouth,
hernia
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Appendix 4 – Financial Modelling
S Tyneside CCG - Urgent Care Acute Hub
Updated financial modelling 2014/15
Original case @ 12/13 prices

Base Case - Updated to 14/15 prices and activity

Worst case - activity saving less than planned

Updated to 14/15 Updated to 14/15 Updated to 14/15 Updated to 14/15
prices - £35 tariff prices - £40 tariff prices - £50 tariff prices - £55 tariff
for hub
for hub
for hub
for hub
£4,488,808
£4,488,808
£4,488,808
£4,488,808
£0
£0
£0
£0
£162,057
£162,057
£162,057
£162,057
£973,300
£973,300
£973,300
£973,300
£1,403,991
£1,403,991
£1,403,991
£1,403,991
£63,964
£63,964
£63,964
£63,964
£7,092,120
£7,092,120
£7,092,120
£7,092,120

Updated to 14/15 Updated to 14/15 Updated to 14/15 Updated to 14/15
prices - £35 tariff prices - £40 tariff prices - £50 tariff prices - £55 tariff
for hub,
for hub,
for hub,
for hub,
pessimistic A&E
pessimistic A&E
pessimistic A&E
pessimistic A&E
impact
impact
impact
impact
£4,488,808
£4,488,808
£4,488,808
£4,488,808
£0
£0
£0
£0
£162,057
£162,057
£162,057
£162,057
£973,300
£973,300
£973,300
£973,300
£1,403,991
£1,403,991
£1,403,991
£1,403,991
£63,964
£63,964
£63,964
£63,964
£7,092,120
£7,092,120
£7,092,120
£7,092,120

Best case - activity savings greater than planned
Updated to 14/15 Updated to 14/15 Updated to 14/15 Updated to 14/15
prices - £35 tariff prices - £40 tariff prices - £50 tariff prices - £55 tariff
for hub, only 50% for hub, only 50% for hub, only 50% for hub, only 50%
of Jarrow WIC
of Jarrow WIC
of Jarrow WIC
of Jarrow WIC
activity transfers activity transfers activity transfers activity transfers
to hub
to hub
to hub
to hub
£4,488,808
£4,488,808
£4,488,808
£4,488,808
£0
£0
£0
£0
£162,057
£162,057
£162,057
£162,057
£973,300
£973,300
£973,300
£973,300
£1,403,991
£1,403,991
£1,403,991
£1,403,991
£63,964
£63,964
£63,964
£63,964
£7,092,120
£7,092,120
£7,092,120
£7,092,120

Original case @
12/13 prices £35 tariff for hub
£5,385,012
£0
£222,156
£0
£1,625,808
£0
£7,232,976

Original case
corrected
£5,385,012
£1,407,704
£222,156
£985,000
£1,625,808
£0
£9,625,680

Less S Tyneside FT 5% reduction in A&E activity
Less S Tyneside FT 15% A&E deflection
Less S Tyneside 5% reduction in NEL admissions
Less impact on Bunny hill PCC
Less impact on Jarrow WIC
Less impact on Out of Hours
Less impact on minor ailments
Add cost of primary care element of hub
Total impact of hub (net saving)

-£269,251
-£807,752
-£1,407,704
£0
-£985,000
£0
£0
£1,114,365
-£2,355,341

-£269,251
-£807,752
-£1,407,704
£0
-£985,000
£0
£0
£1,114,365
-£2,355,341

-£224,440
-£673,321
£0
£0
-£973,300
£0
£0
£1,260,735
-£610,327

-£224,440
-£673,321
£0
£0
-£973,300
£0
£0
£1,440,840
-£430,222

-£224,440
-£673,321
£0
£0
-£973,300
£0
£0
£1,801,050
-£70,012

-£224,440
-£673,321
£0
£0
-£973,300
£0
£0
£1,981,155
£110,093

-£112,220
-£336,661
£0
£0
-£973,300
£0
£0
£1,260,735
-£161,446

-£112,220
-£336,661
£0
£0
-£973,300
£0
£0
£1,440,840
£18,659

-£112,220
-£336,661
£0
£0
-£973,300
£0
£0
£1,801,050
£378,869

-£112,220
-£336,661
£0
£0
-£973,300
£0
£0
£1,981,155
£558,974

-£224,440
-£673,321
£0
£0
-£973,300
£0
£0
£782,285
-£1,088,777

-£224,440
-£673,321
£0
£0
-£973,300
£0
£0
£894,040
-£977,022

-£224,440
-£673,321
£0
£0
-£973,300
£0
£0
£1,117,550
-£753,512

S Tyneside FT A&E
S Tyneside FT - NEL activity impacted by proposal
Bunny hill PCC
Jarrow WIC
Out of hours
Primary care minor ailments
Primary Care hub
Total proposed spend

£4,308,010
-£1,407,704
£222,156
-£985,000
£1,625,808
£0
£1,114,365
£4,877,635
£0

£4,308,010
£0
£222,156
£0
£1,625,808
£0
£1,114,365
£7,270,339
£0

£3,591,047
£0
£162,057
£0
£1,403,991
£63,964
£1,260,735
£6,481,793
£0

£3,591,047
£0
£162,057
£0
£1,403,991
£63,964
£1,440,840
£6,661,898
£0

£3,591,047
£0
£162,057
£0
£1,403,991
£63,964
£1,801,050
£7,022,108
£0

£3,591,047
£0
£162,057
£0
£1,403,991
£63,964
£1,981,155
£7,202,213
£0

£4,039,928
£0
£162,057
£0
£1,403,991
£63,964
£1,260,735
£6,930,674
£0

£4,039,928
£0
£162,057
£0
£1,403,991
£63,964
£1,440,840
£7,110,779
£0

£4,039,928
£0
£162,057
£0
£1,403,991
£63,964
£1,801,050
£7,470,989
£0

£4,039,928
£0
£162,057
£0
£1,403,991
£63,964
£1,981,155
£7,651,094
£0

£3,591,047
£0
£162,057
£0
£1,403,991
£63,964
£782,285
£6,003,343
£0

£3,591,047
£0
£162,057
£0
£1,403,991
£63,964
£894,040
£6,115,098
£0

£3,591,047
£0
£162,057
£0
£1,403,991
£63,964
£1,117,550
£6,338,608
£0

Area
S Tyneside FT A&E
S Tyneside FT - NEL activity impacted by proposal
Bunny hill & Washington PCC
Jarrow WIC
Out of hours
Primary care minor ailments
Total current spend

Notes
Base case 12/13 assumptions
5% reduction in A&E attendances at S Tyneside FT
15% deflection of A&E attendances to UC Hub
100% reduction in Jarrow WIC activity
5% reduction in NEL admissions
UC Hub activity 31839 @ £35 tariff (Blackpool)

Base case 14/15 assumptions
As per base case 12/13 except:
NEL impact removed to avoid double count of impact of BCF

Worst case 14/15 assumptions
As per Base case 14/15 except
only 2.5% reduction in A&E attendances
only 7.5% A&E deflection

Activity and costs updated as follows:
S Tyneside FT A&E 14/15 plan 57875 includes 14368 paed attendances
(24% of total) at zero price, per agreed paediatric pathway
Bunny Hill = 4106 attends x £37.01 unit price, Washington 273 * £37.01
per 14/15 NDUC contracts
Jarrow WIC = 14/15 budget
OOH = actual contract value (budget is £1,370,000)
UC hub activity - assume 15% A&E deflection (57875 x 15% = 8681)
plus 27340 Jarrow WIC attendances = 36021 total
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Best case 14/15 assumptions
As per Base case 14/15 except
only 50% of Jarrow WIC attends turn up at UC hub

Additional scenario - no Jarrow WIC activity transfers to hub

As per Base case
but with no Jarrow
WIC transfer, all
@ £35 hub tariff
£4,488,808
£0
£162,057
£973,300
£1,403,991
£63,964
£7,092,120

As per Base case
but with no Jarrow
WIC transfer, all
@ £40 hub tariff
£4,488,808
£0
£162,057
£973,300
£1,403,991
£63,964
£7,092,120

As per Base case
but with no Jarrow
WIC transfer, all
@ £50 hub tariff
£4,488,808
£0
£162,057
£973,300
£1,403,991
£63,964
£7,092,120

As per Base case
but with no Jarrow
WIC transfer, all
@ £55 hub tariff
£4,488,808
£0
£162,057
£973,300
£1,403,991
£63,964
£7,092,120

-£224,440
-£673,321
£0
£0
-£973,300
£0
£0
£1,229,305
-£641,757

-£112,220
-£336,661
£0
£0
-£973,300
£0
£0
£303,835
-£1,118,346

-£112,220
-£336,661
£0
£0
-£973,300
£0
£0
£347,240
-£1,074,941

-£112,220
-£336,661
£0
£0
-£973,300
£0
£0
£434,050
-£988,131

-£112,220
-£336,661
£0
£0
-£973,300
£0
£0
£477,455
-£944,726

£3,591,047
£0
£162,057
£0
£1,403,991
£63,964
£1,229,305
£6,450,363
£0

£4,039,928
£0
£162,057
£0
£1,403,991
£63,964
£303,835
£5,973,774
£0

£4,039,928
£0
£162,057
£0
£1,403,991
£63,964
£347,240
£6,017,179
£0

£4,039,928
£0
£162,057
£0
£1,403,991
£63,964
£434,050
£6,103,989
£0

£4,039,928
£0
£162,057
£0
£1,403,991
£63,964
£477,455
£6,147,394
£0

Best case 14/15 assumptions
As per Base case 14/15 except
none of Jarrow WIC attends turn up at UC hub

Appendix 5 – Urgent Care Public Consultation Report

Executive Summary
Introduction
NHS South Tyneside Clinical Commissioning Group (STCCG) is led by doctors and
nurses and is responsible for improving the healthcare and health services for local
people.
The demand for urgent care has continued to increase despite improved options
such as the new walk-in centre and extended GP hours. National figures show that
South Tyneside has higher than average rates of emergency admissions and readmissions to hospital, and high rates of hospital emergency admissions for 0 and 1
day length of stay (NHS South Tyneside CCG, 201427).
Local data shows that people are using urgent and emergency care services
inappropriately and in a way that was not expected. For example, people are using
walk-in centres for conditions that could be treated by their GP, practice nurse or by
over-the-counter medicines from their local pharmacy. They are also continuing to
attend Accident and Emergency (A&E) for minor ailments, rather than using the
walk-in service. Inappropriate use of services can increase waiting times and is not a
prudent use of increasingly scarce NHS resources. It also means that people need to
be referred from one service to another, for example from A&E to their GP practice.
To tackle the increasing demand on the walk-in centre and A&E, NHS South
Tyneside CCG set out a vision to work with local people and partners to improve the
way urgent and emergency care is delivered for the people of South Tyneside. Their
proposal includes creating an urgent care hub (or ‘one stop shop’) at South Tyneside
General Hospital that will provide universal access to a high quality urgent and
emergency care service 24/7, so that whatever the need and whatever the location,
people get the best care from the best person, in the best place and at the best time.
The plans include not renewing the contract for Jarrow walk-in centre which is due to
end in May 2015.
To assist with any decisions that are to be made, a formal public consultation was
undertaken to ascertain what views the local community have on the proposal and
how the CCG can address any of their concerns. The consultation was planned to
take place from Wednesday 28th May to Friday 22nd August 2014, but extended to
31st August 2014 after discussions with South Tyneside Health Overview Scrutiny
Committee.
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The consultation included discussion groups with hard-to-reach audiences and
public meetings. In addition, three public surveys were also conducted. A
questionnaire was devised to understand local resident’s current use of health
services and to gain reactions to the proposed changes to the delivery of urgent care
services in South Tyneside. The survey was completed by participants over the age
of 16, using two different recruitment methods. The first survey was a self-completion
survey which was made available to South Tyneside residents online and through
paper hard-copy formats (n=855) (referred to herein as survey 1).
The second survey involved on-street and door-to-door recruitment to ensure equal
engagement with residents from Hebburn, Jarrow, South Shields and East
Boldon/Whitburn (n=960) (referred to herein as survey 2). The third survey was
designed to understand urgent care behaviour of young people living in South
Tyneside (n=167).
Findings
Over half of survey respondents agreed that only patients with a life threatening
condition or those who have had a serious accident should be treated at A&E
(survey 1: 61% & survey 2: 50%). The majority of those who agreed did so because
they thought A&E should only be used for emergencies, that it is already
overstretched and misused by those who don’t need the service and that it would
help decrease waiting times. However, 37% of survey 1 and 45% of survey 2
respondents didn’t agree that A&E should only be used for patients with a life
threatening condition or serious accidents, believing that A&E should be available for
anyone who feels that they need immediate care, that it is up to a professional to
decide what is classed as life threatening, and that A&E is needed for those who are
unable to get a GP appointment.
Overall, the majority of survey respondents agreed with the proposal for a ‘one stop
shop’ urgent care service, provided alongside A&E, to help people with a minor injury
or ailment (survey 1: 70% & survey 2: 72%). Individuals felt that the ‘one stop shop’
would prevent people from using services inappropriately, which would in turn take
the pressure off A&E, help to reduce waiting times and improve the overall level of
care that individuals receive. It was also viewed positively that if the minor ailment or
injury is more serious than perceived by the individual there will be alternative levels
of care available as ‘all services will be under one roof’.
The main issue with regards to the proposed ‘one stop shop’ was the difficulty with
which individuals, particularly those living in Hebburn and Jarrow, will have in
accessing South Shields District Hospital. These concerns were raised as only
38.4% of the population of Hebburn and Jarrow have a car. Therefore, many are
reliant on the local public transport system which has been acknowledged as being a
particularly poor, lengthy and costly service. In addition the hospital was felt to have
inadequate parking facilities for those with a car, as well as being expensive.
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Questions were asked about what the health implications might be for those
individuals who are not willing to make the journey.
Those survey respondents who disagreed with the proposed ‘one stop shop’ (survey
1: 25% & survey 2: 20%) felt that the service would be overcrowded, people should
go elsewhere e.g. GP or walk-in centre, that it would duplicate work of walk-in
centres, and there would be confusion about which department is needed.
Many individuals expressed strong objections to the proposal to close Jarrow walk-in
centre. A large difference in the number of respondents who stated that the closure
of Jarrow walk-in centre would cause a problem to them or their family was found
between the two surveys; survey 1 - 81% and survey 2 - 48%). Not surprisingly
respondents living in Hebburn and Jarrow showed greater concerns due to the
proximity of where they live to the centre. Those who felt it wasn’t a problem mainly
referred to the fact that they don’t use the service or that it wasn’t local to them.
In both surveys, a smaller proportion of those aged over 65 years said it would cause
a problem to them or their family compared to younger age groups. This supports
local data on the usage of the Jarrow walk-in service which shows that younger age
groups are more likely to use the walk-in service. When the age range distribution of
patients was calculated using monthly averages of attendants, those aged 20 or
under were found to constitute 37% of patients and those aged 30 or under 55%,
whilst only 12% of average monthly patients were aged over 61 years.
There were a number of objections put forth regarding the closure of the walk-in
centre. These included:


Difficulty accessing other healthcare services: As previously mentioned the
hospital was considered inaccessible for many due to poor transport options.
In addition many highlighted the difficulties and frustration they have in
making appointments at their GP practice



The walk-in centre is an important service for local residents providing quick
access to treatment, a facility for those who are unable to make appointments
with their GP, and an out-of-hours service when GP practices are closed.
Young people in particular have been found to rely heavily on the service
when experiencing unexpected health problems



Closure of the walk-in centre will contribute to the poor health and deprivation
found in these areas. It was stated that healthcare needs to be provided
rather than taken away



The closure will result in an overwhelming demand on other healthcare
services – namely 999, A&E and GP practices



Concerns that removing the walk-in centre from Palmers Community Hospital
will result in the closure of the building which is described as the ‘heart of the
community’
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Individuals perceived that there weren’t any problems with the existing service
and therefore questioned why it should be changed unnecessarily

Individuals strongly expressed that the issue with people using urgent care services
inappropriately results from people being unable to access care and treatment at
their own GP practice.
A higher proportion of survey 2 respondents stated that they were able to get an
appointment to see or speak to someone at their first attempt last time they
contacted their GP practice compared to respondents in survey 1 (survey 1: 64% &
survey 2: 82%). The regional average found in the GP patient survey was 75% for
the year 2013/14.
Similar proportions of respondents from both surveys reported that they were able to
consult with a GP or nurse ‘on the same day’, ‘a few days later’ and ‘a week or more’
later. These results show that waiting times vary between practices with some not
having to wait to be seen and others having to wait a week or more to see a health
professional. This finding was supported throughout the consultations. In addition,
individuals expressed the difficulty of ringing the practice and getting through before
all available appointments have been booked. Of the individuals unable to get
through and/or make an appointment within a timeframe acceptable to them, many
then attend the walk-in centre where they know they will receive the care they want
(56% of survey 1 respondents stated that they had gone to a walk-in centre in the
past because they couldn’t get an appointment with a GP or nurse, this figure was
lower for survey 2 respondents at 31%).
Over half of the young people surveyed (63%) indicated that they had attended the
walk-in centre last time they had an unexpected health problem. This was mainly
owing to the difficulties they had in accessing their GP practice, and also due to
having used the service before. Very few were found to have actually considered
using alternative services such as the pharmacy, NHS 111 or GP out-of-hours
instead of A&E or the walk-in centre.
Many individuals automatically attend the walk-in centre under the perception that
they will be unable to make a GP appointment. Furthermore, many are unsatisfied
with being allocated an appointment with a nurse practitioner rather than a GP, and
instead prefer to attend the walk-in centre (75% of survey 1 and 86% of survey 2
respondents said they last contacted their GP practice to see a GP as opposed to
any other health professional). Reception staff are also perceived as a barrier to GP
access with some feeling too embarrassed to explain their condition to a receptionist,
and others feeling angry that receptionists triage patients without a medical
background and that some receptionists have a negative attitude.
It was strongly felt that the issues of GP access need to be tackled before changes
and closure of healthcare services are considered.
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There was a widespread lack of awareness of the minor ailment scheme operating
across South Tyneside; with only a third of respondents in both surveys being aware
of the scheme (survey 1: 31% and survey 2: 33%). The general view was that
pharmacies offer prescriptions rather than consultations or advice. Whilst many
recognised the pharmacy as an effective resource to retract pressure from GP
practices and highlighted the need to promote the service, some expressed concern
about the skill set of pharmacists compared to doctors and their inability to prescribe
and treat the range of conditions that doctors can. Suggestions made to encourage
individuals to make greater use of pharmacy services heavily centred upon the need
to advertise the minor ailment scheme, in particular informing individuals as to which
minor ailments the pharmacist can offer advice for and who can receive free
treatment.
Only a third of respondents from both surveys had used the NHS 111 service
(survey 1: 35% & survey 2: 32%). A higher proportion of survey 2 respondents stated
that they experienced a good service compared to survey 1 respondents (survey 1:
54% & survey 2: 74%). Suggested improvements for the service included raising the
public profile and confidence in the service, providing call centre staff with more
training, and providing a quicker response/call back time.
Just over half of respondents from both surveys knew how to contact the out-ofhours GP service when the surgery was closed (survey 1: 57% & survey 2: 52%),
however only 11% of survey 1 and 6% of survey 2 respondents had tried to do this.
Of those who had tried to contact the service 59% of survey 1 and 84% of survey 2
respondents thought it was easy to do. 46% of survey 1 and 58% of survey 2
respondents thought the length of time it took for them to receive care from the outof-hours GP service was adequate. Whilst 54% of survey 1 and 72% of survey 2
respondents felt the overall experience was good.
Summary and considerations
There was majority support for the proposal of a ‘one stop shop’ in South Shields as
this would help to prevent people from using A&E inappropriately and would in turn
reduce waiting times. However it was strongly felt that this should not be introduced
at the expense of Jarrow walk-in centre, with local residents concerned that they
would need to travel significantly further to access this service.
The following would require review and robust plans to address concerns if the plans
are to go ahead:


Improving GP access to ensure local people can get an appointment when
they need it, minimising the need for a walk-in centre and meaning
patients have less need to travel to South Tyneside General Hospital to be
seen the same day by a health professional
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Educating the public about when and how to access each service,
ensuring best use of NHS resources and meaning patients get the right
treatment at the right time from the right professional



A reinvigorated marketing campaign to promote the minor ailment service
operating in community pharmacies and the role that pharmacists can play
in helping providing quick access to advice and over-the-counter
medication



Ability to travel to South Tyneside General Hospital quickly and cost
effectively



Minimising the cost of parking at South Tyneside General Hospital for
those who can drive



Understanding the conditions with which young people are attending the
walk-in centre and ensuring they are fully aware of other services available
to them
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1 Introduction
NHS South Tyneside Clinical Commissioning Group (STCCG) is led by doctors and
nurses and is responsible for improving the healthcare and health services for local
people. One of their key priorities is urgent care.
Many patients presenting to A&E or calling 999 do not need the specialised care
offered by these services and would be better served elsewhere. They may be
unaware of other options, such as NHS 111, which gives access to real time
information in order to locate an available service with the right skills. Additionally,
when patients feel unwell and vulnerable, they may go for the option they most
closely identify with being able to provide care in a crisis, 24 hours a day. Whatever
the reason, the current system is failing either to signpost patients to the appropriate
level of care effectively, or in some cases to provide an obvious and easilyaccessible alternative to A&E departments.
Walk-in centres and minor injury and illness units were designed to provide access
to primary care services for people who were unable to wait for a GP appointment. It
was also anticipated that their opening would reduce the number of patients
attending A&E for minor conditions.
However, contrary to expectations the growth of new forms of urgent care has failed
to reduce A&E attendances, with emergency attendances actually rising by 46%
between 2003/04 and 2009/10 in England. Compared to national figures, South
Tyneside has higher than average emergency admissions and re-admissions to
hospital, and high rates of hospital emergency admissions for 0 and 1 day length of
stay (NHS South Tyneside CCG, 201428).
Local data shows that people use urgent and emergency care services
inappropriately. For example, in the financial year 2012/13 there were over 56,000
A&E attendances seen and treated at South Tyneside District Hospital. Of those,
57% of attendees were given verbal or written advice and required no further
treatment (NHS South Tyneside CCG, 2014).
Data also shows that people are using walk-in centres in a way that was not
expected. For example, people are visiting walk-in centres for conditions that could
be treated by their GP, practice nurse or by over-the-counter medicines from their
local pharmacy. They are also continuing to attend A&E for minor ailments, rather
than the walk-in service. Inappropriate use of services can increase waiting times
and is not a wise use of increasingly scarce NHS resources. It also means that
people need to be referred from one service to another, for example from A&E to
their GP practice.

28
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The increase in the number of people attending walk-in centres and A&E
departments emphasises the need to manage demand for services effectively and
make sure that people get the care they need, at the right time and in the right place.
NHS South Tyneside CCG have therefore set out a vision to work with local people
and partners to improve the way urgent and emergency care is delivered for the
people of South Tyneside. This includes a proposal to create an urgent care hub (or
one stop shop) at South Tyneside General Hospital that will provide universal access
to high quality urgent and emergency care service 24/7, so that whatever the need
and whatever the location, people get the best care from the best person, in the best
place and at the best time. The plans include not renewing the contract for Jarrow
walk-in centre which is due to end in May 2015.
The evidence from around the country shows that walk-in centres located with A&E
services seem to reduce demand on A&E departments as well as elicit a reduction in
the number of non-elective admissions. It also provides new collaboration and multidisciplinary working within the local health economy, vital in supporting patients who
have specific health care needs.
To assist with any decisions that are to be made, a formal public consultation was
undertaken to ascertain the views of the local community on the proposal and how
the CCG can address any concerns. The public consultation focused on:


How urgent care services are arranged in South Tyneside



The creation of a new ‘urgent care one stop shop’ at South Tyneside General
Hospital



The closure of Jarrow walk-in centre when its contract ends in May 2015 and
the review of:
o access to GP services
o access to local pharmacies for minor illness and ailments

The consultation process was planned to take place during the 12 week period 28 th
May 2014 to 22nd August 2014, but extended to 31st August 2014 after discussions
with South Tyneside Health Overview Scrutiny Committee.
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2 Methodology
The following sections outline the different methods of engagement used within the
consultation which took place over the 12 week period of May to August 2014.

2.1 Surveys
A survey was devised to understand local resident’s current use of health services
and to gain reactions to the proposed changes to the delivery of urgent care services
in South Tyneside. The survey was completed by participants over the age of 16,
using two different recruitment methods:
Survey 1: Self-completion
The survey was made available online and through paper hard-copy formats, with a
total of 855 respondents completing the survey.
The demographic profile of survey 1 respondents is detailed below and shown in
figure 1.
The majority of the sample was female (69%) and was aged between 46-65 years
(41%). 37% considered themselves to have a disability and 22% indicated that they
were a carer.
As this was a self-completion survey only 18% of respondents indicated where they
were from, providing the first four letters of their postcode.
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Figure 1: Demographic profile of survey 1 respondents
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Survey 2: On-street and door-to-door recruitment
Quota sampling was used across four South Tyneside locations to ensure that a
sample representative of the rest of South Tyneside was achieved. Survey 2
consisted of 960 respondents.
The demographic profile of survey 2 respondents is detailed below and shown in
figure 2.
Just over half of the respondents were female (53%). A slightly larger proportion of
respondents were aged between 25-44 years and 45-64 years (31% & 32%
respectively). 24% considered themselves to have a disability and 16% indicated
that they were a carer.
Similar proportions of respondents were from Hebburn (25%), Jarrow (26%), South
Shields (25%) and East Boldon/Hebburn (25%).
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Figure 2: Demographic profile of survey 2 respondents

Young people’s survey
In addition, a survey was conducted to understand the urgent care behaviour of
young people living in South Tyneside. A total of 167 respondents completed the
survey and were asked about their healthcare seeking behaviour last time they had
an unexpected health problem. Participants under the age of 25 years were
randomly selected to take part by an on-street research team, a small number of
participants were over the age of 25 years, and these results were also included in
the analysis.

Page 83 of 155

80%
70%
60%
50%
40%
30%
20%
10%
0%
Male

Female

18-25 26 years No
years
+
answer

NE31

NE32

NE33

NE34

Other

Figure 3: Demographic profile of participants in the young people’s survey

2.2 Focus groups
A total of four focus groups were conducted with the following hard-to-reach groups:


Talk 2 Us; a self-advocacy group for people with learning disabilities living in
South Tyneside



South Tyneside Service User Group; individuals with sight loss



Blissability; a support service for people with physical disabilities (6
participants)



Apna Ghar; Minority Ethnic Women’s Centre (6 participants)

2.3 Public meetings
In addition, a number of public meetings were held across the region to which
individuals were invited to attend. All meetings were advertised in press releases,
online, through social media links, in the local Gazette and in a local council
residents’ magazine.
The schedule of meetings is detailed below:


Briefing with Jarrow and Hebburn councilors (prior to Community Area Forum)



HealthNet meeting (1); 6th June



South Tyneside Local Engagement Board; 10th July



Riverside Community Area Forum; 12th July



East Shields and Whitburn Community Area Forum; 17th July



HealthNet meeting (2); 1st August
Page 84 of 155



Jarrow Community Centre; 4th August



Jarrow and Boldon Community Area Forum; 4th August



Patient Reference Group; 7th August



Mental Health Matters; 11th August



Primrose Residents Association; 12th August



South Tyneside Foundation Trust staff; 12th August



Urgent Care Consultation Event; 14th August



Bede’s World, Jarrow; 24th August

2.4 Petition
In addition, individuals were given the opportunity to gives their views in writing. A
total of 6 letters were received from a GP practice, two individuals, a local Church, a
local MP and the local Labour constituency party.

2.5 Additional sources
Data from the following sources were used during the consultation to provide
information on attendance figures at Jarrow walk-in centre and GP practices:


Jarrow Walk-in Centre Survey; South Tyneside CCG



Jarrow Walk-in Centre; 2013/14 attendance figures



GP survey results; July 2014

In addition, some key findings from the sources are referenced in this report.

2.6 Notes on analysis
Due to survey 1 being a self-completion survey and only 18% of the respondents
stating where they were from – analysis by geographical area could only be
completed for survey 2.
For clarification; the surveys are referred to as survey 1, survey 2 and young
people’s survey in the key findings of the report.
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3 Key findings
3.1 Accident and Emergency
A slightly higher proportion of survey 1 respondents agreed that only patients with
life threatening conditions or those who have had a serious accident should be
treated at A&E (survey 1: 61% and survey 2: 50%). There was little variation across
gender, age, carer/non-carer and disability status.
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Figure 4: Proportions of agreement/disagreement with the
statement that ‘only patients with life threatening conditions
should be seen and treated at A&E’

Of those survey respondents who agreed that only patients with life threatening
conditions or those who have had a serious accident should be treated at A&E, the
reasons provided were:


A&E is specialised, should be used for accidents and emergencies only



A&E is overstretched and misused by those who don’t need it



Appropriate use of the service would reduce waiting times



There are other services available that provide treatment for non-serious
conditions

For those survey respondents who disagreed with A&E only being used for life
threatening conditions or serious accidents (survey 1: 37% and survey 2: 45%), the
reasons provided were:


A&E should be available for people who feel they need immediate care (e.g.
breaks, accidents)



A&E should be for everything



A health professional should decide what is classed as life threatening



A&E fills a gap for those that can’t get a GP appointment and have no-where
else to go
Page 86 of 155

During the consultation process it was recognised that some individuals do use the
service incorrectly, however it was strongly felt by individuals that they have the right
to access A&E as and when they want to. Additionally, individuals posed the
question ‘where do people access healthcare out of hours when their GP practice
and walk-in centre is closed?’
To help individuals to understand how to use services appropriately it was suggested
that public awareness campaigns should be developed to try and change people’s
behaviour and make them aware of the different services that are available to them.
It was stated that this needs to be done before changes to local healthcare services
are considered.

3.2 One stop shop
Overall, the majority of survey respondents agreed with the proposal for a ‘one stop
shop’ urgent care service provided alongside A&E to help people with a minor injury
or ailment (survey 1: 70% and survey 2: 72%).
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Figure 5: Proportions of agreement/disagreement with the
proposal that ‘one stop shop urgent care services should
be provided alongside A&E to help people with a minor
injury or minor ailment’

In survey 1, a higher proportion of non-carers compared to carers agreed with the
statement (72% & 65% respectively), whilst older respondents (those aged 46 to 65
and 66 plus) were also more likely to agree than those aged 26 to 45 (72% vs 65%
respectively).

In survey 2, a higher proportion of respondents from Hebburn and South Shields
(79% & 81%), than from Jarrow and East Boldon/Whitburn (61% & 67%) agreed with
the proposal (figure 6).
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Figure 6: Proportions of agreement/disagreement with the proposal that
‘one stop shop urgent care services should be provided alongside A&E to
help people with a minor injury or minor ailment’ (survey 2 respondents
by geographical area)

Individuals felt that the ‘one stop shop’ would prevent people from using services
inappropriately, which would in turn take the pressure off A&E (allowing them to
focus on emergencies only), help to reduce waiting times and improve the overall
level of care that individuals receive. It was also viewed positively that if the minor
ailment or injury is more serious than first perceived, there will be alternative levels of
care available for the individual.
“If the service of care within the new hub model is better than what they
are receiving at the walk-in centre the public needs to look at this new
option as a positive”
It was also felt that by having ‘all services under one roof’ the decision would be
taken away from individuals as to where they should access treatment – a decision
which can be difficult for many.
“All treatment would be in one place”
“It’s a great idea. Taking the pressure from you. If it works it will take
pressure off people who don’t know where to go”
“It sounds like there may be some temporary inconvenience to people
in Jarrow as it won’t be on their doorstep, but this will be outweighed by
the services offered at the hub”
The proposal was well received in all of the focus groups including those with
learning difficulties and sight loss. BME participants liked the idea of having a ‘one
stop shop’ as it was acknowledged that the walk-in centre doesn’t have facilities
such as X-rays and bloods.
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One individual provided an example of how the new service may help him to prevent
future mental health crises:
“Before I get to that point (mental health crisis) I would have probably
gone to a walk-in centre but I’d sit and wait - if I went to the hub and got
straight into the services I needed then it might prevent the crisis”

Transport and access difficulties
The main issue with regards to the proposal was the difficulty that individuals will
face in accessing South Shields District Hospital, particularly those living in Hebburn
and Jarrow.
38.4% of surveyed individuals of Jarrow and Hebburn stated that they do not have a
car, particularly families from minority ethnic groups with women tending not to drive.
It was repeatedly cited that public transport to the Hospital is poor as there are
limited bus services taking residents from Hebburn and Jarrow to the hospital and
there is a significant walk to the nearest metro station (quoted 20 minutes). This was
considered a problem for many but particularly for those without a car, the elderly,
those with disabilities, those with young children and those who were unable to
afford the travel expenses. These concerns were also raised in the young people’s
survey. BME individuals stated that Refugee and Asylum Seekers would have to pay
their fare out of their ‘meagre benefit’.
There was added concern about making this journey late at night, in bad weather or
at the weekend when the bus services are reduced. Individuals asked what the
health implications might be for those who are unwilling to make the journey.
For those who do have access to a car, South Shields District Hospital was
perceived to have insufficient parking facilities making it especially difficult for the
elderly, patients that are poorly, those with young children and/or in adverse weather
conditions. Individuals commented upon the finding presented during the public
meetings that ‘66% of patients travelled to Jarrow walk-in centre by car’, questioning
how all of these people will park at the hub. In addition, concern was raised about
the cost of parking at the hospital.
“There is still a problem with parking. I agree that something has to be
done to guide people to the right place”
“88 bus from Hebburn to hospital takes one hour and five minutes –
have you looked at the transport system?”
Considerations for the set-up of the service
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Members of the public and staff members gave a number of suggestions as to how
the service should be set up to ensure a high quality service for those that use it.
These included:


Volunteers in the hub to direct and assist patients



Clear signage (especially for the triage service): Those with learning
disabilities stated that they should be involved in discussions about
signage so that it is clear for individuals like them



GPs and staff at the South Shields Foundation Trust asked about the
triage function and whether there would be a dual triage Senior Primary
Care Nurse/GP function, whilst individuals suggested that the member of
staff responsible for triaging patients should not be a receptionist and
should be a qualified health professional.



Translators for those who don’t speak English



Consultants available 24 hours 7 days a week (rather than having a
professional who can be there in half an hour)



Front line staff should be trained on all disabilities so they have a good
understanding of patient’s different needs



Integrate social care, mental health, paediatric services as well as other
third sector organisations within the hub



Improve accessibility to the hospital by offering a taxi service or free bus,
situating a bus stop outside the hospital and/or offering free parking



Integrate the IT system with that used in GP practices



One individual stated that the use of the word ‘shop’ makes it sound like a
business rather than a health service

Those survey respondents who disagreed with the proposal (survey 1: 25% and
survey 2: 20%) felt that:


The service would be overcrowded



People should go elsewhere e.g. GP or walk-in centre



It would duplicate the work of walk-in centres



There would be confusion about which department is needed



It will increase waiting times
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3.3 Jarrow walk-in centre
Many individuals expressed strong objections to the proposal to close Jarrow walk-in
centre. A large difference in the number of respondents who stated that the closure
of Jarrow walk-in centre would cause a problem to them or their family was found
between the two surveys; survey 1 - 81% and survey 2 - 48% (figure 7).
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Figure 7: The response given by participants when asked if
the closure of Jarrow walk-in centre would cause a problem to
them and their family

In both surveys, a smaller proportion of those aged 65+ said it would cause a
problem to them or their family than younger age groups. There was little variation
when comparing by gender, carer/non-carer and disability status.
In survey 2, higher proportions of those living in Hebburn and Jarrow indicated that
the closure would cause problems for them and their family (75% for both) compared
to those living in East Boldon/Whitburn (19%) and South Shields (21%) (figure 8).
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Figure 8: The proportion of participants who stated that the closure of Jarrow
walk-in centre would cause a problem to them and their family, grouped by
geographical area (survey 2 respondents)
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Those who felt it wouldn’t be a problem mainly referred to the fact that they don’t use
the service or that it isn’t local to them.
When survey respondents were presented with the open question ‘any other views
about the proposals?’ the feedback was dominated by apprehension of the walk-in
centre closure, reinforcing the level of concern evident among many. The objections
to the closure raised during the consultation are presented under the subsequent
headings.
Accessibility
One of the major objections to the closure of Jarrow walk-in centre was the difficulty
that individuals will face in accessing alternative healthcare services, particularly
those living in Jarrow and Hebburn.
The issue of how local residents will travel to the hospital was repeatedly raised
throughout the consultation, even amongst those who supported the proposed
changes. As previously stated, Jarrow walk-in centre is considered well placed in
terms of local transport links (taxi rank, bus stop and metro station) and is therefore
considered a convenient service to access. However, strong concern was raised
among both adults and young people over access to the proposed site for the ‘one
stop shop’ as there are limited bus services that run to the hospital and it is a
significant walk to the metro station (quoted 20 minutes).
Individuals emphasised how difficult it will be for many residents to access the new
service, especially for those without a car, those with young children, those with
disabilities and those that are unable to afford the travel costs.
In addition, individuals cited the difficulties and frustration they have in making
appointments at their GP practice. The walk-in centre was therefore considered the
next port of call for many (see section 3.4 more information regarding GP access).
The walk-in centre provides an important service for residents
The second major objection to the closure was that the walk-in centre provides a
vital service for individuals living in Jarrow and Hebburn. It was stated that people of
Jarrow want quick access to local services and they are not prepared to travel to
South Shields to receive treatment.
“My granddaughter took a fit in Jarrow and I took her to the walk-in
centre and the doctor saved her. Why take this away when I have to
use public transport which takes 45 minutes”.
The walk-in centre was described as a second port of call when individuals are
unable to make an appointment at their GP practice, which was felt to be a problem
for many, and also as providing an out-of-hours service when the GP practice is
closed.
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“I have used the walk-in centre when my doctor walked out and there
was no replacement and I would have waited a whole week for an
appointment”.
The young people’s survey revealed that those under 25 rely heavily on Jarrow walkin service when experiencing unexpected health problems, with 63% accessing the
service last time they had an unexpected health problem (as opposed to 12%
attending their GP practice and 19% A&E). This reliance is mainly owing to the
difficulties they have in accessing their GP practice, and is also due to having used
the service before.
In addition, it was felt that some groups rely greatly on the service, for example those
aged under 24 years with mental health and substance misuse problems. It was
additionally noted that Gateshead patients who can’t get appointments at their GP
practice also use the service.
There are no problems with the existing service
Individuals perceived that there weren’t any problems with the current service and
therefore questioned why it should be changed. It was emphasised that work should
be done to inform people about how to use these services appropriately rather than
putting in place ‘something that may or may not work’.
“If it isn’t broken don’t fix it”
“The mid-Tyne area needs a walk-in centre. Everything gets
centralised to South Shields. We’ve lost an awful lot of over the years.
We lost the minor injuries unit. We lose everything. And it’s wrong. I’ll
fight to keep the Walk-in centre. If I say something I mean it”.
Councillors questioned why Sunderland are able to keep their walk-in centre whilst
Jarrow’s is being taken away.
A small number of comments were made about the lack of support for the proposal
among GPs. Some individuals stated they had evidence that local GPs are not
supportive of this decision, suggesting that there should be an anonymised vote.
Closure of the walk-in centre will contribute to poor health and deprivation
As previously stated, Jarrow walk-in centre is felt to provide an excellent facility for
patients living in Hebburn and Jarrow. For this reason, individuals expressed
concern that its closure would add to the poor health and deprivation found in these
areas and risk alienating residents from other areas. Individuals strongly stated that
healthcare needs to be improved in these areas and not taken away.
The following statistics were quoted:
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57,376 people live in Jarrow and Boldon, of which 8.4% rate their
health as bad or really bad



25,646 households in Jarrow and Hebburn, of which 7.5% are
classed as deprived

To create added pressure on healthcare services, it was noted that 1,500 homes are
currently being built in Hebburn and will result in an increased population size within
this area.
Increased demand on other healthcare services
A large proportion of individuals objected to the closure as it was felt that it would
result in an overwhelming demand on other healthcare services. Individuals
repeatedly cited the number of people who have accessed the walk-in centre
(presented during public meetings), expressing concern about where these
individuals will access healthcare instead.
“270,000 people used the walk-in centre instead of A&E, it is a second
port of call when can’t get GP appointment”
“270,000 people currently using the walk-in centre my concern is how
do you get them all into the one stop shop and where will you get
parked?”
“should the walk-in centre close will 12,000 additional GP
appointments be made available?”
It was stated that the closure would put extra demand on 999 as individuals will be
too ill to travel by public transport or unable to afford a taxi, as well as on South
Tyneside General Hospital and GP practices. These concerns were also voiced by
staff from South Shields Foundation Trust.
Individuals expressed frustration to the lack of firm proposals regarding the extension
of opening hours in GP surgeries. They emphasised that it is the lack of access to
doctors that is fuelling the demand for Jarrow walk-in centre. Questions were asked
as to what support will be in place for GPs who have patients turning up on their
doorstep.
Additional questions were raised with regards to whether other services will be
affected by the proposals (e.g. Flagg Court, Bunny Hill and Cleadon Park).
Concern about closure of Palmers Community Hospital
A number of individuals voiced their concern about the future of Palmers Community
Hospital. It was felt that if services are taken away from the building it will end up
being unviable and closing. The hospital was described as the ‘heart of Jarrow’.
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“Palmers is an integral part of the town as there is evidence with
ample reason to keep it open and fight for this. When I’ve been to
public meetings this is about what’s going to happen not what might
happen. If end decision has already been made then it is a waste of
time sitting here. It is integral part of Jarrow town centre”.

3.4 GP access
The most important factors relating to GP access were:


The location of practices (preferably within walking distance for those who
don’t drive)



The ease of making appointments with chosen GPs on the same day, or
alternatively a telephone consultation, and at a time convenient to the
individual (e.g. a choice of mornings, afternoons or evenings)



Friendly and helpful reception staff



Having a good relationship with GPs so they are aware of patient’s medical
history

The majority of survey 2 respondents said they last wanted to speak to a GP or
nurse from their GP practice ‘more than three months ago’ (37%), whilst for survey 1
respondents this was ‘less than a month ago’ (31%).
Throughout the consultation, both adults and young people repeatedly expressed the
difficulty and frustration they have in making appointments at their GP practice.
A higher proportion of survey 2 respondents stated that they were able to get an
appointment to see or speak to someone at their first attempt last time they
contacted their GP practice compared to survey 1 (survey 1: 64% and survey 2:
82%) (figure 9).
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Figure 9: Responses given by participants when asked if they
were able to get an appointment to see or speak to someone at
their first attempt last time they contacted their GP practice
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In survey 2, a higher proportion of respondents from South Shields (95%) were able
to make an appointment than those from Hebburn, Jarrow and East Boldon/Whitburn
(75%, 77% & 79% respectively) (figure 10).
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Figure 10: The proportion of participants who were able to get an
appointment to see or speak to someone at their first attempt last time
they contacted their GP practice (survey 2 respondents by geographical
area)

Figure 11 shows that similar proportions of respondents from both surveys were able
to consult with a GP or nurse ‘on the same day’, ‘a few days later’ and ‘a week or
more later’ after initial contact with the practice.
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Figure 11: Proportions of timeframes within which participants were able to
speak to a health professional at their GP practice

In survey 2, a higher proportion of respondents from Hebburn waited one week or
more to see a GP/nurse compared to other locations (Hebburn 32%, Jarrow 19%,
East Boldon/Whitburn 17% & South Shields 26%).
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These survey results show that waiting times vary between practices with some not
having to wait to be seen and others having to wait a week or more to see a health
professional, a finding that was supported throughout the consultations. It was
suggested that practices take on too many patients and can’t cope with the demand
as a result.
“I rang on 23 June and the first appointment was on 4 July (Central
Practice)”
“I had to wait 3 weeks for appointment”
The difficulty of making appointments was acknowledged to be harder during winter
months due to greater ill-health (cold and flu season). In addition, individuals
expressed their dissatisfaction when GP practices close for training, making access
more difficult.
The frustration in contacting GP practices was widespread. Some BME participants
indicated that on occasion they have had to ring their GP practice for over half an
hour before they get through to someone. Others described how if they don’t get
through to their GP practice before a certain time then appointments for that day are
no longer available. A small number stated that it was easier to make appointments
online than trying to get through to the practice on the phone, however it was
highlighted that the elderly and those without internet access are not able to do this.
Of the individuals unable to get through to their GP practice and/or make an
appointment within a timeframe acceptable to them, many then attend the walk-in
centre where they know they will receive the care that they want. 56% of survey 1
respondents said they had gone to a walk-in centre in the past because they couldn’t
get an appointment with a GP or nurse, whilst this figure was lower for survey 2
respondents at 31% (figure 12).
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Figure 12: Response given by participants when asked
if they attended the walk-in centre because they could
not get a GP appointment
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In survey 2, a significantly higher proportion of respondents from Hebburn and
Jarrow used the walk-in centre (48% & 47% respectively) than those from East
Boldon/Whitburn and South Shields (13% & 18%) (figure 13).
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Figure 13: Response given by participants when asked if they attended
the walk-in centre because they could not get a GP appointment, grouped
by geographical area (survey 2 respondents)

As stated previously, this pattern of behaviour was also evident amongst young
people with one of their main given reasons for attending the walk-in centre last time
they experienced an unexpected health problem was GP access; either they were
unable to get a GP appointment or the practice was closed (37% & 21%
respectively).
Many individuals automatically attend the walk-in centre without first attempting to
contact their GP under the perception that, based on previous experiences, they will
be unable to make an appointment. It was also highlighted that reception staff direct
patients to the walk-in centre when they are unable to offer an appointment rather
than other healthcare services (e.g. minor ailment scheme). Individuals often feel
disappointed when they are given appointments with a locum or nurse practitioner
instead of their GP, an issue which can be confusing for those with learning
difficulties. A slightly higher proportion of survey 2 respondents indicated that they
last contacted their GP practice to see a GP (as opposed to a nurse or other health
professional) compared to survey 1 respondents (survey 1: 75% & survey 2: 86%).
This dissatisfaction also prompts many to attend the walk-in centre.
Receptionist staff can also act as a barrier to GP access. Whilst some individuals
reported feeling embarrassed explaining their condition to a receptionist, others felt
that that it was inappropriate for receptionists to triage patients given that they don’t
have a medical background. Furthermore, some reported that the negative attitude
of receptionists had made them feel like they are wasting GP’s time by requesting an

Page 98 of 155

appointment. BME participants stated that receptionists get irritated when they have
to use interpreters.
“Receptionists work to the book”
It was felt that there was a lack of continuity of care with individuals indicating a
preference to see the same GP about reoccurring/long-term conditions. BME
participants expressed a preference to see a GP who speaks their language as well
as a female GP for personal issues.
Those with learning disabilities were unsure what procedures were available at their
GP practice.
Suggestions were made in terms of how to improve the service offered by GP
practices:


The CCG should offer support for those practices that have difficulties
with patient access



GP practices should offer extended opening hours until 8/9pm (to
cater for the working population in particular); it was also suggested
that GPs could provide a walk-in type service



GP practices should offer more telephone consultations to give
reassurance to patients (prevent them from going to the walk-in
centre)



Improve the attitude and skill base of receptionists



For people with sight loss, provide audio announcements and/or
collect patients from the waiting room. Telephone patients rather than
sending letters



Treat patients appropriate to their disability in terms of physical access
and demonstrate knowledge of the individuals’ needs relating to their
specific disability e.g. examination couches to be adjustable in height

Individuals strongly expressed that the issue with people unnecessarily using urgent
care services is a result of people unacceptably being unable to access care and
treatment at their own GP practice. It was felt that this needs to be tackled before
changes and closure of healthcare services are considered.

3.5 Community pharmacies and minor ailment schemes
The most important factors cited relating to accessing community pharmacies were:


Ability to buy over-the-counter medications to self-treat if unable to
make a GP appointment
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Accessibility: pharmacies need to have extended opening hours
(up to 9pm), with some locations offering 24/7 access

A higher proportion of survey 1 respondents said they or a family member had been
to a pharmacy for advice compared to survey 2 respondents (survey 1: 74% &
survey 2: 63%) (figure 14).
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Figure 14: Responses given by participants when asked if
they or a member of their family has been to the pharmacy
for advice

There was variation between the two surveys in the age groups most likely to have
seen a pharmacist. In survey 1, those aged 26 to 45 years were most likely to have
seen a pharmacist (80%), with those aged 66 plus the least likely (70%). Whilst in
survey 2, those aged 45 to 64 were the most likely (74%) and those aged 18 to 24
years the least likely (46%).
A higher proportion of carers were more likely to have seen a pharmacist than noncarers in survey 2 (70% & 62% respectively), whilst in survey 1 females were more
likely than males (78% & 65% respectively).
In survey 2, the location with the highest percentage of respondents who had seen a
pharmacist was East Boldon/Whitburn (71%).
It is apparent from the consultation that there is a widespread lack of awareness of
the minor ailment scheme operating across South Tyneside. As shown in figure 15,
approximately a third of respondents in both surveys were aware of the minor
ailment scheme (survey 1: 31% & survey 2: 33%).
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Figure 15: Response given by participants when asked if they were
aware of the minor ailment scheme

In both surveys, carers were more likely than non-carers to be aware of the scheme
(survey 1: 39% / 27% & survey 2: 44% / 31% respectively), as were those who
suffered from a disability compared to those who didn’t (survey 1: 34% / 27% &
survey 2: 42% / 31% respectively). In survey 2, those aged 25 to 44 were most likely
to be aware of the scheme (40%), with those aged 18 to 24 the least likely (27%).
There was little variation by gender.
As shown in figure 16, Hebburn was the location with highest awareness (41%), and
East Boldon/Whitburn the lowest (23%).
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Figure 16: Response given by participants when asked if they were aware of
the minor ailment scheme, grouped by geographical area (survey 2
respondents)

The general perception was that pharmacies offer prescriptions rather than
consultations or advice, with many individuals confused as to what constitutes a
minor ailment and would therefore be offered advice for by a pharmacist. It was
apparent in the young people’s survey that very few individuals had considered using
the pharmacy service last time they had an unexpected health problem.
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There was mixed opinion with regards to pharmacy services offering help and advice
for minor ailments. For many, pharmacies were recognised as a very good resource
to retract pressure from GP surgeries and provide a quick service to individuals who
are unable to be seen elsewhere. However for some, concern was expressed in
terms of pharmacists not having the same qualifications as doctors and therefore
unable to readily identify and treat the range of conditions that doctors can. In
addition, it was stated that seeking medical care at pharmacists might result in
serious underlying medical problems not being diagnosed. Individuals highlighted
that pharmacists will not see children and that they are not able to prescribe and
therefore in these scenarios they would have to go to another healthcare service.
It was stated that pharmacists advertise that they have private consultation rooms
but in reality it is just a small room. This prevented some individuals from using the
service. One individual commented that extending the use of the pharmacy services
makes a mockery of the free NHS as pharmacists will be selling their products.
Suggestions made to encourage individuals to make greater use of pharmacy
services heavily centred upon the need to advertise the minor ailment scheme, in
particular informing individuals as to which minor ailments the pharmacist can offer
advice for and who can receive free treatment. It was also stated that other services
available at the pharmacy should be promoted (e.g. emergency prescribing,
medication review, blood pressure checks). This information needs to be available in
other languages as well as an easy to read version for those with learning difficulties.

3.6 NHS 111 service
As shown in figure 17, approximately a third of respondents from both surveys had
used the NHS 111 service (survey 1: 35% & survey 2: 32%).
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Figure 17: Response given by participants when asked if
they had used the NHS 111 service (all survey respondents)

In both surveys, carers were more likely to have used the service than non-carers
(survey 1: 50% / 32% & survey 2: 45% / 30% respectively), as well as females being
more likely to have used the service than males (survey 1: 39% / 61% & survey 2:
40% / 60% respectively).
Page 102 of 155

In survey 2, the age group most likely to have used the service was those aged 25 to
44 years (45%) whilst those aged 65 plus were the least likely (19%). In the young
people’s survey no respondents used the service and very few had considered using
the service last time they had an unexpected health problem (<1%).
In survey 2, respondents from Hebburn were more likely to have used the service
(37%) whilst those from East Boldon/Whitburn were the least likely (26%).

In terms of experience, a higher proportion of survey 2 respondents said they or their
family had a good experience of the NHS 111 service compared to survey 1
respondents (survey 1: 54% & survey 2: 74%) (figure 18).
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Figure 18: Agreement/disagreement given by participants to the
statement ‘I/my family had a good experience of the NHS 111
service’

In survey 1, a higher proportion of male respondents said they had had a good
experience compared to female respondents (72% & 56% respectively) whilst the
opposite trend was observed in survey 2 (78% for females & 67% for males). A
higher proportion of carers had a good experience than non-carers in survey 1 (69%
& 55% respectively) whilst in survey 2 a higher proportion of those without a
disability had a good experience than those with a disability (76% & 69%
respectively).
In survey 2, more respondents from East Boldon rated their experience negatively
(58%) than those from South Shields, Jarrow and Hebburn (82%, 77% & 74%
respectively).
Suggestions made by survey respondents to improve the NHS 111 service included:
-

Providing more training for staff

-

Improving awareness of the service

-

Providing a quicker service
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-

Having better organisation and communication

Consultation discussions revealed the need to raise the profile of the NHS 111
service to help build people’s confidence in using the service. Staff questioned
whether anything was being done with the North East Ambulance Service with
regards to the see, hear and treat solutions.
Individuals with learning difficulties expressed confusion with the telephone numbers
999 and 111. BME participants stated that the service needs to be equipped for
those who have difficulties speaking English.
It was emphasised that the NHS 111 operators need to be made aware of the
changes to urgent care services in the area to ensure that patients are directed
accordingly.

3.7 Out-of-hours GP services
As shown in figure 19, just over half of respondents in both surveys knew how to
contact an out-of-hours GP service when their practice is closed (survey 1: 57% &
survey 2: 52%).
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Figure 19: Response given by participants when asked if they
knew how to contact an out-of-hours GP service when their
practice is closed (all survey respondents)

In the six months prior to survey, 11% of survey 1 respondents and 6% of survey 2
respondents had tried to call an out-of-hours GP service when their practice was
closed. Of those:


59% of survey 1 and 84% of survey 2 respondents thought it was easy



46% of survey 1 and 58% of survey 2 respondents thought the length
of time it took to receive care from the out-of-hours GP service was
adequate



54% of survey 1 and 72% of survey 2 respondents said they would
describe their experience of the out-of-hours GP service as good
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Of those survey respondents who hadn’t used the out-of-hours service, 36% of
survey 1 and 40% of survey 2 respondents thought it would be easy to use whilst
38% of survey 1 and 52% of survey 2 respondents had no opinion.
In survey 2, perceptions about using the service were lower among residents of
Hebburn and Jarrow (27% & 28% respectively) than they were for those from East
Boldon/Whitburn and South Shields (51% & 55% respectively).
When looking at both those who had and those who had not used the service:


22% of survey 1 and 33% of survey 2 respondents agreed that the
out-of-hours GP service in their area was good, whilst 62% of survey 1
and 63% of survey 2 respondents had no opinion. In survey 2,
agreement that the service was good was particularly low in Hebburn
and Jarrow (22% & 14% respectively) compared to East
Boldon/Whitburn and South Shields (44% & 50%).



22% of survey 1 and 41% of survey 2 respondents agreed that they
had confidence and trust in the local GP out-of-hours service, whilst
61% of survey 1 and 54% of survey 2 respondents had no opinion. In
survey 2, confidence and trust in the local GP service was lower in
Hebburn and Jarrow (34% & 27% respectively) than in East
Boldon/Whitburn and South Shields (52% & 53%).

Individuals with learning difficulties had a low awareness of the out-of-hours GP
service. Once an explanation of the service was given they expressed the difficulty
they would have in listening to an answering machine and writing down another
number, indicating that it would be better for them if they were directly transferred.
Staff commented that it is seldom that GPs working in the out-of-hours service will go
out to people, resulting in these individuals having to come to hospital. It was asked
whether there is an option for GPs to go out with ambulance services.
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3.8 Other points for consideration
1. It was noted that by providing actual facts about the current services and
giving individuals the opportunity to ask questions helps provide rationale for
the proposals, making the suggested changes more justifiable. It was
suggested that the facts presented during the public meetings should be
included in all marketing materials if the proposals are to go ahead.
It was also suggested that it is good to inform people of the services that will
be put in place (e.g. minor ailment scheme) first rather than information about
closures.
2. It was strongly felt that decisions have already been made regardless of
consultation outcomes. Individuals, particularly councillors from local areas,
expressed their anger with the consultation process as it was felt that
decisions have already been made by the CCG, and that regardless of the
outcomes of the consultation the walk-in centre will be closing. The
consultation was felt to be pointless.
The proposals are considered to be a money-saving exercise rather than an
attempt to improve the healthcare available to the local people, at the
expense of residents.
3. The Local Eye Network put forth a suggestion to commission a community
optometrist service to help reduce the number of people attending A&E with
eye problems.
NHS England’s Call to Action: Improving eye health and reducing sight loss
sets out the challenges facing the NHS in terms of eye health and asks
patients, professionals and the public to have their say on how the challenges
can be best addressed. A major theme is the better utilisation of the skills of
health care professionals across primary care to reduce pressures on hospital
services.
Significant numbers of patients present at A&E with eye infections which
could have been treated elsewhere in a more clinically appropriate and cost
effective way. National figures demonstrate as many as 78.1% of cases
attending eye casualty are deemed ‘non serious’, with 50-70% of cases not
constituting either an accident or an emergency.
The Local Optical Committee Support Unit (LOCSU) has developed a
community service to supplement and complement urgent care services for
eye health. It is designed to lessen the load on emergency services and GP
services, and supplement the services provided by NHS 111. The service
offers a range of benefits including cost savings, tackling A&E capacity
problems and providing greater outreach into the community for minor eye
conditions and ailments. Patient feedback has demonstrated high satisfaction
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by streamlining the pathway and allowing patients to access services closer to
their homes.
There are 11 community optometric practices already signed up to provide
other enhanced services in South Tyneside. These practices would represent
a comprehensive match between need and provision of emergency eye care
services throughout South Tyneside.
4. Move community dentistry services back to Palmers Community Hospital
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4 Conclusion
A formal public consultation was undertaken to determine the public’s feedback on
proposals to restructure the way urgent care services are delivered in South
Tyneside – In particular, the creation of an urgent care hub at South Tyneside
General Hospital that will provide universal access to a high quality urgent and
emergency care service 24/7, and the closure of Jarrow walk-in centre when its
contract ends in May 2015.
Overall, there was majority support for the proposal of a one stop shop in South
Shields. It was perceived that it would help to prevent people from using A&E
inappropriately and in turn reduce waiting times. Concerns were raised about access
to the site due to the limited public transport services and the cost of parking at the
hospital.
However, it was strongly felt that the ‘one stop shop’ should not be introduced at the
expense of Jarrow walk-in centre which was perceived to be a vital service for local
residents providing quick access to treatment, a facility for those who are unable to
make appointments with their GP, and an out-of-hours service when GP practices
are closed. Young people in particular rely heavily on the service. It was felt that the
closure of Jarrow walk-in centre would contribute to the poor health and deprivation
found in Hebburn and Jarrow and place an overwhelming demand on other
healthcare services (i.e. 999, A&E and GP practices).
GP access is a problem for many, with individuals concerned as to where they will
access treatment if the walk-in facility was taken away from them. It was expressed
that access to GP practices needs to be reviewed before changes to the structure of
urgent care services are made.
It is evident that regardless of the final decisions that are made, there is a need for
public education to inform people about when and how to access the range of
services available to them, ensuring that patients get the right treatment at the right
time from the right health professional.
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Appendix 6 – Travel, Transport and Access Review
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APPENDIX 2 – Financial Scenarios – best and worst

S Tyneside FT A&E
Jarrow WIC
Total current spend

Worst case (scenario 1)
£35 tariff £40 tariff £50 tariff £55 tariff
£4,488,808 £4,488,808 £4,488,808 £4,488,808
£973,300 £973,300 £973,300 £973,300
£5,462,108 £5,462,108 £5,462,108 £5,462,108

Best case (scenario 3)
£35 tariff
£40 tariff £50 tariff £55 tariff
£4,488,808 £4,488,808 £4,488,808 £4,488,808
£973,300 £973,300 £973,300 £973,300
£5,462,108 £5,462,108 £5,462,108 £5,462,108

Less S Tyneside FT 5% reduction in A&E activity
Less S Tyneside FT A&E deflection
Less impact on Jarrow WIC
Add cost of primary care element of hub
Total impact of hub (net saving)

-£224,440 -£224,440 -£224,440 -£224,440
-£336,661 -£336,661 -£336,661 -£336,661
-£973,300 -£973,300 -£973,300 -£973,300
£1,108,835 £1,267,240 £1,584,050 £1,742,455
-£425,566 -£267,161
£49,649 £208,054

-£224,440 -£224,440 -£224,440 -£224,440
-£1,346,643 -£1,346,643 -£1,346,643 -£1,346,643
-£973,300 -£973,300 -£973,300 -£973,300
£846,930 £967,920 £1,209,900 £1,330,890
-£1,697,453 -£1,576,463 -£1,334,483 -£1,213,493

S Tyneside FT A&E
Jarrow WIC
Urgent Care Hub
Total proposed spend

£3,927,707 £3,927,707 £3,927,707 £3,927,707
£0
£0
£0
£0
£1,108,835 £1,267,240 £1,584,050 £1,742,455
£5,036,542 £5,194,947 £5,511,757 £5,670,162

£2,917,726 £2,917,726 £2,917,726 £2,917,726
£0
£0
£0
£0
£846,930 £967,920 £1,209,900 £1,330,890
£3,764,656 £3,885,646 £4,127,626 £4,248,616

Area

Worst case 14/15 assumptions
As per Base case 14/15 except
7.5% A&E deflection
100% of Jarrow WIC attend UCH
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Best case 14/15 assumptions
As per Base case 14/15 except
30% A&E deflection
only 25% of Jarrow WIC attend at UCH

APPENDIX 3 – Health Impact Assessment

Health Impact Assessment of South Tyneside Urgent Care Hub
1. Introduction
Issue
What are the aims of the HIA?

Answer
“To implement a combination of procedures, methods and
tools by which a policy, programme or project may be judged
by its potential effects on the health of a population, and the
distribution of those effects within the population”
Definition: Health Impact Assessment (HIA)
“To introduce a Health Impact Assessment (HIA) as a
multidisciplinary aid to decision-making that assesses the
impact of an intervention on public health and on health
inequalities. Its purpose is to assist decision-makers to
maximize health gains and to reduce inequalities.”
“To identify any likely impacts on the health of the local
population and to mitigate any negative impacts and
enhance any positive impacts”
To detail the predicted health outcomes of an Urgent Care
Hub development for South Tyneside
To detail the predicted health outcomes of the closure
(relocation) of Walk in Services from the Jarrow community
to the South Tyneside Foundation Trust General Hospital
site


To provide health/socio-economic profiles of affected
populations


To offer recommendations to the Urgent Care Hub Project
Group
Why is it being done?

To provide a HIA for the planned reconfigurations of local
services
To ensure HIA as a process is embedded in local practice
and procedures

What key issues need to be
addressed?

Development of the Urgent Care Hub at the site of South
Tyneside Hospital and the proposed closure (relocation) of
Walk-in Services from Jarrow (Palmers):To highlight access to services, equity of access to services
and reduce inequalities in health
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Are there specific structural
requirements for the report?
Are there changes in budget
requirements?

Capital considerations not taken into account in this report
There are no proposed reductions to operational budgets for
this project

2. Screening
Answer
favouring HIA
Yes

To your knowledge

Yes /not sure

Are there any potentially serious negative health impacts
that you currently know of

No

Yes /not sure

Further investigation necessary because more information
required on potential health impacts?

No

No

Are the potential health impacts well known and is it
straightforward to suggest effective ways to maximise
beneficial & minimise harmful effects
Are the potential health impacts judged to be minor?

Yes

No

Does the initiative affect health directly or indirectly?

Answer not
favouring HIA
No

Yes

Community
Yes

Is the population affected by the initiative large?

No

Yes

No

Yes

Are there any socially excluded, vulnerable, disadvantaged
groups likely to be affected?
Are there community concerns about any potential health
impacts
Initiative

Yes

Is the size of the initiative large?

No

Yes

Is the cost of the initiative high?

No

Yes

Is the nature and extent of the disruption to the affected
population likely to be major
Organisation

No

Yes

Is the initiative a high priority / important for the
organisation?
Total

No

10

No

2

Decision: continue with HIA screening process
Rapid
Yes

Type of HIA
Is there only limited time in which to conduct HIA?

Comprehensive
No

Yes

Is there only limited opportunity to influence the decision?

No
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Yes

Is the timeframe for the decision-making process set by
external factors beyond your control?

No

Yes

Are there only very limited resources available to conduct the
HIA?

No

Decision: Undertake a Rapid Desktop HIA
External
No

Assessors
Do personnel in the organisation have skills to conduct the
HIA?

Internal
Yes

No

Do personnel in the organisation have time to conduct the
HIA?

Yes

Decision: Utilise resources internally available to the Public Health Team

3. Scoping
Issue
What population will HIA encompass?

Answer
148,164 (All residents of S. Tyneside Borough)

What geographical area will it cover?

South Tyneside Borough Council Area

Who will lead on the project management?

South Tyneside Council Public Health Team

Who will make up the steering group?

South Tyneside Clinical Commissioning Group
Urgent Care Hub Project Group
 Clinical Commissioning Group (Chair)
 NHS England Area Team
 NHS North of England Commissioning
Support Unit
 Public Health – South Tyneside Council
World Health Organisation definition
Health is a state of complete physical, mental and
social well-being and not merely the absence of
disease or infirmity
‘medical/clinical’ definition
Health is the absence of disease
The medical model tends to be quantitative and
largely based on epidemiology, mortality, morbidity
and statistics: whereas the social model tends to
rely more on qualitative evidence and social
scientific enquiry.

What definition of health will you use?

What HIA model/approach?

Rapid Appraisal HIA (owing to timescale)

When is completed report needed?

Thursday 24th July

Are there any specific health impacts which
HIA should focus on?

Access to health services (urgent care, emergency
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admissions, minor injuries and primary care)
Are there any specific population subgroups / communities which HIA should
focus on?

Will the report make recommendations or
detail potential health impacts to allow
others to make the decision?

 Socially excluded, vulnerable or
disadvantaged groups
 South Tyneside Residents
 Jarrow & Hebburn Community Area
Frameworks (comprises seven wards West of
the Borough)
 Jarrow Community Area Framework
(comprising four wards, centre-West)
 Bede and Primrose (utilising the concept of
‘walk in’)
Make recommendations based on the potential
health impacts identified and inform local
commissioning leads decision making
 Public Health Team
 Clinical Commissioning Group
 Urgent Care Hub Project Group

What professional and community
stakeholders should be involved in
developing the HIA?
What professional and community
stakeholders should be consulted about
their experience?

There is a separate Hub consultation taking place
concurrently with this HIA, over a total of three
months

Other issues relevant to your local or
organisational setting

4. Policy Context & Evidence
Issue
What national/regional policies will
need to be considered and why?

Answer
Monitor’s Review of the provision of NHS Walk-in Centre
Services in England: Final Report and Recommendations
– November 2013
Transforming urgent and emergency care services in
England: Urgent and Emergency Care Review: End of
Phase 1 Report: High quality care for all, now and for
future generations – NHS England – November 13th 2013
High quality care for all, now and for future generations:
Transforming urgent and emergency care services in
England: The Evidence Base from the Urgent and
Emergency Care Review – NHS England – June 17th
2013
High quality care for all, now and for future generations:
transforming urgent and emergency care services in
England: Emerging Principles from the Urgent and
Emergency Care Review – June 2013
Transforming urgent and emergency care services in
England Urgent and Emergency Care Review End of
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Phase 1 Report: Appendix 1 – Revised Evidence Base
from the Urgent and Emergency Care Review: High
quality care for all, now and for future generations –
November 2013
Transforming urgent and emergency care services in
England Urgent and Emergency Care Review End of
Phase 1 Report Appendix 3 – Summary of Engagement
Responses High quality care for all, now and for future
generations
Around one in four Walk In Centres have relocated,
reconfigured or closed since 2010 (Monitor Review). This
HIA considers the proposed project to be a relocation
enhanced by ‘wrap-around’ services. However, the
project also points to the closure of the current Walk In
Centre at Palmers Community Hospital in Jarrow.
What local policies will need to be
considered and why?

Jarrow Walk In Centre Service Level Agreement Jarrow
Walk In Centre Survey

What is the Ethical Framework
deployed by the HIA

The main values underlying the conduct of HIA are
sustainability, the promotion of health, participation,
democracy, equity, equality (of all stakeholders in the
process but particularly communities affected), and the
ethical use of evidence

5. Methodology
Issue
What methods will be used
in the HIA and why?

Answer
Health Impact Assessment Methodology as follows:
 Screening exercise
 Scoping Exercise
 Literature Review/Policy Documents
 Community Profile (see below)
 Appraisal of Staged Health Impact
 Conclusions and Recommendations
Health impacts considered under the following categories:
 biological factors
 personal/family circumstances
 lifestyle
 socio-economic environment
 physical/geographical environment
 public services/public policy
 Impacts identified for different stages of
the project’s development and operationalisation

What research and
evidence will be used and

Public Health England Local Health Profiles;
Office of National Statistics (ONS)
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why?

Jarrow Walk in Centre Survey – all as primary sources

What sources will be
consulted?

Transforming Urgent and Emergency Care Services (various)
Monitor report on Walk-in Centres plus local materials

Current evidence on health
needs

South Tyneside Joint Strategic Needs Assessment;
Jarrow and Hebburn CAF Asset-based work

Academic evidence on
health impacts of aspects of
the initiative

Health Impact Assessment: a useful tool for health and wellbeing
boards
Methods of Health Impact Assessment: a literature review - Medical
Research Council - Social & Public Health Sciences Unit -Linda
Mcintyre & Mark Petticrew - 1999

Will an informal
“windscreen” or “walkabout”
observation of the area be
conducted?
Why?
What – if any – consultation
will be done?
Why?
Who will be consulted?
Why?
What consultation and
involvement methods will be
used?
Why?

No.

No consultation on this rapid appraisal, but it is part of a process
involving wide community consultation
Participation in HIA generates a sense that health and decisionmaking is community-owned, and the personal experiences of
citizens become integral to the formulation of policy. However, the
participatory and empowering dimensions of HIA may prove difficult
to operationalise. In this HIA, participation strategies adopted in key
applications

6. Demographic & Health Profile
Issue
South Tyneside, Primrose/Bede and England comparisons
What are the
South Tyneside population by age group (2012)
demographics of the area?

BME population is 2.0%, (England 14.6%)
-----------------------------------------------------------------------------------Primrose/Bede Ward population by age group (2011)
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BME population is 2.5%, (England 14.6%)
-----------------------------------------------------------------------------------England population by age group (2011)

What is the current health
situation of the local
people?

App 3 – Health and Care
App 5 – Children’s Weight
App 6 – Adult’s Lifestyle
App 7 – Emergency Hospital Admissions
App 8 – Cancer Incidences
App 9 – Hospital Admissions – harm and injuries
App 10 – Mortality and Causes of Death – all ages
App11 – Mortality and Causes of Death – premature mortality

What is the social and
economic situation?

App 1 – Deprivation
App 2 – Child Development, Education and Employment

What is the local
environment like?

App 4 – Housing and Living Environment
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7. Current Provision Context
Issue
What other programmes and projects are
currently occurring in the area?

Answer
Pharmacy Minor Ailments Scheme
There is currently a Local Enhanced Service
(LES) for Minor Ailments in South Tyneside. 30
pharmacies are signed up to provide treatment
and advice for an agreed list of minor ailments
for patients registered with a South Tyneside
GP. 11 of these pharmacies are located within
Jarrow and Hebburn.
The purpose of this service is to enable patients
to access advice and medication for minor
ailments without the need to make an
appointment or visit a GP or alternative provider,
whilst addressing patient health needs through
promotion of self-care within a community
setting and increasing patient choice to access
in alternative primary care settings.
Integrated Pioneer Programme
The South Tyneside Health and Social Care
Integration Pioneer programme is an innovative
new approach to early help and integrated
support services.
This builds on the opportunities and challenges
presented by the current climate of rising
demand, financial constraints and government
reforms, to support local people to
systematically manage their own conditions and
create a pathway of care totally focused on the
needs of patients and families.

What health and social care organisations,
services, programmes and projects are there?

There are a range of services available for those
who require urgent or emergency care access.
Current services in South Tyneside include:








NHS 111
39 Pharmacies
28 General Practices
Jarrow Walk in Centre
GP out of hours services
South Tyneside A&E Department
Community Nursing Teams such as Urgent
Care Teams / Intermediate Care Teams

NHS 111
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NHS 111 is the urgent health care service for
when patients need help fast, but it’s not a 999
emergency. The service was launched in South
Tyneside in winter 2012, and it has been live
across the whole of the north east for over a
year.
The idea behind the NHS 111 service is to
signpost patients to the most appropriate
service, first time and is available 24/7, 365 days
a year and is free to call from landlines and
mobile phones. It was introduced after patient
groups and clinicians called for an easy way to
access NHS services urgently via a single
memorable number.
NHS 111 in the region is run by the North East
Ambulance Service and is staffed by the same,
highly trained call handlers who deal with 999
emergencies.
Pharmacy
There are 39 community pharmacies in South
Tyneside, 17 of which are open on Saturdays,
and 3 on Sundays. 2 of these pharmacies are
contracted to work 100 hours with late night
opening (Asda Stores Ltd, Coronation Street,
South Shields and Tesco Store Ltd, Simonside,
South Shields).
General Practice
There are currently 28 GP surgeries in South
Tyneside.
In South Tyneside patient experience is higher
than the national average. However, we know
there are concerns about how quickly people
feel they can access a GP.
An Extended Hours Access Scheme has been in
place since 2008 to encourage GP practices to
offer their patients extended opening hours. 27
of the 28 practices in South Tyneside are
currently signed up to deliver extended hours.

Jarrow Walk in Centre
Northern Doctors Urgent Care (NDUC) currently
holds a contract for a Minor Illness and Injury
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Unit based in Palmers Hospital in Jarrow (also
known as Jarrow Walk in Centre). The service
opened on the 1st April 2010 as part of the
‘Equitable Access to Primary Medical Care’ or
‘Darzi’ programme.
The walk in centre operates seven days a week
from 8am – 8pm.
The walk in service provides fast access to
health information, advice and treatment for
minor injuries and minor illnesses without having
to book an appointment. Patients can walk in the
service endeavours to have the patient seen by
a clinician within 30 minutes of arrival.
The patient will receive assessment, advice and
treatment for a full range of minor illness and
minor injury.
GP Out Of Hours
The GP OOH service in South Tyneside is
provided by NDUC. This service operates as
part of the NHS 111 pathway and provides
access to primary care advice and treatment
whilst GP practices are closed. They are
accessed by telephone, provide home visits
where appropriate and offer appointments at a
number of sites across South Tyneside.
Accident &Emergency
The A&E department is based at South
Tyneside NHS Foundation Trust hospital site in
South Shields.
The A&E department at hospital is for major, lifethreatening illnesses and injuries. The
department offers access 24 hours a day, 365
days a year.
The number of people who go to A&E has been
increasing every year and we know that many
patients go to A&E instead of seeing their GP or
an alternative.

What voluntary sector organisations, self-help
services, programmes and projects are there?

It is anticipated that self help approaches will
feature in any future developments centred on
urgent care
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What amenities are there e.g. shops,
supermarket, pubs ,clubs, restaurants etc.
Other

N/A
It is anticipated that transport services will
feature in future developments centred on
urgent care
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8. Impact Appraisal
Category

Yes, No,
not sure

If yes,
Positive or negative?

Who will it affect?

How do you know
this?
(evidence)
Recommendations
for self care
contained in HIA

If effects negative, how
will you mitigate?

Lifestyle

Yes

Predominantly
Positive – some
Negative

South Tyneside
population plus
Bede/Primrose

Social & economic factors

Yes

Predominantly
Positive – some
Negative

People living near the
services currently will
be offset by those living
nearer the services in
the future.

40% of South
Tyneside live in
areas that are the
20% most
disadvantaged
across England

Increased use of public
and private transport will
incur costs for residents;
measures should be
explored to meet these
challenges

Vulnerable groups in
‘yet to reach’ and ‘hard
to reach’ categories

Bede and
Primrose as a
concentration of
high deprivation

Possible increased
parking pressures should
be monitored

Anecdotal

Project transition should
not rupture access to
services – this may
require a period of
overlap or tandem
working to facilitate
change

Hebburn/Beacon & Bents

Environment

No

Neutral

Access to services

Yes

Predominantly
Positive – some
Negative

Residents utilising the
current facilities based
at Palmers

Serious threat if the
transition suffers
dislocation

Residents of South
Tyneside as a whole

Mental well-being

Not sure

Consideration given to
additional ‘lifestyle’
project Bede/Primrose

May require a separate
needs assessment
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Sustainable future

Yes

Predominantly
Positive – some
Negative

Residents utilising the
current and future
facilities
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Sustainability of
Hospital site
enhanced:
Palmers reduced

Alternatives for the
Palmers site should be
considered e.g.
community services

9. Impact Appraisal
Project Transition Phase
Issue

Answer

What are the key potential positive
impacts?

Improved access to appropriate services
Improved access to ‘wrap-around’ services
Co-location of various health/care services
Improved access across the Borough
Reduced pressures on admissions to A&E
Improved access to GP services
Improved approaches to self care

What are the key potential negative

Suspension of services
Poor local knowledge of service relocation
Reduction in access from Hebburn/Jarrow
Reductions in assets Hebburn/Jarrow
Threats to sustainability of Palmers
Parking and public transport barriers

impacts?

What groups are likely to be affected

Groups in the lower quintile for deprivation
(bottom fifth of the population representing
40% in South Tyneside) coupled to residents
from Hebburn and Jarrow CAFs

negatively?

There is potential for the project during
transition to increase health inequalities:
improvements for 60% and not the 40%

How?
What groups are likely to be affected

Residents in closer proximity to the Hub
Patients accessing A&E inappropriately
Patients requiring self care advice

positively?
How?
How strong is the evidence for the positive
effects?

How strong is the evidence for the
negative effects?

The positive effects of establishing an
Urgent Care Hub is evidenced in various
recent documents published by NHS
England - “support the co-location of
community-based urgent care services in
co-ordinated Urgent Care Centres”
Transforming urgent and emergency care
services in England: Urgent and Emergency
Care Review – End of Phase 1 Report
There are two strong areas of evidence
 That there is a period of access to neither
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services during transition
 That patients currently accessing Jarrow
Walk In Centre do not access the Hub
Project Completion, Operational Phase
Issue

Answer

What are the key potential positive
impacts?

Improved access to appropriate services
Improved access to ‘wrap-around’ services
Co-location of various health/care services
Improved access across the Borough
Reduced pressures on A&E admissions
Improved access to GP services
Approaches to self care fully established

What are the key potential negative

Unresolved parking/public transport issues
Low access by residents on periphery
Cost implications for residents travel

impacts?

‘Hard to Reach’ groups consistently outside
of service access.
Low car ownership (high in Bede/Primrose)

What groups are likely to be affected
negatively?
How?
What groups are likely to be affected

Residents across South Tyneside
Patients accessing A&E inappropriately
Patients requiring self care advice

positively?
How?
How strong is the evidence for the positive
effects?

How strong is the evidence for the
negative effects?

The positive effects of establishing an
Urgent Care Hub is evidenced in various
recent documents published by NHS
England - “support the co-location of
community-based urgent care services in
co-ordinated Urgent Care Centres”
Transforming urgent and emergency care
services in England: Urgent and Emergency
Care Review – End of Phase 1 Report
There are no apparent negative health
impacts appearing in national policy
documents.

148

10.

Potential Mitigations and Enhancement Measures

Issue

Answer

What are the key options to reduce

Ensure no hiatus of access to services
during the transition phase of the project

(mitigate) the potential negative impacts?

Project transition phase and

Consider a period of overlap or tandem
working arrangements between Jarrow Walk
in Centre and the Urgent Care Hub to help
facilitate proposed shifts in provision

Project completion operational phase
Explore a period of supported transport to
the Urgent Care Hub
Consider alternative utilisation of areas of
the Palmers site such as mental health and
community services to build capacity and
sustainability in the locality.
What are the key options to increase
(enhance) the positive impacts?

Project transition phase and
Project completion operational phase

The Urgent Care Hub has an opportunity to
integrate key local initiatives including
 Change 4 Life Model
 ECHIC
 Pioneer Programme
 Public Health Training (Various)
The Change4Life Integrated Wellbeing
Model has been widely shared with key
partners and forums such as HealthNet and
Local Engagement Board feedback has
helped to shape services and inform the
review of the model prior to implementation
in April 2015.
The model is underpinned by our ‘Every
Contact a Health Improvement Contact’
(ECHIC) which is designed to build capacity
and give people the skills and confidence to
having healthy conversations, spreading our
health improvement messages.
Building on the participatory assets
approach and work with local people and
elected members. Reports have been
completed for the five Community Area
Forums capturing the views and experiences
of local people and identifying health
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promoting resources or assets in the
community.
An overarching compilation report from the
five Community Area Forums is included in
the Joint Strategic Needs Assessment.
Findings have identified opportunities for
change, informed local health needs
assessments, service reviews,
commissioning intentions and shaped local
services.
A programme of engagement activity is
underway in Hebburn linked to the Pioneer
work to share information about the
programme, get people’s views and
experiences to develop a menu of local self
care opportunities.

The Pioneer Health and Social Care
Integration programme has a number areas
of work underway:








Integrating health and social care teams
to provide joined up and personalised
services
3rd Sector working with health and social
care to develop and integrated approach
to self-care to improve the lives of local
people
Changing Conversations group
supporting joint workforce development
of health, social care and 3rd sector staff
and volunteers
Evaluation framework developed to
measure change

A rolling programme of workshops and
training are being delivered to health, social
care, community staff, volunteers and
members of the public.

11.

Monitoring and Evaluation

Issue

Answer

What monitoring processes will you put in

Measure how patients/residents have
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place to ensure that negative health
effects

accessed the Hub
 Walking
 Public Transport
 Car (own)
 Car (friend relative)
 Taxi
 Public Transport

are reduced?

Reductions in aggregated access of patients
– residents from the Jarrow community
(comparative to other areas) will be
systematically documented
What monitoring processes will you put in
place to ensure that positive health effects
are enhanced?

Information relating to access to the Urgent
Care Hub will be systematically gathered in
relation to residents’/patients’: Post code
 Age
 Gender
 Ethnicity
 Disability
 Other
Increases in self care will be monitored
utilising an agreed and approved public
health tool.
A&E, 111 and wrap-around services will be
monitored quantitatively and qualitively.

How will you evaluate the initiative in
terms of health outputs and health
outcomes?

Measure and monitor appropriate access to
services as laid out in ‘Right Treatment,
Right Time, Right Place’
Evaluate the ‘whole system’ approach at
quarterly, half-yearly and yearly events to
assess and improve the models of care
The transition phase (closure of Jarrow Walk
In Centre to the opening of the Urgent Care
Hub) will require a specific evaluation
framework to capture/record cases falling
between the development
The communication strategy will be
measured in terms of ‘reach’ to residents
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12.

Conclusions and Recommendations

Issue

Answer

What are your key conclusions?

There are no depletions in budget, resources
or services.

What are the key positive health effects?
What are the key negative health effects?

There is a relocation of walk in services to
develop an Urgent Care Hub consistent with
current NHS England Policy.
The Jarrow Walk In Centre at Palmers is
located in a community (Bede and Primrose
wards) of significantly high need: such as
deprivation, premature mortality, emergency
hospital admissions, low car ownership etc.
The period of highest negative health impact is
during the transition stage of the project.
The period of highest positive health impact is
post transition during the completion and
operational stage of the project.
Bede and Primrose have low rates of car
ownership compared to that of England, the
North East and the rest of South Tyneside
(ONS – 2014).

What are your key recommendations?
including mitigation and enhancement
measures

To introduce key recommendations from
Monitor’s Review of the provision of NHS
Walk-in Centre Services in England: Final
Report and Recommendations – Nov 2013
HIA Checklist App 12
Dissemination of accessing appropriate
services could be progressed by harnessing
Health Watch and the wider Voluntary Sector.
The Project Group should consider the merits
of a post-consultation communications plan
To introduce the mitigation measures
particularly in relation to: Project Transition
 Overlap and tandem services
 Transport
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To introduce the enhancement measures
particularly in relation to: Self care
 Pioneer Programme
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APPENDIX 4 – Procurement Options Appraisal
South Tyneside CCG Urgent Care Hub

Title
Date
Author

Procurement Options Appraisal
23 July 2014
Angela Lathan

The procurement is for an Urgent Care Centre, a Walk In Centre and an Out of
Hours service.
Option 1- Open Procurement
This option is an open competitive procurement for the service.
Advantages
Open, fair, transparent, in line with Public
Procurement Legislation.
Less likely to be challenged.

Disadvantages
Procurement would need to be for the
building and the service.
Cost for capital and service provision
would be needed.
Doesn’t fit with the outcome of
consultation (at hospital site).
TUPE will apply.

Option 2 – Single Tender Action for the entire service with South Tyneside
NHS FT – only an option if the FT states that they will not allow another
provider to work out of their premises – needs to be in writing. The
arrangement for the OOH would need to be the FT subcontracting which they
would need to procure following public procurement regulations.
Advantages
All services will be in one place which is
in line with the consultation outcome.
If the FT makes the statement about no
other provider then there is less risk of
challenge for the UCC and Walk In
Centre.

Disadvantages
Would need to terminate the current
contract for the walk in centre and OOH
service provided by NDUC – this will be
challenged on the basis that there are
other providers who could provide the
OOH service – does not need to be from
the hospital.
TUPE will apply for the staff currently
providing these services.
Risk of challenge from other potential
providers of OOH services.
Challenges could hold up the service and
be costly (Legal advice would be
needed).
GP Federations may also challenge.
What would be the contingency if they
fail to procure OOH services?
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Costly
Risk of challenge via Monitor – not
tendering.
Has financial benchmarking been carried
out – is this VFM?

Option 3 – Single Tender Action for the UCC and Walk In service with South
Tyneside FT and Open Procurement for the OOH service.

Advantages
As Options 1 & 2 but less risk of
challenge if the OOH is a separate open
procurement. Good evidence to back up
a STA for the centres but the OOH is
more of a risk as it does not necessarily
need to be sited at the hospital.

Disadvantages
Not the model as currently described.
TUPE will apply.

Option 4 – Open Procurement for a lead provider, collaboration or a
partnership arrangement for the entire service provision.

Advantages
Open, fair, transparent, in line with Public
Procurement Legislation.
Less likely to be challenged.

Disadvantages
Would not necessarily be at the hospital
site.
TUPE will apply.
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REPORT CLASSIFICATION – please refer to
Report Classification Guidance and check appropriate box below

NHS Confidential
NHS Protect
Public
MEETING TITLE:
REPORT TITLE:
LEAD DIRECTOR / REPORT
SPONSOR:
REPORT AUTHOR:

REPORT SUMMARY /
RECOMMENDATIONS:

FINANCIAL IMPLICATIONS /
RISKS

EQUALITY IMPACT
ASSESSMENT COMPLETED
Has an Equality Impact Assessment been
completed using the equality impact tool
ensuring that no persons are adversely
affected as required by the Equality Act
2010
Please check the relevant box by double
clicking on the box and selecting
“checked” under the default value heading
– only one box should be checked.

PURPOSE OF REPORT:
(checking box instructions as
above)

SPONSORING LEAD
DIRECTOR’S SIGNATURE:

th
Governing Body
DATE: 15 January 2015
URGENT CARE ACUTE HUB –
AGENDA ITEM: 2015/11
BUSINESS CASE
Enclosure: 05
Dr David Hambleton, Chief Officer, South Tyneside CCG
David.Hambleton@sotw.nhs.uk 0191 2831904
Hannah Jeffrey, Senior Commissioning Support Officer, NECS
Hannah.Jeffrey@nhs.net 0191 2172740
The business case sets out a proposal for radical redesign of urgent care
services to deliver a service built around and responsive to the needs of
patients. The model will see the introduction of a single point of access for all
unplanned care needs in South Tyneside. This will ensure the patient is seen
by the right professional at the right time, to meet their specific needs.
It will deliver a more consistent and more integrated urgent care service by
bringing services together, improving convenience, appropriateness and
quality of care provision.
The new model will ensure delivery of a single front door to an integrated
service for patients, also delivering economies of scale. The aim is to provide
universal access to high quality urgent and emergency care services 24/7, so
that whatever the problem, people with urgent care needs get the right
service in the right place, first time.

The Governing Body is asked to:
1. Proceed with option 3 ‘Re-locate Jarrow WIC to the hospital site as
part of a single urgent care acute hub’ following the Governing Body
decision on 20th November 2014.
2. Approve the procurement option 3 ‘Restricted’ via a Single Tender
Action with South Tyneside NHS Foundation Trust.
3. Approve the local tariff of £35 per attendance at the UCC element of
the UCAH. This will be a starting point for negotiations and may
increase slightly.
Financial Implications:
While financially the preferred option would not require additional
investment, there is the potential for this to save money in the longer term
as people access services more effectively and require fewer hospital
admissions. There is also the potential for this model to attract more
patients to the acute hub as it becomes recognised as an efficient service.
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2015/16 planning update
South Tyneside CCG Governing Body- Jan 2015

1) Background
Every year Clinical Commissioning Groups (CCG) are required to undertake a planning cycle in order to
identify and prioritise the work they will be carrying out in the forthcoming year. The requirements for
the 2015/16 planning process are documented in: ‘The Forward View Into Action: Planning for 2015/16’.
This follows on from the release of the NHS Five Year Forward View in October 2014 which aimed to
demonstrate how the health service and its partners could meet the dual challenge of increasing
demand and decreasing resources.
In response to the detailed and rigorous process undertaken to complete the 2014/15 planning process
the emphasis within the 2015/16 planning round is on a more ‘light tough approach’ with very few new
national requirements. CCGs are only required to refresh their operational plans for 2015/16 and apart
from additional standards around access to mental health services there are no further requirements
places on CCGs at this point.
The planning requirements are split between the publication of the CCGs annual commissioning
intentions and a review and resubmission of several health related outcome trajectories initially
submitted as part of the 2014/15 planning cycle.
This paper provides the Governing Body with an overview of the 2015/16 planning requirements, the
process which is underway and the timescales for submission.

2) Planning guidance
In December 2014 NHS England released national guidelines around the planning requirements for
2015/16. The Forward View Into Action: Planning for 2015/16 outlines the requirements which
commissioners need to consider in the development of their plans for the forthcoming year.
The guidance highlights the challenge of planning and delivering real transformational change within
five years whilst simultaneously delivering high quality care here and now in order to ensure continued
compliance with the NHS Constitutional standards. In order to meet this challenge there is a strong
emphasis placed on the development of strong local partnerships in order to deliver successful
transformation whilst ensuring on-going service delivery.
The guidance places specific focus on a number of areas previously highlighted within the release of the
NHS Five Year Forward View;
 Prevention
The role of public health through the delivery of prevention based services and initiatives are key to
future service delivery. Commissioners need to work closely with local authority colleagues to ensure
this is given priority focus in order to reduce increased future demand on urgent acute services. This
includes the setting of shared quantifiable levels to reduce health and healthcare inequalities, supported
by agreed actions for delivery. Local action will be supported by population based public health
initiatives led nationally.

 Empowering patients
The document requires commissioners to ensure patient involvement and patient choice is at the heart
of its decision making processes, with specific reference to;
o Demonstrable progress towards achieving full interoperable digital health records from 2015.
From April 2015, patients will have access to their GP records.
o Expansion in the offer and delivery of personal health budgets
o Ensuring patients are aware of their rights and are offered choice in mental health services
o Delivery of choice around midwifery services.
 Engaging communities
In 2015/16 CCGs will be required to focus on actions which improve the way it engages with its
communities and citizens in order to ensure they are involved in decisions about the future of health
and care services
An initial focus will be placed upon the identification of carers, and in particular young carers.
Increased focus will be given to ensuring that the contribution voluntary sector organisation’s provide is
maximized to its fullest potential.
 Delivering a new deal for Primary Care
Primary Care is currently experiencing a potential recruitment and retention crisis which NHS England
and Health Education England are working collaboratively to address. Within this CCGs have the
opportunity through primary care co-commissioning to take on additional responsibility for the
commissioning of general practice services. As with all CCGs, STCCG is currently in the process of
identifying which level of co-commissioning responsibility it wishes to undertake from 1st April 2015.
Consistent with previous years, the 2015/16 guidance includes 5 priorities for operational delivery:






Improving quality and outcomes
Improving patient safety
Meeting the NHS constitutional standards
Achieving parity for mental health
Transforming care of people with learning disabilities

Full consideration will be given to all of the requirements outlined in planning guidance to ensure the
CCG is in full compliance.

3) Requirements
CCGs are required to publish commissioning intentions (CIs) on an annual basis. CIs are a means by
which CCGs are able to signal to providers and local residents what its priorities are in terms of the
commissioning of service provision for the upcoming year.
In developing it’s 2014/15 CIs South Tyneside CCG undertook a rigorous and lengthy process in order to
ensure an alignment to those areas requiring the greatest health improvement. The result being the
development of a list of CIs which outlined the CCGs two year operational priorities for 2014/15 through
to 2015/16.

As last years CIs were developed on a two year basis the 2015/16 planning requirements are necessarily
less onerous. As highlighted above the requirement for this year is that CCGs are to undertake a light
touch process in order to review those intentions included on year two of the 2014/15-2015/16 plan.
The aim being to ensure they remain fit for purpose and remain focused on the areas of greatest health
improvement for the residents of South Tyneside.
In response to the guidance South Tyneside CCG has committed to undertaking a more compressed
process than in previous years, represented pictorially in diagram 1.
Diagram 1- Development of 2014/15

At the time of writing a long list of draft CIs has been developed through conversations with clinical
leads and a review of the latest health inequity data. The list consists of those initiatives originally
identified for year two of the 2014/15-2015/16 plan as well as a small number of new priorities as
identified by the clinical work stream lead.
The list will be reviewed and finalised by the CCGs Executive Committee in January and published widely
thereafter. Decisions made at this session will be informed by the outputs from two planned sessions
with the Council of Practices and the Local Engagement Board.
A progress update including circulation of the list of intentions for 2015/16 will be shared at the next
meeting of the Governing Body.
An additional requirement within last year’s planning round was the submission of seven health related
outcome trajectories. Each CCG was required to set out their five-year ambitions on seven health
outcome indicators, which stipulated the level of improvement they expected to make by 2018/19.
The submission from South Tyneside CCG is highlighted in table 1
Table 1- STCCG Outcome trajectory submission 2014/15-2018/19

The requirement 2015/16 is for CCGs to review actual progress in year one against that forecast and to
review subsequent years performance accordingly. We will work over the forthcoming months to review
the seven trajectories to identify any deviation from plan and to look for opportunities to accelerate
improvement against each.

As highlighted above in 2015/16, for the first time two national standards in relation to access to mental
health services will be introduced. This is the next step in ensuring that a genuine parity of esteem
between mental and physical health is achieved by 2020.


Treatment within 6 weeks for 75% of people referred to the Improving Access to Psychological
Therapies programme, with 95% of people being treated within 18 weeks.

 Treatment within 2 weeks for more than 50% of people experiencing a first episode of psychosis
To support this there is an expectation that each CCGs spending on mental health services will increase
in real terms within 2015/16.
In line with previous years each CCG is required to submit a detailed financial breakdown as part of their
planning submission. This will provide a detailed breakdown of CCG income and expenditure for
2015/16 including the identification of any areas of risk to delivery. The finance team within the CCG are
currently preparing this information in order to ensure compliance with the national submission
timetable.

4) Timescales
Table 2 highlights the major milestones for the 2015/16 planning cycle.
Table 2- 21015/16 Planning timeline
Dec 19th 2014

Publication of 2015/16 planning guidance

Jan 2015

Publication of revised national tariff, standard contract for 2015/16

Jan-11Mar 2015

Contract negotiations

13th Jan 2015

Submission of initial headline plan

27th Feb 2015

Submission of full draft plans

27th Feb - 30th March 2015 Assurance of draft plans
11th Mar 2015
Contract signed
By 31st Mar 2015

Plans approved by Boards of CCGs, NHS Trusts and Foundation Trusts

10th April 2015

Submission of full final plans

Regular updates will be provided to the Governing body throughout the development process.
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Audit & Risk Committee
Terms of Reference
1.

2.

Introduction
1.1

The Audit & Risk Committee (the Committee) is established in accordance
with NHS South Tyneside Clinical Commissioning Group’s Constitution.
These terms of reference set out the membership, remit, responsibilities
and reporting arrangements of the Committee and shall have effect as if
incorporated into the Constitution.

1.2

The Committee will provide the Governing Body with an independent and
objective review on their financial systems, financial information and
compliance with laws, guidance, and regulations governing the NHS in so
far as they relate to finance. The Committee is a non-executive committee
of the Board. It has no executive powers, other than those specifically
delegated to it and as set out in these Terms of Reference.

1.3

In establishing the Committee and preparing these Terms of Reference,
specific regard has been had to the guidance contained within the NHS
Audit Committee Handbook, NHS Codes of Conduct and Accountability
and the Higgs Report.

Membership
2.1

The Committee shall be appointed by the Clinical Commissioning Group
(CCG) as set out in the Clinical Commissioning Group’s Constitution and
may include individuals who are not on the governing body.

2.2

The Committee shall consist of a Chair, who will be a lay member of the
Governing Body with a lead role in overseeing key elements of
governance, together with two other members, at least one of whom will
be a lay member of the Governing Body. The third member shall be
appointed by the Governing Body and shall be a non Governing Body lay
member with the appropriate skills or experience to be able to make a
contribution to the Audit Committee.

2.3

The membership of the Committee will comply with provisions set out in
regulations and within the CCG’s Constitution and associated Standing
Orders.

2.4

The Chair of the Governing Body will not be a member of the Committee.

3.

4.

Attendance
3.1

The Chief Finance Officer and appropriate Internal and External Audit
representatives shall normally attend meetings. At least once a year the
Committee should meet privately with the Internal and External Auditors.

3.2

Regardless of these usual arrangements for attendance, external audit,
internal audit, local counter fraud and security management (NHS Protect)
will have full and unrestricted rights of access to the Audit Committee.

3.3

The Chief Officer and other executive directors should be invited to attend,
particularly when the Committee is discussing areas of risk or operation
that are the responsibility of that director.

3.4

The Chief Officer should be invited to attend and should discuss at least
annually with the Committee the process for assurance that supports the
Annual Governance Statement. He/she should also attend when the
Committee considers the draft internal audit plan and the annual accounts.

3.5

The Chair of the Governing Body may also be invited to attend one
meeting each year in order to form a view on, and understanding of, the
Committee’s operations.

Secretary
4.1

5.

The Company Secretary shall be Secretary to the Committee and shall
ensure that a minute of the meeting is taken and provide appropriate
support to the Chair and Committee members.

Quoracy and Decision making
5.1

The quorum shall be two members of the Committee.

5.2

In the event of the Chair of the Committee being unable to attend all or
part of the meeting, he /she will nominate a replacement from within the
membership to deputise for that meeting.

5.3

Generally it is expected that decisions will be reached by consensus.
Should this not be possible then a vote of members will be required. In the
case of an equal vote, the person presiding (i.e. the Chair of the meeting)
will have a second, and casting vote.

6.

7.

Frequency and notice of meetings
6.1

Meetings of the Committee shall be held not less than four times a year.
The External Auditor or Head of Internal Audit may request a meeting if
they consider that one is necessary.

6.2

The Committee may also hold a number of informal meetings during the
year.

Authority
7.1

The Committee is authorised by the Governing Body to pursue any activity
within these Terms of Reference and within the Scheme of Reservation
and Delegation, including (without limiting the generality of the foregoing)
to:
a) seek any information it requires from CCG employees, in line with its
responsibility under these terms of reference and the Scheme of
Reservation and Delegation
b) require all CCG employees to co-operate with any reasonable request
made by the Committee, in line with its responsibility under these
terms of reference and the Scheme of Reservation and Delegation
c) review and instigate an investigation of any matter within its remit and
grants freedom of access to the CCG’s records, documentation and
employees. The Committee must have due regard to the Information
Governance Policies of the organisation regarding personal identifiable
information and the organisation’s duty of care to its employees when
exercising its authority
d) obtain outside legal or other independent advice and to secure the
attendance of persons with relevant experience and expertise if it
considers this necessary
e) set up any joint working arrangements with other bodies
f) establish sub-committees to deliver its objectives.

7.2

In exercising its authority, the Committee is required to comply with:
a) the CCG’s Standing Orders and Standing Financial Instructions
b) the CCG’s Standards of Business Conduct and Declaration of Interests
Policy
c) the section of the Scheme of Delegation which refers to this Committee

8.

Remit and responsibilities of the Committee
8.1

Overall responsibility
8.1.1 The Committee shall critically review the clinical commissioning
group’s financial reporting and internal control principles and
ensure an appropriate relationship with both internal and external
auditors is maintained.

8.2

Governance, Risk Management and Internal Control
8.2.1 The Committee shall review the establishment and maintenance of
an effective system of integrated governance, risk management
and internal control, across the whole of the organisation’s activities
(both clinical and non-clinical), that supports the achievement of the
organisation’s objectives.
8.2.2 In particular, the Committee will review the adequacy and
effectiveness of:














all risk and control related disclosure statements (in particular
the Annual Governance Statement where this is required),
together with any accompanying Head of Internal Audit
statement, external audit opinion or other appropriate
independent assurances, prior to endorsement by the CCG’s
Governing Body;
the underlying assurance processes that indicate the degree of
the achievement of corporate objectives, the effectiveness of
the management of principal risks and the appropriateness of
the above disclosure statements;
the Board Assurance Framework, using it operationally to guide
the work of the Committee in identifying and gaining assurances
on the key risks to the CCG’s achievement of its strategic
objectives
the Corporate Risk Register and scrutiny of the internal controls
and actions for extreme and high level risks
systems for the identification, evaluation and prioritisation of
risks including financial risk and QIPP, health and safety,
emergency preparedness, business continuity, information
governance, equality and diversity and sustainable development
the policies for ensuring compliance with relevant regulatory,
legal and code of conduct requirements and related reporting
and self-certification;
the policies and procedures for all work related to fraud and
corruption as set out in Secretary of State Directions and as
required by the Counter Fraud and Security Management
Service (now known as NHS Protect):
the CCG’s arrangements for effective management of all
matters relating to contractual performance and associated
financial performance

8.2.3 In carrying out this work the Committee will primarily utilise the work
of Internal Audit, External Audit and other assurance functions, but
will not be limited to these sources. It will also seek reports and
assurances from directors and managers as appropriate,
concentrating on the over-arching systems of integrated
governance, risk management and internal control, together with
indicators of their effectiveness.
8.2.4 This will be evidenced through the Committee’s use of an effective
Assurance Framework to guide its work and that of the audit and
assurance functions that report to it.
8.2.5 The Committee will ensure that there are robust controls in place
for the management of conflicts of interest.
8.3

Internal Audit
8.3.1 The Committee shall ensure that there is an effective internal audit
function that meets mandatory NHS Internal Audit Standards and
provides appropriate independent assurance to the Audit
Committee, Accountable Officer and the governing body. This will
be achieved by:








8.4

consideration of the provision of the Internal Audit service, the
cost of the audit and any questions of resignation and dismissal;
review and approval of the Internal Audit strategy, operational
plan and more detailed programme of work, ensuring that this is
consistent with the audit needs of the organisation as identified
in the Assurance Framework;
considering the major findings of internal audit work (and
management’s response), and seeking to ensure co-ordination
between the Internal and External Auditors to optimise audit
resources;
ensuring that the Internal Audit function is adequately resourced
and has appropriate standing within the organisation;
annual review of the effectiveness of internal audit.

External Audit
8.4.1 The Committee shall review the work and findings of the external
auditors and consider the implications and management’s
responses to their work. This will be achieved by:



consideration of the appointment and performance of the
external auditors, as far as the rules governing the appointment
permit;
discussion and agreement with the external audit before the
audit commences, of the nature and scope of the audit as set
out in the Annual Plan, and seeking to ensure coordination, as
appropriate, with other external auditors in the local health
economy;




8.5

discussion with the external auditors of their local evaluation of
audit risks and assessment of the CCG and associated impact
on the audit fee;
review of all external audit reports, including the report to those
charged with governance, agreement of the annual audit letter
before submission to the Governing Body and any work
undertaken outside the annual audit plan, together with the
appropriateness of management responses.

Other Assurance Functions
8.5.1 The Audit Committee shall review the findings of other significant
assurance functions, both internal and external to the organisation
and consider the implications for the governance of the
organisation.
8.5.2 These will include, but will not be limited to, any reviews by
Department of Health Arms Length Bodies or Regulators/Inspectors
(for example, the Care Quality Commission, NHS Litigation
Authority etc.) and professional bodies with responsibility for
professional standards, performance and advice (e.g., Royal
Colleges, accreditation bodies, etc.)
8.5.3 In addition, the Committee will review the work of other committees
within the organisation, whose work can provide relevant assurance
to the Audit Committee’s own scope of work.

8.6

Counter Fraud
8.6.1 The Committee shall satisfy itself that the organisation has
adequate arrangements in place for countering fraud and shall
review the outcomes of counter fraud work.

8.7

Management
8.7.1 The Committee shall request and review reports and positive
assurances from the senior managers of the CCG on the overall
arrangements for governance, risk management and internal
control.
8.7.2 They may also request specific reports from individual functions
within the organisation as they may be appropriate to the overall
arrangements.

8.8

Financial Reporting
8.8.1 The Audit Committee shall monitor the integrity of the financial
statements of the Trust and any formal announcements relating to
the CCG’s financial performance.
8.8.2 The Committee should ensure that the systems for financial
reporting to the Governing Body, including those of budgetary

control, are subject to review as to completeness and accuracy of
the information provided to the governing body.
8.8.3 The Audit Committee shall review and approve the Annual Report
and Financial Statements as stated within the scheme of
delegation, focusing particularly on:








9.

10.

Reporting Arrangements
9.1

The minutes of Audit Committee meetings shall be formally recorded and
submitted to the Governing Body.

9.2

The Chair of the Committee shall draw to the attention of the Governing
Body any issues that require disclosure to the Governing Body, or require
executive action.

9.3

The Committee will report to the governing body at least annually on its
work in support of the Annual Governance Statement, specifically
commenting on the fitness for purpose of the Assurance Framework, the
completeness and ‘embeddedness’ of risk management in the
organisation and the integration of governance arrangements. In making
this report to the Governing Body the Committee will draw on a selfassessment of its performance and effectiveness during the year.

Conduct of the Committee
10.1

11.

the wording in the Annual Governance Statement and other
disclosures relevant to the Terms of Reference of the
Committee;
changes in, and compliance with, accounting policies and
practices and estimation techniques;
unadjusted misstatements in the financial statements;
significant judgments in preparation of the financial statements;
significant adjustments resulting from the audit.
letter of representation
qualitative aspects of financial reporting.

All members of the Committee and participants in its meetings will comply
with the Standards of Business Conduct for NHS Staff, the NHS Code of
Conduct, and the CCG’s Policy on Standards of Business Conduct and
Declarations Interest which incorporates the Nolan Principles.

Date of Review
11.1

The Committee will review its own performance, membership and Terms
of Reference annually. Recommendations for amendment of the Terms of
Reference will be made to the CCG’s Governing Body for approval.
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NHS South Tyneside Clinical Commissioning Group
Executive Committee
Terms of Reference
1. Introduction
The Executive Committee of NHS South Tyneside Clinical Commissioning Group
is established as a committee of the governing body, in accordance with
constitution, standing orders and scheme of delegation.
These terms of reference set out the membership, remit, responsibilities and
reporting arrangements of the Executive Committee.
2. Principal Function
The Executive Committee is responsible for delivery of the CCG’s overall
management, to support the CCG to work efficiently, effectively and
economically, ensuring effective clinical engagement and promoting the
involvement of all member practices in the work of the CCG in securing
improvements in commissioning of care and services.
3. Membership
The membership of the committee will consist of:







CCG Accountable Officer (Chair of the Committee)
Chief Finance Officer
Director of Operations
Clinical Directors x 3
Governing Body Nurse
Practice Manager Engagement Lead

The following will be invited to attend the committee but will not have voting
rights, reflecting their independence:


Director of Public Health

Meetings will be chaired by the Accountable Officer. In the absence of the chair,
meetings will be chaired by the Chief Finance Officer.
Other officers, employees or practice representatives of the CCG may be invited
to attend all or part of meetings of the executive committee to provide advice or
support particular discussion from time to time.
4. Secretarial support
Secretarial support to the committee will be provided by the CCG office.

5. Frequency of meetings
Meetings of the Executive Committee will normally be held monthly, and not less
than 8 times per financial year. There will be no more than 10 weeks between
meetings.
Members will be expected to attend each meeting.
In addition to the meetings of the Executive Committee described above,
members will normally meet monthly, for additional informal business meetings.
The arrangements set out in these terms of reference will apply to both sets of
meetings.
In exceptional circumstances and where agreed in advance by the chair,
members of the Executive Committee or others invited to attend may participate
in meetings by telephone, by the use of video conferencing facilities and/or
webcam where such facilities are available. Participation in a meeting in any of
these manners shall be deemed to constitute presence in person at the meeting.
6. Agendas and papers
The agenda for meetings of the Executive Committee will be set by the chair.
The agenda and papers for meetings of the Executive Committee will be
distributed 3 working days in advance of the meeting. Items for the agenda
should be notified to the chair 7-10 days in advance of each meeting. The setting
of agendas for, and minutes of, each meeting should identify where discussion
should rightly be recorded as being of a confidential or commercially sensitive
nature.
7. Quoracy and Decision Making
One third of members are needed for the meeting to be quorate, and:
 At least the Accountable Officer or the Chief Finance Officer must be
present
 At least one Clinical Director must be present.
Generally it is expected that decisions will be reached by consensus. Should this
not be possible then a vote of members will be required. In the case of an equal
vote, the person presiding (i.e., the Chair of the meeting) will have a second, and
casting vote.
8. Remit and responsibilities of the Executive Committee
The committee will be responsible for:
8.1 Strategy and Planning
 Preparing and recommending the strategy and annual commissioning plan
for the governing body to consider and approve and overseeing its
delivery, to improve health and wellbeing outcomes together with
reduction in health inequalities

 Formulating and implementing service change and development arising
out of the strategy
 Preparing and recommending to the governing body the Organisational
Development Plan and enabling strategies including the Communications
and Engagement Strategy, and overseeing their delivery
 Developing CCG input to the Joint Health and Wellbeing Strategy and
contributing to the Joint Strategic Needs Assessment, to reduce
inequalities in health
 Establishing links and working arrangements with other CCGs, Provider
Trusts, the local Authority, other health care partners, the Local Office of
the NHS Commissioning Board and the clinical senate
 Ensuring that the views of patients and the public are properly reflected in
the development and implementation of CCG policies and plans

8.2 Delivery
 Delivering target outcomes and outputs set by the Secretary of State, NHS
Commissioning Board, NICE, CQC and other national/regional authorised
bodies and providing assurance to the governing body in this respect
 Receiving reports on quality and patient safety and managing any
associated clinical risks with appropriate mitigating action
 Managing the performance of the CCG against its financial and nonfinancial targets including QIPP
 Ensuring the control, co-ordination and monitoring within the organisation
of risk and internal controls, reviewing the corporate risk register regularly
 Approving business cases and procurement contract awards in line with
the CCG’s financial scheme of delegation and approved budgets
 Agreeing contracts with organisations or individuals providing clinical or
other services to the group, as directed by the governing body, in line with
the financial scheme of delegation
 Leading the delivery of the CCG educational programme
 Preparing the CCG’s annual report for the governing body to consider
and approve
 Approving the CCG’s operational policies and procedures
 Supporting the development of the business cycle of the CCG’s governing
body and agenda setting for formal and informal meetings of the
governing body
 The Committee will, as delegated by the Governing Body, approve
arrangements for information governance including arrangements for
handling Freedom of Information requests.
 Support the development including the provision of oversight and scrutiny
on arrangements for business continuity and emergency planning
 Support the development including the provision of oversight and scrutiny
on arrangements for the maintenance of Health Safety and welfare.

9. Reporting arrangements
The Executive Committee reports to the governing body. The governing body will
hold the Executive Committee to account for the delivery of its remit and
responsibilities on behalf of the CCG through exercise of the functions delegated
to it.

10. Policy and best practice
The committee will apply best practice in its decision making, and in particular it
will:
 ensure that decisions are based on clear and transparent criteria
 comply with CCG policy and procedures for the declaration of interests
The committee will have full authority to commission any reports or surveys it
deems necessary to help it fulfil its obligations and to invite individuals to attend
as appropriate to provide advice on its functions.
The Executive Committee will establish such sub-groups to assist with the
delivery of its delegated responsibilities and progress its work as it sees fit.
11. Conduct of the committee
All members of the committee and participants in its meetings will comply with
the Standards of Business Conduct for NHS Staff, the NHS Code of Conduct,
and the CCG’s Policy on Standards of Business Conduct and Declarations
Interest which incorporates the Nolan Principles.
12. Date of Review
The committee will review its own performance, membership and terms of
reference annually. Recommendations for amendment of the Terms of
Reference will be made to the governing body for approval.

[Date agreed]
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Quality and Patient Safety Committee
Terms of Reference
1.

2.

Introduction
1.1

The Quality and Patient Safety Committee (the Committee) is established
as a committee of the Governing Body of the Clinical Commissioning
Group, in accordance with constitution, standing orders and scheme of
delegation.

1.2

These terms of reference set out the membership, remit, responsibilities
and reporting arrangements of the committee and shall have effect as if
incorporated into the CCG Constitution and Standing Orders.

Principal Function
2.1

The Quality and Patient Safety Committee is responsible for ensuring the
appropriate governance systems and processes are in place to:



Commission, monitor and ensure the delivery of high quality, safe
patient care in commissioned services,
facilitate, monitor and ensure quality improvement in general medical
practice working with NHS England.

2.2

In achieving this, the Committee will seek to promote a culture of
continuous improvement and innovation with respect to safety of services,
clinical effectiveness and patient experience, to secure public involvement,
to promote research and the use of research and to provide assurance to
the Governing Body about the quality, safety and patient safety-related
risks of the services being commissioned and the impact of those risks on
the organisation’s strategic and operational plans.

2.3

The Committee will, as delegated by the Governing Body, provide
oversight and scrutiny of arrangements for supporting NHS England in
relation to securing continuous improvement in the quality of primary
medical services.

2.4

The Committee will, as delegated by the Governing Body, approve
arrangements for handling complaints.

3.

Accountability
3.1

4.

The Quality and Patient Safety Committee is a Committee of the CCG’s
Governing Body.

Membership
4.1

Membership of the Committee will include:
Executive members:
CCG Chairman
Lay Member – Committee Chair
Lay Member (for patient and public involvement)
Governing Body GP member
Director of Nursing, Quality & Safety
Secondary Care Specialist Doctor
Chief Officer
Associate members:
Head of Safeguarding
Head of Quality
Director of Operations
North of England Commissioning Support
Clinical Directors – as appropriate
CCG GP Medicines Management Lead
Prescribing Adviser
Locality Cancer Network Chair

4.2

5.

The Chair has the responsibility to ensure that the Committee obtains
appropriate advice in the exercise of its functions. Officers, employees,
and practice representatives of the CCGs and other appropriate
individuals may be invited to attend all or part of meetings of the
Committee to provide advice or support particular discussion from time to
time.

Authority
5.1

The Governing Body authorises the Committee to pursue any activity
within these Terms of Reference including to:
(i)

Seek any information it requires from CCG employees, in line with
its responsibility under these terms of reference and the Scheme of
Reservation and Delegation;

(ii)

Require all CCG employees to co-operate with any reasonable
request made by the Committee, in line with its responsibility under
these terms of reference and the Scheme of Reservation and
Delegation;

(iii)

6.

Review and investigate any matter within its remit and grant
freedom of access to the organisation’s records, documentation
and employees. The Committee must have due regard to the
policies of the CCG, regarding personal health information and the
CCG’s duty of care to its employees when exercising its authority.

5.2

In discharging its responsibilities the Committee will comply with the
CCG’s Standing Orders and Prime Financial Policies and Standards of
Business Conduct and Declarations of Interest Policy.

5.3

The Committee is authorised to establish sub-committees to assist it in
discharging its responsibilities. Such sub-committees will include the
Infection Control Performance and Practice Committee and the
Safeguarding Strategic Group, both of which will be established as joint
arrangements with other CCGs. The Medicines Management Committee
is also a sub-committee of the Committee.

Roles and Responsibilities
6.1

Quality in Commissioned Services
6.1.1 To develop, monitor and review the CCG’s vision and framework
for commissioning services which are high quality, safe, clinically
effective and which provide positive patient/carer experience.
6.1.2 To receive reports on the quality of commissioned services, to
review patient safety-related risks arising and monitor progress in
implementing recommendations and action plans.
6.1.3 Where the CCG is the coordinating commissioner ensure provision
of appropriate, quality assurance and improvement information to
collaborating CCGs; in particular escalating any areas of concern in
a timely way.
6.1.4 To receive reports on the quality of commissioned services from
other CCGs where they act as the coordinating commissioner and
the CCG has contracts.
6.1.5 To receive annual reports from the sub-committees of the
Committee as specified at 5.3.
6.1.6 To seek assurance on the performance of NHS provider
organisations in terms of the Care Quality Commission, Monitor
and any other regulatory bodies. (Note that the Monitor’s
compliance framework relies on assurance from third parties,
including local commissioners of services).

6.1.7 To receive and review the draft Quality Accounts of NHS providers
where the CCG acts as coordinating commissioner and approve
the corroborative statement to the provider within the timescales
outlined in the Quality Account Regulations.
6.1.8 To receive and review the published Quality Accounts of NHS
Foundation Trusts which, as a minimum, will include those relating
to the Foundation Trusts which provide local acute services,
community health care services and mental health and learning
disabilities services to the South Tyneside population.
6.1.9 To oversee the development of quality incentive schemes e.g.
CQUIN ensuring alignment to CCG strategic priorities and national
requirements.
6.1.10 To ensure a clear escalation process, including appropriate trigger
points, is in place to enable appropriate engagement of external
bodies in relation to areas of concern, with a view to an external
review being carried out.
6.1.11 To ensure appropriate collaboration with the Local Area Team of
NHS England e.g. through future Local Area Quality Surveillance
Group.
6.1.12 To review the Committee’s effectiveness on an annual basis and
produce a report on the findings for the Governing Body.
6.2

Improving Quality in General Medical Practice
6.2.1 To ensure that agreements and processes in place with the group’s
members to secure improvements in the quality of primary medical
services in terms of clinical effectiveness, patient safety and patient
experience in GP practices.
6.2.2 To ensure an appropriate interface and collaborative working with
NHS England is maintained in relation to quality in general medical
practice.

6.3

Patient Safety – overarching systems
6.3.1 To receive reports on clinical risks, incident reporting, serious
incidents, ‘Never Events’, complaints, claims and safety alerts; and
monitor progress in implementing recommendations and action
plans.
6.3.2 To ensure the development or adaptation of a Patient Safety
Assurance Framework with systems for monitoring quality and
safety of care, with reference to a range of indicators which might
include Care Quality Commission ratings and reviews, Monitor
ratings and any other relevant sources of external assurance.
6.3.3 To receive and scrutinise independent investigation reports relating
to patient safety issues and agree publication plans.

6.3.4 To receive reports on the management of infection control
performance, especially health care acquired infections.
6.3.5 To receive assurance in relation to Medicines Management,
including information about safety alerts not less than annually.
6.3.6 To assist NHS England in work relating to controlled drugs and
receive reports as appropriate.
6.3.7 To receive minutes from the Medicines Management Committee
6.3.8 To ensure that appropriate strategies and training plans are in
place for safeguarding of children and vulnerable adults, receiving
appropriate reports pertaining to the CCG’s safeguarding duties.
6.4

Patient Experience
6.4.1 To ensure that the views of patients and the public are properly
reflected in the development and implementation of CCG Policies
and Plans and to receive and act upon reports regarding patient
experience.
6.4.2 To oversee the development and implementation of a structured
and planned approach to the collection and use of patient reported
experience in both provider management processes and
commissioning decisions. To ensure that this approach includes
use of feedback from individual consultations in practice. To
ensure that the CCG can demonstrate that patient feedback has
been used in commissioning decisions.

6.5

Clinical Effectiveness
6.5.1 To promote and encourage an evidence based culture within the
CCG and wider health economy ensuring that CCG commissioning
takes account of national guidance such as NICE guidance
including technology appraisal guidance, NICE quality standards
and other relevant standards e.g. from Royal Colleges and
professional bodies.
6.5.2 To ensure that the CCG promotes research and the use of
research.

6.6

Risk
6.6.1 To ensure that all systems are in place and operating effectively for
the identification, assessment and prioritisation of potential clinical
quality and patient safety-related risk and to report on any major
strategic issues.

6.7

General
6.7.1 To consider and approve relevant policies and procedures as
appropriate on behalf of the governing body. This duty may be
delegated to sub-committees or executive arrangements.

7.

Administration
7.1

8.

Quorum
8.1

9.

12.

Generally it is expected that decisions will be reached by consensus.
Should this not be possible then a view of members will be required. In the
case of an equal vote, the person presiding (i.e. the Chair of the meeting)
will have a second, and casting vote.

Frequency and Notice of Meetings
10.1

11.

The quorum shall be one third of the membership of the Committee,
including at least one Lay member and one clinical executive member
(doctor or nurse).

Decision Making
9.1

10.

The Governing Body Secretary will ensure that a minute of the meeting is
taken and provide appropriate support to the Chair and Committee
members.

Meetings will be held as frequently as the Chair shall judge necessary to
discharge the responsibilities of the Committee, but shall be at least six
times per year.

Attendance at Meetings
11.1

The members of the Committee are required to provide information to
progress and inform the agreed agenda items.

11.2

The Committee members are required to attend each meeting or if
apologies are made any information they are expected to contribute must
be supported either through a deputy or in writing to the Chair.

11.3

In addition to the core membership the Committee may co-opt additional
members as appropriate to enable it to undertake its role.

Reporting Arrangements
12.1

The minutes of the meetings shall be formally recorded and submitted to
the Governing Body.

12.2

The Chair of the Committee shall draw to the attention of the Governing
Body any issues that require disclosure to the Governing Body, or require

executive action. The Committee will report to the Governing Body at
least annually on its work.

13.

Policy and best practice
13.1

The Committee will apply best practice in its decision making, and in
particular it will:



13.2

14.

The Committee will have full authority to commission any reports or
surveys it deems necessary to help it fulfil its obligations and to invite
individuals to attend as appropriate to provide advice on its functions.

Conduct of the Committee
14.1

15.

ensure that decisions are based on clear and transparent criteria
comply with CCG policy and procedures for the declaration of interests

All members of the Committee and participants in its meetings will comply
with the Standards of Business Conduct for NHS Staff, the NHS Code of
Conduct and the CCG’s Policy on Standards of Business Conduct and
Declarations of Interest which incorporate the Nolan Principles.

Date of Review
15.1

The committee will review its performance, membership and these Terms
of Reference at least once per financial year. It will make
recommendations for any resulting changes to these Terms of Reference
to the Governing Body for approval.

15.2

No changes to these Terms of Reference will be effective unless and until
they are agreed by the Governing Body.
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Risk Management Report – 4 September 2014
to 24 December 2014
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 is 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)
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
Quality and Safeguarding
Performance
Finance and QIPP

Christine Briggs
Ann Fox
Aaron Tucker
Kate Hudson

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 24
December 2014. There are currently 4 extreme risks on the risk register.
Table 1 – risk distribution matrix

Green
Yellow
Amber
Red

1–3
4–6
8 – 12
15 - 25

Low
Moderate
High
Extreme

1
3
11
4

4.2

Risk summary and movement

Table 2 illustrates the number of risks on the risk register at 24 December 2014
compared with that of 4 September 2014.
Table 2 – risk movement
4 September
2014
Red
(Extreme)
Amber
(High)
Yellow
(Mod)
Green (low)
TOTAL

4 September 2014

Direction

4

4

►

11

11

►

4

3



1
20

1
19

►


The table below illustrates some movement in extreme risks during the period 4
September to 24 December 2014, however, which has not affected the overall
placement of the risk (ie it remains an extreme risk).
Table 3: movement in extreme risk
Risk
Risk Description
Reference

Controls

Assurances

Previous Risk Current
Rating
Risk
Rating

Reason for movement

Quality & Safeguarding

244

Weekly sharing of HCAI data
between FT/CCG is in place.
Spread sheet shared by email
MRSA - failure (PCT or FT)
and monitored by CCG.
to maintain 1 case trajectory.
Reported monthly to CCG
CDiff - failure to meet
executives. Primary care
agreed trajectory.
professionals have had
awareness raising sessions and
resources to use with patients.

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. CDiff cases are currently
well above trajectory YTD.

15 R

20 R

STCCG is now a member of the CNTW Area
Team IPC group. Task and finish group
established. Good representation, but PHE
needs to be included. C Difficile year end
target (community cases) breached. Due to
significantly reduced incidence, General
Practice may not be well engaged with RCAs
relating to community cases of CDiff.

Attached at the Appendix is the overall Corporate Risk Register at 24 December 2014
which is an amalgam of the organisation’s extreme risks.

3. The Governing Body is asked to:


Consider the current risks facing the CCG and their assessment;



Review the actions being taken to ensure risks are being appropriately managed.
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South Tyneside CCG Executive Committee
Minutes of Meeting held on Wednesday 12th November 2014
9.00am to 12.00noon at Monkton Hall, Meeting Room 1
Present:

David Hambleton, Chief Officer (Chairing meeting)
Christine Briggs, Director of Operations
Dr Matthew Walmsley, STCCG Chair
Dr Funmi Nixon, Clinical Director
Kate Hudson, Chief Finance Officer
Ann Fox, Director of Nursing Quality and Safety
Ros Whitehead, Practice Management Lead
Jenna Easton, Administrative Support

In attendance: Janice Chandler, Commissioning Manager, Public Health
Gary Collier, Senior Commissioning Manager - Provider Management NECS
Christine Shields, Strategic Commissioning Manager
Ailsa Nokes, Head of Customer Programme NECS
Ben Murphy, Marketing Manager & Equality Lead NECS
Sarah Fountain, Senior Governance Officer –Equality and Diversity NECS
Dr Mike Lavender, Consultant in Public Health Medicine
Katherine Farley, Research Fellow, Department of Health Sciences, York University
Rebecca Eadie, Senior Commissioning Manager Mental Health NECS
Graham Hunt, Service Planning & Reform Manager NECS
Gillian De’Ath, Service Planning & Reform Manager NECS
Wendy Surtees, Public Health Commissioning Officer
Apologies:

Dr Jon Tose, Clinical Director
Dr James Gordon, Clinical Director
Joanne Moore, ST Council, Commissioning & Quality Lead
Amanda Healy, Director of Public Health

1. Welcome
David Hambleton welcomed all in attendance to the Executive Committee meeting.
2. Declarations of Interest
Declarations of interest were expressed for Dr Matthew Walmsley, Dr Funmi Nixon and Ros Whitehead on item 5
matters arising in relation to minor surgery.
th

3. Minutes of meeting held on 9 October 2014
The Committee agreed minutes as a true and accurate record of the meeting.
4. Matters Arising
 Better Care Fund plans were ‘approved with appropriate support’. A few technical changes will need to be made
th
before an ‘approved’ status is achieved within the timeframe of 29 November 2014.
th
 Further work around integrated community teams is underway with the approved prototype model commencing 17
November. A further NHSIQ workshop will take place to prepare plans for the detailed features within the model.
 It was acknowledged at a previous Executive Committee meeting that no timeframes were set in relation to CCG email migration to nhs.net mail. Jo Farey agreed to liaise with Kim Teasdale and NECS colleagues to identify a
migration date.
 Declarations of interest where expressed by Dr Matthew Walmsley, Dr Funmi Nixon and Ros Whitehead. Jo Farey
updated the Executive Committee around progress with the current minor surgery position. At a previous
Executive Committee meeting it was agreed to decommission local enhanced minor surgery services within East
Wing and Central Surgery practices. Suggestions from the Area Team where received with a message to continue
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local enhanced services with a revised specification. It was acknowledged STCCG could have potential
involvement with DES commissioning arrangements in future. The Executive Committee agreed to continue a joint
approach with the Area Team allowing them to decide DES arrangements by April 2015.
Kate Hudson agreed to consider the potential financial impact of minor ailment changes previously discussed may
have on the urgent care agenda and report back to the Executive Committee.
Due to potential legal challenge around Marie Stopes services it was agreed procurement would be paused to
allow a public engagement exercise to take place, gathering an understanding of current providers within the region
and patients’ needs, identifying if a South Tyneside service base is desired.
th
It was confirmed a further strike action will take place on 24 November. Assurance has been received with
providers submitting regular SitReps to the Area Team which is being relayed to STCCG.
Ann Fox confirmed a meeting with Area Team colleagues took place in relation to Winterbourne View
issues. Progress continues to identify next year’s client-level targets along with future discharge plans. In terms of
complex patients, it was acknowledged this will present challenges however scrutiny and patient choice will be at
the forefront of all plans.
th
Janice Chandler confirmed the first draft Pharmaceutical needs assessment will be available on 12 December
with a 60-day consultation timeframe.

5. Chair’s Information
David Hambleton confirmed attendance at a recent ANEC event ‘Our Health Our Future’ where NHS future strategies
were discussed in workshop-style groups. Discussions took place around South Tyneside participation in the national
Pioneer programme whereby a number of areas of good practice where shared.
David Hambleton and Helen Ruffell attended Mortimer Academy Comprehensive School to look at a specific
programme connecting local businesses within South Tyneside. It was agreed STCCG will continue to build stronger
links within the community as well as establishing a specific relationship with Mortimer Comprehensive School to
provide support to pupils including methods for enhancing future employment prospects.
The official opening of Hopewood Park at Ryhope took place on Friday 7th November at which the Countess of Wessex
opened the new premises. David Hambleton was in attendance and confirmed the opening was very positive, well
attended and created a feel-good element for the North East.
6. Quality and Performance Report
South Tyneside Foundation Trust (STFT)
Activity reported for month 6 is continuing to underperform. Non Elective activity continues to underperform, particularly
within Trauma and Orthopaedics. Ambulatory Care continues to experience increased activity.
Ambulatory Care is also subject to further internal work by the Provider as they have indicated that a number of new
pathways, allowing direct referral and avoiding A&E have been adopted. It is anticipated that overspend in Ambulatory
Care will increase due to the implementation of additional Ambulatory Care Pathways which has been incentivised by
the CQUIN Scheme. This should further contribute to reducing in emergency admissions.
City Hospitals Sunderland Foundation Trust (CHSFT)
Significant concerns have been raised in relation to the financial overspend position particularly in Elective activity.
Further analysis is ongoing to assure CCGs that there are no further data errors or overlaps in relation to Lucentis
Activity. Outpatient Procedures are also significantly over performing year to date; Urology and Ophthalmology are
causing concern.
Newcastle upon Tyne Hospitals FT
No challenges to note at month 5 position.
Gateshead FT
There are variances in the planning figures being utilized by the FT and that agreed by the CCG, as at month 6, the FT
are monitoring against a plan of £7,521,443 in comparison to £7,182,984 agreed by the CCG. The CCG should note
the potential pressure associated with the variation in plans, although a number of challenges about the FT data should
mitigate this.
Quality Update
Ann outlined the highlights from within the Quality report including key achievements and potential risks.
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 A mixed sex breach patient in HDU within STFT was reported. It was confirmed the patient was conscious and
waiting to be moved whilst other patients were unconscious however this still triggers as a breach. A RCA has
been requested from the FT along with the issue being deal with by area team colleagues and managed at QRG.
 NEAS controlled drugs – Following the discovery that paramedics had given patients 75 doses of out-of-date
drugs. An action plan was implemented following the CQC inspection is reviewed every week by their Executive
Team. The CCG highlighted some high risk areas related to frontline clinical roles affected by current vacancies.
The Trust explained that they have an interim plan and vacancies should be filled by February 2015. An
extraordinary QRG will be held in December to explore workforce issues in detail.
 Friends and Family tests are continuing to present challenges which are being discussed at QRG’s. Once token
system are removed from April 2015 within A&E this will allow South Tyneside’s position to be shown in
comparison to other areas.
 Incident reporting - top themes continue to be falls and pressure ulcers. Focussed work has resulted in
improvements. A detailed analysis of incidents will be carried out twice a year to understand themes and trends.
 In regards to City Hospitals Sunderland A&E performance the SCCG continue to challenge the Trust and are
monitoring the impact that failure of the target is having on the quality of the service. The Trust have also met with
Monitor and provided further assurances around improvements being taken. It was highlighted on-going
collaborative work with City Hospitals Sunderland and the awaited ECIST review.
 There are two separate on-going child serious case reviews (SCR). The Trust and agencies are working on the
respective action plans and the reports are to be uploaded onto the LSCB website. The Head of Safeguarding at
the CCG will monitor all relevant action plans with management through STFT QRG.

Performance Update
The following Performance issues were highlighted:







Urgent GP referral for suspected cancer. 33 patients breached; 17 Patient breached due to patient choice; 6
were on holiday or away; 5 cancelled appointments; 2 choose and book apt were booked outside of the 14 days;
3 patients were ill.
Patients receiving subsequent treatment for cancer within 31 days – surgery. 9 out of the 10 of the patients in
August were seen. One patient breached due to a transplant taking priority. The earliest date was re-arranged
when an interventional radiologist was available.
Patients treated within 62 days of an urgent GP referral for suspected cancer is rated red in August. 83.8% of
patient were seen within target (85%). 6 patients breached; 3 were on complex pathways with one of them a late
referral; 1 patient was on holiday, 1 required further investigations and 1 had diagnostic delays and then surgery
was cancelled due to medication.
Unplanned hospitalisation for asthma, diabetes and epilepsy (under 19s) continues to be above trajectory in
August. This relates to 52 admissions compared to 51 admissions for the same period 2013/14. 39 patients were
admitted for Asthma; 4 for Diabetes and 9 for Epilepsy. 39 were seen at STFT, 8 at NUTHFT and 5 at CHSFT.
Emergency admissions for acute conditions that would not usually require hospital admission is above trajectory
August year to date. This relates to 1,186 admissions compared 988 admissions for the same period 2013/14.
This includes, 302 Pyelonephritis and kidney/urinary tract infections; 292 Vaccine preventable - flu; 206
Dehydration and Gastroenteritis; 155 Cellulitis. Most patients, 1,041 in total, were seen at STFT, 76 at CHSFT, 27
at NUTHFT, 23 at GHFT and 19 out of area.

7. Finance Update
Kate Hudson informed the Executive on the month 7 financial position, along with continuation of on track position to
deliver ½% surplus this year.
The Contract Operational Group continues to review performance however the following risks were highlighted to the
Executive for information purposes:



Kate confirmed a response is still being awaited following the submitted proposal given to STFT to apply Payment
By Results in Quarter 1 and block the remainder of the year.
Forecasted underspends on running costs have changed since last month to reflect the transfer of safeguarding
to programme instead of running costs. This is in line with other regional CCG’s. Other underspends are
attributable to staffing costs, where budgets have been set at the top of pay scale.
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In relation to mental health packages as previously discussed, the CCG is reviewing the process with regard to
clients who are in the process of stepping down from specialist care into community packages. It is anticipated
that this pressure will increase and CCG staff have met with colleagues in NECS and NHS England with regard to
implementing a better process for step-down packages of care.
The Prescribing budget for 2014/15 continues to be a risk area as the funding may not have addressed
cost/volume growth entirely. CCG and NECS staff are working together to get behind these figures and gain a
better understanding of potential expenditure. To be prudent the forecast overspend has been uplifted to £804k.
CHC packages continue also as a risk area. The CCG received the quarter 2 database from the Council which is
being worked through by NECS colleagues. Initial indications show the forecast has increased from last year to
show a total pressure for CHC, FNC, S117 and Children’s CHC of £1.7m. The CCG is reviewing the process for
fast track packages with a view to reducing costs however the benefit will be realised from 2015/16. The CCG
also paid the PCT Legacy CHC national contribution in month 06 which totals £885k. This has been funded
through our non-recurring allocation. Christine Briggs highlighted a need for information relating to client groups,
activity and financial spend data for monthly as well as year to date positions from NECS. ACTION: Ailsa Nokes
agreed to co-ordinate provision of information from NECS colleagues and circulate to Christine Briggs.
NHS Property Services have provided figures to the CCG for the current year which reveals service charges have
reduced; the figure is yet to be finalised.
Kate confirmed that the CCG would receive a quality premium payment relating to performance in 13/14, the
amount is to be confirmed and will be received at a later date this year.







8. Planning for 2015/16 and the impact of the Five Year Forward View
Christine Briggs gave a verbal update in regards to progression of this year’s planning round noting that the Governing
Body and Executive Committee had attended a recent development session at which the approach to strategic planning
had been set out and agreed in terms of a refresh of the current 2 year commissioning intentions and delivery plan.
It was reported that the South Tyneside five year plan has now been published on CCG website for public consumption
and it was not envisaged that the overall five year direction would change significantly however operational planning
guidance from NHS England is due out in December which will better inform this assumption. It was clear from early
guidance however that year 2 detail associated with the current 2 year delivery plan will be required and a draft
submission is needed by February 2015. It was agreed an integrated CQUIN approach is desired rather than separating
out contract negotiations and CQUIN strategies. Christine advised that Mark Girvan, Aaron Tucker and herself were
forming a core planning group which would meet fortnightly – moving to weekly as things progress – and advised that
key specialists (eg contracting, finance, CQUIN and public health) would be invited to join this meeting on a regular
basis to ensure key linkages are made. All present agreed with this approach.
The Executive Committee were reminded of the strict approach taken last year in terms of ensuring the number of
priorities set were manageable and this approach was once again agreed. It was highlighted that clinical leadership
must be addressed, as well as co-commissioning of primary care, in terms of key priority areas for 2015/16.
Collaborative working with local authority colleagues in both adults and children’s services was noted to be ongoing
around refreshing two year plans although the Better Care Fund Plan has set out in large part the priorities for
st
integration going forward. In relation to the Better Care Fund and the requirement to establish a pooled budget from 1
April 2015 and thus an underpinning S75, it was noted that Kate Hudson has work ongoing with a Council counterpart
around this, with the work being overseen by the Integration Board.
In terms of work in progress, it was noted that Director leads are currently meeting with Aaron Tucker and Mark Girvan
to discuss the current position on their 2 year plans with a view to informing 2015/16 plans. Also, a new Commissioning
for Value pack has been received, which is being interpreted by public health colleagues. Further planning updates will
be provided to the Executive Committee on a regular basis.
9. Equality Objectives
Sarah Fountain and Ben Murphy from NECS where welcomed to the Executive Committee.
The purpose of the report is to update the Executive Committee on the progress made against STCCGs Equality
Objectives which were approved by the Governing Body on 10 October 2013 which were:


Ensure that hard to reach groups are engaged in any changes across services through appropriate consultation
and engagement and that services are commissioned, designed and procured whilst taking into account these
groups.
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That South Tyneside CCG uses a wide range of information to assure and improve the safety of patients and
this is regularly reported and discussed.
That South Tyneside CCG has sufficient organisational data to demonstrate that staff from all protected groups
are paid equally and in line with pay levels for the organisation as a whole and that appropriate training has
been given on equality and diversity matters.
That the Governing Body receives adequate assurance around equality and diversity including the equality
objectives, strategy and progress towards achievement.

Ben Murphy talked through the main differences between the original EDS and that of EDS 2.
It was acknowledged STCCG is comparable with other CCG’s across the region therefore no areas of concern where
highlighted for South Tyneside. Ben Murphy talked through and acknowledged the progress STCCG had made against
its equality objectives and recommended that a new set of equality objectives should be identified and that it would be a
good opportunity to migrate from the EDS to EDS 2 at the same time. The Executive agreed to this approach following a
full stocktake of objectives plus any additional planning requirements and ongoing engagement with local interests.
Christine Briggs confirmed Equality Impact Assessment are now being monitored and audited to ensure assessments
have been completed using the equality impact tool ensuring that no persons who are offered protection under the
equality act 2010 are adversely affected.
Christine and Ben agreed to liaise in respects to timeframes with STCCG migrating to EDS 2 and that Ben Murphy
would produce a paper detailing the plan for migration and identifying new equality objectives which would be presented
at the Executive committee.
10. Value Based Commissioning Policy Changes
Mike Lavender was in attendance to inform the Executive of changes which have occurred to the Valued Based
Commissioning policy which underpins the Individual Funding Request (IFR) processes. It was acknowledged this is
the first modification to take place since CCG’s have taken over the process.
The Executive where made aware all suggested amendments have been discussed and informally agreed by those
GPs currently involved in the day to day consideration of IFRs.
A number of proposed amendments within the policy where discuss in lengthy detail with the bulk being around plastic
services cosmetic surgery.
A number of queries where raised around patients being considered for bariatric surgery; this is commissioned by NHS
England. CCGs are frequently asked to fund surgery for body contouring following significant weight loss. CCGs have
agreed that this will not be funded unless there are clinically exceptional circumstances.
Mike confirmed the CCGs have asked NHS England to be more explicit within their service specification, specifically
asking clinicians to ensure that patients are aware of this before agreeing to bariatric surgery.
A need was identified for training and engagement with clinicians, front line colleagues and patients to educate around
the IFR process and ensuring the values of surgery are solely around results for a better quality of life rather than
boosting patients self esteem
The Executive Committee endorsed and supported all changes within the Value Based Commissioning policy along with
expressed thanks to Mike Lavender and NECS colleagues for all valued input into the VBC policy due to its complexity.
11. CAMHS Tier 2
Rebecca Eadie was in attendance to inform the Executive on further progress with Tier 2 CAMHS pilot and analysis of
NTW CAMHS services for children in special circumstances following on from an update previously given at August
Executive Committee.
A number of concerns were raised around the delivery and effectiveness of CAMHS Tier 2 pilot in meeting the
emotional and mental health needs of children and young people in South Tyneside along with considering the
feasibility of commissioning a CAMHS Tier 2 service for all children including those in special circumstances, as part of
a life-course model.
It was noted there is currently no information to show what actual Tier 2 individual interventions are being provided by
NTW as they appear to describe all clinical interventions as Tier 3. If CAHMS needs within South Tyneside have not
been met at each tier level it was agreed further modelling is required.
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Christine Shields confirmed a recent OFSTED mock inspection revealed STIPS for looked after children was recorded
as a concerning issue within South Tyneside.
A number of options were discussed with Executive agreeing option 2 as the preferred option for South Tyneside being
‘following market engagement the CCG procure life course Primary Care Mental Health Services to include all Tier 2
CAMHS, including children in special circumstances, and psychological therapies. The Tier 2 CAMHS pilot would end.’
Rebecca confirmed this option supports the CCG life-course approach but requires further financial modelling and
engagement of an external specialist clinical advisor to ensure that the proposed model does not compromise the care
for children in special circumstances. The timeline for inclusion of CAMHS would need to be extended to allow this
more detailed work to take place along with the pilot being extended to fit with the timeline. There is a risk that the
current provider of the pilot may not wish to continue to provide the service also leading to a phased implementation of
the model. The work would need to include significant negotiation with NTW for the disaggregation of Tier 2 money for
CYP in special circumstances.
The Executive where in agreement to withdrawal the pilot funding from the current provider, if lack of engagement
continues without progression. Rebecca agreed to seek procurement advice due to a risk of potential challenge.
It was agreed Rebecca Eadie will link with Ann Fox to cross reference quality review input.
It was highlighted a review of CAHMS services revealed the lack of South Tyneside Local Authority contributions to Tier
2 services which has raised significant concerns. Benchmarking with other North East Local Authority services reveal
South Tyneside is an outlier. David Hambleton agreed to address this issue outside of the Executive Committee
meeting.
12. Urgent Care Consultation
Following previous Urgent Care Consultation updates given to the Executive Committee David Hambleton asked the
Executive to acknowledge the content of the report and feedback any comments and views with urgency. It was
highlighted all Clinical Director observations must be included.
Dr Funmi Nixon contributed the following:
“We know that a large number of patients currently presenting to A&E are not emergencies, therefore the proposed
Urgent Care Hub will aim to educate and support patients to self-manage their conditions and improve their outcomes in
the longer term.”
The finalised Urgent Care Consultation report will be discussed at November’s Governing Body meeting taking place on
Thursday 20th November.
The Governing Body will be asked to make a decision around the three proposed options within the report as follows:
1. Status Quo
2. Continue with Jarrow WIC and develop an acute hub model on the hospital site
3. Re-locate Jarrow WIC to the hospital site as part of an acute hub
David confirmed open and frank discussions are needed in relation to all three proposed options along with all
advantages and disadvantages taken into consideration. The report highlights STCCG acknowledges some public
concern towards this proposal however the CCG will continue to address problems and flex services in response to
concerns with patient needs across the whole of the borough being at the centre of change.
It was noted due to its complexity and the public’s feedback surrounding the current proposal, the Governing Body will
exclusively make the decision with no Executive Committee recommendations suggested.
An error was noted within appendix 2 of the report engagement timetable; dates are incorrect and need to be rectified.
ACTION: Hannah Jeffrey to review and correct engagement timetable dates.
It was agreed an e-mail will be sent to all Governing Body members in advance of the meeting due to its importance that
individual members have the opportunity to give a contribution outlining whether they support the proposal. The private
meeting beforehand will be used to ensure that it makes sense in public. ACTION: David Hambleton/Jane Leighton
to email Governing body members with preparation plans in advance of next Thursday.
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13. MSK and Pain Review
The Executive welcomed Graeme Hunt and Gillian De’Ath to the Meeting.
It was acknowledged MSK CAT service contract is ending contractually in March 2015 and Community Physiotherapy in
June 2015 therefore next steps for the provision of services and STCCG and procurement options need to be
considered.
Advantages and disadvantages where discussed around three recommended options within the report with the
Executive reaching an agreement on endorsing option three ‘develop an integrated intermediate service for all patients
within the MSK pathway’ which included a combined model for Community Physiotherapy and MSK CATS.
It was further recognised, that option three includes the potential to include pain services in South Tyneside. The current
provision was then discussed.
Dr Kelly Staples is contributing to 3 tier clinical model of pain services where a chronic pain service would complement
the integrated MSK service proposal.
Gillian De’Ath agreed to meet with Kate Hudson to further assess the financial implications of pain management
services to ensure they are incorporated into the plans.
The Executive highlighted neighbouring CCG approaches could also be adapted to South Tyneside.
The Executive agreed to endorse the development of an integrated intermediate service for all patients within the MSK
pathway with subsequent discussions necessary to develop the model further. ACTION: An updated positon to be
reported at January Executive Committee.
14. Public Health Update
Blue Light Initiative
Janice Chandler confirmed the Blue Light project involves partnership working currently lead by Public Health, to
engage chronic drinkers to improve their health and wellbeing and reduce the significant cost burden these clients place
on agencies within South Tyneside.
South Tyneside have been working with Alcohol Concern since early March 2014 to develop pathways, knowledge and
learning from other parts of the country.
In order to progress this work and to capitalise on this current commitment, two groups have been established. A short
term Strategic Group reporting into the Health and Well Being Board along with a number of other boards, leading on
the strategic embedding of the work and any strategy development and implementation. In addition an Operational
Task and Finish Group has been established which will specifically look at the development of some cost neutral
methods to begin to tackle the issues and will work with the strategic group to look at the implementation of the
pathways.
Janice Chandler noted Dr James Gordon sits within the above groups contributing a CCG input.
Suicide Prevention
Wendy Surtees was welcomed to the Executive Committee.
Follow on from previous Executive Committee meeting Wendy highlighted progress around the Suicide Prevention
Agenda.
Findings from the local suicide audit may have implications for the CCG as a commissioning organisation as well as
GP’s roles. It was noted the CCG accept the findings from the audit and agreed to take forward any actions required to
improve awareness of those at risk of suicide.
A mental health awareness session will take place at November’s Education Forum for all South Tyneside GP’s.
A query arose around the signage across South Tyneside and whether it is having an impact on the public. Wendy
confirmed findings do show evidence of impacted change and agreed to circulate signage posters to STCCG
colleagues. ACTION: Wendy to circulate suicide prevention signs to STCCG.
The CCG was in agreement to support the continuation of the Suicide Prevention Strategy Group and agenda.
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15. AOB


STCCG Corporate Calendar for 2015/16. David highlighted a number of future Executive Committee meetings
fall on Wednesday’s rather than the previous arrangement for Thursday’s. All Clinical Directors were asked to
accommodate future dates to ensure quorate Executive Committee Meetings.

16. Date and time of next meeting:
th
Wednesday 11 December 2014, 9.00 – 12.00noon at Monkton Hall, meeting room 1
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Agenda Item:
Enclosure:

Council of Practices
18th December 2014
15:00 – 16:00
Chuter Ede Education Centre, Galsworthy Road, South Shields NE34 9UG
Present:
Lead GPs
Practice Managers
Dr Matthew Walmsley
Apologies:
Dr David Hambleton

As per attendance sheet (attached)
As per attendance sheet (attached)
Chair, STCCG
Chief Officer, South Tyneside Clinical Commissioning
Group (STCCG)

2014/16

Welcome and introductions
The Chair welcomed those present to the Council of Practices meeting.

2014/17

Minutes of the last meeting held on 18th September 2014
The minutes of the meeting held on 18th September 2014 were
confirmed as a true record.

2014/18

Constitution Changes
CCG Chair, STCCG asked members for their approval of the
amendments –
Change of committee names:
Quality Patient Safety and Risk Committee changed to Quality
Patient Safety Committee and Audit Committee changed to
Audit and Risk Committee.
Annual Accounts:
Change of approval of the Annual Accounts from the Governing
Body to the Audit and Risk Committee.
Formatting changes:
Final formatting and page numbering will be completed on
agreement of final amends by NHS England.
No objections were made
CCG Chair, STCCG informed members on an extract from the Draft
Constitution around the proposed arrangements around Primary Care
Co Commissioning. (Point 6.5.5)

2014/19

Dissemination of Information
The CCG Chair, STCCG, discussed with members the ways in which
information relating to the Council of Practices meetings could be
disseminated to them. Members agreed that it would be helpful if the

2015/17
12

information was emailed in advance to Managers and GPs. Large
documents be replaced by link which can be clicked on to read.
2014/20

Primary Care Commissioning
The CCG Chair, STCCG informed the members that a decision has to
be made in relation to the options available to the CCG. A slide
presentation was shown for the purpose of informing and clarifying the
options available:
 Option 1 – Slightly greater involvement in NHS England.
 Option 2 - CCG forming a Joint Committee with NHS England
with the joint committee making decisions.
 Option 3 - CCG taking all responsibility for Primary Care
Commissioning from NHS England from April 2016.
The CCG Chair, STCCG outlined the risks involved with the options
and the lack of clarity relating to how much power the CCG would have
within Option Two along with, the risks of Option Three. The CCG
Chair, STCCG informed members that STCCG recommendation was
Option Two.
Questions and comments from the members present were taken and
discussed these included:
 Option Two and the role of NHS England.
 The capacity of the CCG to take on work.
 Clarification on the pathway between the different options.
 Amalgamation of decision making with other CCG’s.
Following on from the discussion the CCG Chair, STCCG proposed a
vote by the members for option approval, and this was done by a show
of hands:
Option One
_
two votes
Option Two
–
23 votes
Option Three
–
no votes
The CCG Chair, STCCG confirmed that Option Two had been
approved.
Action: Circulation of constitution to members by email when
final wording has been agreed.

2014/21

NHS 5 Year forward View – implications for South Tyneside
General Practice
The CCG Chair, STCCG highlighted points relevant to General
Practice, and New Care Model from the NHS 5 Year Forward View,
asking members if they had any questions or would be prepared to be
involved in the development moving forward.
No questions from members

2014/22

Date and time of next meeting
Thursday 19th March 2015, 15:00 – 16:00, at Chuter Ede Education
Centre, Galsworthy Road, South Shields, NE34 9UG.
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